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UMIIVIAHTAIIUSA HA TIEKC ITPU
CTEHO3UPAHA PEIIPOTE3UPAHA
TPUKYCIIMJAJTHA KJIAITA

Hoana I'puroposa, Muisiena 3yiaTanoBa

CBAJIK ,, Kapouonaiigh *“ — Bapna

PE3IOME

B xapauonornyHa KJIMHWKA TIOCTBIIBA 67-TOIUIIHA
JKeHa ¢ KIMHWYHA KapTHHAa Ha OO0OCTpeHa ChpJedHa
HEZIOCTaThYHOCT Ha (hOHA Ha aOCONIOTHA APUTMUS TIPU
IpECACHPAHO MBXKJICHE U IMPEKUBAH CUHKOIL. HaHI/IeHTKaTa
€ C UCTOpHS 32 MBYKPATHO MPOTE3UpaHa TPUKYCIHATHA
kiama. [IpoBeneHara TpaHCTOpaKajiHa €XOKapauorpadus
YCTaHOBSIBA 3HAaUMMa TPHUKYCIUAATHA CTEHO3a Ha
GuonoriYHa KiIanHa npotesa Mowecko-11laiim.

B xoma Ha XocmWTanMzanusATa Cca  PETUCTPUPAHU
6paz11/n<apz1ml 1 3HAYMMM 1ay3H1, HaJlaraly UMIUTAHTUPaHE
Ha TIOCTOSIHEH eJeKTpokapauoctumynartop. Ilopamu
OIr'paHNYCHU aHATOMHWYHU BB3MOXHOCTU € HUMIUTAHTHUPAH
PM-mon-CRT-P, ¢ eqMHCTBEH e1eKTpO/I.

[ocnenparo npocnensBaHe IEMOHCTPHUPA 3aI0BOJIUTEITHO
o0mo cwCcTOsIHME, 0Oe3 O00OCTpsSHE Ha ChpJAeYHaTa
HEIOCTaThYHOCT, C C(PEKTUBHA KaMEPHA CTUMYJIAIIHSL.
CnyyasT  wiocTpupa  NPEIU3BHKATENCTBATa NP
MAIMEHTH ¢ OWOJOTWYHU TPUKYCIMIATHU MPOTE3H, MPH
KOUTO JEreHepaTHBHATAa PECTEHO3a € YeCTO CPEeIaHo
KBCHO YCIIOKHCHUE, W3UCKBAI0 WHIWBUIYyAJIU3UPAH
Mmoaxo7, B m300pa Ha HAW-TIOAXOJIIA CTpaTerus 3a
KapAuOoCTUMYJIaLs.

KarouoBu nymu: erexmporapouocpaghus, exoxapouoepa-

Qus

BBBEJIEHUE

Ot yerupuTe ChpACYHM KJIaly TPUKYCHHUJAIHATA €
Hall-ronsMaTa 1 € pasnojokKeHa Hal-alnruKaaHO MeX-
NIy JACHOTO TIpeAChpAMe U AscHaTta kamepa. Cbhcron
ce OT TpH IJIaTHA - CENITATHO, IPETHO U 33]JHO, U UMa
0TBOp C pasMepu 7-9 kB. cM. CpenHOTO HanAraHe
Ipe3 TpUKycIuAaiHaTa kiana e nog 2 mmHg Benen-
CTBME Ha rojieMHHaTa i U HUCKUTE HaJISATaHus B Jsic-
HaTa chpaeuHa nojosuna (12,13).

