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PERCUTANEOUS transluminal angio-
plasty (PTA) and other methods of per-
cutaneous revascularization have be-
come established as effective therapy for
selected patients with peripheral and re-
novascular occlusive diseases. Extensive
literature now documents the safety
and efficacy of PTA in the manage-
ment of atherosclerotic and other vas-
cular diseases (1–14). As with any in-
vasive therapy, the potential for
benefit to the patient is enhanced by
appropriate selection criteria, pre- and
postprocedural care, and monitoring.
Herein, guidelines for the care of pa-
tients undergoing PTA of the periph-
eral, renal, visceral, and brachioce-
phalic vessels are presented. In all
cases, the care should be directed by
the operating physician and treatment
decisions should be made after indi-
vidual consideration of each case.
Variation from this standard may be
necessary and appropriate depending
on the specific clinical circumstances.

PATIENT SELECTION
CONSIDERATIONS

The indications for PTA have been
outlined elsewhere (15). Patients se-
lected for PTA should fulfill the rele-
vant clinical and morphologic criteria.
Documentation should include the fol-
lowing:

1. A written medical history
should be available, including a
history of the presenting symp-
toms, indications for the proce-
dure, pertinent medical and
surgical history, a list of current
medications, allergic history,
and vascular risk factors.

2. Physical examination should
have been performed, including
a detailed vascular examination
and a general examination of
sufficient depth to exclude sig-
nificant concurrent illnesses.
For patients with lower extrem-
ity vascular disease, ankle-bra-
chial indexes should be mea-
sured prior to arteriography. In
selected cases, measurement of
segmental pressures or pulse
volume recordings may help
define the level of disease and
assist in planning the angio-
graphic approach.

3. Complete diagnostic arteriogra-
phy should precede any vascu-
lar intervention. This study
should be permanently re-
corded and should be of suffi-
cient detail to fully characterize
the extent of vascular disease
that might contribute to the
symptomatology. This study
may immediately precede inter-
vention when appropriate.

4. Informed consent must be ob-
tained in all cases.

5. Laboratory evaluation may be
indicated, and this may include
hemoglobin, hematocrit, creati-
nine, and electrolyte levels and
coagulation parameters.

6. Alternative therapies, including
surgical revascularization,

should be discussed with the
patient and referring physician.
Vascular surgical consultation
is often helpful in clarifying
alternative approaches. All in-
terventions should be done in a
setting that enables prompt sur-
gical intervention in emergen-
cies; ideally this setting would
be an acute care hospital.

PROCEDURAL CARE

1. All patients should have contin-
uous cardiac monitoring and
intermittent blood pressure
monitoring during the proce-
dure. A record of vital signs
should be maintained.

2. All patients should have intra-
venous access for the adminis-
tration of fluids and medica-
tions as needed.

3. If the patient is to be sedated,
pulse oximetry should be used.
A registered nurse or other
trained professional whose pri-
mary responsibility is to moni-
tor the patient should be
present throughout the proce-
dure.

4. In certain circumstances, in-
traarterial pressure measure-
ments are very helpful in the
pre- and postprocedural assess-
ment, and their use is encour-
aged when indicated.

5. In all cases, postprocedural ar-
teriography should be per-
formed and permanently re-
corded to document the ana-
tomic result and to identify po-
tential complications.

6. Equipment and medications for
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emergency resuscitation should
be immediately available, and
the personnel present should be
trained in their use.

POSTPROCEDURAL CARE

1. All patients should be observed
at bed rest in the initial post-
procedural period. Depending
on the size of the arteriotomy
and on risk factors (see below),
bed rest may be required for up
to 24 hours.

2. During the initial postproce-
dural period, skilled nurses or
other trained professionals
should periodically monitor the
puncture site and the status of
the vascular distribution distal
to the puncture and angioplasty
sites.

3. Hemodynamic monitoring is
required to detect delayed
rupture and hemorrhage in all
patients undergoing angio-
plasty.

4. The patient should be moni-
tored for urinary output, car-
diac symptoms, pain, and other
indicators of systemic complica-
tions. Such monitoring may in-
clude laboratory evaluation of
renal function at 24–48 hours.

5. The initial ambulation of the
patient must be supervised.
Vascular perfusion, mobility,
puncture site stability, and in-
dependent function must be
assured.

6. In patients undergoing renal
angioplasty, close monitoring of
blood pressure is important
during the initial 24 hours. In-
travenous access should be
maintained for fluid resuscita-
tion as needed.

7. Following catheter manipula-
tion in the thoracic aorta or bra-
chiocephalic vessels, neurologic
status should be assessed peri-
odically.

8. The operating physician or
his/her designee should eval-
uate the patient’s condition
after the procedure and be
available for continuing care
during hospitalization and af-
ter discharge.

SELECTION CRITERIA FOR
SHORT-TERM OBSERVATION

The duration of postprocedural ob-
servation must be individualized.
While most patients should be hospi-
talized for overnight observation, oc-
casionally patients may be candidates
for short-term observation (less than
12 hours). Short-term observation may
only be considered when all of the
following conditions are satisfied:

1. The patient should be capable
of independent ambulation
prior to the procedure and
should have demonstrated sta-
ble independent ambulation
after the procedure.

2. Mental status should be intact,
with the patient capable of fol-
lowing instructions and of de-
tecting changes in symptoms.

3. A responsible adult must be in
attendance during the initial
night after discharge.

4. The patient should be free of
concurrent unstable serious
medical illness that might pose
a significant increased risk of
complication.

5. The patient must have recov-
ered from the effects of seda-
tion.

6. Travel time to the hospital or to
another acute care facility
should be less than 1 hour from
where the patient is to spend
the first night after the proce-
dure.

CONTRAINDICATIONS TO
SHORT-TERM OBSERVATION

Several factors must be considered
when determining the length of post-
procedural skilled nursing care. Some
of the relative contraindications to
short-term observation are listed be-
low. This list is not meant to be com-
prehensive, and any clinical circum-
stance that might predispose the
patient to significant complication
should prompt overnight admission:

1. Patients undergoing renal or
visceral arterial angioplasty
should not be considered for
short-term observation because
of the difficulty in detecting
delayed complications without
skilled nursing care.

2. Patients with poorly controlled
hypertension, in whom there

appears to be increased risk of
hematomaformation, should be
observed overnight.

3. Azotemic patients with signifi-
cant risk of contrast material–
induced nephropathy may ben-
efit from periprocedural intra-
venous hydration and should
be monitored overnight.

4. Patients with coagulopathies or
electrolyte abnormalities that
require correction should be
hospitalized until their condi-
tions become stable.

5. Patients with insulin-dependent
diabetes who have labile serum
glucose levels in the periproce-
dural period should be hospi-
talized until the levels stabilize.

6. Complication occurring during
or after angioplasty, including
large hematoma, anuria, or per-
sistent nausea and vomiting,
should prompt observation un-
til symptoms resolve.

The decision for short-term or long-
er-term postprocedural observation
must be individualized. A given pa-
tient’s care may vary from the above
recommendations for sound clinical
reasons. In each case, the decision
must be made by the operating physi-
cian after review of all pertinent data.

QUALITY IMPROVEMENT

All angioplasty procedures should
be monitored within the overall qual-
ity improvement program of the facil-
ity. Incidence of complications and
unexpected admissions should be re-
corded and periodically reviewed for
the opportunity to improve care.
These data should be collected in a
manner which complies with statutory
and regulatory peer-review proce-
dures in order to protect the confiden-
tiality of the peer-review data.
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