
radiation exposure doses for rest-stress MPI Tc-99m SPECT (≈11 mSv), 
stress-only MPI SPECT (≈3 mSv), rest-stress MPI PET Rubidium-82 (≈3 
mSv), and rest-stress MPI PET 13N (≈2 mSv) are represented in the 
recent consensus document (3). In addition, as defined by the authors, 
novel SPECT camera technology may allow us to reduce radiation 
doses with SPECT imaging (5). Stress-only MPI use may be encouraged 
whenever possible to reduce radiation exposure. Finally, in figure 1, the 
statement of “TM” should be corrected as “ETT” as this was a typo-
graphical error.

In conclusion, stress MPI SPECT and PET imaging performed with 
currently available techniques have a high diagnostic accuracy in the 
assessment of symptomatic women with intermediate and intermedi-
ate-high CAD risk. In addition, technological advancements in nuclear 
cardiology including novel cameras and coronary flow reserve calcula-
tion by PET hold promise in reducing the radiation exposure and risk 
stratification of women with CAD.
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Epicardial fat and coronary artery 
disease: An open debate

To the Editor,

Epicardial adipose tissue (EAT), a source of several adipokines, is 
located between the outer wall of the myocardium and the visceral 
layer of the pericardium. The paracrine or vasocrine secretion of sev-

eral bioactive molecules such as tumor necrosis factor alpha, interleu-
kin-6, plasminogen activator inhibitor-1, and resistin from EAT may have 
a promoting effect on atherosclerosis (1). Indeed, several studies have 
reported a positive association between epicardial fat thickness (EFT) 
and coronary artery disease (CAD) (2, 3).

We read with great interest the article titled “Epicardial adipose 
tissue thickness is associated with myocardial infarction and impaired 
coronary perfusion”  published by Tanındı et al. (4) in Anatol J Cardiol. 
They reported that increased EFT is associated with acute myocardial 
infarction (AMI), and it may prove beneficial for identifying patients 
who would need more aggressive approach in terms of risk reduction.

In agreement with previous studies (1-3), the present study provides 
further information which aims to determine the relationship between 
impaired coronary perfusion and EFT in a wide range of chest pain 
syndromes.

As mentioned by the authors, the measurement of EFT with two-
dimensional echocardiography has some advantages, including easy 
accessibility, rapid applicability, and good reproducibility. However, EAT has 
a three dimensional distribution and two-dimensional echocardiography 
may not provide sufficient information about the total epicardial volume (1).

It has been demonstrated that EAT may display cardioprotective 
properties by secreting antiinflammatory and antiatherogenic adipo-
kines such as adiponectin and adrenomedullin. It may also promote the 
expansion of the coronary lumen during the early phases of atheroma-
tous plaque obstruction (5). On the other hand, stable angina pectoris, 
unstable angina pectoris, and AMI are different clinical entities with 
respect to pathophysiology, presentation, and management. It would be 
useful if Tanındı et al. (4) examined the association between EFT and 
CAD after adjusting for other cardiovascular risk factors. Therefore, the 
conclusion stated by Tanındı et al. (4) should be interpreted with cau-
tion because their correlations do not necessarily prove causation.

Main issues that need to be answered are as follows: Is epicardial 
fat a modifiable risk factor or how can we translate these encouraging 
results into the clinical practice? More importantly, what is the mean of 
more aggressive approach other than percutaneous coronary interven-
tion, statins, anticoagulants, and other therapies in a wide range of 
patient population as per the present study?

In conclusion, the role of EAT in atherosclerosis is an open debate. 
Further clinical and experimental studies are needed to determine the 
function of EAT in different pathological conditions.
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Author`s Reply

To the Editor,

We thank the authors for their interest in our study entitled 
“Epicardial adipose tissue thickness is associated with myocardial 
infarction and impaired coronary perfusion.” published in Anatolian 
Journal of Cardiology reporting an association between acute myocar-
dial infarction and increased epicardial adipose tissue (EAT) (1). As 
mentioned, the association between coronary atherosclerosis and EAT 
has been demonstrated in many studies using either echocardiography 
or computed tomography (CT)/magnetic resonance imaging (MRI). EAT 
is three dimensional and its evaluation using CT or MRI would provide 
more accurate information about its volume. However, studies using 
echocardiography and CT/MRI have shown that these techniques are in 
good compliance (2). We think that it is important to categorize a patient 
as having increased EAT rather than precisely providing the exact EAT 
volume to classify a patient as “at high cardiovascular risk”. 
Echocardiography is adequate for that purpose and is advantageous 
because it is inexpensive, repeatedly and easily available in almost 
every cardiology clinic.

The authors mentioned that EAT may have cardioprotective proper-
ties because of the secretion of anti-inflammatory and anti-atherogenic 
adipokines such as adiponectin and adrenomedullin, and cited 
Iacobellis et al. (3) However, in that study, Iacobellis et al. (3) found that 
EAT partially contributed to the adiponectin levels in the coronary cir-
culation. Instead, intracoronary adiponectin levels reflected the adipo-
nectin levels in the peripheral circulation. In addition, Iacobellis et al. (4) 
also stated that adrenomedullin gene and protein expression in EAT 
were downregulated in the presence of CAD, and there was no direct 
evidence that EAT contributed to intracoronary adrenomedullin levels.

We agree with the authors that stable angina pectoris, unstable 
angina pectoris, and acute myocardial infarction (AMI) are different 
clinical entities with respect to pathophysiology, presentation, and 
clinical management; however, we think that there is some merit in 
showing that EAT thickness is different among different clinical entities 
and providing a cut-off value to predict AMI. We accept that EAT is 
associated with traditional risk factors such as diabetes, hypertension, 
age, waist circumference, and metabolic syndrome (5). However, EAT 
has an additional predictive value over these, as there are studies highlight-
ing an independent association between CAD and well-known risk factors.

We provided an association between increased EAT thickness and 
AMI. Apparently, this was not a prospective study where patients were 
followed in terms of adverse cardiac events. However, there are recent 
follow-up studies in the literature reporting increased cardiovascular 

death and myocardial infarction in patients with thicker EAT, that can be 
considered as supportive based on our hypothesis (6).

Finally, we think that patients with increased EAT thickness should 
receive more aggressive risk factor modification. What we mean by 
saying that is to maximize proved medical therapies based on cardio-
vascular protection in accordance with the current relevant guidelines. 
Although physicians agree on the idea of prescribing mortality reducing 
medications in maximum applicable doses, real life experience is not so 
promising. These high risk patients may be followed up closer than oth-
ers to check for the status of the modifiable risk factors.
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The detection of cardiac tamponade 
by hemodynamic transesophageal 
echocardiography after left 
ventriculer assist device implantation

To the Editor,

Hemodynamic Transesophageal Echocardiography (hTEE) is a new 
technology in the follow-up of postoperative patients in the cardiovas-
cular surgery intensive care units. It can provide bedside, continuously 
available, direct cardiac imaging by its disposable probe for up to 72 
hours and guide treatment by the detection of complications and 
assessing ventricular filling and volume status (1-3). This is the reason 
that it is called as hemodynamic.

We present the case of a 61-year-old patient hospitalized with the 
diagnosis of decompensated heart failure and given diuretic treatment. 
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