W3onupanurte npouenypu Ha TpUKyCNUAaaHATa Kiia-
na ca penku. Hali-uectute npu4vHU 3a NIPOTE3UPAHE
Ha TPUKYyCNHUJAJHA Kjana BKJIIOYBAaT HEpeBMaTHYHA
TPUKYCIMJAJHA perypruranus, aHomanus Ha EO-
1IalH, KAPUMHOUACH CUHAPOM U IUBaiC MHAYLIUPAHU
peryprutanuu. [Ipu u3dopa Ha mpoTe3a OUOIOTUYHU-
TE ca MO-MPeANOYUTaHN TPel MEXaHUYHHUTE MPEIBUL
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ABSTRACT

A 67-year-old woman was admitted to a cardiology
department with clinical signs of decompensated heart
failure on the background of atrial fibrillation with absolute
arrhythmia and a history of syncope. The patient had a
history of two tricuspid valve replacements. Transthoracic
echocardiography revealed significant tricuspid stenosis of
a biological Tonescu—Shiley valve prosthesis.

During hospitalization, episodes of bradycardia and
prolonged pauses were recorded, necessitating implantation
of a permanent pacemaker. Due to limited anatomical
options, a PM-mode-CRT-P system was implanted with a
single electrode.

Subsequent follow-up demonstrated satisfactory overall
condition, without exacerbation of heart failure, and with
effective ventricular pacing.

This case highlights the challenges in managing patients
with biological tricuspid valve prostheses, in whom
degenerative restenosis is a common late complication
requiring an individualized approach when selecting the
optimal pacing strategy.
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INTRODUCTION

Of'the four heart valves, the tricuspid is the largest and
is located most apically between the right atrium and
the right ventricle. It consists of three leaflets—septal,
anterior, and posterior, and has an opening measuring
7-9 sq.cm. The average pressure through the tricuspid
valve is less than 2 mmHg due to its size and low pres-
sures in the right heart (12,13).

Isolated tricuspid valve procedures are rare. The most
common causes of tricuspid valve prosthesis include
irregular tricuspid regurgitation, Ebstein’s anomaly,
carcinoid syndrome, and device-induced regurgita-
tions. When choosing a prosthesis, biological ones
are preferable to mechanical ones due to their lower
thrombogenic potential (1,9,12,15).

Current History

We present a clinical case concerning a 67-year-old
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MO-HUCKHS cH TpoMmOoreneH norenimai (1,9,12,15).
Hacmoawa anamnesa

[IpencraBsme KIMHUYEH Ciydai, Kacaeml 67-roaui-
Ha ’KeHa, MPEe3eHTUpalla ce B KapAHOJOrnYHa KJIH-
HUKa CbC 3aJyX M JIECHa yMOpa INpH JBW)KEHHE Ha
pascrostaue ot okojo 200 metpa paBeH TepeH. [Ipe-
YKHMBsITa CHHKOII [IPE/IN JIBa Mecella, OT ToraBa ChC 3a-
CHJIBAHC Ha CUMIITOMaTHUKaTa.

KauanyausT 06T Ha MangueHTKAaTa 3aro4Ba Ipe3 Me-
cery HoemBpH 1985 r., koraro Ha 31 T. 3a IbPBU IBT
MOCTHIIBA B KapJHOJIOTHYHO 3aBE/ICHHUE C HACOYBAILA
JIMarHo3a BPOJIEH ChpPACYCH TOPOK - TETPAIOTHs Ha
Qayio ¢ aiizeHMeHrepusanys. ToraBa € yCTaHOBEH
KaJIlMpaH MUKCOM Ha Kpade, M3XOJSI] OT MEXIy-
KaMepHaTa Mperpaga B HEMOCPEICTBEHa OJM30CT /10
TPUKYCIHJaJHATA KJIara, BOJCU] 10 HEWHOTO CTEHO-
3upane. [IpoBesieHO € onepaTUBHO JICYEHHUE - EKCTUP-
nanvsg Ha TymMoOpa M 3aTBapsAHE Ha MCEKAYKaMCEPHUA
JeeKT B MYCKyJHaTa 4acT Ha MEXIyKaMepHHS
centyM. [IpeaBua WHCYyQHIIMEHTHA TPHKYCIUAATHA
KJlara C aruias3us Ha JIBeTe IUIaTHA U XUIOIUIa3Hs Ha
TPETOTO € MOCTaBeHa MeXaHWYHa Ki1anHa nporesa Jly-
pomenukc Ne29.

