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Inferventional Cardiology

Cancer risk from professional exposure in staff
working in cardiac catheterization laboratory:
Insights from the National Research Council's Biological
Effects of lonizing Radiation VII Report

Lucia Venneri, MD, PhD,? Francesco Rossi, BSc,” Nicoletta Botto, Bsc,* Maria Grazia Andreassi, BSc, PhD,?
Nicoletta Salcone, BSc,® Ahmed Emad, MD,* Mauro Lazzeri, MD, € Cesare Gori, Bsc,” Eliseo Vano, Bsc, PhD, < and
Eugenio Picano, MD, PhD*® Pisa, Florence, Italy; and Madrid, Spain

Background Occupational doses from fluoroscopy-guided interventional procedures are the highest ones
registered among medical staff using x-rays. The aim of the present study was to evaluate the order of magnitude of cancer
risk caused by professional radiation exposure in modern invasive cardiology practice.

Methods From the dosimetric Tuscany Health Physics data bank of 2006, we selected dosimetric data of the

26 (7 women, 19 men; age 46 + 9 years) workers of the cardiovascular catheterization laboratory with effective dose
>2 mSv. Effective dose (E) was expressed in milliSievert, calculated from personal dose equivalent registered by the
thermoluminescent dosimeter, at waist or chest, under the apron, according to the recommendations of National
Council of Radiation Protection. Lifetime aftributable risk of cancer was estimated using the approach of Biological

Effects of lonizing Radiation 2006 report VII.

Results Cardiac catheterization laboratory staff represented 67% of the 6 workers with yearly exposure >6 mSv.

Of the 26 workers with 2006 exposure >2 mSv, 15 of them had complete records of at least 10 (up to 25) consecutive years.
For these 15 subjects having a more complete lifetime dosimetric history, the median individual effective dose was

46 mSv (interquartile range = 24-64). The median risk of (fatal and nonfatal) cancer (Biological Effects of lonizing

Radiation 2006) was 1 in 192 (interquartile range = 1 in 137-1 in 370).

Conclusions Cumulative professional radiological exposure is associated with a non-negligible Lifetime attributable
risk of cancer for the most exposed contemporary cardiac catheterization laboratory staff. (Am Heart J 2009;157:118-24.)

Use of radiation for medical examinations and tests is
the largest artificial source of radiation exposure.'
Interventional procedures are only 12% of all radiolo-
gical procedures but contribute to about 48% of the
total collective dose per head in the adult cardiological
patient.” This value is steadily increasing. In Europe,
arteriography and interventions were 350,000 in 1993
and >1 million in 2001.> On average, a left ventriculo-
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graphy and coronary angiography correspond to a
radiation exposure of about 300 chest x-rays; a
coronary stent to 1,000; a peripheral artery intervention
to 1,500-2,500; and a cardiac radiofrequency ablation to
900 up to several thousands.*® In most cases, it is the
cardiologist who performs these procedures, often
without any specific training in radiology and radiation
protection.” Although there is a general appreciation
that radiation by itself is certainly not a good thing for
the patient or the operator, radiation safety is rarely
much of an overt concern to interventionalist.'®
Interventional cardiology is developing at a rate that is
ahead of both the supporting research and regulatory
framework, and growth in the field has been accom-
panied by concern for the safety of the staff directly
involved in such high radiation procedures (European
DIMOND Action II 1999 and III 2001)."" Occupational
doses in interventional procedures guided by fluoro-
scopy are the highest doses registered among medical
staff using X—rays.lz’l/‘ The aims of this present study are
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Table 1. Cardiac catheferization laboratory population and
dosimetric data

Age (y) 46 +9
Gender (male/female) 19/7
Role
Interventional cardiologist 18 (69%)
Cardiac electrophysiologists 4(15%)
Catheterization laboratory nurse 3(11%)

Catheterization laboratory technician 1 (4%)
Last year (2006) dosimetry (mSv/year) 48+ 4.6
Years of employment in catheterization laboratory 15+ 10

to assess the current levels of professional exposure in
the modern invasive cardiology practice and to estimate
the corresponding levels of long-term lifetime attribu-
table cancer risks.

