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Baslarken,

izmir Katip Celebi Universitesi Tip Fakiiltesi yayin organi olan ‘ Current
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Tip ve Saglik Bilimleri alanlarinda Tiirkce ve ingilizce makalelerin kabul
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Rufinamidin Direncli Epilepsi Tedavisindeki Etkinliginin Arastirilmasi: Tek Merkez Deneyimi

The Efficacy Of Rufinamide In Refractory Epilepsy: Single Center Experience

Ozet:

Direngli epilepsi ¢ocukluk c¢ag1 epilepsilerinde %10 oraninda goriilen , morbiditesi
yiiksek ,yasam kalitesini etkileyen norolojik bir durumdur. Direngli epilepsi tedavi
secenekleri olduk¢a kisithidir. Rufinamid 3. Kusak yeni antiepileptik ilaglardan
biridir. Bu c¢aliyjmada rufinamidin direngli epilepsi tedavisindeki etkinliginin
aragtirtlmas1 amaglanmigtir. Calismaya klinigimizde rufinamid tedavisi alan tim
hastalar dahil edilmistir. Rufinamidin etkinligi nébet sikligindaki degiskenlik ile
saptanmustir. Caligmamizin sonuglarina gore Lennox-Gastatut sendromu (LGS) ile
takip edilen olgularda rufinamid tedavisinin nobet sikligim1 azaltmada daha etkin
olmasina ek olarak non-LGS olan direngli epilepsi hastalarinda da etkin ve giivenilir

bir ek tedavi se¢enegidir.

Abstract:

Resistant epilepsy is a neurological condition that affects the quality of life with
high morbidity seen in 10% of childhood epilepsy. Treatment options for resistant
epilepsy are very limited. Rufinamide is one of the new 3rd generation antiepileptic
drugs. In this study, we aimed to investigate the efficacy of rufinamide in treatment
of resistant epilepsy. All patients who received rufinamide treatment in our clinic
were included in the study. The efficacy of rufinamide was determined by the
variability in seizure frequency. According to the results of our study, rufinamide
treatment is more effective in reducing the frequency of seizures in patients
followed-up with Lennox-Gastatut syndrome (LGS), and it is an effective and
reliable additional treatment option in resistant epilepsy patients with non-LGS.
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Giris:

Epilepsi, santral sinir sisteminde asir1 ve
anormal elektriksel desarjlardan kaynaklanan
bir hastaliktir. Bir¢cok hastanin epileptik
nobetleri tek ya da iki ilagla kontrol altina
almabilirken baz1  hastalar ¢oklu ilag
kullanilmasina ragmen nébet ge¢irmeye devam
etmektedir. Rufinamid (c¢lincu  jenerasyon,
triazole tlirevi, fokal baslangicli jeneralize
nobetlerde ek olarak kullanilan giivenilir bir
antiepileptiktir. (1) 2008 yilinda 4 yas ve iistii
cocuklarda Lennox-Gastaut Sendromu (LGS)
ek tedavisinde kullanilmak tzere
onaylanmustir. Bu  ¢alismanin  amaci
rufinamidin merkezimizde izlenen cocukluk
caginda goriilen direncli epilepsi olgularindaki

etkinliginin arastirilmasidir.

Materyal-Metot: Calismaya ¢ocuk noroloji
kliginde rufinamid baglanmis olan biitiin
olgular dahil edildi. Calismaya dahil edilen
olgularin

elektroensefalografi (EEG)

demografik verileri,
bulgulari,
radyolojik bulgulari, nébet sikliklar1 ve motor
mental  gelisimleri  retrospektif  olarak

kaydedildi. Yerel etik kuruldan onay alind1.

Sonuglar: Toplam 35 hasta caligmaya dahil
edildi. Yas ortalamasi 10,64 (SD:4,61) olarak
saptandi. On iki (%34) tanesi kiz, 23 (%66)
tanesi erkekti. Hastalarin 12 (%34) tanesi LGS
tanist ile izlenmekteydi. 30 (%86) hastanin
jeneralize tipte nobetleri vardi. Dort (%11)
hastada tam yanit, dokuz (%26) hastada kismi
yanit (%50-90 azalma), on yedi (%49) hastanin
nobet sikliginda <%50 azalma saptandi. Bes
(%14) olguda da ndbet sikliginda artis oldugu

goriildii. Tedavi sonrasinda iki (%6) tanesinin
EEG’sinde diizelme saptandi. Bir hasta diginda
biitiin ~ hastalarda  degisen  derecelerde
psikomotor gerilik vardi. Tam yanit alinan dort
hasta da LGS tanist ile takip edilmekteydi.
Nobet tipleri jeneralize tonik klonik, jeneralize
tonik ve spazm tipte ndbetti ve beyin manyetik
rezonans goriintilemeleri normaldi. Sadece bir
(%3) hastada makiilopapiiler dokiintii seklinde

yan etki saptandi. (Tablo1,2)
Tartisma:

Bu c¢alismada merkezimizde izlenen ve
rufinamid tedavisi alan 35 hastanin sonuglar
tartigtlmistir. Calismamizda tam yanit orani
%11, kismi yanit oran1 %26 olarak saptandi.
Tam yanit saptanan olgular literatiir ile uyumlu
olarak, LGS tanisi ile izlenen ve jeneralize
tonik, jeneralize tonik klonik ve spazm
nobetleri olan hastalardi. Oesch ve ark. (3)
yaptiklar1 c¢alisgmada 183 ¢ocuk hastanin
verileri paylagilmig ve bizim verilerimize
benzer sekilde kismi yanmit oranlarmin LGS
olan hastalarda daha yiiksek oldugunu
bildirmiglerdir. Bu c¢alismada bizden farkli
olarak tam yanit orant %3,3 bildirilmistir.
Glauser ve ark. (4) yaptiklart ¢alismada LGS
olan hastalarda rufinamid kullanildiginda n6bet
sikliklarinin %42,5 oraninda azalma oldugu
saptanmigtir. Bagka bir ¢alismada bizim
sonuclarimiza benzer sekilde kismi yanit
oranlar1 (%46) ve yan etki oram (%4,4)
bildirilmistir. (5) Rufinamidin LGS olan
hastalardaki etkinligi hakkinda yayinlar olsa da
non-LGS direngli epilepsi  hastalarindaki
etkinligi konusunda yeterli ¢calisma yoktur. (6)

Calismamizda non-LGS direncli  epilepsi



hastalarinda tam yanit yoktu ancak kismi yanit
(%50-90 azalma) oran1 %23 oraninda saptandi.
Oesch ve ark yaptiklari c¢alismada bizim
caligmamizdan  farkli  olarak  non-LGS
hastalarindaki kismi yanit oram1 %33,3 olarak
bildirilmigtir. (3) Calismamizda sadece bir
hastada yan etki goriilmiistiir. Bu oran literatiir
ile karsilagtirlldiginda oldukga  diistiktiir.
Avrupa’da yapilan bir faz4 calismasinda yan
etki goriilme oraninin ¢ogu hafif-orta olmakla
birlikte %70 oraninda bildirilmistir. (7)
Literatiirde rufinamidin basta SCN8A olmak
lizere SCN1A, DEPDC5, KCNQ2 ve SPATAS
mutasyonu olan hastalarda daha etkin oldugu
bildirilmektedir. Bizim calismamizda

hastalarimiza gen paneli ¢caligilamamustir. (3,5)

Calisgmamizin kisitliliklar, retrospektif olmasi,
uzun donem izlemin bulunmamasi ve hasta

sayisinin nispeten yetersiz olmasidir.

