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Acute coronary syndrome due to diclofenac
potassium induced anaphylaxis: two Kounis
syndrome variants in the same patient

Diklofenak potasyumun indiikledigi anaflaksiye
bagli akut koroner sendrom: Ayni olguda iki Kounis
sendrom varyanti

Hypersensitivity reactions associated with underlying coronary
artery disease (Kounis syndrome) are not rare, despite the fact that
they are not frequently documented in the medical literature especially
ifinduced by diclofenac potassium (DP) (1-3). We present a patient with
ST-segment changes who suffered an anaphylactic reaction after oral
administration of DP

A 74-year-old woman was referred to our emergency department
approximately 30 minutes after taking oral DP. On admission, the patient
was complaining of retrosternal chest pain and generalized erythema.
She had no history of allergy. Her blood pressure was 60/35 mmHg.
After the first evaluation, intravenous antihistaminic and 40 mg of pred-
nisolone, saline and dopamine infusions at rate 10 mg/kg/minute over 1
hour were administered. Her electrocardiogram (ECG) recording
showed 1 mm ST-elevation in inferior derivations and third degree atrio-
ventricular (AV) block (Fig. 1a).

On admission to coronary care unit (CCU), the patient was hemody-
namically stable, her cardiovascular examination was normal. Serial
electrocardiographic recordings showed regression of ST-segment
elevations and recovering AV block. (Fig. 1b). Cardiac enzymes were
normal but serum IgE level (197 IU/mL) showed significant elevation
(normal ranges 20-100 IU/mL). After stabilization, coronary angiography
demonstrated two sequential 70% right coronary artery lesions and a
non-critical lesion in the left anterior descending artery (Fig. 2). She
underwent successful coronary angioplasty with implantation of
sequential 3.0x16 mm and 3.0x8 mm bare-metal stents. Two months
later, the patient was admitted to our hospital complaining of upper
respiratory tract infection symptoms. After first evaluation (the patient
and relatives did not warn the physician about drug allergy) intravenous
DP was administered. The patient had felt chest pain and the ECG
showed the same findings as observed during her previous application
(Fig. 3). After intravenous antihistaminic and prednisolone administra-
tions, the patient was hemodynamically stabilized and serial ECG
recordings showed regression of ST- elevations. Dipyridamole myocar-
dial perfusion scintigraphy showed no ischemic tissue of myocardium.

Kounis Syndrome also known as “the allergic angina syndrome”
has two variants. Type | variant includes patients with normal coronary
arteries and Type Il variant includes patients with culprit but quiescent
pre-existing atheromatous disease where the acute release of inflam-
matory mediators can induce coronary artery spasm with normal or
elevated cardiac enzymes and troponins (3-5). In our case, we observed
ST- segment elevations in inferior derivations due to coronary artery
spasm with underlying coronary artery disease. For this reason, we
think that our case could be an example for type |l Kounis syndrome at
first application. However, the same electrocardiographic and clinical
findings were observed after the next administration of intravenous DP.
We did not perform again coronary angiography because myocardial
perfusion imaging showed no coronary ischemia.
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Our case is an example for both types | at the second application
because of no coronary ischemia after coronary stenting and type Il
Kounis syndrome at the same time. These two events showed that the
main mechanism is coronary spasm with or without coronary lesions.
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Flgure 1. a) ECG recording showing approximately 1 mm ST-elevation in
inferior derivations, reciprocal ST- segment depression up to 4 mm in entire
precordial leads and third degree AV block b) Resolution of ST-segment
elevations after first therapy

AV - atrioventricular, ECG - electrocardiogram

Figure 2. Coronary angiography view of the 70% right coronary artery
lesions and a non-critical lesion in the left anterior descending artery
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Figure 3. The electrocardiogram recording on the patient’s second
admission
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Fonksiyonel trikiispit yetersizliginin cerrahi
tedavisinde giincel yaklasim/Trikiispit
kapak yetersizliginde tedavi

Current approach to surgical treatment of functional
tricuspid regurgitation/Management of the tricuspid
valve regurgitation

