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Experts Answering Your Questions

Cardio Q&A

Question submitted by Dr. Catherine Bazilli, Vancouver, British Columbia

1. At what size is it advisable to operate an abdominal
aortic aneurysm?

When to operate on an abdominal aortic aneurysm

Aneurysm size is one of the strongest predictors
of the risk of rupture. Risk of rupture increases

markedly at diameters > 5.5 cm.
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The likelihood that an
aneurysm will rupture is influ-
enced by a number of fac-
tors, including:
• aneurysm diameter,
• rate of expansion and
• gender.

Aneurysm size is one of the
strongest predictors of the
risk of rupture. Risk of rup-
ture increases markedly at
diameters > 5.5 cm.

The rate of expansion is also
an important determinant of
the risk of rupture. An abdom-
inal aortic aneurysm that
expands ≥ 0.5 cm over
six months of follow-up is
considered to be at high
risk for rupture.

The risk of rupture of
aneurysms 4 cm to 5.5 cm in

diameter may be as much as
four times greater in women
than men. This difference
may simply reflect the small-
er normal diameter of the
aorta in females. Thus, lower
cut-offs for repair may need
to be considered.

The American Heart Assoc-
iation recommends that any
symptomatic aneurysmsshould
be repaired, regardless of
aneurysm diameter.

They recommend that an
asymptomatic aneurysm
≥ 5.5 cm in diameter should
be repaired.

Early repair (diameter < 5 cm in
men and < 4.5 cm in women)
may be beneficial in selected
patients, such as those
whose aneurysm increases in

diameter > 0.5 cm in six
months.

Suprarenal aneurysms involve
more extensive surgery and
greater operative risk. Repair
of such aneurysms may be
more beneficial at greater
diameters (5.5 cm to 6 cm).

Answered by:

Dr. E. Bruce Josephson
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C-reactive protein (CRP) is a
substance produced by the
body in response to:
• infection,
• inflammation, or
• injury.
High sensitivity CRP (hsCRP)
is a more sensitive laboratory
test than the standard CRP
test and has been suggested
as a new way to predict car-
diovascular risk. The
American Heart Association
has recently published a joint
scientific statement with the
Centres for Disease Control
and Prevention about using
inflammatory markers in clin-
ical practice. This very helpful
statement may be accessed
at the following website:
http://www.americanheart.org/
presenter.jhtml?identifier=4648.

The clinical indications for
hsCRP testing can be divided

into those that are medically
necessary and in those that
are not necessary.

HsCRP testing is medically
necessary when all of the fol-
lowing criteria are met:
• Complete traditional risk

assessment demonstrates
at least an intermediate
risk

• 10-year risk of coronary
heart disease (CHD) is
10% to 20%

• Patient is metabolically
stable without apparent
infection or inflammatory
conditions

HsCRP testing is not med-
ically necessary when:
• Patient is already

identified as high risk of
CHD (they should already
be aggressively treated)

• CHD is already established

• Serial testing of hsCRP is
not indicated to monitor
therapy

• For screening
asymptomatic individuals
among the general
population

Answered by:

Dr. J. Wayne Warnica

Question submitted by Dr. Mark Goodbaum, Thornhill, Ontario

2. Should we be routinely doing hsCRP and if not, who
should we save it for?

When to do routine hsCRP testing

C-reactive protein (CRP) is a substance
produced by the body in response to infection,

inflammation, or injury.
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The intensity of treatment
should match the level of risk. If
an asymptomatic individual
would be classified as a “high
risk” person, a calcium score
would change very little on
treatment approach. For these
reasons and for lack of evi-
dence regarding potential ben-
efits, the 2000 American
College of Cardiology/

American Heart Association
expert consensus document
on EB-CT does not recom-
mend coronary artery calci-
um screening in asympto-
matic individuals.1

Reference
1. American Heart Association Expert

Consensus document on electron-beam
computed tomography for the diagnosis
and prognosis of coronary artery disease.
Circulation 2000; 102(1):126-40.

Answered by:

Dr. J. G. Fodor

4.What is the role of electron-beam computed
tomography (EB-CT) i.e. calcium score for coronary
artery disease in asymptomatic, high-risk individuals?
Question submitted by Dr. Mark Fisher, Toronto, Ontario

Role of EB-CT for CAD

Dysautonomia refers to fail-
ure of the sympathetic or
parasympathetic compo-
nents of the autonomic ner-
vous system.

Orthostatic intolerance is the
most frequent form of auto-
nomic dysfunction.

Symptoms of autonomic
dysfunction include:
• lightheadedness,

• palpitations,
• weakness and
• tremors when attempting

to assume an upright
posture.