Sonug: Rufinamid, LGS ve non-LGS direngli
epilepsisi olan hastalarda etkin ve givenilir bir

ek tedavi secenegidir.
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Tablo 1: Hastalarin demografik ve klinik verileri (n=35)

Ortalama Yas 10,64 (+4,61)
Cinsiyet
Kiz 12 (%34)
Erkek 23(%066)
Nobet Tipi
Fokal 3 (%09)
Jeneralize 30 (%686)
Mikst 2 (%5)

No6bet Semiyolojisi

Tonik 5 (%14)
Miyoklonik 2 (%06)
JTK 11 (9%31)
Atonik 4 (%11)
Mikst 9 (%28)
Spazm 3 (%08)
Dialeptik 1(%2)
EEG Bulgulan
Fokal 5(%14)
Hipsaritmi 1 (%3)
Jeneralize 14 (%40)
Multifokal 3 (%09)
LGS 12 (%34)

Psikomotor Gerilik

Var 33 (%697)
Yok 1 (%3)
MRG Bulgulari
Normal 10 (%031)
Anormal 22 (%69)

EEG: Elektroensefalografi, JTK: Jeneralize Tonik Klonik, LGS: Lennox-Gastaut
Sendromu, MRG: Manyetik Rezonans Gorlintiileme



Tablo 2: Hastalarin tedaviye yanit oranlari

Nobet Kontroli
>%690
%50-90
<%50
Artmis
Yan etki
Var
Yok
Takip EEG
Normal
Anormal
ila¢ Dozu (mg/giin)
400 mg/giin
600 mg/gin
800 mg/giin
1200 mg/glin
1600 mg/glin

4 (%11)
9 (%26)
17 (%649)
5 (%14)

1 (%3)
34 (%97)

2 (%6)
30 (%94)

5 (%17)
1(%3)
17 (%59)
2 (%7)
4 (%14)




The Efficacy Of The Short-Term Language Therapy In The Aphasic Patients Without

Comprehension Deficit During The Subacute Stage Of Stroke

Subakut Inme Déneminde Motor Afazik Hastalarda Kisa Siireli Dil Tedavisinin Etkinligi
. __________________________________________________________________________________|

ABSTRACT

OBJECTIVE

Aphasia is one of the most common neurological symptoms after stroke and often
results in significant disability. The intensity and duration of speech and language
therapy are often confused.

This study aims evaluation of the efficacy of short-term, intensive language therapy
in aphasic patients without comprehension deficit due to stroke during the subacute
stage.

METHODS

Eighteen patients with post-stroke aphasia without comprehension deficit were
included. Nine patients received 20 hours of intensive language therapy between
post-stroke 6th and 8th weeks by a speech therapist. The therapy wasn't performed
in the other 9 patients. Giilhane Aphasia Test, (GAT a standardized procedure for
evaluating the severity of aphasia used in Turkey) was performed at post-stroke 1st,
6th and 8th weeks. A one-way ANOVA test was used for data analysis.

RESULTS

The degree of aphasia decreased significantly from baseline at the 6th and 8th
weeks (p<0.05), but there was no significant difference between therapy and control
groups (p>0.05).

CONCLUSIONS

Compared to the control group, short-term language therapy did not enhance the
regression of aphasia without comprehension deficit in the subacute stage after
stroke.

Keywords: Aphasia, speech therapy, language therapy, stroke, subacute stage.

OzET

AMAGC:

Afazi inme sonrasi goriillen en yaygin norolojik komplikasyonlardan biridir ve
siklikla ciddi sakatlik ile sonuglanir. Konusma ve dil tedavisinin siiresi ve
yogunlugu siklikla kafa karigtiricidir. Bu g¢alismanin amaci subakut donemde
inmeye bagli motor afazi gelisen hastalarda kisa siireli yogun dil tedavisinin
etkinligini degerlendirmektir.

YONTEM: inme sonras1 motor afazi gelisen 18 hasta caligmaya alindi. Dokuz hasta
inme sonrasi 6. ve 8. haftalar arasinda bir konugma terapistinden 20 saat yogun dil
tedavisi aldi. Diger dokuz hastaya tedavi verilmedi. Giilhane Afazi Testi (GAT,
Tiirkiye’de afazi siddetinin degerlendirilmesinde kullanilan standardize edilmis test)
inme sonrasi tiim hastalara 1., 6. ve 8. haftalarda uygulandi. Verilerin analizi i¢in
One-Way ANOVA testi kullanildi.

BULGULAR:

Afazi diizeyi, 6 ve 8. haftalarda baslangi¢ déonemine gore anlamli azaldi (p<0.05);
ancak tedavi ve kontrol gruplari arasinda anlamli bir farklilik yoktu (p>0.05).
SONUG:

Kontrol grubu ile karsilastirildiginda, kisa siireli dil tedavisi subakut inme
doneminde motor afazide anlamli gerileme saglamadi.

Anahtar Kelimeler: Afazi, konugsma terapisi, dil tedavisi, inme, subakut donem.
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Introduction:

Aphasia is one of the most common
neurological symptoms after stroke and
often results in significant disability (1, 2,
3, 4). Although a variety of approaches
have been applied to the rehabilitation of
aphasia (5, 6, 7, 8), there are no standard
rehabilitation methods for aphasia therapy.
This study aims evaluation of the efficacy
of short-term, intensive language therapy
in aphasic patients without comprehension
deficit due to stroke during the subacute
stage.

Methods:

Eighteen patients with post-stroke aphasia
without comprehension deficit participated
in the rehabilitation program. All patients
were right-handed and met the following
criteria.  Firstly, the etiology of the
condition had to be a left-hemispheric
ischemic stroke. Secondly, the patients had
to be alert and medically stable enough to
comply with the entire language evaluation
test. Thirdly none of them had to be
aphasic premorbid. None of the patients
had previously had dementia, a progressive
neurologic condition or a psychiatric
disorder. Gilhane Aphasia Test (GAT),
which was developed and validated for the
Turkish population (9), was performed at
post-stroke 1st, 6th and 8th weeks in all
patients. It evaluates fluency of speech,
auditory and reading comprehension, oral
repetition, object naming, writing and
calculation (Table 1). The patients divided
into two groups as therapy (n=9) and
control (n=9).

Therapy group: Nine  patients  who
accepted language therapy received 20
hours of intensive language therapy (2-
hour per day x 5 days per week, 2 weeks)
between the post-stroke 6th and 8th weeks
by a speech-language therapist. During the
entire period under therapy, they stayed in
the hospital. Speech-language therapy
based on repeated practice and teaching
strategies assumed to help restore impaired
skills was applied. Also, techniques such

as involving self-cueing, repetition
exercises, and stimulating the patients to
use residual language, were used.

Control group: The therapy was not
performed in the other 9 patients who did
not accept therapy (control group), but
patients’ relatives were informed about the
deficits and how to communicate with the
patients.

Data analyses: One-way ANOVA test was
used for data analysis.

Results:

The demographic and clinical
characteristics of the patients are presented
in table 2. There was no difference
between therapy and control groups before
treatment.  All  assessed  language
modalities, except auditory comprehension
and copy, were significantly improved at
the 8th week compared to baseline and 6th
week in the therapy group (p<0.05).
However, the degree of aphasia decreased
drastically from baseline at the 6th and 8th
weeks in the control group (p<0.05). The
degree of improvement was better in the
control group compared to the therapy
group (p<0.05) (Table 3).

Discussion:

Although natural recovery is
usual in aphasia after stroke, no reliable
predictor of outcome has been documented
yet (2, 8). The evidence suggests that the
highest degree of improvement occurs
within the first three months post-stroke
and can extend to 6 months post-onset (2,
3, 10). When used during spontaneous
recovery, various forms of speech and
language therapies appear to impact the
development of this recovery pattern (3,
10).

There is extensive literature on
the effectiveness of aphasia therapy. Some
studies reported that the evidence was
inconclusive in unselected acute aphasic
stroke (11, 12), but other studies concluded
that therapy at the acute stage was effective
(13, 14). The results of a meta-analysis by



Bhogal et al. suggest that an intensive
therapy program provided over a short
amount of time can improve outcomes of
speech therapy. This meta-analysis showed
that a significant treatment effect provided
8.8 h of therapy per week for 11.2 weeks
(15). Aphasia rehabilitation 8-10 h per
week proved to be effective for at least
several months after acute stroke in
another study (16). Cochrane database
system review about speech and language
therapy for aphasia following stroke, has
provided some evidence of the
effectiveness of speech and language
therapy for aphasia following stroke and
demonstrated that intensive therapy is
more beneficial than conventional therapy
7).

since the patients stayed in the hospital
during the treatment period), the difference
of lesion amounts (cooperation of lesion
amounts vs. therapy effectiveness could
not be obtained because of volumetric
measures were not performed) and possible
depression due to medical condition.