[Ipe3 mecer mait 1988 . e ycraHoBeHa TpoMOO32a Ha
MeXaHWuHaTa Kiamna ¢ nposjabupart TpomO kpM JIK.
IIpoTe3aTa € u3ceyeHa U Ha HEMHO MSACTO € UMILIaH-
THpaHa GronornyHa nporesa Monecko-Ilaiim Ne31.
IIpe3 1993 r. 3a mbpBU BT € PETUCTPUPAHO TPEI-
CBHPIHO MBKJCHE, KOeTO OT 20 rOANHU € IePMaHEHT-
HO.

C usBecren 3/] tun 2. [Iposexna neueHue B goma ¢
ouzonpoion 1,25 mr, qurokcut 0,125 Mr, CHHTPOM 110
cxema, QypaHTpHII, CIUPOHOJIAKTOH i MET(OPMHUH.
Hacmoaw, cmamyc

AJnekBaTHA, KOHTaKTHA, OPUEHTUPaHA 32 BpeMe, Msic-
TO U cobcTBeHa mmuHocT. C HagaopmeHo terino (MTM
- 27,53 kr/xB. M). BesukynapHo aumiane ¢ qpeOHH
BJIa>KHU HE3BBHJIMBU XPUIIOBE ABYCTPAHHO B OCHOBU-
te. CCC: aputmMnuHa cbpaedna aeinoct; CH - 119 y/
muH; AH - 135/85 mmHg. ['myxu cbpieuHn TOHOBE,
0e3 mymoBe. Kpaitauim - 6e3 0ToIu, 3ana3eHu nepu-
(epHH apTepuaTHH ITyJICALUH.

Jlabopamopnu uscnedsanusn

Xemorpama 0e3 OTKJIOHEHHS, a30THHU Tella B HOPMA,

Sy a5

i ) 1 A/
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Fig. 1. ECG of admission.
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woman presenting herself in a cardiology clinic with
shortness of breath and fatigue on exertion when mov-
ing at a distance of about 200 meters on flat terrain.
She had experienced syncope two months ago, since
then her symptoms have worsened.

The patient’s clinical path began in M.11.1985, when
at the age of 31 she was first admitted to a cardiology
institution with a referral diagnosis of congenital heart
defect—tetralogy of Fallot with an Eisenmenger syn-
drome. A pedunculated calcified myxoma was found,
arising from the interventricular septum adjacent to
the tricuspid valve leading to its stenosis. Surgical
treatment was performed, extirpation of the tumor and
closure of the interventricular septal defect. In view
of the insufficient tricuspid valve with aplasia of both
leaflets and hypoplasia of the third one, a Duromedix
Ne29 mechanical valve prosthesis was inserted.

In 05.1988, thrombosis of the mechanical valve with
a prolapsed thrombus to the right ventricle was de-
tected. The prosthesis was excised and in its place was
implanted an Ionescu-Schiley No. 31 biological pros-
thesis.

In 1993, atrial fibrillation was registered for the first
time, which has remained in place for 20 years.

She had type 2 diabetes. She conducted treatment at
home with bisoprolol 1.25 mg, digoxin 0.125 mg,
Sintrom according to the scheme, furantril, spirono-
lactone, and metformin.

Current Status

Adequate, outgoing, with proper orientation concern-
ing time, place and herself. Overweight (BMI—27.53
kg/sq.m.). Vesicular respiration with small moist
voiceless wheezes bilaterally at the base. Heart rate
(HR): arrhythmic HR; HR—119 bpm; BP—135/85
mmHg. Dull heart tones, no murmurs. Extremities—
no edema, preserved peripheral arterial pulsations.
Laboratory Tests

Hemogram without abnormalities, nitrogen bodies
within normal limits, lipid profile within normal lim-
its. Coagulation status within therapeutic limits on the
background of Sintrom treatment (INR - 2.35...2.39).
Electrocadiography (ECG)

The ECG at admission: Atrial fibrillation, HR—119
bpm, right bundle branch block (RBBB), secondary

= A
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Fig. 2. ECG during hospitalization.



