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Other supportive measures
following PTCA

Although an intra-aortic balloon pump (IABP) was
used in 31 (32%) cases (Table 26) the view of the
advisors was that it should perhaps have been used
more often (see also page 15).  There were three
cases where patients were in cardiogenic shock and
no IABP was used.  In each instance the advisors
thought that it might well have helped:

CASE 16 • A 65-year-old patient with cardiogenic shock due to an
acute MI had to be nursed on the ICU because there was no CCU
bed available. The staff were not familiar with the IABP and so did not
use one even though it might have helped.  There appeared to be an
excessive use of adrenaline and a pulmonary artery catheter should
have been considered.

CASE 17 • A 67-year-old patient with an acute MI and cardiogenic
shock. An IABP machine failed at time of insertion and no other
balloon pump was available.

CASE 18 • A 76-year-old patient with an acute MI and cardiogenic
shock had persistent hypotension despite all treatment. A balloon
pump was not used, but might have helped. 

Hindrances and complications in
postprocedural management 

Hindrances

There were four patients of the 98 (4%), in whom
there were factors which hindered the clinical
management following the procedure. In three it
was the lack or failure of a balloon pump (cases 16,
17 and 18).

CASE 19 • A 67-year-old patient had a PTCA of the LAD and diagonal
artery. She had rheumatoid arthritis and developed a false aneurysm
at the femoral artery puncture site; she also had suspected atlanto-axial
subluxation which made endotracheal intubation more difficult when
she suffered a cardiac arrest. 

Complications

Key Points

• Intra-aortic balloon pumps would appear to be under-used considering the fairly high
proportion of patients reported to be in cardiogenic shock.

• Staff caring for patients after PTCA procedures should be familiar with the use of the intra-
aortic balloon pump (IABP); these should be functional, and reserve machines should be
available.

Table 26: Other supportive measures following PTCA  
(98 patients who did not die in the catheter laboratory or undergo

CABG within 24 hours; answers may be multiple)

IABP 31

Ventilation 17

Pacing 10

CVVH/dialysis 3

Intracoronary infusion 1

Not answered 54

None 5

Supportive measure Number

Table 27: Clinical complications 
(66 cases; answers may be multiple)

Cardiac arrest 34

Renal failure 11

Stroke 7

Electrolyte derangement 6

Respiratory failure 5

Acute abdomen 2

Sepsis 2

Haemorrhage from arterial access site 1

Aneurysm of access site 1

Loss of arterial supply to limb 1

Requirement for vascular surgery 1

Hepatic failure 1

Urinary tract infection 1

Other 14

Not answered 1

Complication Number
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Of the 115 patients who did not go on to have a
CABG within the first 24 hours, 66 of them (57%)
had clinical complications of one sort or another,
while only 26 had no complications (in the
remaining 23 cases the question was not answered).
Table 27 summarises these complications.

The question asked whether there were any
haematological disorders; it is interesting to note
that none was recorded, despite the fact that a high
proportion of the patients had had streptokinase,
heparin and antiplatelet drugs. However, one
patient had haemorrhage from the arterial access
site and, of the 14 described as ‘other’, at least five
almost certainly had coagulation problems. It is also
interesting to note that there were no cases of DVT
or pulmonary embolism, probably reflecting the
frequent use of anticoagulants or antiplatelet drugs.

Cardiopulmonary resuscitation (CPR) was
attempted in 62/121 (51%) patients; in 47 it was not
attempted, while in a further 12 the answer was not
known or not given. In 12 of these 47 for whom
CPR was not attempted, it was recorded that the
decision was made prior to the procedure.

Further analysis of these 12 cases revealed that ten
of the patients were already in cardiogenic shock.
The other two developed cardiogenic shock slightly
later and, in fact, after the procedure had been
performed.  It was thought likely in these cases that
the decision not to resuscitate was actually made
before the cardiac arrest, if not actually prior to the
initial procedure.  However, in all cases the patients
were in cardiogenic shock.  While every effort
should be made to try and improve their condition,
if deterioration continues until cardiac arrest
occurs, under these circumstances there is no
chance of successful resuscitation.  It was, therefore,
a reasonable decision.  

In two of the twelve cases it was not known who
made the decision not to resuscitate, in a further
two it was an experienced SpR 4 and in the
remaining eight the decision was made by a
consultant cardiologist.