Sayin Editor,

Oncelikle Sayin Dr. Demirbag’t detayli incelemesi ve kardiyolog
bakisiyla yaptigi trikiispit kapak cerrahisi degerlendirmesi igin tebrik
ederiz (1). Biz de cerrahi agidan énemli gordiigiimiiz birkag noktaya
deginerek katkida bulunmaya ¢alisacagiz. Yaygin eski goriis sol kalp
kapak hastalifina sekonder trikiispit kapak yetersizliginin sol kalp
kapaklarina yapilan miidahalenin ardindan gerileyecedgini iddia etmek-
tedir. Ancak giiniimiizde sol kalp kapak hastalifina sekonder trikiispit
kapak yetersizliginin ilerleyici olabilecegdi ve sol kalp kapak hastaligina
yapilan miidahalenin ardindan gerilemeyebilecegi birgcok galisma ile
gdsterilmistir (2). Bunlarin sonucunda olusan konsensiis Sayin Dr.
Demirbag'in da belirttigi gibi orta ve iizeri fonksiyonel trikiispit yetersiz-
ligine (moderate to more) miidahale edilmesi gerektigidir. Artik tartis-
mali olan hafif-orta trikiispit yetersizligine miidahale gerekip gerekme-
digidir. Genel kaninin aksine mitral kapak cerrahisi ile birlikte yapilan
trikiispit kapak onariminin operatif mortaliteye etkisinin olmadigi goste-
rilmistir. Dreyfus ve ark. (2) 311 hastalik serilerinde mitral kapak hasta-
larinda trikiispit yetersizliginin derecesine bakmaksizin, trikiispit kapak
andliisiiniin 270 mm olmasini aniiloplasti endikasyonu kabul ederek,
trikiispit kapagina miidahale edilmeyen 163 hastanin mitral kapak rep-
lasmani (MVR) ile birlikte trikiispit kapak onarimi (TVR) yapilan 148
hastayl (144 “semirigid” ring, 4 de Vega aniiloplasti) karsilastirdilar.
Operatif mortalite ve 3, 5, 10 yillik mortalite istatistiksel olarak farkli

olmamakla birlikte sonuclar MVR+TVR yapilan grup lehine idi. Ayrica,
trikiispit kapaga miidahale edilmeyen grupta trikiispit yetersizligi en az
2 derece ilerleyen hasta orani %48 iken, bu oran MVR+TVR yapilan
grupta yalnizca %2 olarak izlendi. iki grup arasinda postoperatif fonksi-
yonel kapasite kiyaslamasinda da MVR+TVR grubunda anlamli fark
saptandi (2). Calafiore ve ark.nin (3) 110 hastalik serisinde miidahale
kriteri olarak, orta ve {izeri TY kullanilmis olup benzer sekilde trikiispit
kapaga miidahale edilmeyen gruba kiyasla, de Vega aniiloplasti yapilan
grubun 5 yillik sagkalim, fonksiyonel kapasite, trikiispit yetersizliginin
ilerleyisi sonuglari istatistiksel olarak, anlamli derecede daha iyi olarak
saptanmigtir. Ghanta ve ark. lar (4) tarafindan bikiispidizasyon yapilan
hastalarda da benzer sonuclar elde edilmistir. Giiniimiizde ring aniilop-
lasti yalnizca aniiliisiin ¢apini azaltmakla kalmayip, hem mitral kapak
hem de trikiispit kapak igin 3 boyutlu tamir saglayan sert halkalarin
tiretilmistir (St. Jude Medical Rigid Saddle Ring, Edwards Lifesciences
MC3 Annuloplasty Rings). Son donemde sert halkalarin aniiliis geomet-
risini daha iyi korudugu artarak kabul gérmektedir. Dr. Demirbag’in
ozetledigi trikiispit kapak onarimi yontemlerine ekleyebilecegimiz hir
diger yontem, kardiyomiyopatiye ikincil olusan yaprakgik (leaflet) gekil-
mesinde denenen perikart ile yaprakgik augmentasyonu ve halka ani-
loplastidir. Mitral kapak onariminda, yerini alan bu yéntem Dreyfus ve
ark.(5) tarafindan trikiispit kapakta basari ile uygulanmistir.

Yazarin bahsettigi trikiispit kapak onarim yontemlerine eklenmesi
gereken bir baska aniiloplasti araci Calafiore (3) tarafindan kullanilan 50
mm’lik minibanddir. Esnek lineer bant aniiliisiin anteriyor sekline gére
dikilerek aniiliis capini diisiirmektedir. Calismayi ilging kilan, amacin
tiim hastalarda aniiliis ¢evresini 25 numara dlgcege karsilik gelen 78.5
mm'ik degere diistirmek olmasidir. Calafiore ve ark. (3) bu yontemi kul-
landi§i 15 hastada basarili sonuglarini yayinlamistir.

Sonug olarak, Dr. Demirbag’in da belirttigi gibi orta ve {izeri trikiispit
yetersizliinde sol kalp kapagina miidahale edilirken, trikiispit kapaga
yontemler arasinda fark olmaksizin miidahale edilmesinin gerekliligi
birgok calisma ile gdsterilmistir. Giincel tartisma hafif orta trikiispit
yetersizliine miidahale kriterleridir.
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