Implantation of a Pacemaker in a Patient with Stenotic Reimplanted Tricuspid Valve Prosthesis

nunuaeH npodun B Hopma. KoarynaumoHeH craryc B
TepaneBTUYHU TPaHKULHU Ha (JOHA HA JIeUeHHE ChC CHH-
tpoM (INR - 2,35... 2,39).

Enexmpokapouozpagusn (EKT)

EKT" mpu moctbnBaneTo: AOCOIIOTHA apUTMUS IPU
npenackpaHo mexaeHe, CU — 119 y/mun, [1115B, BTO-
PUYHH peroyiapu3aluoHHu mpomenH (dur. 1).
Enexkmpokapouozpagus 6 xoda na xochumanusa-

yuama
AbcomnrotHa aputmus ipu [IM, CY - 40 y/mun, [1/166,
JI3Xb BrOpHYHHU pernosiapu3aluOHHN IPOMEHH ((ur.
2).

Ha monuTopHO HaOmoaeHne ce perucTprpa naysa ¢
MPOIBIDKUTENHOCT 6,7 ceK, 0e3 00eKTUBHA U CyOeK-
THBHA CHMIITOMaTHKa OT CTpaHa Ha MNallMeHTKara
(pur. 3).

Exoxapouozpaghus

3anazeHa rio0aiiHa CUCTONHA (QYHKIMS U CETMEHTHA
kunetuka Ha JIK B moxoit. unatupanu 11, JIIT, K.
Buonornuna npotesa Ha TPUKyCHHIadHA MO3UIIHS -
JIETeHEPaTUBHO TPOMEHEHa C XEMOJMHAMHUYHO 3Ha-
YylMa TPHUKYCIHJIAJIHA CTEHO3a PU U3MEPEH Cpe/ieH
rpaguent npe3 Hest PGmean = 6,5 mmHg, Jieka kbM
yMepeHa TPUKYCIHIAJHA perypruTanusi.

Crnopen ,,[Ipenopsku Ha ESC 2021 3a chpaedno nei-
CHpaHe U ChpJ/iedHa PECHHXPOHHU3UpAIla Tepanus’
neiicupane e MoKa3aHo MpH MalUeHTH C TIpeAChpPAHA
ApUTMUS U TIOCTOSIHEH WM MapOKCU3MaleH aTpho-
BEHTPHUKYJIapeH OJIOK, TpeTa UM BUCOKa CTEIeH, He-
3aBUCHMO OT CUMIITOMUTE.

[Ipensun npexoxen curapom Ha Frederick u curnu-
(UKaHTHA TPUKYCHHIAJIHA CTEHO3a MallMeHTKaTa ce
HAcOYM KbM MHOTONPOQHIICH KapAWOJIOTHYCH IECH-
TBp, C HACOKA UMILJIAHTAIMs Ha ITOCTOSIHEH €JIEKTPO-
KapAMOCTUMYJIATOP.

[lo Bpeme Ha XxocmuTaIU3alMATa ca MPEyCTAaHOBEHU
BCUYKHU MEJMKaMEHTH, PeAYLMPAIlN ChpeYHaTa Yec-
TOTA, TIOpaJy JaHHH 3a OpaTuKapausl.

[Ipu npoJexxaBaHeTo B YHUBEPCUTETCKATA KJIHU-
Huka B Codusi ca npoBeaeHnn:

JIsBa u JsicHa chpleyHa KareTepusanus - 0e3 TaHHU
3a CTEHO3M Ha KOPOHAPHHUTE apTepHU U U3MEPEH cpe-

Wave Review

repolarization changes (Fig.1).

