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COMMENTARY

Planning for coronary angioplasty: guidelines for training and
continuing competence

Consumer protection is the name of the game, and the
lay public is increasingly (and rightly) expecting to be
protected from the disastrous results of employing "cow-
boy" operators in fields as differing as roofing (Gone with
the Wind followed by Fiddler on the Roof as one victim
expressed it) or angioplasty.
The platform of consumer protection is supported by

three legs: good training, maintenance of continuing
competence, and adequate audit. The easiest way of con-
structing each leg of this tripod is to rely on simple num-
bers of procedures, but (as the authors of the guidelines
recognise) this has many limitations.

Good training-The 100 procedures (50 as first opera-
tor) required to become "fully trained" takes no account
of complexity of lesion, patient risk factors, aptitude of
the trainee, skills (both interventional and educative) of
the trainer, not to mention interventional technique
(balloon, double wire, kissing balloon, stent, laser,
Rotablator, directional atherectomy-to name a few).

Maintenance of continuing competence-Not less than 60
procedures as first operator is recommended, but again
this takes no account of lesion complexity and patient
risk. Furthermore, fewer procedures will be required to
maintain competence in "plain old balloon" angioplasty
alone than if the whole interventional repertoire is used.
Adequate audit-This is the final and most important

safeguard, and the guidelines are too vague about what is
required and too pessimistic about its implementation.
As long ago as 1990, the Multivessel Angioplasty
Prognosis Study Group published the results of angio-
plasty in 350 consecutive patients in whom angioplasty
was attempted on 1-9 (1 0) (SD) stenoses per patient.'
Most of these patients had two-vessel disease and well-
preserved left ventricular function. In-hospital mortality
was 1-1%. Procedural success (< 50% residual stenosis in
all lesions attempted with no major ischaemic complica-
tions-death, Q-wave myocardial infarct, emergency
bypass graft surgery) was obtained in 82-8% of cases,
and major ischaemic complications occurred in 8-6%.
When a modification of the ACC/AHA Task Force
classification of the primary target stenosis was used
(with type B prospectively divided into type B1 (having
one type B characteristic) and type B2 (featuring two or
more type B characteristics),2 their analysis of success
and complication rates by lesion type yielded the follow-
ing:

Major ischaemic % of total
Type Success (%) complications (%) lesions

A 92 2 28-7
BI 84 4 34 1
B2 76 10 26-6
C 61 21 10-6

Since most UK operators are tackling fewer lesions per
patient, with more advanced balloon technology, and
have stents available, their major complication rates
should be lower and their success rates higher than these

benchmark figures for each category of lesion. To cate-
gorise each lesion attempted or treated according to the
ACC/AHA classification is not arduous or time-consum-
ing, and can quickly become part of the angiogram
reporting routine.
What is much more time-consuming (but highly desir-

able) is the application of quantitative coronary angiogra-
phy (QCA) to all lesions before and after angioplasty.
Despite all the drawbacks (under-estimation of tight
lesions by most of the algorithms currently in use,3 inac-
curacies after angioplasty,4 difficulties in obtaining
orthogonal views without vessel overlap) such a practice
will ensure firstly that the lesions being treated are criti-
cal, and secondly that the interventionist leaves the lesion
less stenotic than he/she found it. The very human trait
of over-estimating stenosis severity before angioplasty,
and of under-estimating residual stenosis after treatment
is well recognised.5 6

Finally there remains the vexed question of patient
risk. The last refuge of the destitute is always to claim
that the patients treated are all high risk with complex
lesions, whereas the true risk lies in the operator. "The
fault, dear Brutus, is not in our stars, but in ourselves,
that we are underlings".7 Arguably of greater importance,
however, is to ensure that patients judged to be at high
risk are not denied treatment because an adverse out-
come might reflect badly on the operator's ratings. It
would indeed be ironic if audit (intended to improve
patients' treatment) actually prevented appropriate care.
What is urgently required is a system that is as simple
and as easy to calculate as the Parsonnet score for cardiac
surgery.8 9

M M WEBB-PEPLOE
Cardiac Department,
St Thomas' Hospital, Guy's and
St Thomas' Hospital Trust,
Lambeth Palace Road,
London SE1 7EH.

1 Ellis SG, Vandormael MG, Cowley MJ, DiSciascio G, Deligonul U,
Topol EJ, et al. Coronary morphologic and clinical determinants of pro-
cedural outcome with angioplasty for multivessel coronary disease:
implications for patient selection. Circulation 1990;82: 1193-1202.

2 Ryan TJ, Faxon DP, Gunnar RM, Kennedy JW, King SB III, Loop FD,
et al. Guidelines for percutaneous transluminal coronary angioplasty : A
report of the American College of Cardiology/American Heart
Association Task Force on Assessment of Diagnostic and Therapeutic
Cardiovascular Procedures (Subcommittee on Percutaneous Coronary
Angioplasty). JAm Coll Cardiol 1988;12:529-45.

3 Hausleiter J, Nolte CWT, Jost S, Wiese B, Sturm M, Lichtlen PR. Com-
parison of different quantitative coronary analysis systems: ARTREK,
CAAS, and CMS. Cathet Cardiovasc Diagn 1996;37:14-22.

4 Katritsis D, Webb-Peploe MM. Angiographic quantitation of the results
of coronary angioplasty: Where do we stand? Cathet Cardiovasc Diagn.
1990;21:65-71.

5 Katritsis D, Lythall DA, Cooper IC, Crowther A, Webb-Peploe MM.
Assessment of coronary angioplasty: Comparison of visual assessment,
hand-held caliper measurement and automated digital quantitation.
Cathet Cardiovasc Diagn 1988;15:237-42.

6 Katritsis D, Lythall DA, Anderson MH, Cooper IC, Webb-Peploe MM.
Assessment of coronary angioplasty by an automated digital angio-
graphic method. Am HeartJ 1988;116:1181-7.

7 Shakespeare W. Julius Caesar Act 1. Scene 1, line 134 (Oxford Standard
Authors Shakespeare in one volume).

8 Parsonnet V, Dean D, Bernstein AD. A method of uniform stratification
of risk for evaluating the results of surgery in acquired adult heart dis-
ease. Circulation 1989;79(suppl I):3-12.

9 Treasure T. Risks and results of surgery. Commentary. Br Heart J7 1995;
74:11-2

105

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

H
eart: first published as 10.1136/hrt.76.2.105 on 1 A

ugust 1996. D
ow

nloaded from
 

http://heart.bmj.com/

