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Defunciones segun la Causa de Muerte
Ao 2009

Numero de defunciones segun las causas
- 1
de muerte mas frecuentes

Ano 2009 Total Hombres Mujeres
Total defunciones 384.933 199.095 185.838
Enfermedades isquémicas del corazén 35.607 20.316 15.291
Enfermedades cerebrovasculares 31.143 13.210 17.933
Cancer de bronquios y pulmon 20.401 17.279 3.122
Insuficiencia cardiaca 17.601 6.117 11.484
Enfermedades crénicas de las vias respiratorias

inferiores 15.940 11.912 4.028
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¢, Cuales son las Urgencias mas frecuentes ?

H Traumatologicas M Cardiovascul [ Digestivas E Neuroldgicas

HE C Isquémica B Sincope O Arritmias 8 1C

Collada Jiménez JL. Centro Salud Isabel Il (Parla).
Demanda de Atencion Urgente atendido por un equipo de AP

% Aten Primaria 2004; 34 (1): 136.
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¢ Dlagnostico de cardiopatia isquémica :
anatomico o funcional ?
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Circulation e

Learn and Live..

JOURNAL OF THE AMERICAN HEART ASSOCIATION

Assessment of coronary artery disease severity by positron emission
tomography. Comparison with quantitative arteriography in 193 patients
LL Demer. KL Gould, RA Goldstein, RL Kirkeeide, NA Mullani, RW Smalling. A
Nishikawa and ME Merhige

Circulation 1980, 79:825-835
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@ European Heart Journal (2010) 31, 2501-2555 ESC/EACTS GUIDELINES 9
APPROPRIATENESS CRITERIA £UROPEAN doi:10.1093/eurheartj/ehq277 =

ACCF/SCAL/STS/AATS/AHA/ASNC 2009 Appropriateness
Criteria for Coronary Revascularization

5. Clinical outcome is related to the extent of coronary
artery disease (Table A) (3). Based on this observation
and clinical guideline recommendations regarding “bor-
derline” angiographic stenoses (50% to 60%) in epicar-
dial (non-left main) locations, a significant coronary
stenosis for the purpose of the clinical scenarios is

defined as:

e oreater than or equal to 70% luminal diameter
narrowing, by visual assessment, of an epicardial
stenosis measured in the “worst view” angiographic
projection.

e oreater than or equal to 50% luminal diameter
narrowing, by visual assessment, of a left main
stenosis measured in the “worst view” angiographic
projection.

SOCIETY Ol

Guidelines on myocardial revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association for
Cardio-Thoracic Surgery (EACTS)
Table 8 Indications for revascularization in stable
angina or silent ischaemia

Subset of CAD by anatomy

For

. Left main >50%9
prognosis

Any proximal LAD >50%3

2VD or 3VD with impaired LV
functiond

Proven large area of ischaemia

(>10% LV)

Single remaining pTent vessel

>50% stenosis?

VD without proximal LAD and
without >10% ischaemia

For Any stenosis >50% with limiting
symptoms | angina or angina equivalent,
unresponsive to OMT

Dyspnoea/CHF and >10% LV
ischaemia/viability supplied by
>50% stenotic artery

No limiting symptoms with OMT
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Diagnostico anatomico

1. La coronariografia es la mejor técnica para el
diagnostico de estenosis (patron oro diagnostico
Cardiopatia isquémica) (Limitacion: Lesiones
intermedias 50-70%).

2. El grado de extension coronario “simple” en
mono/multivaso ha demostrado de forma repetida ser
un buen marcador (Syntax score).