Methods
Selection of subjects

We initially considered all health professionals included in
2006 in the Tuscany Region dosimetric data bank, collected in
the Health Physics Departments of Pisa and Florence and
composed of >50 hospitals, including 11 high volume cardiac
catheterization laboratories. From this initial set of 5,164
workers, we selected cardiac catheterization laboratory staff
(interventional cardiologists, cardiac electrophysiologists, inter-
ventional radiologists, nurses, technicians) and analyzed the
yearly exposure. For catheterization laboratory workers with
yearly 2006 exposure >2 mSv, we calculated the entire
professional exposure whenever possible. All subjects enrolled
gave their written informed consent and allowed the recon-
struction of their lifetime cumulative professional exposure from
official records of the Health Physics Department (Table I). The
study is a part of a larger study on health effects of low-dose
radiation exposure and was approved by local Ethical Commit-
tee. The study was also endorsed by the Italian Association of
Hospital Cardiologists (ANMCO) and endorsed by the Tuscany
Health Physics Association.

Individual dose reconstruction

In accordance with the recommendations of the Interna-
tional Commission on Radiological Protection (ICRP)"® and
Directive 96/29/EURATOM,'6 radiation dose to workers was
expressed as effective dose. Staff dosimetry was obtained by a
thermo luminescent dosimeter, with monthly measurement.
The dosimeter was located under the lead apron, at the waist,
or over the chest. Dosimeter results were converted to
effective dose as suggested by the ICRP."” Generally, personal
dosimeter services provide monthly estimates of Hp,'® the
dose equivalent in soft tissue at 10-mm depth, which is usually
compared with the limit of the effective dose, set by ICRP at
100 mSv in 5 years'® and usually used as 20 mSv/year.

Calculation of risk

To calculate cumulative risk of stochastic effects, we used
the age and gender-dependent risk factors from the multi-
plicative model recommended in the most recent report from
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Bar histograms showing proportions of yearly dose exposure in all
medical staff censored in Tuscany Health Physics Department (Pisa
and Florence) for the year 2006. The histograms refer to the overall
population of hospital workers broken down by specialties and
increasing levels of exposure (from no threshold, far left histogram, to
exposure >6 mSv/year, far right histogram). The proportion from
cardiac catheterization laboratory workers rises with progressively
higher exposure threshold.

the Biological Effects of Ionising Radiation Committee VII
(BEIR VID for (fatal and nonfatal) cancer.'® Currently, in the
risk model for low-level exposures, a linear relationship
between dose and risk is used. According to these estimates, it
is predicted that for 100 mSv effective doses in adults,
approximately 1 individual in 200 would develop fatal cancer,
and 1 in 100 would develop fatal or nonfatal cancer.’® The
attributable lifetime risk of radiation-induced cancer for all
members of the population may be estimated by multiplying
the effective dose in milliSievert by the fatal cancer coefficient
of 5.5 x 10> for the whole population and by 4.1 x 10’ for
adult workers. Because we dealt with a population of adult
workers, we used the latter coefficient.'” According to BEIR
VII estimates for lifetime attributable risk (LAR) of cancer
incidence and mortality, receiving 2 mSv per year from ages
18 to 65 (48 years working time) represents (number of cases
per 100,000 exposed persons) 612 for men and 859 for
women (incidence) and 340 for men and 478 for women
(mortality). Thus, for a population of 50% males and 50%
females, these values would be 736 (incidence) and 409
(mortality). Thus, according to BEIR VII, the total cancer
incidence receiving 2 mSv/y from 18 to 65 should be 1 in 136
and the total mortality 1 in 245 workers.

Statistical analysis

Data were expressed as median, 25 to 75 percentiles, and
range for nonnormally distributed values. Linear regression and
Pearson correlation were used to assess the relationship between
cumulative radiological effective dose and age. The Kruskal-
Wallis test was performed to determine any significant differ-
ences among the groups.
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Figure 2
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Bar histograms showing the yearly (2006) individual dose exposure
(in mSv, x-axis) and the number of cardiac catheterization laboratory
workers (upper panel) and other professionals (lower panel) with
radiation exposure (y-axis).