Electrocardiography During Hospitalization

Atrial fibrillation, HR—40 bpm, RBBB, left poste-
rior fascicular block (LPFB) secondary repolarization
changes (Fig.2).

On monitoring, a pause with 6.7 s duration was re-
corded without objective and subjective symptomatol-
ogy on the part of the patient (Fig. 3).

Echocardiography:

Preserved global systolic function and segmental left
ventricle (LV) kinetics at rest. Dilated right atrium
(RA), left atrium (LA), and LV. Biological prosthe-
sis at tricuspid position—degeneratively altered with
hemodynamically significant tricuspid stenosis with
measured mean gradient across it. PGmean = 6.5
mmHg, mild to moderate tricuspid regurgitation.
According to the ESC 2021 Recommendations for
Cardiac Pacing and Cardiac Resynchronization Ther-
apy, pacing is indicated in patients with atrial arrhyth-
mia and persistent or paroxysmal atrioventricular
block, third or high degree, regardless of symptoms.
Given Frederick’s transient syndrome and significant
tricuspid stenosis, the patient was referred to a mul-
tidisciplinary cardiology center, with the aim of im-
planting a permanent pacemaker.

During hospitalization, all heart rate reducing medica-
tions were discontinued due to evidence of bradycar-
dia.

During the stay in the University Clinic in Sofia,
the following tests were conducted:

Left and right cardiac catheterization—no data for
coronary artery stenosis, the measured mean gradient
through the tricuspid valve was 3 mmHg. Transesoph-
ageal echocardiography of tricuspid valve showed
biological valve prosthesis with thickened leaflets
with fibrous changes with reduced mobility of the
leaflets; up to moderate tricuspid regurgitation, para-
prosthetic from the lateral side. PDG (peak diastolic
gradient)}—9.25 mmHg; MDG (mean diastolic gradi-
ent)—5.5 mmHg; PHT—227 msec, ETVO (effective
tricuspid valve opening)—1.3 cm2.

On 09.11.21, because of tricuspid valve prosthesis,
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JICH TpaIieHT Npe3 TPUKyCHuAaiHa kiana 3 mmHg.
Tpancesogarennara exokapauorpadusi Ha TPUKYC-
MUJaTHa Kiana - OMOJIOTMYHA KJlallHa MPOTe3a ChC

Oblique vein of left atrium -
Great cardiac vein —

Left marginal vein

Posterior vein of Left ventricle

implantation of PM-mode-CRT-P was performed,
with a single electrode in the only possible vessel in
the posterior corona of the left ventricle (Fig. 4).

Right pulmanary
veins

Small cardiac vein

Middle cardiac vein

Fig. 4. Diagram of the heart showing the site of electrode implantation.

3aje0eieHy miaTHa ¢ GUOPO3HU MPOMEHH C Hamalie-
Ha MOABWKHOCT Ha TUIATHATA; 10 YMepeHa TPUKYCIH-
JlaJiHa PErypruTanys, naparnpore3Ha OTKbM JlaTepa-
HaTta cpasa. [I/II" (mukoB quacToseH rpaaueHT) - 9,25
mmHg; CAI' (cpemeH AmuacToiieH TpagueHr) - 5,5
mmHg; PHT - 227 msec ETKO (edextuBen tpukyc-
MUIaJIeH KJIaneH oTBop) - 1,3 KB. cM.

Ha09.11.21 r. mopaau mpoTe3upaHara TpUKyCIHIaTHa
KJana e rnposefena umruiantamnus Ha PM-mon-CRT-P,
C €IMHCTBEH €JIeKTPO]l, B €JMHCTBEH Bb3MOXEH Ch/l B
posterior vain of the left ventricle (pur. 4).

Ha EKT ce peructpupa penyBaHe Ha COOCTBEH PUTHM

=1 m.10.2021 >

M.03.1993

The ECG showed alternating eigenrhythm (AA in
AF), with effective ventricular pacing with an appear-
ance of RBBB.