3. Ha sido la base de las diferentes formas de
revascularizacion (quirurgica vs percutanea) desde
hace muchos anos.
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Reqistro de la Seccion de Hemodinamica 2010 SEC
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120.000 coronariografias (56% via radial)
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Meétodos de diagndstico intracoronario

_|_Original Contribution

§ Should We Treat Patients with Moderately Severe Stenosis of the

. Left Main Coronary Artery and Negative FFR Results? L
t‘ Manuel Jllnenez Navarro MD, José Mana Hernandez-Garcia MD, Juan H. Alonso-Briales MD,
G j ] INVAS CARDIOL 2004;16: 398—4(1(]
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Métodos de diagndstico intracoronario

97-11-06
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Ecoqgrafia intracoronaria (1VUS)

MABRI




MAR]




| EDITORIAL

La tomografia de coherencia optica ya esta preparada:
afinen el instrumento

Francesco Prati*® y Maria Teresa Mallus®

radiopaco del
catéter de OCT




Histologia virtual : ; lesiones intermedias ?

Histologia i-Map™
Virtual™
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IMAGING

Comparison between Three-Dimensional Angiographic Reconstruction
and Intravascular Ultrasound Imaging for the Measurement

of Cross-Sectional Luminal Dimensions in Intermediate Coronary Lesions

fimimal CSA = 1 .45 mm 1.80 pume

2<6 1Tun

Mimimal CSA 3. 89 mm- NMinshal
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Diagnodstico funcional : Deteccion de isguemia (Flujo/Perfusion)

1. Ergometria convencional: S y E 70%.

UW,

( 4
P. Knaapen, 5. de Haan, U.5. Hoekstra, K. Halbmerer, Y.E. Appelman, J.G. ). Groothuis,

EE.F. Comans, M.R. Meijerink, A.A. Lammertsma, M. Lubberink, M.J.W. Goétte, A.C. van Rossum Q
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Synchronized Multimodal heART Visualization tool




¢, Por qué no concuerdan los resultados de las
pruebas diagnésticas anatomicas o funcionales ?

- Los métodos diagnosticos se analizan en diferentes poblaciones,
con diferentes prevalencias de enfermedad coronaria (Poblaciéon
general; Urgencias; Indicacion de coronariografia)

- Los analisis diagnésticos no son completamente ciegos

- Interpretacion de las pruebas diagnoésticas realizadas con
protocolos

- O profesionales diferentes a los de la practica clinica habitual

- Exclusion de pruebas diagnésticas que no cumplan unos

requisitos: limita aun mas la validez externa del test.
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¢ Diagnostico anatoémico o funcional ?
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Caracteristicas:
- Es imprescindible correcta colaboracion del paciente
(apnea), a pesar adquision imagenes pueda ser 20-30 sg.
- Es necesario buen control de la frecuencia cardiaca
(Doble fuente).
- Dificil visualizacion de arterias de pequefio tamafo.
- Permite visualizar la pared de las coronarias.
- Pequenio riesgo nefropatia contraste (Contrastes no-ionicos)
- Calcificaciones coronarias :
- Marcador pronostico (Electro Beam Computer
Tomography).
- Limitacion Tomografia Multidetector.

Marcadores de Calcificacion Coronaria : Bilirrubina total baja (< 0.70).
Cistatina; BNP; PCR

i Dr. Amalio Ruiz. @
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¢, Es comparable con la coronariografia ?
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¢, EXiste una buena correlacion entra mabas técnicas ?




ORIGINAL ARTICLE

M ENGL | MED 350,22 WWW.NEJM.ORG MNOVEMBER 27, 2008

Quantitative  Visual MDCTA

MDCTA (N=291)  (N=291)
COl AUC — median (95% Cl) 0.93 (0.90-0.96) 0.93 (0.89-0.95) It
1.3 stenosis by cCA — no. 163 163 -
814 stenosis by MDCTA — no. 152 146 Id-
CI€ False positive — no. 13 11 L)
cd False negative — no. 24 28
M Sensitivity — % (95% Cl) 85 (79-90) 83 (76-88) |
tivl Specificity — % (95% Cl) 90 (83-94) 91 (85-96) |
TH Positive predictive value — % (95% Cl) 91 (86-95) 92 (87-96)
ca| Negative predictive value — % (95% Cl) &3 (75-89) &1 (73-87) 1
ber, NCT00738218)

&
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Journal of the American College of Cardiology Vol. 55, No. 7, 2010
© 2010 by the American College of Cardioclogy Foundation [SSN 0735-1097/10/$36.00
Published by Elsevier Inc. doi:10.1016/j.jacc.2009.07.072

What Is the

Prognostic Value of a
Zero Calcium Score? Ask Bayes!

