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A normofunctioning caged-ball aortic valve
prosthesis for 31 years A

Otuz bir yildir normal fonksiyonlari olan bir top kafes aort
kapak protezi

Starr-Edwards (S- E) ball cage prosthetic valve was first successfully
implanted in mitral position in September 1960 (1). Since then, S-E ball
valves have been widely used in all over the world with good results till 2007
when Edwards Lifesciences discontinued production of the S-E valve.
Their usage was abandoned because prosthetic valves with better hemo-
dynamics and with less thromboembolic potential were introduced to the
market. The S-E ball cage valve was known for its long durability. We
report a case with 9 no. S-E aortic caged-ball valve prosthesis, which has
been well-functioning for 31 years.

A 50 years old male patient was referred to the echocardiography
laboratory after a routine physical examination. He had no complaints. He
had undergone aortic valve replacement for rheumatic aortic valve dis-
ease with a S-E caged-ball aortic valve (no.9) in 1977. After 15 years of
asymptomatic period; his symptoms recurred and he underwent a second
surgery and 27 no. Medtronic mechanical monoleaflet mitral valve was
implanted in 1995. The prosthetic valve in the aortic position was function-
ing well at that time. From then, he attended outpatient appointments
regularly with no complaints with grade | New York Heart Association
(NYHA) functional class. Routine echocardiography and cine-fluoroscopy
controls showed normofunctioning aortic and mitral mechanical valves
(Fig. 1-2, Video 1. See corresponding video/movie images at www.ana-
karder.com).

Inthe past decades; aortic S-E caged-ball valves have been used suc-
cessfully all over the world. The only Food and Drug Administration (FDA)
approved caged-ball valve is the S-E valve. The complications related to
S-E caged-ball valves are; thromboembolism, hemolytic anemia, valve
failure, cloth wear, endocarditis, and pannus formation (2). Orszulak et al.
(3) have reported that survival rate of patients with prosthetic aort valve at
20 years were 31,2 % -including 6,2 % operative mortality- in a series of
1100 S-E caged ball aortic prostheses with a 24.8 years mean follow up
time. They found that advanced NYHA class (lll or 1V), older age (>56
years) and lower ejection fraction (<0.56) were predictive of poor late
survival. They did not find any valve failure in 1100 patients and they rec-
ommend that especially S-E valves of larger sizes (9A and above) provide
an excellent, safe and durable alternative in the aortic position. Godje et

Figure 1. Closing of the caged-ball prosthesis

V

Figure 2. Opening of the caged-ball prosthesis

al. (4) have reported 16.6 % survival rate in patients with aortic S-E ball
valves after 30 years. For the S-E prosthesis, 40-year survival after mitral
valve replacement and 41- year survival after aortic valve replacement
have been reported (5).

Although natural heart valves allow blood to flow straight through the
center of the valve (central flow), caged ball valves completely block cen-
tral flow and collisions with the occluder ball cause damage to blood cells,
stimulate thrombosis and formation of blood clots. The high pressure gra-
dient, less effective orifice area and the absence of a central blood flow
with the patient morbidity rates are the factors that leaded scientists to
design new mechanical valves (4).

Our case demonstrates long durability of caged ball valves. The patient
has a normofunctioning S-E caged-ball aortic valve implanted 31 years ago.
His functional capacity is classified as NYHA class 1.

Murat Baskurt, Fatma Nihan Turhan, Bang Okiin, Serdar Kiiciikoglu
Department of Cardiology, Institute of Cardiology, Istanbul
University, istanbul, Turkey



256 Editére Mektuplar
Letters to the Editor

Anadolu Kardiyol Derg
2009; 9: 253-8

References

1. Peterman MA, Donsky MS, Matter GJ, Roberts WC. A Starr-Edwards model
6120 mechanical prosthesis in the mitral valve position for 38 years. Am J
Cardiol 2006; 97: 756-8.

2. Yotsumoto D, Iguro Y, Ueno T, Matsumoto K, Sakata R. Use of the Bentall
method for replacement of an aortic Starr-Edwards ball valve prosthesis
implanted 32 years previously. Gen Thorac Cardiovasc Surg 2007; 55: 331-4.

3. Orszulak TA, Schaff HV, Puga FJ, Danielson GK, Mullany CJ, Anderson BJ,
et al. Event Status of the Starr-Edwards Aortic Valve to 20 Years: A
Benchmark for Comparison. Ann Thorac Surg 1997; 63: 620-6.

4. Godje O, Brenner P, Fischlein T, Reichart B. Thirty years survival after double
valve replacement with Star-Edwards prostheses in aortic and mitral posi-
tion. Eur J Card-thor Sur 1997; 11: 391-3.

5. Suezawa T, Morimoto T, Jinno T, Tago M. Forty-year survival with Smeloff-
Cutter and Starr-Edwards prostheses. Ann Thorac Surg 2008; 85: e14-6.

Address for Correspondence/Yazisma Adresi: Dr. Murat Baskurt

Department of Cardiology, Institute of Cardiology, istanbul University, Istanbul, Turkey
Phone: +90 212 459 20 00 Fax: +90 212 459 20 69

E-mail: drmuratbaskurt@yahoo.com

Koroner anjiyografi ile iliskili hipokalemik
periyodik paralizi

Hypokalemic periodic paralysis associated with
coronary angiography

Hipokalemik periyodik paralizi, tekrarlayan paralizi ataklari ile karak-
terize konjenital bir hastaliktir. Sekonder nedenlere (hipertiroidi, primer
hiperaldosteronizm, renal tubuler asidoz, vb.) bagl olarak olusabildigi gibi
otozomal dominant gecis gdsteren formu ailesel hipokalemik periyodik
paralizi (FHPP) olarak adlandirimaktadir. Ailesel hipokalemik periyodik
paraliziye 1/100.000 oraninda rastlanmaktadir ve erkeklerde bayanlardan
3-4 kat daha fazla goriilmektedir (1).