The statistical analyses of the data were performed with SPSS
(version 11.0, SPSS Inc, Chicago, IL). A P value <.05 was
considered significant.

Results

For the total population of 5,164 workers, we assessed
the yearly exposure as distributed throughout the
medical specialties. Cardiac catheterization laboratory
workers represented 67% of workers with yearly
exposure >6 mSv and 31% of those with exposure >1 mSv
(Figure 1). When the full population of cardiac catheter-
ization laboratory personnel is considered, the exposure
levels are relatively low and comparable with those of
other specialties with radiation exposure (Figure 2). The
2006 dose exposure of the 26 cardiac catheterization
laboratory workers with exposure >2 mSv was divided
according to subspecialty and professional role
(Figure 3). Interventional cardiologists (median 3.3, range
2.0-19.6 mSv/y) and cardiac electrophysiologists (median
4.3, range 3.5-6.1 mSv/y) have high and comparable,
professional exposure, and nurses and technicians may
show similar values (median 2.6, range 2.0-14.9 mSv/y,
P = NS vs the other groups). Cumulative doses (and
corresponding risks) are shown in Figure 4 at 3 discrete
time points in the natural history of a high-volume cardiac
catheterization laboratory worker: at 1 year (for 26 car-
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Figure 3
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Figure 4
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Box-and-whiskers plot showing the median dose exposure (in mSv, x-
axis) and the calculated LAR of cancer (y-axis) for catheterization
laboratory workers at 3 different time points of their dosimetric
natural history in a busy professional life. The box represents the
interquartile range that contains the 50% of values. The whiskers are
lines that extend from the box to the highest and lowest values,
excluding outliers. A line across the box indicates the median. All of
the 26 Tuscany cardiac catheterization laboratory workers with
exposure >2 mSv in year 2006 are shown at 1-year exposure (green
box); a subset of 15 workers is shown at 10 years (yellow box); the
same 15 workers with cumulative (11-25 years) professional
exposure reconstruction are shown in the red box.

diac catheterization laboratory workers with 2006 dose
exposure >2 mSv), at 10 years (for a subset of 15 workers
who reached this milestone: P <.0001 vs 1 year
exposure), and lifetime (for the same 15 workers with
exposures longer than 10 years, ranging from 11 to

25 years; P = .001 vs 10 year exposure). For these

15 subjects with a more complete lifetime dosimetric
history, the median individual effective dose was 46 mSv
(interquartile range 24-64). There was a significant
correlation between cumulative radiological effective
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dose and age (r = 0.73, P <.001) or years of
catheterization laboratory activity (» = .47, P = .02). The
median value of risk of fatal cancer was 1 in 384. The
median risk of (fatal and nonfatal) cancer (BEIR 2006) was
1 in 192 (interquartile range = 1 in 137-1 in 370).

Discussion

In contemporary medical practice, catheterization
laboratory workers comprised most of those with high
levels of exposure. For the most experienced (and most
exposed) staff working in the cardiac catheterization
laboratory, with a range of exposures in between 2 and
5 mSv per year, a typical cumulative 15-year radiological
exposure around the equivalent of 50 mSv is associated
with a nonnegligible LAR of cancer in the order of
magnitude of 1 cancer in 200 exposed subjects. This
applies, however, only at the individuals with the highest
exposure, the tip of the iceberg. When the full spectrum
of catheterization laboratory workers are considered (not
only those with the very highest exposure), the exposure
levels are fully comparable with those of other specialties
with radiation exposure.

