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the junction of the inferior vena cava and the right atrium. Every con-
ceivable maneuver was made to free the tip from the Chiari network,
including twisting and turning. The introducer was pulled out finally
with forceful traction. On removal, Chiari network tissue was seen
adhering to the tip of the guide wire (Fig. 3). Pericardial effusion was not
observed after the intervention and the patient was discharged

Figure 1 A-B. Transesophageal echocardiographic images showing
ASD and prominent Chiari network (arrows)
ASD - atrial septal defect, LA - left atrium, RA - right atrium

Figure 2. Transesophageal echocardiographic image showing
implanted closure device (arrow)
LA - left atrium, RA - right atrium
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Figre 3. Introducer wire oth Iosr deice demonstrating a part of
Chiari network on the tip of the wire

uneventfully. This case highlights that prominent Chiari networks can
be problematic during percutaneous ASD closure interventions, and
entrapment of the introducer wire can be prevented by positioning
Mullin’s sheath more proximal to the wire tip while rotating the wire.
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Korunmus sol ventrikil — sistolik
fonksiyonlu bir olguda gelisen sol
ventrikiiler apikal trombiis

Left ventricular apical thrombus formed in a case with
preserved left ventricular systolic function

intrakardiyak kitlelerin bir kismini trombiisler olusturmaktadir.
Ozellikle kalbin sol bosluklarinda yer alan trombiisler sistemik tromboem-
bolilere neden olmasi nedeniyle énemlidir. Sol ventrikiil icinde trombiis
olusumuna, erigkinlerde miyokart enfarktiisii, ventrikiiler anevrizma, kon-
jestif kalp yetmezligi ve dilate kardiyomiyopati gibi ventrikiil disfonksiyo-
nuna neden olan durumlarda siklikla rastlanir. Ancak bizim olgumuzda
oldugu gibi sol ventrikiil fonksiyonlarinin korundugu ve duvar hareketleri-
nin normal oldugu durumlarda goriilmesi olagan degildir.

Yetmis bir yasinda erkek hasta, alt ekstremite iskemisi nedeniyle
basvurdu. Ozgecmisinde, tekrarlayan sistemik embolilerinin (transiske-
mik atak, alt ekstremite embolisi, mezenter arter embolisi) oldugu 6gre-
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nildi. Tekrarlayan tromboemboli etiyolojisini arastirmaya ydnelik transto-
rasik ekokardiyografi yapildi. Sol ventrikiil fonksiyonlari ve duvar hare-
ketleri normaldi. Sol ventrikiil apeksinde 3.5x1.4 cm boyutlarinda, sapli ve
hareketli, heterojen gortintimli kitle tespit edildi (Sekil 1, Video 1. Video/
hareketli goriintiiler www.anakarder.com’da izlenebilir). Trombolitik
tedavi uygulanmasi agisindan yiiksek risk faktdrleri bulunmasi (yash ve
serebrovaskiiler hastalik Gykiisii), nedeniyle cerrahi ile kitle eksizyonu
planlandi. Anjiyografide sol 6n inen arterin 1. diyagonal (D1) sonrasi
onemli darlik yapmayan muskiiler kdpriileme, D1 basinda %50 darlik
mevcuttu (Sekil 2). Kalp Damar Cerrahisi Klinigi tarafindan kardiyopul-
moner baypas altinda sol ventrikiilotomi yoluyla apikal kitle eksizyonu
yapildi (Sekil 3). Patolojisi aterom plag Gizerine yerlesimli trombiis olarak
yorumlandi. Hiperkoagiilabiliteye neden olabilen herhangi bir patolojiye
rastlanmadi. Sol ventrikiil fonksiyonlarinin korundugu durumlarda da sol
ventrikiil kavitesinde trombiis gériilebilir. Komplikasyonlari dnlemek agi-
sindan erken dénem trombolitik veya cerrahi tedavi uygulanmasinin
katastrofik sonuclari 6nleyecegi kanaatindeyiz.

Sekil 1. Transtorasik ekokardiyografide, apikal 4 bosluk goriintiide sol
ventrikiil apeksinde kitle goriiniimii
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Sekil 2. Koroner anjiyografide sagj kaudal gériintiide sol 6n inen ve sol
sirkumfleks arterlerin goriiniimii

Sekil 3. Sol ventrikiil apekndeki kitlenin operasyon esnasindaki goriintiisii

Giilay Ozkececi, Hiiseyin Dursun, Cevdet Kogogullani*,

Erkan Borazan, Ersel Onrat

Afyon Kocatepe Universitesi, Tip Fakiiltesi, Kardiyoloji ve

*Kalp Damar Cerrahisi Anabilim Dallan, Afyonkarahisar, Tiirkiye

Yazisma Adresi/Address for Correspondence: Dr. Giilay Ozkececi
Afyon Kocatepe Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali,
Afyonkarahisar, Tiirkiye

Tel: +90 272 246 33 33 Faks: +90 272 246 25 27

E-posta: gulayozkececi@yahoo.com

Cevrimici Yayin Tarihi/Available Online Date: 01.03.2011

©Telif Hakki 2011 AVES Yayincilik Ltd. Sti. - Makale metnine www.anakarder.com web
sayfasindan ulagilabilir.

©Copyright 2011 by AVES Yayincilik Ltd. - Available on-line at www.anakarder.com
doi:10.5152/akd.2011.048

Interrupted aortic arch with intact
ventricular septum: a multidetector CT
angiography evaluation @,

Ventrikiiler septumun intakt oldugu kesintili arkus
aorta: Cok detektorlii BT anjiyograli ile degerlendirme

Interrupted aortic arch with intact ventricular septum is a rare
severe congenital heart defect defined as a complete loss of luminal
and anatomic continuity between ascending and descending aorta
without ventricular septal defect. A 8-year-child referred to our center
for cardiac operation from Irak. Preoperative echocardiographic evalu-
ation showed enlarged left ventricular dimension is and severely dimin-
ished systolic function. Aortic valve was found to be bicuspid with mild
gradient. Aortic arcus was interrupted below the left subclavian artery.
Large patent ductus arteriosus was established to be supplying the
descending thoracic aorta. The patient underwent the heart catheter-
ization for the hemodynamic study. Pulmonary artery pressure was
measured to be 80 mmHg and resistance- 17.4 WU. However, angiogra-
phy failed to show aortic arch and vascular structure. Multidetector
computed tomography angiography (MDCTA) showed interruption of the