Another indicator of auto-
nomic dysfunction is when
BP drops by > 20/10 mmHg
within three minutes of
standing. The heart rate usu-
ally increases > 30 bpm.

General prevention measures
include review of antihyper-
tensive medication and
increase of salt and water
intake in order to increase
volume of extracellular fluid
and avoidance of alcohol.

Answered by:

Dr. J. G. Fodor

3.What is autonomic dysfunction?
Question submitted by Dr. A. Franklin, Toronto, Ontario

Autonomic dysfunction
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Unfortunately, there are very
few alternatives to warfarin
therapy in managing patients
with chronic atrial fibrillation
(AF) to prevent thromboem-
bolic complications.

The intensity of antithrom-
botic therapy really depends
upon the level of risk. For
example, in patients between
or < 60 to 65-years-of-age,
who have fixed or paroxys-
mal AF without other heart
disease (lone AF), the risk of
embolization is relatively
small and clinical trial evi-
dence has shown that war-
farin and acetylsalicylic acid
are equal in this group. In

patients who are > 65-years-
of-age and especially those
with other heart disease or
diabetes, the risk of throm-
boembolic complications of
AF is higher and warfarin
therapy is recommended.

For short-term prophylaxis,
subcutaneous low molecular
weight heparins and fonda-
parinux, a new agent, have
been shown to be effective in
preventing thromboembolism.

However, for long-term treat-
ment, twice-daily subcuta-
neous injections are not really
practical. There are several

new oral antithrombotic
agents currently being stud-
ied, but none are available
on the market.

Answered by:

Dr. J. Wayne Warnica

5. Is there any alternate to warfarin therapy for
thrombosis prevention in managing patients with
chronic AF?
Question submitted by Dr. Gary Lau, Scarborough, Ontario

Alternative to warfarin therapy

In patients who are > 65-years-of-age and
especially those with other heart disease or

diabetes, the risk of thromboembolic complications
of AF is higher and warfarin therapy is
recommended.
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The most recent Canadian Lipid Guidelines
recommend that most patients with diabetes

be treated to an LDL-cholesterol level of
< 2.0 mmol/L.

The Lipid-Lowering Arm of the
Anglo-Scandinavian Cardiac
Outcomes Trial (ASCOT-LLA)
randomized > 10,000 hyper-
tensive patients aged 40 to
79 years, with total choles-
terol levels of < 6.5 mmol/L,
to either 10 mg of atorvastatin
q.d., or placebo. It should be
noted that these patients had
to have at least three risk fac-
tors in addition to hyperten-
sion. Results showed that the
patients had significant reduc-
tions in:
• non-fatal MI,
• total cardiovascular (CV)

events and procedures
and

• fatal and non-fatal stroke.

However, the study did not
show statistically significant
reductions in all-cause mortal-
ity or CV mortality. The bene-
fits that were observed, were
seen regardless of initial cho-
lesterol concentration. Based
on this study, I would definitely
consider treating all hyper-
tensive patients, who are
otherwise at intermediate or
high risk of developing CV dis-
ease, with a statin.

Most patients with diabetes
will die of CV complications.
The most recent Canadian
Lipid Guidelines recommend
that most patients with
diabetes be treated to an

LDL-cholesterol level of
< 2.0 mmol/L. Therefore,
most diabetics who do not
attain this level with diet and
exercise will need to be treat-
ed with a statin. The excep-
tions might include patients
under the age of thirty years
with a short duration of dis-
ease and no other risk fac-
tors for CV disease.

Answered by:

Dr. E. Bruce Josephson

6.Do we use HMA-CoA reducers (reduction) with all
hypertensive or diabetes patients despite normal
cholesterol levels?
Question submitted by Anonymous

Using HMA-CoA reducers
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Question submitted by Dr. Hement Katary, Oakville, Ontario

Isolated systolic hypertension
has been generally defined as
an elevated systolic pressure
approximately 160 mmHg,
with a diastolic pressure
< 90 mmHg. However, current
guidelines recommend that the
systolic level of 140 mmHg
mercury is the upper limit of
normal at all ages. Isolated sys-
tolic hypertension is seen pri-
marily in older patients and
accounts for 65% to 75% of
cases of hypertension in the
elderly. The elevation in systolic
pressure in this setting appears
to be primarily due to dimin-
ished arterial compliance. This
wide pulse pressure itself may
be considered a risk factor
for cardiovascular (CV) dis-
ease. Isolated systolic hyper-
tension has been associated
with a two to four-fold
increase in the risk of:
• MI,
• left ventricular hypertrophy,
• renal dysfunction,
• stroke and
• CV mortality.
Even in patients who also have
diastolic hypertension, the CV
risk correlates most closely
with the systolic BP.