Spreading treatment session over a long
period increases the cost and impairs the
cooperation of the patients’ family during
the therapy program because of
transportation difficulties. Therefore, we
applied short-term intensive speech and
language therapy in this study. But
compared to the control group, the therapy
did not enhance the regression of aphasia
in the therapy group (p>0.05). Also, the
degree of improvement was better in the
control group compared to the therapy
group (p<0.05) (Table-3). The reasons for
these results can be due to insufficient
duration of therapy (20 hours), stimulation
deficiency (although the therapy was given
by a speech-language therapist, the active
participation of the family members in the
therapy program could not be obtained,

Conclusions:

The longer treatment period might be
beneficial to improve the outcome of

speech-language therapy. If present, the
treatment of accompanying depression
possible would have a positive effect on
speech improvement. Also, the
participation of family members in the
therapy program will increase the success
of treatment.
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Fluency 4 items
How are you?
What is your complaint?
Where are you now?
Tell me what you see in that picture
Auditory comprehension 20 items
Simple orders 9 items
Questions with “right” or “wrong” type answers 5 items
Complex orders 6 items
Reading comprehension 19 items
Match letters to spoken word 1 item
Match syllables to spoken word 1 item
Match written word to spoken word 1 item
Match number symbol to spoken word 1 item
Follow the orders written on the card 9 items
Match written word to picture 6 items
Oral repetition 19 items
Object naming 13 items
Naming the picture 7 items
Naming the colours 6 items
Writing 2 items
Spontaneous 1 items
Copy 1 items
Calculation 7 items
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Cocukluk Caginda izole Bas Agrisiyla Basvuran Hastalarin Beyin Mrg ile Degerlendirilmesi

Evaluation Of Childhood Headaches With Brain Mri

Ozet

Giris: Cocuklarda bas agrisi biiyiik oranda benign primer bas agrilar1 seklinde olsa da
¢esitli nedenlere bagli sekonder bas agrilar1 da olabilir. Bag agrisinda radyolojik
goriintiileme yontemlerinin kullaniminin temel nedeni yasami tehdit edebilecek ya da
yasam kalitesini etkileyebilecek ciddi ve tedavi edilebilir lezyonlarin saptanmasidir.
Ancak, c¢ocuklarda bas agrisina sebep olabilecek bu tarz lezyonlarin insidansi son
derece diisiiktiir. Biz, ¢calismamizda izole bas agris1 ile bagvuran pediatrik hastalarda
manyetik rezonans goriintilemede (MRG) saptanan patolojileri degerlendirmeyi
amagladik.

Gere¢ ve YoOntem: Calismamizda 2013-2014 yillar1 arasinda boliimimuze aura
disinda norolojik ya da sistemik semptomu olmaksizin izole bas agrisi sikayetiyle
bagvuran pediatrik hastalarin MRG’leri retrospektif olarak degerlendirilmistir.

Bulgular: Calismaya dahil edilen 447 hastanin 271’1 kadin (%60,6), 176 tanesi ise
(%39,4) erkek olup, yaslar1 3-18 (ortalama 12.2+3.5) arasinda degismekteydi. 447
hastanin 132’sinde (%29,5) toplam 158 patoloji saptandi. Beyaz cevher lezyonlar1 10
yas {stiinde, siniizit 10 yas altindaki hastalarda anlamli olarak daha sik saptandi
(swrastyla p: 0,019 ve 0,029).

Sonug: MRG, izole bas agrisi ile bagvuran hastalarin yalnizea kiigiik bir boliimiinde
tedavi gerektirecek ya da tedavi planimi degistirecek bulgular vermektedir.
Calismamizin sonuglar1 ve literatiir bilgileri 1s1ginda norolojik muayenesi normal,
sistemik patolojisi olmayan, dykiisii pediatrik primer bas agrilarinin en sik nedenleri
olan migren ya da gerilim bas agrisina uyan c¢ocuklarda radyolojik goriintiilemenin
faydali olmadig: goriisiindeyiz.

Anahtar kelimeler: Bas agrisi, pediatrik hasta, MRG
Abstract

Purpose: The majority of headaches in children are of benign primary causes;
however, headache secondary to various reasons is also possible. The rationale for
imaging in headache is to demonstrate serious and treatable lesions that can be fatal
or affect the quality of life. However, the incidence of such lesions is very low in
children. In this study, we aimed to evaluate pathologies detected by MRI in pediatric
patients applying with an isolated headache.

Materials and Methods: MRIs of pediatric patients referred to our department
between 2013-2014, with isolated headaches and no systemic or neurological
symptoms apart from aura were retrospectively evaluated. Out of 447 patients
included in the study, 271 (60,6%) were female and 176 (39,4%) were male. Their
age varied between 3-18 (average 12.2+3.5).

Results: 158 pathologies in 132 patients (29,5%) were detected. White matter lesions
were more common in children older than 10 years of age, whereas sinusitis was
more common in children younger than 10 (p= 0,019 and 0,029 respectively).

Conclusion: MRI demonstrates findings that require treatment or change treatment
plan in only a very small number of patients applying with an isolated headache. In
light of the results of our study and the published literature, we conclude that imaging
is not beneficial in children with normal neurological examination, no systemic
pathologies and with a typical history of migraine or tension-type headache.

Key words: Headache, pediatric patient, MRI
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Giris: irig

Bas agrist ¢ocuklarda sik goriilen ve genellikle
benign bir durumdur. Cocukluk ¢agi bas agrisi
prevalanst %25-93 arasinda bildirilmekte olup
yasa gore de degiskenlik gostermektedir (1, 2).
Bas agrisinin sebebi siklikla migren, gerilim tipi
bas agris1 gibi benign durumlar olmakla birlikte
aileler ve hekimler altta yatan beyin timoru gibi
ciddi hastaliklardan endise ederler. Pediatrik bas
agrilarimda  radyolojik  goriintiilemenin  rolii
oldukca az olup nérolojik olarak normal
cocuklarda tedaviyi degistirecek  radyolojik
goriintiileme bulgulart ancak %1-2 oraninda
gortilmektedir (1). Ancak, norolojik bulgu veya
semptomlar1  olan  cocuklarda  radyolojik
gorlintiileme faydali olabilir. Ataksi, nistagmus,
fokal nobetler, kranial sinir disfonksiyonlar1 ve
anormal  refleksler  radyolojik  goéruntuleme
endikasyonlaridir. Kafa i¢i basing artig1 bulgular
da ek endikasyonlardir. Bu ¢alismada, izole bas
agris1 ile linitemize basvuran pediatrik hastalarin
beyin manyetik rezonans goériintileme (MRG) ile
saptanan  patolojilerinin  retrospektif  olarak
degerlendirilmesi amaglanmustir.

Gereg ve YOntem

Calismaya 2013-2014 yillar1 arasinda Akdeniz
Universitesi Hastanesi Radyoloji Anabilim Dalina
izole bas agris1 sikayetiyle bagvuran ve bu nedenle
beyin MRG cekilen pediatrik olgular dahil
edilmistir. Bas agrismma ek olarak aura diginda
norolojik ya da sistemik semptomu olan, bilinen
kronik hastaligi olan ve bas agrisi sikayetinin
oncesinde travma ya da kranial operasyon dykust
olan hastalar calisma disinda brrakilmistir.
Hastalarin ~ Goriintii  Arsivleme ve Iletisim
Sistemleri’nde (PACS) kayith beyin MRG ve
mevcutsa MR anjiografi gorintuleri retrospektif
olarak degerlendirilmistir. Calisma, Universitemiz
Tip Fakiiltesi Etik Kurulu tarafindan 25.02.2015
tarih ve 85 sayili karar ile onaylanmustir.

Retrospektif degerlendirme sonucunda saptanan
lezyonlar beyaz cevher lezyonu, kortikal patoloji,
bazal ganglia lezyonu, beyin sapt lezyonu,
serebellum lezyonu, malformasyonlar, anevrizma,
vaskiiler malformasyon, diger vaskiiler patolojiler,
sintizit, mastoid inflamasyonu, araknoid Kkist,
pineal kist, noroepitelyal Kist, kitle, koroid pleksus
Kisti, koroideal fissur Kisti, iskemik lezyon,
varyasyonlar
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ve ventrikiiler patoloji seklinde smiflandirildi.
Siniislerde belirgin havalanma kaybi veya sivi

seviyeleri  olan  hastalar  sindzit  olarak
degerlendirildi.
2.1 ekim Teknigi

Tim hastalarin MRG c¢ekimleri boliimiimiizde
bulunan 15 T (Siemens Avanto, Erlangen
Germany) ve 3 T (Siemens Spectra Erlangen
Germany) cihazlarda elde edildi. Bas agrisi
yakinmasi ile gelen olgularimiza uyguladigimiz
rutin sekanslarimiz; sagittal T1 agirlikli, transvers
T1 agiurlikl, transvers T2 agirlikli ve transvers
fluid attenuated inversion recovery (FLAIR) ve
difiizyon agirlikli goriintiilerdir. Rutin radyolojik
goriintiilleme esnasinda herhangi bir patolojiden
siiphelenilen olgulara ek olarak kontrast madde
(intravendz gadolinium preparatlari, 0,1 mmol/kg
dozda) sonrasi transvers ve koronal T1 sekanslar
alindi. Ek olarak olgularin 10’una MR anjiografi
cekilmistir. Bu olgularda beyne yonelik Time-of-
flight (TOF) goruntuler ve maximum intensity
projection (MIP) rekonstriiksiyon gorintileri
almmustir. Ayrica 5 olguda MR venografi tetkiki

mevcuttur. Bu olgularda beyne yonelik faz
kontrast  sekanslarda  MIP  rekonstriksiyon
goriintiileri  elde edilmistir. Degerlendirmeler

retrospektif olarak uygun klinik bilgiye sahip
olgularin PACS monitdrlerine ¢agrilmasi ve tiim
sekanslarin iki radyolog tarafindan es zamanh
incelenmesi ve bulgularin kaydedilmesi seklinde
yapildi.