Comparison with previous studies

Very variable estimated effective doses to patients
can be found for coronary intervention>® and cardiac
electrophysiological’>** procedures, with higher values
reported for coronary stenting and ablation procedures
(around 15 to 25 mSy, ranging from 2 to 60 mSv) and
lower values for diagnostic procedures such as coronary
angiography or electrophysiologic study (around 3 to
5 mSyv, ranging from 1 to 20 mSv). Regarding medical
personnel, the rates of risk of death for cancer for
both kind of procedures (electrophysiologic procedures
and interventional cardiology) depend on the radio-
protection measures of the professionals and the radia-
tion dose to the patients, and a wide range of values can
be found in the literature. A few microSieverts per
electrophysiology° and similar values for catheterization
procedures,zz"27 with a risk per procedure of developing
a fatal cancer of the operator in the 1 in 500,000 to 1 in
1,000,000.%” In reality, with a 100 uSv exposure per
procedure,”**”*° the risk of cancer (fatal and nonfatal)
would be after BEIR in the range of 1 in 100,000 per
procedure. However, it should be highlighted that the
lack of a good radioprotection policy could increase
occupational doses (and risk of cancer) in a factor of 1031

The professional risk in perspective

The risks from continuous occupational exposure
peaks in the seventh, eighth, and ninth decade of
life > The risk compares favorably with many other
occupations. Working in agriculture is associated to
320, in construction to 227, in mines to 167 days of lost
life expectancy.’"4 An occupation with <1 fatality per
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10,000 workers per year is considered a safe occupa-
tion by the National Council of Radiological Protec-
tion.>® The risk of the average interventional
cardiologist/radiologist is below this risk throughout the
radiologist's career, up to a career of 40 years,36 if the
basic radiation protection rules are followed. Only after
working >40 years would the annual radiation risk
exceed the risk level now considered safe by the
National Council on Radiation Protection. However, this
overall reassuring picture should be integrated with
some prudent concern if we consider, as we probably
should, lifetime (not only annual) risk, and fatal and
nonfatal (not only fatal) cancer risk. Safety discussion
should also consider the spectacularly growing popula-
tion of highly exposed staff, not only the “average”
exposure of catheterization laboratory people, which
may have a highly heterogeneous activity within the
same catheterization laboratory. For highly exposed
personnel with 5-mSv yearly exposure, lifetime extra
risk for (fatal or nonfatal) cancer after 20 years of
professional life is in the range of 1 in 100. Although
this exposure remains well below the dose limit of
occupational exposure, consisting of an effective dose
of 20 mSv in a year averaged over a period of 5 years,15
it can neither be considered negligible or harmless.>”

Uncertainties in risk estimates

At present, both the radiology community***° and
advisory bodies™!>!*3° are well aware of the carcino-
genic effect of low-dose ionizing radiation used in
medical diagnostic testing—as well as the degree of
approximations and uncertainties in current risk esti-
mation, that is, risk can be 2 to 3 times higher or lower
than current estimates.!” Nevertheless, these estimates
represent the best available scientific evidence and
should be considered benchmark values for both the
scientist and the clinician.**** The threshold of
conclusive epidemiological evidence linking radiation
and cancer is at 50 mSv—a threshold that only some of
the most active cardiac catheterization laboratory
workers trespass with the working exposure alone, and
a significant number of professionals are still not using
their personal dosimeters on a regular basis®”*! and
more cases of high doses between professionals could
not be included in the official data basis. Recent
epidemiologic and cytogenetic data corroborate the
available risk estimates, reducing the room of uncer-
tainty.>> Health professionals exposed to low dose
radiation, as for instance interventional cardiologists or
radiologists with an average exposure of 4 mSv/year,
show a 2-fold increase in circulating lymphocytes of
chromosome aberrations and/or micronuclei, which
represent surrogate biomarkers of cancer risk and
intermediate end points of carcinogenesis./‘z'/‘/‘ There-
fore, the available risk estimates should not be
considered either perfect or precise, but certainly
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reliable for all practical purposes of radiation protection
of both patients and physicians.

