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olan hastalarin tiimiine endokardiyal KKP takilmistir. iki hastaya VVI, 3
hastaya VVIR, 8 hastaya DDD modunda KKP uygulanmistir. Highir
hastada islem dncesinde sol ventrikiil sistolik disfonksiyonu mevcut
degildi. Ortalama izlem 13 yildir (6-21 yil). Kalici kalp piline bagh
komplikasyon orani 13 hastada 3'tiir. Cilt nekrozu 1 hastada olusmus ve
revizyon yapilmisti. DDD pili olan bir hastada 10. yilinda ayni taraf
subklavyen ven trombozu gelismis, baska bir hastada 9. yilinda
endokardit ve trikiispid yetmezligi gelismis, tim sistem perkiitan yolla
basarili bir sekilde sokiilmistiir. Hichir hastada takip siiresince sol
ventrikiil disfonksiyonu gelismemistir. Batarya, 3 hastada bir kez, 3
hastada 2 kez, batarya émrii tiikendigi icin degistirilmistir.

Gergek konjenital blok tanisi yenidogan doneminde maternal
antiRo-La antikorlarinin varhgiyla konabilir. Gidis daha kéti ve
kardiyomyopati olusumu daha siktir. Diger nedenler ailevi gegis ve
sebebi belirlenemeyen durumlardir (1). Konjenital AV bloklu hastalarda
sinus fonksiyonu siklikla normal kalir. Efora yanit olarak normal diizeyde
hizlanan sinus fonksiyonu nedeniyle tek lead’li VDD gocuklara giivenle
takilabilir (2). Ancak 6zellikle 10 yilin {izerinde kronik sag ventrikiil (RV)
pacing’i nedeniyle sol ventrikiil (LV) “remodeling”i, dilatasyonu,
asimetrik hipertrofi, egzersiz intoleransi gelismesi endise kaynagidir (3).
Kardiyomiyopatinin dogustan mi oldugu, yoksa pacemaker’a mi bagh
ilerleme gosterdigi ise tartismalidir. Sag ventrikiil apikal uyariimasi ve
artmis QRS genisligi zamanla ventrikiil disfonksiyonu gelisimiyle iligkili
olsa da KKP'ye bagl bu komplikasyonun nadir olmasi nedeniyle RV
uyariimasi hala kabul géren uygulamadir (4). Sol ventrikiil disfonksiyonu
olan hastalarda her iki ventrikiiliin senkron pace edilmesi énerilmektedir.
Pacemaker endokarditi endokardiyal lead’i olan hastalarda en korkulan
komplikasyondur. Serimizdeki 1 hastada oldugu gibi tiim sistemin
eksplante edilmesi gerekmektedir ve hayati risk tagir. Subklavyen ven
trombozu ise ilging bir sekilde yillar sonra ortaya ¢ikabilmekte ve kronik
antikoagiilasyon gerektirmektedir. Epikardiyal lead'lerde bu sorunlar
goriilmemekle beraber lead kiriimalarina bagh komplikasyonlar
olmaktadir. Daha gok cocuklarda tercih edilen ve giivenligi kanitlanmig
bir yontemdir. Konjenital AV blokta pacemaker uygulamasini ileri yas
uygulamalarindan ayiran en dnemli fark, hastanin KKP ile gegirecegi
onlarca yihin olmasidir. Dolayisiyla ‘ge¢” KKP komplikasyonlari
olustugunda bile hasta heniiz cok geng olacagi igin, semptomu olmayan
hastada yapilacak islemler potansiyel komplikasyonlar acisindan gok
iyi degerlendirilmeli ve hasta ile tartigilmalidir.
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Left atrial myxoma in association with
atrial septal defect in a patient with
acute myocardial infarction; an
uncommon association with an unusual
presentation &,

Akut miyokard infarktiisii ile basvuran hastada sol
atrival miksoma ve sekundum atriyal septal defekt;
nadir birliktelik, alisiimadik goriiniim

Primary tumors of the heart are rare, with an incidence of 0.0017 to
0.19 % in studies of unselected autopsy cases. Myxomas usually present
with dyspnea and hemoptysis or neurologic symptoms due to tumor
embolization, and commonly occur between the third and sixth decade of
life (1). Additionally, there are few myxoma cases presented with
myocardial infarction (MI) in the literature (2). Myxoma and atrial septal
defect association is also a rare entity, reported only in a few study.
Newman et al. noted only two atrial septal defects in 312 patients with
myxoma (3). We herein report and discuss a patient with a left atrial
myxoma in association with a secundum atrial septal defect, diagnosed
following an acute myocardial infarction. A 46-year-old woman was
admitted to our emergency service with complaints of chest pain and
dyspnea lasting for 6 hours. Acute inferior myocardial infarction was
diagnosed and heparin, acetylsalicylic acid and metoprolol were
administered. Patient had neither a cardiac risk factor nor a positive family
history of myocardial infarction. Emergent coronary angiography revealed
a critical lesion at the midsegment of the right coronary artery together
with an abnormal accessory branch radiating to the left atrium (Fig. 1,
Video 1. See corresponding video/movie images at www.anakarder.com).
Transthoracic echocardiography revealed a 1.9x1.8 cm left atrial mass and
a secundum type atrial septal defect with a diameter of 6 mm. Following
contrast administration left to right shunt at the atrial level and inferior
midbasal akinesia were also visualized (Fig. 2). Patient underwent an
open-heart surgery (under cardiopulmonary bypass with antegrade
potassium enriched blood cardioplegia with a right atriotomy-transseptal
approach) for atrial mass resection. As usual, atrial septum tissue forming
the base of the mass was resected with the surrounding healthy atrial
septal tissue, thus enlarging the congenital atrial septal defect. The defect
was then repaired with a pericardial patch. Aorta-right coronary artery
bypass was also performed with a saphenous vein graft. The mass
measured approximately 2.5x3 cm and had a polypoid myxomatous
appearance without a pedinculus. Patient’s postoperative course was
uneventful and she was discharged on the sixth postoperative day.
Pathologic assessment confirmed the myxoma diagnosis. The vast
majority of myxomas originate from fossa ovalis. Excision of atrial septal
tissue surrounding the mass usually creates an iatrogenic atrial septal
defectso presence of concomitant atrial septal defect does not complicate
the operative technique. Most embolic events related to cardiac myxomas
involve the cerebral arteries although they can also attack renal, coronary,
or lower limb arteries. Coronary embolization occurs extremely rare with
an incidence of 0.06% (4). Presentation with MI is another rare form of
admission. Panos et al. (2) reported only 26 such cases in the literature. In
patients older than 40 years, preoperative evaluation for cardiac surgery,
usually includes coronary angiography to exclude concomitant coronary
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artery disease. In this case, angiography revealed a lesion at the
midsegment of the right coronary artery together with an unusual branch
radiating to the left atrium. This abnormal vascularization was considered
as the myxoma artery. Incidence of tumor vascularity demonstrated
didactically by coronary arteriography is rare for cardiac myxomas since
myxomas are composed of bradytrophic tissue so only few well illustrated
cases have been reported so far (5).

In conclusion, our case is unique due to concomitant atrial septal
defect and coronary artery disease presentation together with an
angiographically demonstrated myxoma artery.
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Figure 1. Angiography showing abnormal branch of the right Institute of Cardiology, Istanbul University, Istanbul, Turkey

coronary artery which supplies blood to myxoma (white

arrow) and abnormal vascularization of mass (black arrows)
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