2.2. statistiksel naliz

[statistiksel analizler Statistical Package for the
Social Sciences (SPSS) versiyon 15.0.0 paket
programi kullanilarak yapildi. Frekanslar yiizde

olarak verildi. Surekli verilerin
karsilastirnlmasinda Student t testi, kategorik
verilerin  degerlendirilmesinde  ki-kare  testi

kullanildi. Tiim degerlendirmelerde istatistiksel
anlamlilik seviyesi p<0,05 olarak kabul edildi.

Bulgular

Calismamiza 447 hasta dahil edilmistir. Hastalarin
271’1 kadim (%60,6), 176’s1 erkektir (%39,4).
Hastalarin yaglar1 3-18 (ortalama 12.2+3.5)
arasinda  degismektedir. Tim  hastalarin



konvansiyonel beyin MRG’leri mevcut olup,
ayrica 10 hastanin (%2,2) MR anjiografi, 5
hastanin MR (%]1,1) venografi goriintiileri
mevcuttur.

132 hastada (%29,5) beyin MRG’de toplam 158
patoloji saptandi. Geri kalan 315 hastada (%70,5)
ise MRG gorantileri normal olarak
degerlendirildi. Saptanan patolojiler Tablo 1’de
Ozetlenmistir. Patoloji izlenen hastalarin yas
ortalamas1  12,4+3,5;  patoloji  izlenmeyen
hastalarin yas ortalamasi ise 11,8+3,4 olarak
hesaplandi. Her iki grubun yas ortalamalar
arasinda anlamli farklilik saptanmadi (p=0,082).
Patolojiler 0-10 yas ve 11-18 yaslara ayrilarak
gruplandiginda patoloji varligi agisindan yas
gruplar1 arasinda anlamli farklilk olmadigi
gorilda (p=0,679).

Beyaz cevher lezyonlan yaglara  gore
gruplandiginda 11-18 yas arasinda, 0-10 yas
arasina kiyasla anlamli olarak fazla izlendikleri
goruldi (p=0,019) (Sekil 1) (Tablo 2).

Siniiziti olan 53 hasta yaglara gore gruplandiginda
yas gruplar arasinda anlamli farklilik oldugu
goriildii (p=0,439) (Sekil 2) (Tablo 3).

Mastoid inflamasyonu olan 8, araknoid kisti olan
7, varyasyon izlenen 6 hasta yaslara gore
gruplandiginda yas gruplar1 arasinda anlamh
farklilik saptanmadi (sirasiyla, p=0,029, p=0,439,
p=0,439) (Sekil 3).

Kortikal ~ patolojilerin ~ (n=3), beyin  sapi
lezyonlarimin (n=2), diger vaskiiler patolojilerin
(n=2), pineal Kistlerin (n=5) ve iskemik

lezyonlarin (n=2) tiimii 10 yas ve iizeri ¢ocuklarda
izlendi. Bazal ganglia lezyonlarmin ise (n=3) 2
tanesi 10 yas ve tlizeri, 1 tanesi 0-9 yas cocuklarda
saptandi. Tiim hastalar i¢inde serebellum lezyonu,
malformasyon, ndroepitelyal kist, koroid pleksus
Kisti ve koroideal fissiir kisti birer adet izlenmis
olup bu olgularn yaslar sirasiyla 13, 14, 13, 10 ve
8’di. Vaskiiler malformasyonlarin (n=4) 1 tanesi
10 yasindan kiigiik, 3 tanesi ise 10 yas ve iizerinde
idi. Kitlesi olan 2 hasta 8 ve 13 yaslarindayd:
(Sekil 4). Ventrikuler patolojiler 2 hastada
izlenmis olup bu hastalarin biri 6 oteki 11
yasindaydi. Calismaya dahil edilen higbir hastada
anevrizma saptanmadai. Vaskiiler
malformasyonlarin (n=4) tiimii vendz anjiomdu.
Kadm ve erkek hastalar arasinda saptanan patoloji
oranlart agisindan anlamli farklilik saptanmadi
(p=0,399) (Tablo 4).
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Bas agris1 ¢ocuklarda sik goriilmekte olup, ¢esitli
yayinlarda bildirilen prevalans %25 ile %93
arasinda degigsmektedir (2). Cocuklarda bas agrisi
biiyiikk oranda benign primer bag agrilar
seklinde olsa da g¢esitli nedenlere bagh
sekonder bas agrilar1 da olabilir. Bizim
caligmamizda hastalarin 132’sinde (%29,5) beyin
MRG’de toplam 158 patoloji saptandi.

Literatiirde bas agristi nedeniyle radyolojik
gOruntileme istenen hastalarin  gorlntlleme
bulgular1 hakkinda g¢esitli ¢alismalar mevcuttur.
Anormal radyolojik goriintiileme bulgularinin
sikligr %9,3-28.1 gibi genis bir araliktadir (2-7).
Bu durumun nedeninin hasta popilasyonunun
seciminde ve anormal bulgularin tanimindaki
farkliliklara bagli olabilecegini diisiiniiyoruz.
Bazi ¢alismalarda nelerin anormal bulgu olarak
kabul edildigi net tanimlanmamis olup, Ornegin
cavum septum pellucidum gibi klinik énem arz
etmeyen ve varyasyon olarak kabul edilen bazi
bulgular anormal kabul edilmis  olabilir. Bizim
calismamizdaki  patoloji ~ orammin literatiir
verilerinden ¢ok az fazla olmasi bu durum ile ilgili
olabilir. Ayrica az sayida olguda lezyonun hem
yerlesimi hem de tirii 6nemli oldugundan bu
lezyonlar her iki kategoriye de dahil edildi.
Ornegin beyin sapindaki bir kitle lezyonu hem
beyin sap1 lezyonu hem de Kitle lezyonu olarak
degerlendirildi. Bu durum, az sayida olguda olsa
da lezyon saymmizi arttirarak patoloji saptama
oranimizi oldugundan daha yiiksek gostermis
olabilir.

En sik saptadigimiz  patoloji  beyaz cevher
lezyonlar1 idi (n=54, patolojiler i¢inde %39,1, tiim
hastalarda %12,1). Cocuklarda yapilan calismalar
sinirli olmakla birlikte bas agrisi olan ¢ocuklarda
beyaz cevher lezyonlar1 %2,9 — 10,6 oraninda
bulunmustur (2, 6, 8). Insidental saptanan
nonspesifik beyaz cevher lezyonu olan g¢ocuklarin
takip edildigi caligmalarda yapilan takiplerde
klinik, muayene bulgulari, laboratuar testleri ve
radyolojik goriintilleme acisindan  degisiklik
bildirilmemis olup, etyolojiye yonelik yapilan
caligmalarda da altta yatan baska bir patoloji
saptanmamuistir (2).

Calismamizda beyaz cevher lezyonlarinin 45
tanesi 10 yas ve lizeri gocuklarda izlenirken, 10
yas altinda sadece 9 hastada bu bulguya rastlandu.
Iki yas grubu arasinda beyaz cevher lezyonlarmin
goriilme sikligi  acisindan anlamli  farklilik



mevcuttu  (p=0,019). Literatiirde  bildigimiz
kadariyla beyaz cevher lezyonlarini dogrudan yas
ile iligkilendiren bir c¢alisma bulunmamaktadir.
Ancak beyaz cevher lezyonlarmin migren ile
iligkisini ortaya koyan c¢aligmalar mevcuttur.
Ayrica, bu beyaz cevher lezyonlarinin tekrarlayan
migren ataklarina bagli fokal hipoperfiizyon
nedeniyle olusabilecegini One siliren yazarlar
mevcuttur (6). Lezyon yerinde gliozis, interstisyel
o6dem, lakuner enfarkt ve demyelinizasyon
izlenmesi nedeniyle bu lezyonlarin ortaya ¢iktigini
diistinenler de mevcuttur, ancak bu hipotez de
heniiz kanitlanamamistir. Hastalik siklik  ve
stiresinin de bu durum ile iliskili oldugu
diistiniilmektedir (6).