To challenge the efficacy of CS testing using results obtained
from a cohort of patients in which it is accepted to have no
application (symptomatic patients with a consequent high pre-test
probability of obstructive CAD), and to apply the negative
conclusions of this challenge to a// patients seems unfair. I think

Bayes himself would agree.
d *John W. McEvoy, MB

@ *Johns Hopkins Hospital -

R Ciccarone Center for the Prevention of Heart Disease




ORIGINAL INVESTIGATION

ONLINE FIRST | LESs Is MORE
Impact of Coronary Computed Tomographic

Angiography Results on Patient and Physician
Behavior in a Low-Risk Population

John W. McEvoy, MB, BCh, BAO, MRCPI; Michael J. Blaha, MD, MPH; Khurram Nasir, MD, MPH;

Arch Intern Med. 2011;171(14):1260-1268.

INVITED COMMENTARY
ONLINE FIRST

Pseudodisease, the Next Great Epidemic
in Coronary Atherosclerosis?

MABRI 5';(“:




Table A

Pretest Probability of CAD by Age, Sex, and Symptoms

Typical/Definite Atypical/Probable
Age Sex Angina Pectoris Angina Pectoris Nonanginal Chest Pain Asymptomatic

<39 Men Intermediate Intermediate Low Very low

Women Intermediate Very low Very low Very low
40-49 Men High Intermediate Intermediate Low

Women Intermediate Low Very low Very low
50-59 Men High Intermediate Intermediate Low

Women Intermediate Intermediate Low Very low
>60 Men High Intermediate Intermediate Low

Women High Intermediate Intermediate Low

e Low pretest probability: <<10% pretest probability of
CAD.

e Intermediate pretest probability: Between 10% and
90% pretest probability of CAD.

e High pretest probability: =>90% pretest probability of
CAD.
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Table 4

Index criteria decision statistics

Medium
BNP range All
History Undivided Negative Positive Negative Positive Negative Positive =
At least 1 finding positive
PPV 62% 8% 47% 58% 80% 81% 95%
NPV 88% 99% 79% 11% 31% 52% 30%
Sensitivity 91% 18% 93% 81% 91% 91% 97%
Specificity 52% 61% 20% 44% 14% 31% 20%
Accuracy 10% 62% 52% 62% 71% 17% 92%
LR+ 1.9 2.0 1.2 1.5 1.0 1.32 1.2
LR— 0.2 0.4 0.4 0.4 0.7 0.3 0.1
At least 2 findings positive
PPV 81% 19% 58% 75% 89% 92% 97%
NPV 80% 98% 68% 66% 44% 48% 20%
Sensitivity 14% 57% 58% 54% 78% 75% 86%
Specificity 85% 90% 68% 83% 66% 17% 53%
Accuracy 80% 89% 64% 69% 75% 76% 84%
LR+ 5.0 5.6 1.8 3.0 2.3 3.3 1.9
LR— 0.3 0.5 0.6 0.6 0.3 0.3 0.3
At least 3 findings positive
PPV 88% 30% 74% 83% 92% 93% 98%
NPV 67% 97% 68% 60% 34% 33% 10%
Sensitivity 44% 30% 47% 22% 44% 42% 53%
Specificity 95% 97% 88% 96% 88% 90% 82%
Accuracy 12% 94% 70% 63% 55% 54% 55%
LR+ 9.0 10.2 3.7 6.1 3.6 4.1 3.0
LR— 0.6 0.7 0.6 0.8 0.6 0.6 0.6




