
potassium (sK) levels (1). In our study, we found that there was 
a significant relation between admission sK levels >4.5 mmol/L 
and mortality (1). Another notable finding of the study was the 
significant relation between ventricular arrhythmias and sK 
levels <3 mmol/L and ≥5 mmol/L (1). These findings of our study 
support the findings of the previous studies (2, 3).

In the study, we determined the effect of admission sK lev-
els on outcomes rather than the sK levels during the in-hospi-
tal period. Therefore, we did not evaluate the impact of insu-
lin therapy on sK levels and outcomes. We mentioned about 
this condition in the limitations section. The effect of insulin 
therapy on sK levels and clinical outcomes could be studied in 
another research. 

In addition, being a retrospective study, it has some poten-
tial limitations. The coronary artery disease extensiveness and 
severity was not recorded and studied. Moreover, the aim of 
the study was the relation between admission sK levels and 
clinical outcomes. The coronary artery disease extensiveness 
and severity was not our priority.

Because the time of the ventricular arrhythmias was not 
recorded, as mentioned in limitations section, we also did not 
classify ventricular arrhythmias, but rather we evaluated all 
ventricular arrhythmias together.

Although sK levels are extensively affected by medication, 
we studied the admission sK levels, and we did not evaluate 
the effect of medication on sK levels. The effect of medication 
and diuretics on sK levels could be a part of another study. 
With regard to previous medication, we did not categorize the 
diuretics because of the small number of patients using diuret-
ics; however, there was no significant difference between the 
groups (p=0.27).

The authors stated that the relation between the follow-up 
sK levels and cardiovascular events should be studied in fur-
ther randomized clinical trials. In the study we conducted, we 
investigated the relationship between admission sK levels and 
cardiovascular outcomes rather than the in-hospital sK levels 
and difference.

Mahmut Uluganyan
Department of Cardiology, Yedikule Hospital for Chest Disease and 
Thoracic Surgery, İstanbul-Turkey
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To the Editor,

Clopidogrel is the current widely used drug in acute coronary 
syndrome (1). The therapeutic level of clopidogrel is important 
for successful management of patients (2). Genetic underlying 
factor is mentioned as an important determinant for finalizing 
clopidogrel level. ATP-binding cassette, sub-family B (MDR/TAP), 
member 1 (ABCB1) polymorphism is mentioned for the interre-
lationship with clopidogrel concentration. Stokanovic et al. (3) 
studied ABCB1 C3435T polymorphism and found that “patients 
carrying at least one C allele achieved significantly higher se-
rum concentration of clopidogrel.” In fact, the main action of any 
polymorphic form of ABCB1 is binding, which requires energy 
reaction. This concept is successfully used for explanation on 
the observed phenomenon in drug susceptibility and resistance 
(4). Based on the quantum energy calculation, the assessment 
of required energy can be useful for explanation of the observed 
final clopidogrel blood concentration. Focusing on each polymor-
phism at position 3435, the molecular weights of CC, CT, and TT 
genotypes are equal to 222.204, 237.215, and 252.227, respectively. 
Based on this information, the required energy for CC genotype 
will be the least, which further implies the best final clopidogrel 
level. This is concordant with the report by Stokanovic et al. (3).
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To the Editor,

As we are working in Gaziantep Dr. Ersin Arslan Education 
and Research Hospital that is approximately 50 km away from 
Turkish–Syrian border, we frequently encounter peripheral arte-
rial injuries in terms of emergency endovascular interventions. 
Therefore, we would like to share our single-center experience 
of these patients with you and our colleagues. Extremity inju-
ries involving a major artery that are not promptly diagnosed and 
treated can lead to death or loss of the extremity. Arterial injury 
can cause distal ischemia because of hemorrhage, hematoma, 
laceration, or thrombosis, and the complications of the injury can 
lead to pseudoaneurysm or arteriovenous fistula (1). Endovascu-
lar therapy is a continuously developing alternative to surgical 
therapy in selected patients. Between July 2012 and May 2014, 
21 patients were evaluated by digital subtraction angiography in 
our catheterization laboratory. Twelve of them were operated 
and nine patients underwent emergency endovascular interven-
tions in our cath lab. Lesion types were hemorrhagic laceration 
fistulazing to the skin, arteriovenous fistula, pseudoaneurysm, 
and distal ischemia due to postoperative occlusion. Patients had 
internal carotid artery, axillary artery, brachial artery, superficial 
femoral artery, and popliteal artery injuries. The conventional 
treatment for perforation, aneurysm, pseudoaneurysm, and ar-
teriovenous fistula caused by penetrating arterial trauma is sur-
gery; however, the deteriorated anatomy and hematoma around 

the lesion as well as the risks of performing the surgery again 
can make surgical option a challenging procedure (2). Endovas-
cular interventions also have their own risks and complications 
such as stent occlusion, stent fracture, restenosis, and loss of 
collaterals during stent placement (3). The most often trauma-
tized vessel is the femoropopliteal artery, the same as in our se-
ries. Direct penetrating injuries caused by deep stabs, gunshots, 
or high-kinetic energy weapons can cause pseudoaneurysm or 
arteriovenous fistulas. The graft stent implantation in femoral 
interventions provides a patency rate of 88% in one year. Less 
thrombogenic heparin-bonded stents are being implanted for ar-
teries running through joints. These stents are resistant to frac-
ture and have high radial strength (4). As this is a case series of 
nine patients treated with covered stents in one center, we could 
say surgery should be the first-line treatment for these kinds of 
lesions (5). However, because of reoperation and anatomical 
challenges, reluctance of the vascular surgical team to redo the 
procedure, and patient preferences, endovascular treatment of 
these kinds of lesions could be another option.

Ertan Vuruşkan, Erhan Saraçoğlu, Mehmet Küçükosmanoğlu,
Fethi Yavuz, Zülfiye Kuzu, İsa Sincer
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