READER’S COMMENT

Coronary Artery Disease is More
Than Just Coronary Lumen
Disease

For decades researchers have ar-
gued about the accuracy of reading
percent diameter stenosis (%DS)
from coronary angiogranis® De-
spite understanding some of the rea-
sons for misinterpreting %DS°
from angiographic results, the fact
remains that the findings from “lum-
enograms” represent coronary “lu-
men” disease, and does not exclude
coronary artery diseaséll As my
late teacher, Dr. Mel Marcus from
the University of lowa, taught me,
coronary arteriography/angiography
should be thought of as lumenogra-
phy. As he pointed out more than 2
decades ago, and as we and others
have since proven, the ability to de-
tect disease in the walls of the arter-
ies of the heart, or any artery for that
matter, is dependent on either (1) our
ability to look directly into the wall
of the artery itself or the conse-
guences of plaque buildup, which if
sufficiently present, will be detect-
able as lumen disease or %DS,
and/or (2) our ability to elicit a re-
sponse from the artery that is either
“normal” or “abnormal”), which
subsequently tells us there is disease
within the artery itself.

Dr. Marcus was very interested
in ultrasound and computer tomog-
raphy (CT) applications for detect-
ing coronary artery disease and
was a staunch advocate of follow-
ing things through to their logical
conclusion, which probably ex-
plains why he and | got along so
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FIGURE 1. Algorithm to determine if patients have coronary artery disease. Pa-
tients with coronary artery disease can be assessed through 1 of 2 pathways. The
first option is the “invasive” approach in which diagnostic studies include angiog-
raphy, infravascular ultrasound, and endothelial dysfunction studies. The second
option is “non-invasive” and includes assessment of regional wall motion abnor-
malities and myocardial perfusion imaging.

well. Indeed. as a student of his aflary artery disease when angiogradisease, i.e., to find heart disease if
lowa, | got to see and be involvedPhy fails to do so. CT applicationsit is present and to be as certain as

in both of these technologies/ap
proaches in their infancies. Intra-
vascular ultrasound (IVUS) has

(cine CT, ultrafast CT, and sopossible that if present it will be
forth), used to detect calcium de-found, treated, and not just missed.
posits within arteries, like angiog- The question for all of us cardiol-

come a long way since then allow-raphy itself, does not exclude cor-ogists and noncardiologists alike

ing investigators like Eric Topol

onary artery disease (CAD) if cal-is, how do you find CAD when it

and many others, to uncover coroSiUm is undetected or absenthasn't shown up as lumen disease
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Again, as | learned as an Interna{%DS), but is nonetheless affecting
Medicine Honor Student at lowa, coronary blood flow? It is this re-
the absence of a positive finding orgional coronary blood flow differ-
a test doesn't exclude disease; ience that results in the presence or
simply means you didn’t find any. absence of angina. In fact, coro-
It was this perspective andnary artery lumen (%DS) disease is
training that “drove” me to find a one, but not the only, cause of re-
better method for detecting hearigional blood flow difference re-
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