The 14 complications listed as ‘other’ were:

• Epistaxis and haemoptysis; abciximab infusion
had to be stopped after eight hours

• Lung haemorrhage
• Gastrointestinal bleeding
• Gastrointestinal bleed & extension of cerebral

infarct
• Unexplained decrease in haemoglobin to 6 g/dl
• Hypotension
• Pneumothorax and pulmonary oedema
• Above knee amputation for lower limb ischaemia
• Acute stent occlusion two hours after the

procedure
• Chest infection
• Severe left ventricular failure
• Cardiac tamponade due to rupture of infarcted

heart muscle 
• Pneumonia
• Cardiogenic shock

Key Point

• The decision whether or not cardiopulmonary resuscitation (CPR) should be performed was
made in a responsible way by experienced cardiologists.

Cardiopulmonary resuscitation 
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DEATH

Place of death 

In 79/121 (65%) cases the death was reported to the
coroner, but a coroner’s postmortem examination
was only performed in 31 cases. Of the 90 cases in
whom a coroner’s postmortem was not performed,
a hospital postmortem was only carried out in seven
(8%).

In 28/38 cases a consultant pathologist performed
the postmortem examination; in three cases it was a
junior pathologist and in a further seven it was not
answered or not known. In 19 cases the postmortem
was carried out by a general pathologist, in three by
a cardiac pathologist, in one by a Home Office
pathologist and in a further 15 it was not known or
not answered.  

Of the 38 postmortem examinations that were
performed, the cardiologist was only informed of
the date and time in 14 cases (37%). Table 29 shows
the clinicians who attended the postmortem
examination. 

Postmortem examinations

Table 28: Place of death

Catheter laboratory 17

Theatre suite 4

ICU 27

HDU 6

CCU 45

Cardiac ward 10

General ward 2

Other hospital 1

Out of hospital 6

Other 1

Not answered 2

Total 121

Place Number

Key Points

• Clinicians should be informed of the date and time that postmortem examinations are being
performed and should make every effort to attend.

• A copy of the postmortem report should always be sent to the appropriate clinician.

• In almost one in four of the postmortem examinations performed the pathological findings
differed from the clinical impression, emphasising why it is important that they be performed.

It is commendable that in 9/14 cases where they
were aware of the postmortem examination, at least
one member of the clinical team attended; it is
disappointing that they were not informed of the
time and date in so many instances.

Table 29: Members of the team attending the postmortem examination 
(14 cases where the clinical team was informed; in one 

case two clinicians attended the postmortem)

Consultant 3

SpR 5

SHO 1

Other 1

Not known 1

None 4

Grade Number
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It is disappointing that in six cases (16%) the
clinicians did not receive a copy of the postmortem
report at all, and in a further seven (18%) only a
verbal report was obtained.

Twenty-three of the 38 postmortem examinations
confirmed the cardiology team’s clinical impression;
in eight the question was not answered, but in seven
the postmortem did not confirm the clinical team’s
impression. Two patients who were thought
clinically to have had a pulmonary embolism, were

Regular audit meetings were held in 111/121 (92%)
cases, although only 93 (77%) of the deaths
reported in this study were actually considered at a
local audit meeting. 

While 92% is commendably high, nevertheless those
centres that are not holding regular audit meetings
should do so and all deaths following PTCA
procedures should be considered at such meetings.

There was a problem obtaining case notes, with a
delay of more than a week, in 33 cases (27%). In 14
cases (12%) the hospital notes were incomplete. It is
to be hoped that with the advent of clinical
governance this  unsatisfactory situation will
improve.

shown at postmortem to have died from coronary
occlusion.  One patient had a rupture of the obtuse
marginal coronary artery which caused cardiac
tamponade; this was not recognised at the time, and
was an unexpected finding at postmortem.  A
second patient also had cardiac tamponade, due to
rupture of necrotic and infarcted heart muscle. One
patient was thought to have dissected and occluded
the LAD; at postmortem the vessel was completely
clear, although the patient did die of ischaemic
heart disease despite this.  Conversely there was a
further patient in whom it was thought that a left
main stem angioplasty had been successful, but at
postmortem there was a dissection and the vessel
had occluded. One further patient was said to have
postmortem findings at variance with the clinical
team’s impression, but no further details were
given.

This underlines the reasons why postmortem
examinations are of educational benefit.

Key Points

• In 92% of cases the interventional centres held regular audit meetings; those not holding such
meetings should do so.

• With the introduction of clinical governance, case notes should always be readily available.

AUDIT MEETINGS AND
AVAILABILITY OF CASE NOTES

Table 30: Receipt of copy of the
postmortem report by the clinical team

Yes 24

No 6

Informal report or verbal message only 7

Not answered 1

Total 38

Report received Number
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