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The Tumor Marker CA125  
and Heart Failure

To the Editor, 

We read with great interest the editorial by 
Richards,1 in which a wide range of biomarkers heart 
failure were reviewed. Although brain natriuretic 
peptides (BNP)2,3 are the only ones applied in 
clinical practice, it is worth noting the role of the 
carbohydrate antigen 125 (CA125) tumor marker as 
a biomarker which was not described in the editorial. 

1

D’Aloia et al4 described a significant correlation 
between elevated serum CA125 and advanced 
functional class, and other hemodynamic 
parameters related to severity, in 286 patients with 
chronic heart failure. The biomarker was also 
associated with a poorer short-term prognosis. 
Other groups have since confirmed this association 
in both acute5 and chronic heart failure.6.7 We 
recently observed that determination of CA125 
added prognostic information to that provided 
by BNP in 1111 unselected patients with acute 
heart failure: indeed, the combination of the two 
biomarkers led to improved risk stratification at 6 
to 8 months.8

Several studies have shown consistent correlations 
between levels of CA125 and the presence of serous 
effusions5,9; in our experience, the most important 
predictors associated with CA125 values were the 
presence of pleural effusion and peripheral edema.5 
The degree of inflammatory activity has been 
proposed as another mechanism related to elevated 
concentrations of CA125. For example, Kosar et 
al10 observed strong positive correlations between 
CA125 values and plasma levels of tumor necrosis 
factor alpha and interleukin-6 and 10 in 35 patients 
with systolic dysfunction who were hospitalized for 
heart failure.

Another remarkable property of CA125 is that 
it changes over time according to the clinical 
situation.4,9 Moreover, unlike the natriuretic 
peptides, which have a lifespan of minutes, the 
CA125 has a half-life of over 1 week. This gives it 
potential clinical utility, for example in monitoring 
progress and possibly even as a tool to guide 
treatment.

In summary, this glycoprotein meets a number of 
the requirements for a bio-marker to be considered 
of potential clinical utility, ie: a) it is widely available 
for standardized analysis at an acceptable cost; b) 
it is related to processes which are crucial to the 
pathophysiological progression of the disease; c) its 
relation to prognosis is continuous and it provides 
additional information beyond the established, 

overlapped the first, in order to fully cover the 
ductus (Figure 2B). Saturations increased from 60% 
to 90%. The child is being treated with clopidogrel 
and aspirin pending a Rastelli intervention.

The use of ductal coronary stents has improved 
outcomes and reduced complications. Several 
technical aspects are important, and complications 
increase if the morphology of the ductus is tortuous. 
It is essential to cover the entire ductal tissue to 
prevent stenosis of the ductus and to decrease 
pulmonary blood flow. Case 2 is an example of a 
variant of ductus rarely described in the literature.3 
Normally, the ductus is located on the same side as 
the aortic arch. In this patient, the first stent did not 
cover the ductus and an overlapping stent had to be 
used to ensure coverage of the remaining stenotic 
area.

Prostaglandin perfusion is always stopped 6 h 
before. The ductus then becomes moderately 
restrictive, thereby facilitating stent implantation. 
Both patients have shown excellent progress and 
the need for a new shunt has been avoided. Recent 
studies have indicated that pulmonary arteries show 
similar growth in patients treated with stents and 
those treated with a shunt.4 Stents do not complicate 
later surgery and can be removed or closed with a 
clip. In view of these results, we believe ductal 
stenting offers a viable alternative in cases of MBT 
thrombosis.
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Letters to the Editor

Disparity Between Best Scientific 
Evidence and Cardiovascular Events

To the Editor,

We read with great interest the article recently 
published in your journal about the impact of the 
type of hospital in the management of patients with 
non-ST segment elevation acute coronary syndrome 

(NSTE-ACS)1 and your detailed discussion in an 
accompanying editorial.2 The register is simple and 
elegant, well designed, and reports that NSTE-

ACS patients admitted to hospitals with available 
hemodynamics are best served according to clinical 
practice guidelines, both in the use of diagnostic 
procedures (coronary angiography) as well as 
treatment (coronary revascularization and the use 
of drugs). However a reduction in cardiovascular 
mortality is not achieved.

We believe that it addresses one of the cornerstones 
of our health care system: equity in access to health 
care as defined in the General Health Law. It also 
analyzes a controversial issue in the literature, 
which is the barriers to translating efficiency into 
effectiveness.3

We agree with the reasons given in the editorial2 
that explain this, but we would like to emphasize 
two aspects that are not discussed: one of a 
methodological nature about the gold standard 
of clinical practice guidelines and a circumstantial 
aspect regarding available scientific evidence.

The gold standard of good clinical practice 
described in various studies such as this is defined as 
the percentage of use of the diagnostic procedures or 
therapies considered in the clinical practice guidelines 
as grade I recommendations or, at most, grade IIa. 
Perhaps the difficulty in translating the differences 
in management of patients with NSTE-ACS to 
cardiovascular events is that we use the wrong gold 
standard. Although the conduct of clinical practice 
guidelines follows strict methodological control, 
not all scientific questions of our daily practice 
are determined in clinical trials. In many cases the 
degree of recommendation is based on the opinions 
of experts on the guidelines and may not always 
correspond to the best available evidence, due to the 
difficulties found in the methodology of the clinical 
trials. The majority of these seek to demonstrate 
the benefit of drugs since a high percentage are 
sponsored by the industry that obviously hopes 
to achieve benefits from their own research. For 
example, the benefit of the use of IIb/IIIa receptor 
antagonists and of early coronary revascularisation 
overlap in many clinical trials (this is done on an 
average of 4 days in many of these) and it is not 
known if the benefit in high risk patients is due to 

classical variables, including brain natriuretic 
peptide; d) variations in its concentration according 
to the clinical situation are constant; and e) it 
potentially has therapeutic implications.

Obviously, further studies are required to provide 
more information on the pathophysiological 
mechanisms involved in the elevation of this 
biomarker and to explore its potential usefulness in 
guiding treatment.
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