Study limitations

A primary limitation is that the wearing of radiation
badges is subject to the user's capacity of remembering to
put the badge on, and we did not have an estimation of
the compliance for wearing of radiation badges. It is
known that one third of catheterization laboratory staff is
negligent in wearing the dosimeters,>"*"*>*7 which may
represent a source of significant underestimation of
calculated risk. Moreover, we recruited our occupational
dose data from Tuscany (Pisa and Florence) Health
Physics Department. There are recognized, wide varia-
tions in national and even regional practice, depending
on radiation protection measures taken, medical specia-
lization, typology and number of procedures, legal and
regulatory framework. Staff doses to catheterization
laboratory staff can vary by a factor of 10 within a given
hospitalm and by a factor of 12 between hospitals.48 An
additional limitation is that we have evaluated doses
under the apron (chest or waist). It is a common practice
in radioprotection to directly compare Hp'® with the
limit of the effective dose.™ Wearing an additional
dosimeter at collar level above lead apron would provide
an indication of the head (eye) dose and a better
approximation (combined with under apron dosimetry)
of the whole body dose.'® However, ICRP report 85
(2001) states that “a single dosimeter worn under the lead
apron will yield a reasonable estimate of effective dose for
most instances”'’—although on the basis of recent
evidences, the possibility of an underestimation of dose,
with a variable multiplying factor ranging from 1.5 to 7,%°
cannot be excluded. Finally, our risk estimates were
derived from population estimates and did not include
diagnostic radiation exposure applied on the worker as a
patient.”’52 Many environmental and genetic factors may
modulate the individual vulnerability to oncogenic effects
of radiation, and the next step is to translate epidemio-
logical estimates to tailored risk assessment on the basis
of gene polymorphisms and personalized biomarker
evaluation, for instance with micronuclei and/or chro-
mosome aberrations in peripheral lymphocytes, which
are an intermediate end point and a long-term predictor
of cancer.>?

Conclusions

The number of interventional radiological (and especially
cardiological) procedures has been increasing during the
last years. The number of involved professionals (cardiol-
ogists, nurses, and technicians) is also substantially
increasing. The highest doses to staff (and to patients) are
usually recorded in these laboratories. With current staff
exposure levels, professional risk cannot be considered
negligible, for the most exposed personnel workers in the
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cardiac catheterization laboratories, whereas the exposure
level of the full spectrum of catheterization laboratory
participants is acceptably low and comparable to those of
other specialties with radiation exposure. However, a wide
margin for optimization aimed to reduce patient and staff
doses exists. The quest for optimization is one of the
aspects, and probably not the least important, to assess the
quality of the catheterization laboratory. Most recent
professional guidelines on interventional cardiology of the
American Heart Association/American College of Cardiol-
ogy clearly state that “the responsibility of all physicians is
to reduce the radiation injury hazard to their patients, to
their professional staff and to themselves.”> The assess-
ment of radiation exposure is also “a required part of the
safety outcome in every trial that includes fluoroscopy-
based interventions or radiation-based imaging,” as recently
recommended by the European Heart Rhythm Association
in the design of future trials on atrial fibrillation.”® The
challenge ahead is to implement guidelines and recom-
mendations into everyday clinical practice. This should
remodulate the current dose exposure of our most
experienced interventional cardiologists on a more
sustainable trajectory.

We are grateful to Manuella Walker, BSc, for the
English revisions of the manuscript and to Sabrina
Molinaro, BSc, for statistical advice.

References

1. United Nations Scientific Committee on the sources and effects of
lonising radiation. Report on the effects of atomic radiation to the
general Assembly, 2000. Medical radiation exposures. United
Nations, New York; 2001.

2. Bedetti G, Botto N, Andreassi MG, et al. Cumulative patient effective
dose in cardiology. Br J Radiol 2008;82:195-201.

3. Togni M, Balmer F, Pfiffner D, et al. Percutaneous coronary
intervention in Europe 1992-2001. Eur Heart J 2004,25:1208-13.

4. Neofotistou V, Vano E, Padovani R, et al. Preliminary reference levels
in interventional cardiology. Eur Radiol 2003;13:2259-63.

5. Bonomo L, Del Favero C, Pesce B, et al. Agenzia per i Servizi
Sanitari Regionali. La diagnostica per immagini. Linee guida.
Available at: http://www.sirm.org/professione/pdf_lineeguida/
linee_diag_x_img.pdf. Last accessed October 10, 2008.

6. Kocinaj D, Cioppa A, Ambrosini G, et al. Radiation dose exposure
during cardiac and peripheral arteries catheterisation. Int J Cardiol
2006,113:283-4.