Beyaz cevher lezyonlari olan hastalarda atak
sikliginin daha fazla oldugu bilinmektedir. Bu
gorlisler lezyonlarin migrenli hastalarda ataklarin
kiimiilatif ~ etkisi nedeniyle ortaya ¢ikiyor
olabilecegini ve dolayisiyla goriilme sikliginin yas
ile birlikte artig gosterebilecegini
diisiindiirmektedir. Cocuklarda ortalama migren
baglama yas1 kizlarda 10,9; erkeklerde 7,2 olarak
bildirilmis olup migren insidanst yas ile artig
gostermektedir (9, 10). Bu yiizden eger bu
lezyonlar migren ile iligkili ise ¢ocuklarda 7
yasindan once sik rastlanmamasi, kiimiilatif etkiye
bagli olarak ortaya ¢iktiklar1 kabul edilirse
ataklarin baslamasindan bir siire sonra ortaya
¢ikmalari beklenebilir. Bu disiinceyle,
calismamizda beyaz cevher lezyonlarinin biiyiik
boliimiiniin 10 yas tistiinde goriilmesini migren ile
iligkili olarak ataklarin kiimiilatif etkisi nedeniyle
olugsmalart  hipotezi ile agiklayabilecegimizi
diisiiniiyoruz.

Caligmamizda 53 hastada siniizit saptandi (tiim
hastalarda %211,9; patolojiler icinde %33,5).
Siniizitin bag agris1 ile birlikteligi literatiirde %1,3
ile  %13,7 arasinda  degismektedir  (8).
Caligmamizda izlenen siniizit sikligr literatiir
verileri ile uyumludur.

Hastalarimizda siniizit 10 yas altindaki ¢ocuklarda
anlamli  olarak daha fazla goriilmekteydi
(p=0,029). Bu durumun paranazal sindslerin
gelisimi  ile ilgili oldugunu diisliniiyoruz.
Dogumda maksiller ve ethmoid sinlslerde
pnomotizasyon izlenmekte olup sfenoid siniis 1-3
yag, frontal sinlis ise 5-6 yas civarinda
goruntllenebilir. Gelisimlerini, maksiller siniis 15
yaginda, ethmoidal siniisler pubertede, sfenoid
siniisler ise eriskin donemde tamamlarlar (11).
Heniiz gelisimini tamamlamamis siniislerde
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drenaji saglayan yollar daha kiigiik oldugundan,
Oornegin viral {ist solunum yolu enfeksiyonu
(USYE) benzeri bir nedenle, mukozal kalinlasma
gibi durumlarda sekonder drenajin bozulmasi ve
siniizit gelisimi kolaylasiyor olabilir. Nitekim von
Kalle ve ark.nin (12) ¢alismasinda da rastlantisal
sinlizit bulgularina 10 yas altindaki ¢ocuklarda
daha sik rastlanmistir.

Degerlendirilmesi gereken 6nemli bir nokta da
sinlis hastaliklarinin bag agrist ile iligkisidir. Her
ne kadar sindzit pediatrik bas agrilarinin onemli
bir sebebi olsa da radyolojik goriintileme ile
ortaya konan siniizit bulgularinin bag agris1 nedeni
olmas1 sart degildir. Nitekim siniis hastaliklari,
diger nedenlerle BT c¢ekilmis asemptomatik
hastalarda %27-42.5 sikhiginda goriilebilmektedir
(8). Bu nedenle Uluslararas1 Bas Agrist Dernegi
kriterlerine ~ gore  bas  agrisin1  siniizite
baglayabilmek i¢in agr1 baslangicinin rinosiniizit
baslangic1 ile birlikte olmasi ve rinosiniizitin
basariyla tedavi edilmesini takiben 7 giin i¢inde
gecmesi gerekmektedir. Ayrica yine bu kriterlere
gore kronik siniizit, bas agrilar1 i¢in bir etyoloji

olarak  tanimlanmamaktadir  (8).  Anormal
paranazal siniis bulgularinin klinikle
desteklenmedigi siirece raporlarda “siniizit”

ifadesinden kaginmak gerektigini savunan yazarlar
da mevcuttur (12). Calismamizda hastalarin
dosyalar1 ve klinik bulgular1 incelenmediginden
siniizitin hastalarimizdaki bas agrisinin sebebi
olup olmadig1 konusunda yorum yapamamaktayiz,
ancak siniizit olgularinin ¢oklugu g6z Oniine
alindiginda hastalarin en azindan bir kisminda basg
agrismin siniizit kokenli oldugu one siiriilebilir.
Caligmamizda higbir hastada siniizit
komplikasyonlarina ait bulgular izlenmemistir.

Bas agrisinda radyolojik goriintiileme, yasami
tehdit edebilecek ya da yasam kalitesini ciddi
bicimde  etkileyebilecek  tedavi  edilebilir
lezyonlarin saptanmast veya tedavi yaklagimini
degistirebilecek bir patolojiden siipheleniliyorsa
bu patolojiyi tespit etmek amaciyla kullanilmalidir
(3, 8). Fakat, pediatrik yas grubunda bag agrisina
yol acacak bu nitelikte lezyonlar son derece az
goriiliir (3). Ayrica, yer kaplayici lezyonlara bagh
izole bas agris1 goriilmesi son derece nadir olup
eslik eden norolojik bulgularin olmasi beklenir.
Schwedt ve ark.nin (8) calismasinda ndrolojik
muayenesi normal olan hastalarin yalnizca
%1,2’sinde radyolojik gorintileme ile tedavi
planini degistirecek patolojiler saptanmustir.



Bazi caligmalarda bas agrist nedeniyle istenen
radyolojik gorintileme tetkiklerinin %71,3-84
kadarmin uygun olmayan endikasyon ile yapildigi
gosterilmistir (13).

Bizim ¢alismamizda saptanan patolojilerin de
bliylik c¢ogunlugu tedavi gerektirmeyen ya da
tedavi planinda degisiklige yol agmayacak
lezyonlardi. Beyaz cevher lezyonlar1 ve siniizit,
saptanan patolojilerin yarisindan fazlasmi teskil
etmekteydi. Hastalarin  prospektif  takipleri
yapilmadigindan saptadigimiz bulgularin  kag
hastada tedavi gerektirdigini ya da tedavi planinda
degisiklige neden oldugunu bilmiyoruz. Ancak,
araknoid Kistler ve pineal kistler ek norolojik
bulgulara yol ag¢madigi siirece konservatif
yaklasim  tercih  edilmektedir (8). Venoz
anjiomlarda rezeksiyon sonrasi vendz enfarkt riski
ve lezyonlarin kanama riskinin nispeten diisiik
olmasi nedeniyle giiniimiizde cerrahi rezeksiyon
yerine konservatif takip Onerilmektedir (8).
Cavum septum pellisidum, cavum septum et
vergae gibi varyasyonlar da nadiren tedavi
gerektirirler (14-16). Radyolojik olarak saptanan
mastoid inflamasyonuna tedavi baslanmasi ig¢in
klinik korelasyon olmas1 gereklidir. Klinik
olmaksizin  radyolojik  bulgular  saptanan
cocuklarda tedavi gerekmez (8). Saptanan kortikal
lezyonlar sekel degisiklik, bazal ganglia lezyonlart
da lakiin ve sekel degisiklik oldugundan tedaviyi
degistirmesi beklenmez. Bu durumda saptadigimiz
geriye  kalan  tim  lezyonlarin  tedaviyi
degistirecegini varsaydigimizda bile yalnizca 13
olguda (%2.9) tedavi plam1 degismektedir.
Schwedt ve ark.nin calismasinda hastalarin
%1,2’sinde tedaviyi degistirecek patolojiler
saptanmistir. Bizim buldugumuz oranin daha
yliksek olmasi, muhtemelen hastalarin  klinik
takibi yapilmadigindan tedavi planlanmamis
lezyonlar1 da hesabimiza dahil etmemizden
kaynaklanmaktadir.