Teorema de Bayes

99 S |
Pretest Likelihood  Post-tRst
probability ratio probabiNty
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Journal of the American College of Cardiology Vol. 55, No. 23, 2010
© 2010 by the American College of Cardiology Foundation and the American Heart Association, Inc. ISSN 0735-1097/$36.00
Published by Elsevier Inc. doi:10.1016/j.jacc.2009.11.013

EXPERT CONSENSUS DOCUMENT

ACCF/ACR/AHA/NASCI/SAIP/SCAI/SCCT
2010 Expert Consensus Document on
Coronary Computed Tomographic Angiography

A Report of the American College of Cardiology Foundation Task Force on

Expert Consensus Documents

; Qué puede aportar la tomografia coronaria multicorte ?
. Estudiar la pared del vaso.

. Miocardiopatias: Exclusion de enfermedad coronaria.

(
1
2
3. Valvulopatias: Exclusion de enfermedad coronaria.
4. Anomalias coronarias.

5

. Valoracion de injertos aortocoronarios.
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Diagnosis of ALCAPA Syndrome in Adults

¥

Manuel F. Jiménez-Navarro,®2 Nieves Alegre-
Bayo,? and José Algarra-Garcia®

aServicio de Cardiologia, Hospital Clinico Universitario
Virgen de la Victoria, Malaga, Spain

PServicio de Radiologia, Hospital Clinico Universitario
Virgen de la Victoria, Malaga, Spain.
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Acute Symptoms With
Suspicion of Acute
Coronary Syndrome
(Urgent Presentation)

l . l

Normal ECG and cardiac biomarkers OR ECG Persistent ECG ST segment Definite MI?
uninterpretable OR nondiagnostic ECG OR elevation following exclusion
equivocal biomarkers of MIOR "triple rule out"?
Low pretest Intermediate pretest High pretest U“:';;‘"
probability of CAD probability of CAD probability of CAD £
Appropriate Appropriate Uncertain
(6,7,8) (6,7,8) (6,7,8)
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Postrevascularization

- .

Symptomatic :
(ischemic equivalent) Asymptomatic
v
PClor CABG?
CABG + PCl
: Prior left main
Prior coronary stent .
with stent diameter PPros ores_| coronary stent with
(43) stent diameter
23 mm
23 mm?
l l No
Uncertain Time of prior PCI?
(41)
y Y v <2y
Evaluation of Prior coronary stent Time of prior 22y
graft patency with stent diameter coronary bypass
after coronary <3 mm or not known surgery?
bypass surgery Seant
S 5y diameter?
<3mm 23 mm
\ 4
Appropriate Uncertain Uncertain
(39) (42) (as)
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Nonacute Symptoms
Possibly Representing
Ischemic Equivalent

ECG interpretable and
able to exercise?

Yes
4
Pretest
probability of
CAD?
Low Intermediate
- h 4
Uncertain Appropriate
(1) m

MAH]

No
\ 4
Pretest
probability of
CAD?
Low |Intermediate Fgh
v \ 4
Appropriate Uncertain
h
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Injertos aortocoronarios
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PLACA CALCICA 2130 UH
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¢/ Cuales son las limitaciones de la técnica ?