7. Bernardi G, Padovani R, Morocutti G, et al. Clinical and technical
determinants of the complexity of percutaneous transluminal cor-
onary angioplasty procedures: analysis in relation to radiation
exposure parameters. Catheter Cardiovasc Interv 2000;51:1-9.

8. Perisinakis K, Theocharopoulos N, Damilakis J, et al. Fluoroscopically
guided implantation of modern cardiac resynchronization devices.
J Am Coll Cardiol 2005;46:2335-9.

9. Rehani MM. Training of inferventional cardiologists in radiation
protection—the IAEA's initiatives. Int J Cardiol 2007;114:256-60.

10. Limacher MC, Douglas PS, Germano G, et al. ACC expert consensus
document. Radiation safety in the practice of cardiology. American

College of Cardiology. J Am Coll Cardiol 1998;31:892-913.


http://www.sirm.org/professione/pdf_lineeguida/linee_diag_x_img.pdf
http://www.sirm.org/professione/pdf_lineeguida/linee_diag_x_img.pdf

American Heart Journal
Volume 157, Number 1

20.

21.

22.

23.

24.

25.

26.

27.

28.

. Vano E, Gonzalez L, Guibelalde E, et al. Evaluation of risk of

deterministic effects in fluoroscopically guided procedures. Radiat
Prot Dosimetry 2005;117:190-4.

. Vano E, Gonzalez L, Guibelalde E, et al. Radiation exposure to

medical staff in inferventional and cardiac radiology. Br J Radiol
1998,71:954-60.

. Cousins C, Sharp C. Medical interventional procedures—reducing

the radiation risks. Clin Radiol 2004;59:468-73.

. Tsapaki V, Kottou S, Vano E, et al. Correlation of patient and staff

doses in interventional cardiology. Radiat Prot Dosimetry 2005;117:
26-9.

. International Commission on Radiological Protection. Recommenda-

tions of the International Commission on Radiological Protection. ICRP
publication 103. Ann ICRP 2007;37:1-332.

. Council Directive 96/29/EURATOM of 13 May 1996 laying down

basic safety standards for the protection of health of workers and the
general public against the dangers arising from ionizing radiation.
Official Journal of the European Communities No. 159,
29/06/1996.

. ICRP Publication 85. Avoidance of radiation injuries from medical

interventional procedures. Ann ICRP. Oxford, UK: Pergamon, Elsevier
Science Ltd., 2000; 30 (2).

. NCRP report 122. Use of personal monitors to estimate effective dose

equivalent and effective dose to workers for external exposure to low-
LET radiation. Bethesda (MD): NRCP; 1995.

. Committee to Assess Health Risks from Exposure to Low Levels of

lonizing Radiation. Health risks from exposure to low levels of
ionizing radiation: BER VIl Phase 2. Washington, DC: The
National Academies Press; 2006. Available at: http://www.nap.
edu/reportbrief/11340rb.pdf. Last accessed October 10, 2008.
Efstathopoulos EP, Katritsis DG, Kottou S, et al. Patient and staff
radiation dosimetry during cardiac electrophysiology studies and
catheter ablation procedures: a comprehensive analysis. Europace
2006,8:443-8.

Kovoor P, Ricciardello M, Collins L, et al. Risk to patients from
radiation associated with radiofrequency ablation for supraventri-
cular tachycardia. Circulation 1998;98:1534-40.

Lickfett L, Mahesh M, Vasamreddy C, et al. Radiation exposure during
catheter ablation of atrial fibrillation. Circulation 2004;110:
3003-10.

Rosenthal LS, Mahesh M, Beck TJ, et al. Predictors of fluoroscopy time
and estimated radiation exposure during radiofrequency catheter
ablation procedures. Am J Cardiol 1998;82:451-8.

Zorzetto M, Bernardi G, Morocutti G, et al. Radiation exposure to
patients and operators during diagnostic catheterization and
coronary angioplasty. Cathet Cardiovasc Diagn 1997;40:348-51.
Finci L, Meier B, Steffenino G, et al. Radiation exposure during
diagnostic catheterization and single- and double-vessel percuta-
neous transluminal coronary angioplasty. Am J Cardiol 1987;60:
1401-3.