Calismamizin en Onemli eksigi radyolojik
bulgularin klinik korelasyonunun olmamastydi.
Hastalarin anamnez, klinik ve muayene bulgulari
ile  uygulanan tedaviler ve  sonuclarmi
bilmedigimizden c¢alismamiz saptanan bulgularin
bas agris1 ile arasindaki olast sebep-sonug
iligkisini ~ degerlendirememektedir. Bu durum
saptadigimiz beyaz cevher lezyonlarinin migren
nedeniyle mi olustugunu yoksa altta yatan bagka
patolojilere mi bagh oldugunu degerlendirmemizi
engellemektedir. Benzer bigimde bulgularimizin
ne  kadarinin  hastalarin  tedavi  planm
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degistirdigini bilmiyoruz. Ayrica, ¢alismaya dahil
edecegimiz hastalar1 secerken yalnizca
istemlerdeki ©6ykl ve muayene bilgilerini g6z
onune aldik. Buna bagli olarak ek muayene
bulgular1 oldugu ve kriterlerimize gore calisma
dis1 birakilmasit gerektigi halde bu bilgi isteminde
yer almadigt icin c¢alismaya dahil ettigimiz
hastalar olmus olabilir.

Sonug ve Oneriler

Bulgularimizin da gosterdigi gibi, izole bas agrist
ile bagvuran cocuklarda radyolojik goriintiileme
hastalarin ¢ok kiiclik bir boliimiinde klinik ag¢idan
anlamli  bulgu vermektedir. = Unutulmamasi
gereken bir diger nokta da bu hastalarda saptanan
rastlantisal bulgular ve anomalilerdir. Saptanan bu
rastlantisal bulgularin yonetimi, hastada semptoma
yol acmayan anomalilerin tedavi gerektirip
gerektirmedigi sorusunun yanitlanmasi da diger
potansiyel  sorunlardir.  Hastalarin  biiyiik
boliimiinde anlamli bulgu vermeyecek olan
gereksiz istemlerin maliyetinin yiliksek olacagi
ortadadir.  Ayrica, uygun klinik eleme
yapilamadig1 takdirde endikasyonsuz tetkiklere
bagli olarak gergcekten fayda gorebilecek
hastalarin ¢ekimlerinin gecikmesi s6z konusu
olabilecektir. Bu nedenlerle noérolojik muayenesi
normal, sistemik patolojisi olmayan, 6ykisu
pediatrik primer bas agrilarinin en sik nedenleri
olan migren ya da gerilim bas agrisina uyan
cocuklarda radyolojik goriintiilemenin faydali
olmadig goriisiindeyiz.
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Tablo 1. Hastalarin Beyin MRG’lerinde Saptanan Patolojiler.

MRG’de saptanan patoloji Olgu sayisi (%)
Beyaz cevher lezyonu 54 (34,2)
Kortikal patoloji 3(1,9)
Bazal ganglia lezyonu 3(1,9)
Beyin sap1 lezyonu 2(1,3)
Serebellum lezyonu 1(0,6)
Malformasyonlar 1(0,6)
Anevrizma 0(0)
Vaskiiler malformasyon 4(2,5)
Diger vaskiiler patolojiler 2(1,3)
Siniizit 53 (33,5)
Mastoid inflamasyonu 8(5,1)
Araknoid kist 7(4,4)
Pineal kist 5(3,2)
Noroepitelyal kist 1(0,6)
Kitle 2(1,3)
Koroid pleksus kisti 1(0,6)
Koroideal fissiir kisti 1(0,6)
Iskemik lezyon 2(1,3)
Varyasyonlar 6 (3,8)
Ventrikiiler patoloji 2(1,3)

Toplam 158 (100)
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Tablo 2. Beyaz Cevher Lezyonlarinin Yasa Gore Dagilimi.

0-10 yas (%)

11-18 yas (%)

Toplam (%)

Beyaz cevher lezyonu var 9 (6,6) 45 (14,5) 54 (12,1)
Beyaz cevher lezyonu yok 127 (93,4) 266 (85,5) 393 (87,9)
Toplam 136 (100) 311 (100) 447 (100)

Tablo 3. Siniizit Olgularinin Yasa Gore Dagilimu.

0-10 yas (%)

11-18 yas (%)

Toplam (%)

Siniizit var 23 (16,9) 30 (9,6) 53 (11,9)
Siniizit yok 113 (83,1) 281 (90,3) 394 (88,1)
Toplam 136 (100) 311 (99,9) 447 (100)

Tablo 4. Kadin ve Erkek Hastalarin MRG’de Saptanan Patoloji Oranlart Acisindan Karsilastirimasa.

Kadin (%) Erkek (%) Toplam (%)
MRG’de patoloji yok 187 (69,0) 128 (72,7) 315 (70,5)
MRG’de patoloji var 84 (31,0) 48 (27,3) 132 (29,5)
Toplam 271 (100) 176 (100) 447 (100)
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Sekil 1: T2 agwrliklt transvers goriintiilerde sag Sekil 2: T2 agwrlikli transvers goriintiilerde maksiller
derin beyaz cevherde sekel olarak degerlendirilen siniislerde seviye veren sivi intensiteleri (siniizit)
intensite degisiklikleri.

Sekil 3: T2 agwrlikli transvers goriintiilerde sol frontal Sekil 4: T2 agrlikly transvers goriintiilerde
lobu indente eden araknoid kist. ponsta sag posterior
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Valve-In-Valve-In-Valve Transcatheter Aortic Valve Implantation: A Matryoshka TAVI

Kapak I¢i Kapak i¢i Kapak Transkateter Aortik Valve Implantasyonu: Bir Matruska TAVI
|

Abstract:

Introduction: ~ After its first definition, transcatheter aortic  valve
implantation(TAVI). continues to use it in a wide range. High surgical risk patients
are still the definitive candidate for TAVI to avoid procedural risks. However,
complication events and coping with these events may cause other problems for
these TAVI patients.

Case: 70-year-old male, severe aortic stenosis and operated coronary by-pass
surgery was decided for TAVI. After successful TAVI procedure on 2th day,
hemodynamic instability and lung oedema occurred. New developing paraviviler
severe aortic regurgitation was observed on echocardiography. And valve
dislocation to the left ventricular outflow tract was thought. valve-in-valve TAVI
performed but the second valve dislocated to ascending aorta above the desired
location. Then a third valve implanted between these two valves and hemodynamic
stability was provided.

Conclusion: The positioning of the second valve in the valve-in-valve procedure
may be difficult and the procedure performed as a solution may result as a
complication. In our knowledge, our case is the first presentation of usage of three
vales as valve-in-valve-in-valve TAVI procedure. So it must keep in mind that in
some situations multiple valve-in-valve procedures can be a management option.

Key words: dislocation; transcatheter aortic valve implantation; TAVI; migration;
valve-in-valve

Ozet:

Ilk tanimindan sonra, transkateter aort kapag1 implantasyonu (TAVI) islemi
genis bir yelpazede kullanmaya devam etmektedir. Yiiksek cerrahi riskli hastalar
halen TAVI'nin prosediir risklerinden kaginmalari igin kesin adaydir. Bununla
birlikte, TAVI komplikasyonlar1 ve bu olaylarla basa ¢ikmak, bu hastalar ve islem
yapan hekimler i¢in baska sorunlara neden olabilir.

Vaka: Opere koroner by-pass ameliyati 6ykiisii olan ciddi aorta darligi tanili hasta
TAVI islemi yapildi. Basarili TAVI isleminin postop 2. giiniinde hastada
hemodinamik instabilite ve akciger 6demi klinigi izlendi. Ekokardiyografide yeni
gelisen paravalviiler aort yetersizligi goriilmesi iizerine, TAVI kapagmin sol
ventrikiil ¢ikis yoluna migrasyonu disiiniildii. Kapak i¢i kapak TAVI hastaya ikinci
seansta gerceklestirildi, ancak ikinci kapagmn istenen konumun istline disloke
olmasi nedenli iki kapagin arasina {giincii bir kapak yerlestirilip hemodinamik
stabilite saglandi.

Sonug: Tkinci kapagin kapak-igi-kapak prosediiriinde konumlandirilmasi zor olabilir
ve bir c¢oziim olarak gerceklestirilen prosediir bir komplikasyon olarak
sonuglanabilir. Bizim bilgimize gore sundugumuz olgumuz, kapak-ici-kapak TAVI
prosediirii olarak {i¢c kapagm ilk kullanimidir. Bu nedenle, bazi durumlarda ¢oklu
kapak-iGi-kapak prosediiriiniin bir yonetim segenegi olabilecegi unutulmamalidir.

