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have signalled poor representation in the field of 
cardiology.1,2 

With the aim of analysing women’s participation 
in cardiology research in Spain, we analysed studies 
published in Revista Española de Cardiología 
between 2002 and 2006 broken down by sex. Of the 
2828 authors contributing to the publication, 2065 
(73.02%) were men and 763 (26.98%) were women. 
We observed a decrease in the percentage of women 
as the productivity threshold increased (Figure 1), 
which dropped from 29.82% among authors who 
published a single study to 4.08% of the “prolific 
authors” (>9 studies). Statistical analysis revealed 
the existence of significant differences (P<.05) in the 
number of published works, with a mean (standard 
deviation) of 2.13 (2.66) studies per male author and 
1.54 (1.29) studies per female author. 

To offer an explanation for this low representation, 
we can point to a series of factors that make the 
specialty of cardiology less attractive to women,1,2 
and to negative psychological and sociological 
attitudes that affect men and women alike.3

However, we should stress some positive aspects, 
such as the increase in the percentage of female 
authors during the analysis period, which rose from 
21.35% (2002) to 26.64% (2006). The same tendency 
was also observed in the percentage of signing 
researchers, which rose from 18.5% (2002) to 23.89% 
(2006). This tendency is holding today (Figure 2), 
given that 2008 saw the highest percentage of female 
authors (27.75%) and signing researchers (25.25%). 
It is also significant that female participation is 
similar to and even exceeds that seen in some 
leading foreign journals and professional societies 
in this specialty.4 According to data provided by 
the Spanish Society of Cardiology (2008), 16% of 
its cardiologists are women (n=339), meaning that 
the percentage of female authors contributing to 
the publication is noticeably higher than that of 
Society members responsible for editing it, and the 
proportion is higher than that of cardiology societies 
such as the American College of Cardiology, whose 
membership in 2005 was 6% female.5 Other aspects 
which we observed apply in general to nearly all 
biomedical specialties and geographic regions, 
although they are more marked for the cardiology 
specialty.6

In order to combat low participation from 
women, working groups from the British Cardiac 
Society2 and the American College of Cardiology1,7 

proposed a series of recommendations, which may 
also be valid in Spain given the similar tendency that 
we observe. The aim is to remove any restrictions 
on a fundamental part of the discipline’s knowledge-
generating potential and its professional undertaking, 
which would also have a positive effect on some of 
the specialty’s problems have appeared in Revista 

prefer a more conservative treatment, based on the 
premises of a lower risk of complications. 

Therefore, when it comes to deciding which 
treatment for this condition is the most appropriate, 
the best approach is to base it on patient characteristics 
(whether he/she has cardiovascular risk factors that 
lead to a higher rate of complications), patient 
anatomy2 (whether the lesion can be reached with 
open surgery or if it is compatible with endovascular 
treatment) and the way the disease presents,3 
which fundamentally concerns whether or not it is 
symptomatic, ulcer location and size and how large 
the intramural haematoma is, if present, which 
would also increase the risk of complications. 

In this particular case, the patient came in with 
symptoms similar to those of acute aortic syndrome; 
the CT revealed a penetrating aortic ulcer with an 
extensive intramural haematoma. Its favourable 
location, in the descending thoracic aorta and at a 
distance from the aortic arch and the celiac artery, 
near preserved femoral and iliac arteries, enabled us 
to place an aortic endoprosthesis. 

For this reason, we believe that penetrating aortic 
ulcers represent an illness for which implanting an 
aortic prosthesis using the endovascular method 
should be considered a corrective technique of 
choice. Whenever patient characteristics allow, we 
should call for use of this technique, considering 
that it has a low rate of complications compared 
with medical treatment or invasive surgery for this 
disease. 
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Women in Spanish Cardiology 
Research

To the Editor: 

Understanding the role of females in the various 
scientific fields is of interest, and many studies 
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Española de Cardiología, such as the imbalance 
between the supply and demand for cardiologists 
within an ageing population.8 
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Figure 1. Distribution of productivity 
by percentage of males and females 
(2002-2008) in the Revista Española de 
Cardiología (percentage of authors). 
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Figure 2. Annual distribution of the 
percentage of female participation 
(2002-2008) in the Revista Española de 
Cardiología (percentage of authors and 
signing researchers). *Journal Issues 1 to 
11. 
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Cardicac Disease in Seropositive 
Chagasic Patients in Panama