Dash H, Leaman DM. Operator radiation exposure during percuta-
neous transluminal coronary angioplasty. J Am Coll Cardiol 1984;4:
725-8.

Bashore TM, Bates ER, Berger PB, et al. American College of
Cardiology/Society for Cardiac Angiography and Interventions
Clinical Expert Consensus Document on cardiac catheterization
laboratory standards. A report of the American College of
Cardiology Task Force on Clinical Expert Consensus Documents. J Am
Coll Cardiol 2001;37:2170-214.

Padovani R, Vano E, Trianni A, et al. Reference levels at European
level for Cardiac Interventional procedures. Radiat Prot Dosimetry

2008.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Venneri et al 123

Foti C, Padovani R, Trianni A, et al. Staff dosimetry in interventional
cardiology: survey on methods and level of exposure. Radiat Prot
Dosimetry 2008.

Bozkurt A, Bor D. Simultaneous determination of equivalent dose o
organs and tissues of the patient and of the physician in interventional
radiology using the Monte Carlo method. Phys Med Biol 2007;52:
317-30.

Vano E, Gonzalez L, Fernandez JM, et al. Occupational radiation
doses in interventional cardiology: a 15-year follow-up. Br J Radiol
2006,79:383-8.

Andreassi MG. The biological effects of diagnostic cardiac imaging
on chronically exposed physicians: the importance of being non-
ionizing. Cardiovasc Ultrasound 2004;2:25.

Cormack J, Towson JEC, Flower MA. Radiation protection and
dosimetry in clinical practice. In: Murray IPC, Ell PG, editors. Nuclear
Medicine in Clinical Diagnosis and treatment. Churchill Livingstone;
1998. p. 1655.

Cohen BL. Catalog of risks extended and updated. Health Phys 1991;
61:317-35.

Sinclair WK. Implications of risk information for the NCRP program.
Proceedings of the 20th Annual Meeting of the National Council on
Radiation profection and Measurements. Bethesda (MD): National
Council on Radiation Protection and Measurements; 1985. p. 222-37.
Niklason LT, Marx MV, Chan HP. Inferventional radiologists: occupa-
tional radiation doses and risks. Radiology 1993;187:729-33.
VanoE, Gonzalez L, Van Loon R, et al. Strapir, an European inifiative for
optimizing radiation protection in interventional radiology. IAEA, Low
doses of ionizing radiation: biological effects and regulatory control.
Proceedings of a symposium, Sevilla, Spain, 17—21 November 1997
jointly organized by IAEA and WHO. Vienna: IAEA; 1997.

Amis S, Butler P, Applegate KE, et al. American College of Radiology
White Paper on Radiation Dose in Medicine. J Am Coll Radiol 2007;
4:272-84.

US Department of Health and Human Services, Public Health Service,
National Toxicology Program. Report on carcinogens. 11th ed.
Available at: http://ntp.niehs.nih.gov/index.cfm?

objectid= 32BA9724-F1F6-975E-7FCE50709CBAC932. Last
accessed January 15, 2008.

European Commission on Radiation protection 118. Referral
guidelines for imaging. Available at: http://europa.eu.int/comm/
environment/radprot/118/rp-118-en.pdf. Last accessed October
10, 2008.

Kottou S, Papadimitriou D. Personnel doses in haemodynamic units in
Greece. Radiat Prot Dosimetry 2001,94:121-4.

Zakeri F, Assaei RG. Cytogenetic monitoring of personnel working in
angiocardiography laboratories in Iran hospitals. Mutat Res 2004;
562:1-9.

Maffei F, Angelini S, Forti GC, et al. Spectrum of chromosomal
aberrations in peripheral lymphocytes of hospital workers occupa-
tionally exposed to low doses of ionizing radiation. Mutat Res 2004;
547:91-9.

Andreassi MG, Cioppa A, Botto N, et al. Somatic DNA damage in
interventional cardiologists: a case-control study. FASEB J 2005;19:
998-9.