Anahtar kelimeler: dislokasyon; transkateter aort kapagi implantasyonu; TAVI;
migrasyon; kapak-igi-kapak
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Introduction:

Since transcatheter aortic valve

implantation(TAVI) was first described by
Criber et al.(1) in 2002, it has become the
most successful treatment option for
moderate-severe aortic stenosis for patients
at high aortic valve

with

risk of surgical
(SAVR).

newly developing technology, the number

replacement Therefore,
of TAVI applications is increasing every
year(2). Although the TAVI procedure has
a high success rate, the procedure may also
lead to life-threatening complications. The
case is here presented of a valve
dislocation complication treated with a
valve-in-valve-in-valve procedure which

resulted in three nested valves.
Case Report:

A 70-year old male with symptomatic
AS who had 69/39mmHg

transaortic gradient and 0.8cm2 aortic

Severe

valve area on transthoracic
echocardiography(TTE). On  coronary
angioraphy, the RCA was ocluded, the

RCA-saphenous graft was ocluded, CX
had instent 40% lesion, LAD ocluded and
the LIMA-LAD graft was patent. For
coronary artery disease, medical follow-up,
and for serious AD TAVI

decided at the -cardiovascular surgery-

procedure

cardiology council.

After providing written and verbal consent,

under anesthesia and sedation, a transient
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cardiac pacemaker lead was positioned in
the right ventricle(RV) from a 6-F sheath
in the left femoral vein, and two Perclose-
ProGlide® (Abbott
Vascular Medical, St.Paul, MN, USA) were
placed through a 8-F sheath from the right

closure  devices

femoral artery for the TAVI system, and a
6-F sheath was placed in the left femoral

artery to mark the aortic root.

After transesophageal
echocardiography(TEE) and computed
tomography(CT) were performed, the

valve parameters were calculated; the
aortic annulus perimeter was 84.8mm
mean annulus diameter was 27mm, aortic
annulus area was 559.4mm2, and the
LVOT perimeter was 26.7mm. According
to these results, it was decided to implant a
no.29 Portico™ (St. Jude Medical

Inc.,St.Paul, MN,USA)(Figure 1A-B).

Balloon pre-dilatation of 20mm was
performed to the stenotic aort valve under
rapid RV pacing, after which a no.29
prosthetic TAVI
implanted.

Portico™ valve was

successfully Aortography
revealed second-degree paravalvular aortic
regurgitation(PAR). The TAVI valve was
post-dilated with a 25-mm balloon. After
the post-dilatation, mild PAR and 4mmHg
gradient were observed on TEE and good
hemodynamic condition, so the procedure
was completed with these conditions
(Figure 1C-H).

period, a permanent cardiac pacemaker

During the follow-up



was implanted due to total atrioventricular
block.

On the 2nd day after the TAVI procedure,
severe PAR was observed on TTE together
with lung edema and diastolic TA
decrease, which suggested that the mildly
low implanted TAVI valve had dislocated
to the left ventricular outflow tract(LVOT)
side. Due to the hemaodynamic instability
of the patient, it was decided to treat the
dislocation with a valve-in-valve TAVI

procedure.

The valve dislocation to LVOT was
confirmed on angiography in the second
procedure. A transient cardiac pacemaker
lead was positioned from the left femoral
vein. A 6-F sheath was placed via the right
radial artery to place a pigtail catheter to
mark the aortic root. The TAVI valve
could not pass via the pigtail cathteter and
so a diagnostic MP catheter was used to
access the valve, and the catheter was
exchanged. A second no.29 Portico™
prosthetic TAVI valve was opened in a
controlled manner proximal to the first
valve. However, due to the patient's
sedation and pacing problem during
controlled release, it was observed that
after the complete release of the valve, that
this TAVI was dislocated to the aorta(pop-
up) and PAR continued as severe(Figure
2A-D). third no.29

Portico™ valve was placed inside the

Subsequently, a
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other two valves as valve-in-valve-in-valve
due to the diastolic blood pressure
deficiency of the patient. Minimal PAR
was observed after placement of the third
2E-F). blood

pressure increased to 68mmHg and the

valve(Figure Diastolic
hemodynamics improved. The patient was
discharged after the first week with a
14/8mmHg gradient and without PAR on
TTE (Figure 2G-1). The patient had no
clinical complaints during the 8-month

follow-up period.
Discussion:

TAVI

complication of the procedure, which must

valve malposition is a serious

be managed by avoiding such

complications. Malpositioning can be
classified as 1)infra-annularly, 2)supra-

annularly, 3)supra-sinutubular junction(3).

The frequency of dislocation is not fully
known. In a previous study, it has been
reported as 3.2-3.9%(4).

Migration of valve is often antegrade to the
aorta due to the pressure of blood flow.
Migration and dislocation occur for
similiar reasons, including under-expanded
valve, lack of annulus calcification,
undersized valve selection, and bicuspid

valve anatomy/function(5-6).

In the current case, the size selected was
not small for the annulus and calcification

was sufficient for the procedure. For the



first valve, the implantation zone was

slightly low, and post-dilatation was
performed because of PAR. As a result of
this, the valve may have dislocated to the
LVOT with the movement of heartbeats.
However, in the second valve, the
complication was thought to have resulted
because 1)the operator was afraid of re-
inserting the valve deeply again due to the
deep placement of the previous valve;
2)there was an accompanying sedation-RV

pacing problem.

The

complication depends on clinic stability

management of  dislocation
and the dislocation status. Overlapping
another TAVI procedure can be a solution
for these patients who are at high surgical
risk which was the initial reason for
performing TAVI. However, in some cases

surgical treatment can be a solution(7).

New generation TAVI valves can
overcome some of the limitations of older
generation valves (6).Portico™ (St.Jude
Medical Inc.,St.Paul, MN,USA) is a self-
expanding TAVI valve, which can be
repositioned or recaptured, so there are
advantages to this valve when valve-in-

valve positioning is suboptimal.

Despite these procedures, the second trial
for valve-in-valve in this patient was
complicated as it dislocated to the
ascending aorta from the desired position.

So a third TAVI valve implantation was
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needed. To the best of our knowledge, this
is the first case of three valves implanted

valve-in-valve.

This report presents the feasibility of a
valve-in-valve procedure with three TAVI
valves in a case complicated by dislocation
and migration. This case may be of
valuable guidance in the treatment of

dislocation/migration or malpositioning.
Conclusion:

Despite the technological improvements, it
must be kept in mind that there may still be
TAVI

unexpected problems in and

complications to be managed.
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Figure 1 — On CT, the calculations showed the suitability of the 29 no Portico TAVI valve(A-B), first the TAVI
valve is positioned over the Safari wire, under aortography guidance and the pigtail is positioned on the
aortic root(C-D);moderate-paravalvular aortic regurgitation(PAR) seen on aortography after release of the
first TAVI valve (E); balloon post-dilatation performed on the valve (F); mild PAR on aortography (G) and
on transeosophageal echocardiography after post-dilatation(H).
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Figure 2: A second TAVI valve positioned over the Safari wire helped by the pigtail on the aortic root in the first
valve as valve-in-valve (A-B-C); still moderate paravalvular aortic regurgitation(PAR)due to dislocation of the
second valve seen on aortography after release of the second TAVI valve(D); the third TAVI valve is positioned
over the Safari wire helped by the pigtail on the aortic root in the first two-valve as valve-in-valve-in-valve
(E)and implanted successfully and there is minimal PAR on aortography after the third valve implantation(F);
the valves draw attention due to the heavy metallic echogenicity on echocardiography(G); no paravalvular
aortic regurgitation on transthoracic echocardiography before hospital discharge(H); and transaortic 14/8
mmHg gradient detected on TAVI valve
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Sars-Cov-2 Associated Acute Sensorimotor Axonal Neuropathy

Sars-Cov-2 Iliskili Akut Sensorimotor Aksonal N&ropati

Abstract:

The World Health Organization (WHO) announced a pandemic in December
2019 due to the SARS-CoV-2. In addition to typical findings, such as fever,
fatigue and respiratory system symptoms, other system findings have also been
described. In this article, we present a pediatric case, diagnosed with acute
sensorimotor axonal neuropathy associated with SARS-CoV-2 to raise the
awareness, that patients presenting with atypical symptoms may be infected
with SARS-CoV-2.