1. Dosis de radiacion.

Table 4. Representative Values and Ranges of Effective Dose Estimates for Cardiac Studies

Representative Effective Range of Reported Effective
Examination Dose Value (mSv) Dose Values (mSv)

Chest X-ray PA and lateral 0.1 0.05-0.24
Diagnostic invasive coronary angiogram T 2-16
64-slice coronary CTA*

Without tube current modulation 15 12-18

With tube current modulation 9 8-18
Prospectively triggered coronary CTA* 3 2-4
Percutaneous coronary intervention or 15 T-57

radiofrequency ablation

Myocardial perfusion study

Sestamibi (1-day) stress/rest 12 N/A

Tetrofosmin (1-day) stress/rest 10 N/A

Thallium stress/redistribution 29 N/A

Rubidium-82 rest/stress 10 N/A
Myocardial viability study

PET F-18 FDG 14 N/A

Thallium stress/reinjection 41 N/A

2010. Expert Consensus Document on Coronary Computed Tomographic Angiography.
JACC 2010; 55 (23): 2663 - 2700
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Hallazgos Extracardiacos “casuales” (20-55%)

1. Hallazgo benigno: No requiere seguimiento posterior.
2. Hallazgo clinicamente significativo: requiere investigacion posterior:
- Seguimiento (5-25%): Nodulos pulmonares calcificados / no (+ fte)

- Intervencion inmediata (2-4%): Ca. pulmonar; Tromboembolismo.
¢, son realmente asintomaticos ?

¢, e debe limitar el campo no cardiaco ?

Am J Med 2009; 122 (6): 543-549

Lehman S ET AL. Significance of Cardiac Computed Tomography Incidental Findings '
— in Acute Chest Pain (ROMICAT) — |
SCHUM
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“ Triple role-out” in the Emergency Department

Realizacion de Tomografia en Urgencias para descartar:
- Enfemedad Coronaria
- Tromboembolismo pulmonar
- Patologia adrtica (Sindrome Adrtico Agudo)

of Emergency Medicine (2011) 29, 187-195

The
American Journal of
Emergency Medicine

Results: We nalyz::d 832 consecutive observation patients including 214 patients who underwent the
TRO protocol. Mean total length of stay was 16.1 hours for TRO patients, 16.3 hours for TRO plus
other imaging test, 22.6 hours for nuclear stress testing, 23.3 hours for nuclear stress testing plus other
imaging tests, and 23.7 hours for nuclear stress testing plus TRO (P <.0001 for TRO and TRO + other
test compared to stress test £ other test). Mean imaging times were 3.6, 4.4, 5.9, 7.5, and 6.6 hours,
respectively (P < .05 for TRO and TRO + other test compared to stress test + other test). Mean imaging
costs were $1307 for TRO patients vs $945 for nuclear stress testing.

T ol ed

Kevin M. Takakuwa MD?*, Ethan J. Halpern MD?, Frances S. Shofer PhD"
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Incremental Value of Adenosine-
Induced Stress Myocardial
Perfusion Imaging with
Dual-Source CT at Cardiac
CT Angiography’

"% NIH Public Access

5. @1 Author Manuscript
HEN\r

e
i}
o
s
o=

Published in final edited form as:
J Nuel Cardiol. 2010 ; 17(1): 27-37. doi:10.1007/s12350-009-9156-z.

Direct comparison of rest and adenosine stress myocardial
perfusion CT with rest and stress SPECT

N J0UINY Yd-HIN

‘ Conclusions—CTP compares favorably with SPECT-MPI for detection. extent. and severity of
myocardial perfusion defects at rest and stress.
A scHUmM



Invasive angiography

CCTA

KR 17th-20™" May
Paris 2011

074
"

»50% diameter stenosis FFR;;0.74 > ischemia

>50% diameter stenosis FFR.-0.85 - no ischemia >50% diameter stenosis

HeartFlow Inc
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CONCLUSIONES:

1.

Existe una alta prevalencia de enfermedad coronaria en
nuestro medio.

Probablemente por ello se han desarrollado diversas
técnicas para su diagnostico tanto invasivas como no
Invasivas.

La tomografia computerizada se esta desarrollando
como técnica no invasiva de gran relevancia.

Siempre el criterio clinico ES y SERA la principal
herramienta clinica de los médicos en el diagnostico de

enfermedad coronaria.
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Enrique Simonet. Anatomia del corazon (1890). : j
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