Low-dose thiazide therapy is
currently the preferred initial
treatment for isolated systolic
hypertension. Glycemic control
does not appear to be signifi-
cantly affected with low-dose
thiazide therapy.

Long-acting calcium antago-
nists, such as nitrendipine,
nifedipine and amlodipine,
are also effective in the treat-
ment of isolated systolic
hypertension. For elderly
patients, long-acting dihy-
dropyridines may be an
acceptable alternative to
diuretics for those with isolat-
ed systolic hypertension. The
combination of diuretic and
calcium channel blocker is
also effective. On the other
hand, ß-blockers alone have
not been found to reduce
coronary mortality in the
elderly and they should be
given only with a diuretic.

Angiotensin-converting enz-
yme (ACE) inhibitors, or
angiotensin receptor blocker
(ARB) therapy, especially
when combined with long-
acting calcium antagonists,

such as amlodipine, may be
effective in treating isolated
systolic hypertension. Most
frequently, the addition of a
diuretic is necessary to main-
tain BP control.

The recommended goal
systolic pressure in all
patients with hypertension
is 140 mmHg. Especially in
the elderly, caution is advised
with isolated systolic hyper-
tension when a diastolic
pressure is reduced below
the level needed to maintain
perfusion to vital organs. The
diastolic pressure should not
be reduced to < 65 mmHg
while attempting to attain the
target systolic pressure.

At least one study has sug-
gested that a goal systolic
pressure of 20 mmHg below
the baseline level is appro-
priate, rather than selecting
140 mmHg mercury.

Answered by:

Dr. J. Wayne Warnica

Managing isolated systolic hypertension

7. How is isolated systolic hypertension best managed?
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Most adult patients with
established Type 1 or Type 2
diabetes are at high risk for
vascular events and should
be treated accordingly (i.e., the
treatment target of the LDL-C
is < 2.0 mmol/L).

Resource
1. McPherson R, Frohlich J, Fodor G., et al:

Canadian Cardiovascular Society posi-
tion statement--recommendations for
the diagnosis and treatment of dyslipi-
demia and prevention of cardiovascular
disease. Can J Cardiol 2006;
22(11):913-927

Answered by:

Dr. J. G. Fodor

8.What is the ideal LDL-cholesterol (C) level in diabetics?
Question submitted by Dr. Hement Katary, Oakville, Ontario

Ideal LDL-C level in diabetics

The 2005 American College of
Cardiology/American Heart
Association/Society for Card-
iovascular Angiography and
Interventions (ACC/AHA/SCAI)
guidelines recommend com-
bined acetylsalicylic acid and
clopidogrel therapy for at least
one month after bare metal
stent implantation.

However, drug-eluting stents
have a delayed endothelial
coverage of the stent struts
and initially a minimum of

three to six months of
antiplatelet treatment was
recommended.

The AHA and four other orga-
nizations released a recent
advisory that recommends
that patients receive dual
antiplatelet therapy for at
least one year after receiving
drug-eluting stents.1

Reference
1. Circulation published online January 15,

2007. DOI: 10:1161/Circulation AHA.
106.180944

Answered by:

Dr. J. G. Fodor

9.What is the consensus for the duration of clopidogrel
therapy following angioplasty and stent insertion?
Question submitted by Dr. William Coughey, Bracebridge, Ontario

Duration of clopidogrel therapy
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PCard

Considering that therapy for
the prevention and delay in
progression of carotid and
peripheral vascular disease
(PVD) is the same as cardiac
atherosclerosis and that sur-
gical or percutaneous inter-
vention is usually not per-
formed unless patients are
symptomatic, then routine
screening for carotid and
PVD is likely not indicated.

However, abdominal aortic
aneurysms are frequently
asymptomatic and surgical
intervention is often per-
formed when aneurysms
reach a critical size, regardless
of symptoms. Patients most

at risk are males > age 60
and especially males who
continue to smoke or have
other risk factors which are
not well controlled, such as:
• hyperlipidemia,
• hypertension, or
• a family history of

abdominal aneurysms.

It would therefore not be
unreasonable to routinely
screen men > 60-years-of-
age who have established
coronary atherosclerosis
and/or who have other signif-
icant risk factors, including
smoking, for abdominal aortic
aneurysms with an ultra-
sound.

Answered by:

Dr. E. Bruce Josephson

10. Should patients with significant cardiac atherosclerosis
be routinely tested for carotid, aortic and peripheral
vascular disease, even if asymptomatic?
Question submitted by Dr. David Hawkins, Kelowna, British Columbia

Testing patients with significant cardiac atherosclerosis

Abdominal aortic aneurysms are frequently
asymptomatic and surgical intervention is often

performed when aneurysms reach a critical size,
regardless of symptoms.