To the Editor:

Numerous investigations have shown that Chagas 
disease is endemic in most of Panama, mainly 
in rural areas near the Panama Canal where the 
specific ecological and epidemiological conditions 
for transmitting this zoonosis are present.1,2 Despite 
a relatively low prevalence (1%-3%) compared with 
other South American countries, it is recognised 
as a public health problem in several regions of 
the country. However, there are no current clinical 
studies describing the clinical characteristics 
manifested by Chagas disease in this small area 
(3 million inhabitants) of the Americas.

We present a descriptive study of a series of 
cases in order to point out the principal cardiac 
disorders observed in infected Panamanians from 
different endemic zones. 61 patients with chronic 
Chagas disease were examined: 24 (39.3%) were 
referred as a result of blood bank screenings; 
22 (36.1%) were discovered through field research 
in endemic communities and 15 (24.6%) due to a 
clinical diagnosis compatible with Chagas disease. 
Most patients (39; 63.9%) came from the main 
endemic region (La Chorrera, Capira, and Arraiján 
districts in the central part of the country) and the 
rest (22; 36.1%) came from other scattered zones 
with demonstrated active transmission (Santa Fe, 
Chepo, and Chilibre districts). All patients tested 
positive for infection with Trypanosoma cruzi using 
3 serological tests (ELISA, immunofluorescence 
assay, and Western blot). In these patients, 
parasitaemia was analysed using haemocultures. Each 
patient received a complete clinical examination, chest 
x-ray, electrocardiogram, and echocardiogram. 

The results indicate that there were asymptomatic 
forms in the patients examined, but clinical forms with 
aberrant ventricular conduction, sinus bradycardia, 
left ventricular hypertrophy, enlarged heart, and 
other types of heart disease were predominant. We 
did not find any gastrointestinal symptoms related 
to Chagas disease. 

Prevalent conduction alterations were incomplete 
(28; 45.9%) and complete (12; 19.7%) right bundle 
branch block, and left anterior fascicular block (10; 
16.4%). This corresponds with findings from other 
studies including higher numbers of chronic Chagas 
disease patients in other endemic regions which 
register a higher prevalence and incidence rate than 

that found in Panama. We must stress that complete 
right bundle block is an important disorder related 
with increased mortality in patients with chronic 
Chagas cardiomyopathy (CCC). This means that 
chance finding of this electrocardiograph alteration 
in Panamanian patients should be linked to Chagas 
disease, especially if the patient comes from an 
area where it is considered endemic. On the other 
hand, slow heart rate (<50 beats/min) was found 
in 25 (41%) of the electrocardiograms from the 
patients who were examined. This sinus bradycardia 
could be a topic for future research on cardiac 
dysautonomia in Panamanian Chagas disease 
patients. Echocardiographic studies documented 
a left ventricular ejection fraction of 40%, in 
conjunction with segmentary and general alterations 
reflecting a systolic dysfunction that is characteristic 
of advanced stages of Chagas disease. In addition, 
we found 2 apical aneurisms, which is the most 
noticeable segmentary disorder in CCC, considered 
to be a predicting factor of sudden death and related 
to higher mortality in prospective studies.3 Another 
symptom indicating the seriousness of CCC is 
enlarged heart. Radiology examinations found an 
enlarged heart in 16 (26.3%) of the patients who 
were evaluated. 

As in previously published studies,1 this study 
showed no or very low parasitaemia in haemocultures. 
This indicates that there is a significant difference 
from findings in South American countries, where it 
is frequently possible (0%-50%) to demonstrate the 
parasite’s presence in the blood during the chronic 
phase.4

The series of Chagas infections that we studied 
contains patients from the main parts of the country 
where the illness is currently described as being 
endemic. However, we will need to study a larger, 
more heterogeneous patient group in order to 
establish accurate statistics on the frequency and 
severity of cardiac alterations observed in patients 
infected with T cruzi in the different endemic regions 
of Panama. 

These results, in conjunction with the efforts of 
health authorities, will contribute to improve clinical 
diagnosis, treatment and control of Chagas disease 
in Panama. 
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