Ozet:

Diinya Saglik Orgiitii 2019 yilmin Aralik ayinda SARS-CoV-2 viriisiine bagh
pandemi ilan etti. Ates, yorgunluk ve solunum sistem sikayetlerine ek olarak
diger sistem bulgular1 da tanimlandi. Bu makalede atipik sikayetlerle gelen
hastalarin SARS-CoV-2 ile enfekte olmus olabilecegine dair farkindalig
artirmak amaciyla SARS-CoV-2 iligkili akut sensorimotor aksonal ndropati

tanist alan bir pediatrik vaka sunulmustur.
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Introduction

The World Health Organization (WHO)
announced a pandemic started with
pneumonia cases of unknown etiology,

observed
2019 due to the SARS-CoV-2(1).

in  Wuhan, China in December
SARS-

CoV-2, a zoonotic virus, spreads very
rapidly and has a high mortality rate. It
has increased globally, causing a

pandemic due to the extraordinary balance
between contagiousness and mortality. SARS-
CoV-2
epithelial cells identified as a new member of
family, different
from MERS-CoV and SARS-CoV (2).

isolated from  human airway

the coronoviridae

SARS-CoV-2

characterized by fever, fatigue and respiratory

Pandemic infection is
system™ findings such as cough, sore throat
and respiratory distress. Less frequently,
clinical symptoms such as loss of the sense
of smell and taste, vomiting or diarrhea can
be seen. Nervous system involvement is rare.
In a study conducted with 214 patients in
Wuhan, China; 78 (36,4%) of the patients
had neurological symptoms involving the
central and peripheral nervous system and
musculoskeletal” system. Some of these
patients did not have the typical symptoms
associated with SARS-CoV-2. They only
presented with neurological symptoms (3).
In this article, a pediatric case diagnosed with
axonal neuropathy

acute motor-sensorial

associated with SARS-CoV-2 is presented.
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Case

A 15-year-old male patient presented to

the emergency department with pain,

numbness and loss of strength of the
lower  extremity.  There was no
remarkable feature in his medical story

until a week ago. The patient was admitted
to the emergency room with complaints of
diarrhea, abdominal pain, loss of appetite
fatigue. He had
SARS-CoV-2

transcription polymerase chain reaction (RT-

and household

transmission. reverse-
PCR) was positive. He was hemodynamically
stable with normal oxygen saturation on room
air and normal heart rate. His venous
blood gas, white cell counts, renal and liver
function parameters and ions were normal.
After four days of hospitalization, the

patient was discharged, as his symptoms
regressed. Three days after the discharge, he
presented to the emergency department
again with new-onset pain, numbness and
loss of strength in the left lower extremity.
His vital signs were stable. There was a
limitation of the dorsal flexion in the left

foot in his neurological examination. The

muscle  strength  examination  showed
weakness in only one extremity with
Weakness of Medical Research Council

(MRC) Muscle Scale 4/5 in his left lower limb.
Aside from an absent left Achilles reflex, deep
tendon reflexes, cranial nerve and sensory
examination  and

laboratory  findings

were normal.



Spinal magnetic resonance imaging was

normal.  Electromyography and  nerve

type
lower

showed axonal

the

conduction studies

polyneuropathy in bilateral

extremities. His cerebrospinal fluid was
negative for SARS-CoV-2.

immunoglobulin (IVIG) treatment was started

Intravenous

on the patient. Loss of muscle strength in both
lower extremities became prominent until the
third day of hospitalization, and bilateral
Achilles reflexes could not be obtained on the
third day. After five days of IVIG treatment,
muscle strength in both lower extremities
increased gradually. At the end of two weeks
of hospitalization, muscle strength in bilateral
lower extremities were evaluated as 5/5 with
MRC.

Discussion

Guillain Barre syndrome (GBS) is an immune-
associated acute polyradiculopathy disease.
The disease occurs on a genetic basis due to
environmental factors such as infections,
vaccination and aging. Many infectious agents
Pneumonia,

such as Mycoplasma

Campylobacter  Jejuni,  Cytomegalovirus,
Epstein Barr virus, Haemophilus influenza,
Hepatitis viruses and Zika virus have been

shown in the etiology.

SARS-CoV-2 is a neuro-invasive virus similar
to SARS and MERS viruses. Angiotensin
Converting Enzyme 2 (ACE2), which is found
in the skeletal system, nervous system and
many other to be

systems, is thought

responsible for neuroinvasion via direct and
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indirect mechanisms (4). Murine models
suggest that the presence of spike glycoprotein
in addition to hemagglutinin increases the

neuroinvasive properties of betacoronavirus

(5).

Four pediatric cases were presented in a
systematic review of 73 cases, published by
Rumeileh et al. in July 2020. These cases were
evaluated as the classic sensorimotor variant
with the paresis developed following mild

classic covid symptoms similar to our case (6).

It is known that the pandemic SARS-CoV-2 is
associated with many neurological conditions
such as febrile convulsion, infantile spasm,
sclerosis,  acute

multiple demyelinating

encephalomyelitis and  Guillain  Barre
syndrome. In addition to systemic complaints,
SARS-CoV-2 should be considered in patients

presenting with neurological symptoms.
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Nerve/Sites | Rec. Site Onset Lat| Peak Lat | NP Amp | PP Am | Segments Distance Velocity
ms ms uv uv mm m/s

R Median- Digit Il (Antidromic)

Wrist | Digll 266 339 [269 450 | wrist-Digll [ 140 | 53

R Median- Digit Il (Antidromic) \

Wrist | Digll 202 [375 [330 [563 | wrist-Digll | 145 | 50

R Ulnar- Digit V (Antidromic) ‘

Wrist | DigV 250 [328 [177 [369 | wrist-Digv | 115 | 46

L Ulnar- Digit V (Antidromic)

Wrist | DigV 292 [365 [281 [182 | wrist-Digv | 125 | 43

R Sural- Ankle (Calf) \

Calf | Ankle 354 [396 [124 [55 | Calf-Ankle | 120 | 34

L Sural- Ankle (Calf) ‘

Calf | Ankle 1349 406 [151 [102 | calf-Ankle | 120 | 34
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Nerve/Sites Muscle | Latency | Amplitude | Amp % | Duration | Segments |Distance | Lat Diff | Velocity
ms mV ms mm ms m/s
R Median- APB
Wrist APB 3.23 10.3 100 6.30 Wrist APB 70
Elbow APB 6.96 11.7 114 7.03 Elbow- 225 3.75 60
Wrist
L Median- APB
Wrist APB 3.49 13.1 100 6.35 Wrist APB 70
Elbow APB 7.76 12.6 95.9 6.09 Elbow- 225 4.27 53
Wrist
R Ulnar- APB
Wrist ADM 2.45 8.7 100 7.50 Wrist ADM | 70
Elbow ADM 6.72 7.3 83.5 7.34 B.Elbow- 240 4.27 56
Wrist
L Ulnar- APB
Wrist ADM 2.66 6.3 100 6.87 Wrist ADM | 70
Elbow ADM 6.67 6.0 96.3 6.46 B.Elbow- 230 4.01 57
Wrist
L Peroneal-EDB
Ayak bilegi EDB 4.58 2.0 100 6.51 Ayak bilegi- | 80
EDB
Fib head EDB 11.46 2.0 96.5 6.72 Fib head- 310 6.87 45
Ayak bilegi
Pop fossa EDB 15.83 1.8 88.7 10.05 Pop fossa- 140 4.38 32
Fib head
R Peroneal-EDB
Ayak bilegi EDB 4.32 3.0 100 6.09 Ayak bilegi- | 80
EDB
Fib head EDB 11.93 2.4 80.1 6.56 Fib head- 305 7.60 40
Ayak bilegi
Pop fossa EDB 14.74 2.5 83.6 6.61 Pop fossa- 110 1.81 39
Fib head
L Tibial- AH
Ankle AH 4.90 4.7 100 10.68 Ankle- AH 80
Pop fossa AH 13.59 3.5 74.5 13.33 Pop fossa- 405 8.70 47
Ankle
R Tibial- AH
Ankle AH 5.47 2.7 100 4.90 Ankle- AH 80
Pop fossa AH 14.95 2.2 81.6 5.00 Pop fossa- 400 9.48 42
Ankle
F Wave
Nerve F min
ms
R Peroneal- EDB | 30.99
R Tibial- AH 24.95
L Peroneal- EDB | 40.57
L Tibial- AH 35.63
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