Vano E. Radiation exposure to cardiologists: how it could be reduced.
Heart 2003,;89:1123-4.

Watson RM. Radiation exposure: clueless in the cath lab, or sayonara
ALARA. Cathet Cardiovasc Diagn 1997;42:126-7.

Picano E, Vano E, Semelka R, Regulla D. The American College of
Radiology white paper on radiation dose in medicine: deep impact
on the practice of cardiovascular imaging. Cardiovasc Ultrasound
2007,5:37.


http://www.nap.edu/reportbrief/11340rb.pdf
http://www.nap.edu/reportbrief/11340rb.pdf
http://ntp.niehs.nih.gov/index.cfm?objectid=32BA9724-F1F6-975E-7FCE50709CB4C932
http://ntp.niehs.nih.gov/index.cfm?objectid=32BA9724-F1F6-975E-7FCE50709CB4C932
http://europa.eu.int/comm/environment/radprot/118/rp-118-en.pdf
http://europa.eu.int/comm/environment/radprot/118/rp-118-en.pdf

124 Venreri et al

48.

49.

50.

51.

52.

Filippova I. Patient and staff doses in radiology and cardiology in
Estonia. Radiat Protect Dosim 2005;117:59-61.

ICRU Report 51. Quantities and units in radiation protection
dosimetry. Bethesda, MD: Infernational Commission on Radiation
Units and Measurements; 1993.

Schultz FW, Zoetelief J. Estimating effective dose for a cardiac
catheterisation procedure with single or double personal dosemeters.
Radiat Prot Dosimetry 2006;118:196-204.

Picano E. Sustainability of medical imaging. Education and debate.
BMJ 2004,328:578-80.

Picano E. Informed consent and communication of risk from radiological
and nuclear medicine examinations: how to escape from a commu-
nication inferno. Education and debate. BMJ 2004;329:849-51.

53.

54.

American Heart Journal
January 2009

Hirshfeld Jr JW, Balter S, Brinker JA, et al. ACCF/AHA/HRS/
SCAIl Clinical Competence Statement on Physician Knowledge to
Optimize Patient Safety and Image Quality in Fluoroscopically
Guided Invasive Cardiovascular Procedures: A Report of the
American College of Cardiology Foundation/American Heart
Association/American College of Physicians Task Force on
Clinical Competence and Training. Circulation 2005;111:
511-32.

Kirchhof P, Auricchio A, Bax J, et al. Outcome parameters for trials
in atrial fibrillation: executive summary: Recommendations from a
consensus conference organized by the German Atrial Fibrillation
Competence NETwork (AFNET) and the European Heart Rhythm
Association (EHRA). Eur Heart J 2007;28:2803-17.

Access to American Heart Journal Online is reserved for print subscribers!

Fulltext access to American Heart Journal Online is available for all print subscribers. To activate your individual online subscription, please visit American Heart Journal
Online, point your browser to http://www.ahjonline.com, follow the prompts to activate your online access, and follow the instructions. To activate your account, you
will need your subscribe account number, which you can find on your mailing label [nofe: the number of digits in your subscriber account number varies from 6 to 10). See

the example below in which the subscriber account number has been circled:

This is your subscriber

Sample mailing label

KXKKKKKK KKK KRR KK kkkkxxx%%x3.D|G|T 001

account number

Personal subscriptions to American Heart Journal Online are for individual use only and may not be fransferred. Use of American Heart Journal Online is subject io

agreement fo the terms and condifions as indicated online.

- SIPL
FEBO0O J004 C: 1u 05/00 Q: 1
1H. DOE, MD
531 MAIN ST

CENTERCITY, NY 10001-001




	Cancer risk from professional exposure in staff working in cardiac catheterization laboratory: .....
	Methods
	Selection of subjects
	Individual dose reconstruction
	Calculation of risk
	Statistical analysis

	Results
	Discussion
	Comparison with previous studies
	The professional risk in perspective
	Uncertainties in risk estimates
	Study limitations

	Conclusions
	section13
	References