Olgumuz 64 yasinda erkek hasta olup anginal yakinmalarla poliklinigi-
mize basvurdu. Ozgecmisinde 12 yasindan beri tedavi ve takip altinda
oldugu FHPP tanisi mevcut idi. Son bir yildir periyodik paralizi ataginin
tekrarlamadigini ifade ediyordu. Yapilan fizik muayene ve rutin biyokimya-
sal parametreler normal sinirlar igindeydi (potasyum diizeyi: 4,4 mmol/L).

Elektrokardiyografisi (EKG) normal siniis ritmi olarak degerlendirildi.
Eforlu EKG testi pozitif olmasi {izerine hastaya koroner anjiyografi (KAG)
planlandi. Koroner anjiyografi neticesinde koroner arterlerde ciddi obs-
triiktif lezyona rastlanmadi. Koroner anjiyografiden bir saat sonra hastada
bulanti hissi, kol ve bacaklarda gii¢siizliik sikayeti basladi. Fizik muayene-
de dzellik yoktu. Cekilen EKG'de U dalgasi belirlendi. Yapilan biyokimyasal
analizde potasyum 2.8 mmol/L olarak bulundu. Alinan néroloji konsiiltas-
yonu neticesinde periyodik paralizi atagi olarak degerlendirildi. Atagin
diizelmesi icin verilen KCl infiizyonu sonrasi hastanin sikayetleri geriledi.
Atak sonrasi alinan tiroid fonksiyon testleri ve aldosteron seviyesi normal
sinirlarda tespit edildi.

Ailesel hipokalemik periyodik paralizide ataklar esnasinda hastaligin
klinigi; (6zellikle omuz ve kalga kaslarinda olmak iizere) kaslarda giigsiiz-
liik olarak ortaya ¢ikmaktadir. Paralizi ataklarinin siiresi birkag saat ile
birkag giin arasinda degisebilmektedir. Atak sirasinda serum potasyumu
intravaskiiler alandan kas hiicrelerine gectiginden dolayi diisiik olarak
saptanmaktadir. Hastanin ataklar digindaki siiregte serum potasyum
seviyesi ve ndrolojik muayenesi normal olarak tespit edilmektedir (1).

Karbonhidrath yiyecekler, uzun siiren aclik, cerrahi girisimler, travma,
subkutan insiilin enjeksiyonu, asiri alkol tiiketimi, emosyonel stres, heye-
can, enfeksiyon atag tetikleyici sebeplerin baginda gelmektedir (1).
Olgumuzda KAG'den yaklasik yarim saat sonra periyodik paralizi atag
gelismigtir. Familyal hipokalemik periyodik paralizi tanisi nedeni ile ilk
vaka olarak koroner anjiyografisi yapilan hastamizda uzun siireli aclik s6z
konusu degildi. Olugan bu durumun koroner anjiyografinin neden oldugu
adrenerjik stresle iligkisinin goz ardi edilemeyecegi kanaatindeyiz.

Daha 6nce Kane ark.lan (2) tarafindan sunulan bir vakada koroner
anjiyografiden bir giin sonra paralizi atag ile acil servise bagvuran tirotok-
sik hipokalemik periyodik paralizili bir hasta bildirilmistir. Bu vakada kont-
rast maddenin indiikledigi tirotoksikoza baglh olusan hipokalemik periyodik
paralizden bahsedilmistir. Bildirilen vakanin aksine olgumuzda tiroid fonk-
siyon testleri ve aldosteron diizeyi normal sinir araliginda tespit edildi.

Sonug olarak bu ve benzeri vakalarda koroner anjiyografinin hasta
tizerinde olusturdugu adrenerjik stres goz 6niinde bulundurulmali ve bu
gibi hastalar yakindan takip edilmelidir.
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izole konjenital AV bloklu eriskin
hastalarin uzun takip sonugclari

Long-term follow-up of adult patients with isolated
congenital AV block

Konjenital atriyoventrikiiler tam blok (KAVTB) nadir rastlanan bir
kalici kalp pili (KKP) endikasyonudur. Bu hastalarda KKP uygulamasi
semptomlari kontrol etmekle kalmayip, yasamsal bir kalp ritmi saglama
amacina yoneliktir. Semptomatik ¢ocuklarda KKP takilmasi zorunludur.
Asemptomatik yenidogan ve infantlarda ventrikiiler ritm <55/dk. ise
veya Onemli kardiyak malformasyon varliginda <70/dk. ise KKP
endikasyonu mevcuttur. Bir yasindan sonra ise ortalama kalp hizi <50/
dk. veya Holter kayitlarinda uzun duraklamalar varsa (>3 sn) KKP
onerilmektedir. izole ve iyi tolere edilen AV tam blok ise daha ileri
yaslarda tesadiifen saptanabilmektedir. Burada, klinigimizde KAVTB
nedeniyle erigkin yasta KKP takilan olgularin uzun dénem takip sonuglari
derlenmistir.

Bin dokuz yiiz seksen alti-2008 yillari arasinda 1650 KKP uygulamasi
yapilmistir. Hastalarin 13’tine (0.8%) KAVTB tanisi ile KKP takilmis olup,
10'u bayan olan bu grubun yas ortalamasi 18.4't(i (8-32). Hastalarin 5'i
senkopla basvurmus, gecici pil takilmisti. Hastalarin 7'sinde efor
kapasitesinde azalma mevcuttu. Ortalama ventrikiil hizi 40/dk (35-42)





