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Giant pulmonary artery aneurysm
due to undiagnosed atrial

septal defect associated with
pulmonary hypertension

Atrial septal defektin sebep oldugu
pulmoner hipertansiyon sonucu gelisen
dev pulmoner arter anevrizmasi

Dear Editor,

We read with great interest a recent article by Tartan et al. (1)
“Giant pulmonary artery aneurysm due to undiagnosed atrial septal
defect associated with pulmonary hypertension™.

In this article the authors report on a rare clinical entity: a giant
pulmonary artery aneurysm (PAA) due to an even more rare
condition - a late diagnosed atrial septal defect (ASD) resulted in
Eisenmenger’s syndrome. Although read very carefully, we could not
come across to an explanation about the rupture risk for aneurysm and
follow-up frequency in the article.

When Eisenmenger’s syndrome is present, we understand that the
ASD should not be corrected; however, we believe that the rupture risk
of aneurysm shall not be ignored.

The optimal treatment strategies are not clear when a pulmonary
artery aneurysm is diagnosed. Some authors prefer conservative
management, while others advocate surgery. The localization and size of
the aneurysm predisposing cardiac pathologies and risk of rupture are
important for the choice of treatment (2, 3). Symptomatic cases with
significant pulmonary regurgitation or stenosis (which is enough to cause
right ventricular dysfunction), pulmonary hypertension, or associated
with other cardiac lesions, are candidates for surgery. Possible
complications such as dissection, embolism, rupture, compression of the
surrounding tissues may occur as the most life-threatening
complications. The risk of dissection is associated with pulmonary
hypertension and/or connective tissue diseases while the risk of rupture
increases with advanced age (4).

When a giant PAA is present, we believe that the treatment should
include surgical correction. Qur experience showed that elective
surgical repair is required if signs of compression to adjacent vital
structures, thrombus formation in the aneurismal sack, or >0.5 cm
increase in the diameter of the aneurysm in 6 months are observed
during the follow-up period. Sometimes only aneurismal surgery may
be applicable; e.g. aneurysmoraphy, reconstruction with pericardial
patch, arterioplasty, homograft or synthetic graft interposition (5).

The case presented in the article is a 55-year-old male, who is
exposed to possible dissection and/or rupture, and even sudden death.
The ASD is inoperable due to Eisenmenger’s syndrome, but due to giant
PAA surgical management should be recommended. We would like to
address the authors these two questions:

1) What is the follow-up frequency?

2) Are you planning to recommend surgical treatment for PAA, and
if yes, when?

A. Hakan Vural, Tamer Tiirk, Yusuf Ata, Ahmet Ozyazicioglu
Department of Cardiovascular Surgery, Bursa Yiiksek ihtisas
Education and Research Hospital, Bursa, Turkey
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Author’s reply

Dear Editor,

We would like to thank the authors of the letter for their interest in
our article.

1- The patient is not regularly followed -up in our clinic. He is being
taken care by another cardiology clinic according to his preference.

2- Surgical treatment was not offered due to increased perioperative
mortality and morbidity. The surgery was also not offered by the clinic
where he is being followed-up currently.

He is still alive but is having serious dyspnea that requires frequent
hospitalizations.

Yours Sincerely

Zeynep Tartan

Department of Cardiology

Siyami Ersek Cardiovascular and Thoracic Surgery Center
Istanbul, Turkey

Ross operation for teenagers: correct
indication determines the long-term
outcome/ Early double valve
re-replacement after Ross operation

Genclerde Ross ameliyati: Dogru endikasyon uzun
donem sonuclari belirler/ Ross ameliyatl sonrasi
erken donemde cift kapak re-replasmani

| read with great interest the case report by Ozkara et al. (1) in the
June issue of the journal and must commend the authors for
highlighting the important issue of appropriate case selection for Ross
operation and its impact on long-term outcome.

The surgical management of aortic valve disease in children and
young adults continues to be a challenging problem. Choice of valve
remains a controversial area with both mechanical as well as
bioprosthetic valves having their pros and cons in this subgroup of
patients. The Ross operation, involving replacement of native aortic
valve with a pulmonary autograft, with its advantages of growth
potential, optimal hemodynamic performance, and freedom from
anticoagulation and hemolysis has become an attractive option for
pediatric and adolescent patients requiring aortic valve replacement
(2). However, it is extremely important that this technically demanding
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operation with inherent difficulties and the crucial need for attention to
detail must be performed in appropriately selected patients otherwise
it is bound to fail as reported by Ozkara et al. (1).

The authors performed Ross operation in a teenager with acute
rheumatic fever, a controversial and in my opinion perhaps an outright
incorrect indication for this procedure as suggested by available
scientific evidence (3, 4). It is a well-established fact that the autograft
is sensitive for recurrent rheumatic activity (3) and in patients with
concomitant involvement of mitral valve by rheumatic fever the
autograft failure rate is quite high (3). Although the case report does not
mention anything regarding involvement of mitral valve in this patient
however, | am sure that mitral valve could not have been spared by
rheumatic fever as is the case in most patients. Hence, using the
benefit of hindsight, the authors can conclude beyond doubt that the
autograft valve in the rheumatic fever population after the Ross
procedure demonstrates a poor long-term outcome and therefore use
of the autograft is contraindicated in patients with active, recurrent, or
aggressive rheumatic fever.

Acceptance of the Ross operation, particularly in young patients, is
escalating. We are now four decades from the inception of the Ross
operation and despite accumulating evidence suggesting benefits of
this operation in the young patients, it is extremely important to curb
our enthusiasm to perform this operation non-selectively and always
remember that it is not only choice of the operation itself but choosing
the right patient that determines the long-term outcome of the
operation and guarantees maximum benefit to patient and minimal
disappointment to the surgeon.

