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Letters to the Editor

Atmakuri S, Lev E, Alviar C, Ibarra E, Raizner A, Solomon S,
et al. Initial experience with a magnetic navigation system for
percutaneous coronary intervention in complex coronary artery
lesions. J Am Coll Cardiol. 2006;47:515-21.

Endovascular Repair of
Symptomatic Penetrating
Atherosclerotic Aortic Ulcers

Figure 1. Computerised tomography angiography at time of admission.
The 3D reconstruction shows the image of infiltrated internal layers of
the descending thoracic aorta, at D9 level, together with an intramural
haematoma that affects nearly the entire descending aorta.

To the Editor:
We present the case of a male patient aged 74
years, who came to our hospital’s emergency room
due to presenting intense central chest pain while
exercising, which then descended caudally. He was a
former smoker who had quit 5 years earlier, and had
no other cardiovascular risk factors.
As pulmonary thromboembolism was initially
suspected, we performed a thoracic computerised
tomography (CT) angiography which ruled out
pulmonary thromboembolism; however, there
were findings compatible with a penetrating
atherosclerotic ulcer in the descending thoracic aorta
at D9 level with an intramural haematoma extending
throughout the entire descending aorta. When this
diagnosis was made, our division was contacted
and the patient was accepted for correction of the
condition (Figure 1).
Under general anaesthesia and with a drain for
cephalorachidian liquid in place, a Gore TAG 35/15
aortic endoprosthesis was implanted through the
right femoral artery, with a good radiological result.
Subsequent progress in the ICU was very good, with a
certain tendency toward arterial hypertension which was
resolved with a solinitrine (nitroglycerin) perfusion.
Ten days after being admitted, the patient was
discharged; he was asymptomatic and without
complications.
Two months later, an examination done by our
division found the patient to be asymptomatic.
A routine CT showed the endoprosthesis positioned
correctly and absence of intramural haematoma due
to reabsorption (Figure 2).
Penetrating aortic ulcers typically occur in the
thoracic aorta, and primarily in elderly patients. They
occur fundamentally in aortas that are significantly
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Figure 2. Routine computerised tomography taken 2 months after
implanting the endoprosthesis. Along the sagittal section, at the level
where the penetrating ulcer would be, we observe the image of the
correctly positioned endoprosthesis and the absence of both the ulcer and
the intramural haematoma.

affected by atherosclerosis,1 this condition, in
conjunction with advanced age, weakens the aortic
wall, which facilitates the process. Furthermore,
the condition is related to a higher incidence rate
of secondary complications, such as intramural
haematoma, dissection, the formation of aneurisms
or pseudoaneurisms, or acute aortic rupture.
The natural history of this disease, and therefore,
its treatment algorithm are still being debated. There
are data to support the idea that the penetrating
aortic ulcer is extremely malignant, which calls for
more aggressive treatment given the high risk of fatal
complications that it presents. Other institutions
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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.
María A. Gutiérrez-Martín, Omar A. Araji,
Carlos J. Velázquez, and José M. Barquero
Departamento de Cirugía Cardiovascular,
Hospital Universitario Virgen Macarena, Sevilla, Spain..
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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

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 knowledgegenerating potential and its professional undertaking,
which would also have a positive effect on some of
the specialty’s problems have appeared in Revista
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