Course of the Disease (Fig. 5)

At a follow-up in October 2023, the patient was in
satisfactory general condition, with no evidence of
exacerbation of heart failure, no recurrence of syn-
copal symptomatology. The therapeutic plan was as
follows: furosemide 40 mg 1-0-0; spironolactone 25
mg 1-0-0; Sintrom on schedule; bisoprolol 5 mg 1-0-
1; metformin 1000 mg 1-0-1.

ECG at follow-up: alternating eigenrhythm (AA in

M.10-11.2021

Cardiolife
Hospital

Cardiolife
Hospital

University
Hospital in
Sofia

25.10.2023

single
electrode, VVI
with single
electrode for
LV in PVLV

Fig. 5. Course of the disease.
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Fig. 6. ECG at follow-up.

(AA npu [IM), ¢ edekTuBHA KaMEpHA CTUMYJIAIIUS C
By Ha JIBb.

Xo00 na 3aoonasanemo (ue. 5)

[Ipu mpocnensBane Ha MaMEHTKaTa MpPe3 MecCell
oktoMBpH 2023 T. TS € B 33JJ0BOJIMTEIHO OOIIO ChC-
TOsTHME, O€3 NaHHW 3a OOOCTpSHE Ha ChpACYHATA
HEJIOCTaThYHOCT, 0€3 PEelUINB Ha CHHKOMATHA CUM-
nroMaTuka. TepaneBTudyeH IuiaH: (yposemun 40
mr 1-0-0; cnmpononakToH 25 mr 1-0-0; cuaTpom 1o
cxema; Ouzonponoin 5 mr 1-0-1; merdopmun 1000 mr

C Fig.7

25/10/2023 11:18:28
w ¢

Cardiac VT
vm P45 m
PSV 164 mvs
V Rev 216 mis
Max PG 10.3 mmMg
Mn PG 6.5 mmHg
Cardiac VT

063 m
PSV 160 nvs
V Rev - s
Max PG 10.2 mmHg
Mn PG 7.6 mmHg
Cardiac VTI
v eA2m
PSSV 155 mvs
V Rov 405 mis
Max PG 9.7 mmHg
Mn PG 6.2 mmMg

.
W'mtﬂ .

4

Fig. 7. Echocardiography of the tricuspid stenosis.

1-0-1.

EKT" mpu mpocnensBane: peayBaHe Ha COOCTBEH pHU-
TbM (AA tipu [IM), ¢ eekTuBHA KamepHa CTUMYJ1a-
uus ¢ Bua Ha JIBb (¢wur. 6).

Exoxapouozpaghus

3amazena ri00adHa CHCTONHA (DYHKIMSI U CETMEHT-
Ha kuHetuka Ha JIK B moxoil. unatupanu 11, JIII,
JK, 6buonorununaTa mpoTes3a Ha TPUKYCIHIaTHA TI03H-
LUS € IereHepaTHBHO MMPOMEHEHA C XEMOJHHAMUYHO
3HaYMMa TPUKyCIUAaiHa cTeHo3a, PGmean = 6,5
mmHg, PHT - 315. ETKO - 0,60 kB. cm (¢ur. 7) ¢
JieKa KbM yYMEpeHa TPHKYCHHIAIHA pPErypruTarys

(¢wur. 8).

AF), with effective ventricular pacing with appear-
ance of RBBB (Fig. 6).

Echocardiography

Preserved global systolic function and segmental ki-
netics of the LV at rest. Dilated RA, LA, RV, the bio-
logical prosthesis in the tricuspid position is degen-
eratively altered with hemodynamically significant
tricuspid stenosis, PGmean = 6.5 mmHg, PHT—315;
ETVO-- 0.60 sq.cm. (Fig. 7), with mild to moderate
tricuspid regurgitation (Fig. 8).

Fig.8

251072023 11:22:08
L e
ns  as

" .