Shahzad G. Raja
Department of Cardiothoracic Surgery, Harefield Hospital,
Hill End Road, Harefield, Middlesex UB9 6JH, United Kingdom
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Author’s reply

Dear Editor,

| read the letter with great interest. | have to highlight that the first
operation (Ross procedure) of the patient was performed by another
surgical team. In our clinic, we performed the second operation. In our
report, we conclude that the Ross operation is still an important choice
for aortic disease in young patients. However, careful attention should
be made to decide the indication of Ross procedure.

With best regards,

Ahmet Ozkara

Department of Cardiology, Faculty of Medicine, Selguk University
Meram, Turkey

Karotis arter stentleme: Bir cerrah
gorisii? / Karotis arter stentlerinin
erken ve gec¢ sonugclari

Carotid artery stenting: from a glance of a
surgeon / Karly and late outcomes of
carotid artery stenting

Sayin Editor,

Derginizin Haziran 2007 sayisinda yayinlanan, Dr. Aydiner ve arka-
daslari (1) tarafindan yapilan karotis arter stentlemenin (KAS) erken ve
geg sonuglarini kapsayan ¢alismay biiyiik bir ilgiyle okudum. Yazarlan
mitkemmel sonuglarindan dolayi tebrik ederim. Bir cerrah olarak bu ko-
nu iizerinde birkag yorum yapmak isterim.

Giinimiizde koroner arter stentleme mi yoksa koroner arter baypas
cerrahisi mi halen tartigmal bir konudur. Ayni tartisma karotis arter
stentleme i¢in de gecerlidir. Bu yiizden, bizim lizerinde durdugumuz so-
ru sudur: KAS sonuglarinin karotis endarterektomiye (KEA) esit veya
daha iyi oldugu ydniinde herhangi bir bulguya sahip miyiz? Agikgasi, bu
cevaplandiriimasi gerekli olan en 6nemli sorudur.

Yayinlanmig birgok prospektif randomize galisma sonuglarina da-
yanilarak, ciddi ekstrakraniyal karotis arter lezyonlari olan, hem semp-
tomatik hem de asemptomatik hastalarda inme ve 6liimiin 6nlenmesin-
de, KEA tedavide “altin standart” olarak kabul edilmistir (2-4).

Son yillarda, KAS &zellikle bazi yiiksek riskli hastalardaki karotis ar-
ter stenozlarina yeni girisimsel ve daha az invazif bir tedavi yaklagimi
olarak ortaya ¢ikmistir. Tecriibeli ellerde direkt iglemle ilgili riskler dii-
siik olsa bile, kontrol grubu ile karsilagtirmali olarak KAS sonrasi uzun
dénem sonuglari hakkinda ok fazla bilgimiz yoktur. Stenotik karotis ar-
ter hastaliklarinda KAS'nin etkinligi ve giivenilirligi tartismali konu ola-
rak kalmaktadir (2-4).

Baslangigta, KEA ile yiiksek basari oranlari elde eden birgok cerrah
tarafindan KAS siddetle reddedilmistir. Gergekte, KAS ile erken rando-
mize ¢aligmalar yiiksek inme oranlari géstermelerine ragmen, mekanik
serebral emboli koruyucularindaki gelismeler ve stent dizaynlari ile
stentleme tekniklerindeki iyilesmeler KEA ile kargilastirilabilir bir komp-
likasyon oranlariyla KAS yapilabilmektedir (3).

Damar cerrahlarinin karotis arter stenozlu hastalarin bakiminda en
iyi donanimh olduklar goziikmektedir. Cerrahlar anatomiye, operasyon
endikasyonlarina ve uzun donem takiplerde hastalara daha hakimdir.
Damar cerrahlari ya KAS'de etkin olmayi secebilirler ve KAS'yi potansi-
yel tedavi secenedi olarak teklif edebilirler ya da bu yeni tedavi yonte-
mine inanmayabilirler. 0 zaman da, damar cerrahlari karotis arter has-
taliklarinin teshis ve tedavi sorumluluklarini, serebrovaskiiler lezyonlu
hastalarin bakimina aligkin olmayan diger uzmanlik gruplarina terketme
riskiyle karsi karsiya olacaklardir (3, 5).

Karotis arter stentleme karotis arter hastaligini tedavi etmek igin
birgok uzmanlik alanina bir kapr agmistir. Kardiyologlar ve radyologlar,
kateterizasyon tecriibeleri ve anjiyografi salonlarina devamli giriglerin-
den dolayi giinliik klinik pratik uygulamalarina KAS'yi dahil etmeye is-
tekli davranmaktadirlar. Cerrahlar (dzellikle damar cerrahlar) kendi
pratiklerinde bu hastalari tedavi etmeye devam etme niyetindeler ise bu
is icin gerekli olan kateter uygulama tecriibelerini editim programlari,
mini-gruplar veya tecriibeli endovaskiiler uzmanlarla ortakliklar kurma
vasitasiyla elde etmeleri ¢cok énemlidir. Karotis arter stentleme yapan
damar cerrahlarinin ve diger uzmanhk gruplarinin egitimleri ve yeterli-
liklerinin belgelenmesi igin gelecekteki program her bir uzmanlk alan-
larinin dernekleri tarafindan sekillenecektir (2, 3, 5).

Karotis endarterektomi maliyet agisindan KAS ile karsilastirnidiginda
daha ucuzdur. Bu kismen KAS ile daha yiiksek inme orani kismen de
stent ve beyin koruyucu cihazlarin yiiksek maliyetli olmast ile iligkilidir (4).

Karotis arter stentleme sonugta dncelikli alternatif tedavi sekli ola-
bilse bile KEA, ister yiiksek isterse diisiik risk grubunda olsun, ciddi ka-