Fig. 8. Tricuspid regurgitation.

DISCUSSION

Stenosis of a bioprosthetic tricuspid valve is a late op-
erative complication.

According to studies, the 10-year life expectancy af-
ter tricuspid valve replacement is between 33% and
68.7%, with 69.5% of patients having evidence of re-
stenosis of the biological prosthesis (1,2,4).

The major substrates of tricuspid stenosis in biological
prostheses are the accumulation of pannus on the ven-
tricular side of the valve with hardening of the lamina
and calcium deposition. Adhesion of the commissures
consequent to the pannus has been identified as an ad-
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OBCDBKJIAHE

CreHo3upaHeTo Ha OMONPOTE3UpaHa TPUKYCIUAATHA
KJIara € KbCHO ONEPaTHBHO YCJIO0KHEHHE.

Crniopen npoyusanusi 10-ropumiHaTa MpOABIKUTEN-
HOCT Ha JKUBOTA CJIe]l TPUKYCIUAAIHO KJIAIHO Mpo-
Tesupane e Mexay 33% u 68,7%. Karo 69,5% ot
MalMEeHTHUTE ca ¢ JaHHM 3a PECTEHO3UpaHe Ha OHOIIO-
ruyHara nporesa (1,2,4).

OcHoBHU cyOCTpaTé Ha TpUKyCIHIalHAaTa CTEHO3a
[py OMOJIOTMYHU NPOTE3H Ca HATPYNBAHETO Ha MaHYC
OT BEHTPHKYJIapHATa CTpaHa Ha Kiarnara ¢ BTBBbP/s-
BaHE Ha IUIaTHAaTa M KaJllueBo JenoHupaHe. Karto
JIOITBJTHUTENIHA IPUYMHA CE YCTaHOBSBA CJIENIBaHE Ha
KOMHUCYpUTE BeieAcTBHe Ha manyca (1,2,4).
TepaneBTHUHO MMa ONMUCAHU HAKOJIKO CiTydasi Ha Oa-
JIOHHA BAJIBYJIOIUIACTHKA C HEJOOPH IBITOCPOYHU
pe3yaTati. PeTpuKycnuIaHOTO KJIallHO MpOTe3upa-
HE ce Hajlara B [IOBEYETO CIIy4au KaTo JeQUHUTUBHO
peutenue (2,6,7).

[Ipu npore3npanu TPUKYCIUAATHN KA ChILECTBY-
BaT HAKOJIKO BB3MOXKHHU M300pa 3a MMIUIAHTalUs Ha
KapIMOCTUMYJIATOP - TPAHCBEHO3€H KaTeThbp, €IU-
KapJeH Wi Oe3eneKTpoieH KateTsp (14).

[Ipensun naHHUTE 3a JIMIICa HA MTOKa3aHUs 3a PETpH-
KyCIHMJAJTHO KJIAIHO MpOTE3MpaHe Ha MalMeHTKara
KBM TO3H €Tall € U3I0JI3BaH MHTPABEHO3€EH EJIEKTPOJL
3a epexTrBHA Kapauoctumyanus (10,14).

Adpec 3a KopecnondeHuun:
Hoana I'puroposa

CBAJIK ,,Kapaunomnaiid*

Oy ,,Pemy6nmka“ 15

Bapna, 9000

e-mail: dr.j.grigorova@gmail.com
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ditional cause (1,2,4).

Therapeutically, several cases of balloon valvuloplas-
ty have been described with poor long-term results.
Tricuspid valve re-prosthesis is required in most cases
as a definitive solution (2,6,7).

For prosthetic tricuspid valves, there are several pos-
sible choices for pacemaker implantation—a transve-
nous catheter, an epicardial catheter or an electrode-
less one (14).

Given the lack of evidence to indicate a tricuspid valve
re-prosthesis for the patient at this stage, an intrave-
nous electrode was used for effective pacing (10,14).
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