
Interventional cardiology and Cardiac surgery, Is there a game afoot? 

In 1923 a surgeon in Boston used his finger to widen a narrowed mitral valve (1), and 
this is regarded as the first intra cardiac intervention in the history of modern medi-
cine. We are coming up to a 100 years from this momentous event. Of course routine 
intra cardiac interventions did not  get underway again until the development of the 
heart lung machine in the late1950’s and this then lead to some very exciting devel-
opments in correcting heart defects (2), and by the late 1960’s the surgical improve-
ments in coronary artery disease (3). Subsequently towards the end of the century 
wider adoption was achieved of these cardiac surgical procedures and even today 
there is still a under provision of these life saving techniques to a large proportion of 
the population due to costs and complexity in delivery (4). 

In the late part of the last century percutaneous coronary interventions were attempt-
ed and these procedures gradually refined and reproduced across many health care 
systems and especially in the setting of an acute myocardial event this timely inter-
vention has saved individuals from large heart attacks and saved many a life (5). It is 
intuitive to believe that these percutaneous interventions would be likely to deal with 
all forms of cardiac diseases and at the beginning of the century the widely held view 
was that interventional procedures would see a gradual reduction and need for cardiac 
surgical procedures. The original description of a percutaneous coronary intervention, 
predicted its role as a collaborative procedure for 15% of coronary atherosclerotic le-
sions (6). Industry and other groups have driven this technology as a competitive one 
against the established treatments of cardiac surgery. Over the past two decades the 
result of seeing these interventions as competitive techniques have led to a series of 
randomised control trials to establish a superiority or at least a non inferiority of one 
approach over the other within arbitrary predetermined time frames. 

Randomised control trials were introduced into medicine from the work carried out 
by Fischer in agriculture by the physician Richard Doll and the statistician Arthur 
Bradford Hill (7). In agriculture the soil, seed and temperature could be regulated to 
an extent, so introducing one variable like potassium or magnesium, could be com-
pared against, an other, in a very controlled setting and this was a very important tool 
to improve the understanding of what helped improve yields in farming. The intro-
duction of this idea into medicine was seen as a welcome addition in trying to move 
away from opinion or eminence based approaches to advance medicine to a more ev-
idence based approach. It is often argued that this is the best system despite its poten-
tial flaws (8). When a particular drug or technology is being tested on a large popula-
tion, it is probably reasonably accurate in reducing out bias over a large randomised 
control trial. We are concerned that when surgical or interventional techniques are 
compared there are too many variables and inherent biases that might make the re-
sults both confusing and misleading. In testing a technique, there are variables related 
to the patient, surgeon or operator and organisation. None of these variables can be 
standardised and this then adds to the variation of outcomes that can be exaggerated 
and the results potentially misleading. Patient selection and appropriate training for 



surgical procedures, has always been the most important determinants of good out-
comes and increasingly the role of surgical skill is being widely recognised as a cru-
cial but under reported variable (9). However, it has been recognized in the surgical 
community and a great effort is required at reporting the impact of this factor and to 
control for it in future surgical trial activities (10). It is likely that there is less of a 
variation in outcomes in technology-based interventions than in talent-based surgery, 
but that difference could have a big impact on generalisation of findings from RCTs. 
Yet, the role of the interventionalist or surgeon is currently not being investigated in 
cardiology and cardiac surgery trials. 

How can cardiology and cardiac surgery work better together? One option is to fol-
low the oncology model where every patient diagnosed with a condition is discussed 
in a team that decides the best long term approach suited best to the patient. We will 
need to include frailty and social factors into the assessment to tailor the best treat-
ment to the particular patient and social situation. Teams should be measured on its 
outcomes both on cost effectiveness and short and long term benefits both to the in-
dividual patient and to the wider society in the form of re-hospitalisations and mor-
bidity parameters, besides hard mortality indicators and health resource utilisation. 
Despite a wider recognition of the need for the establishment of heart teams the lan-
guage in some articles do not encourage trust between the specialities! (11.).  
In a post Covid19 health economy it is likely that we need to be even more mindful 
of the cost implications of our decisions. We should recommend techniques and in-
terventions that achieve the longest life expectancy for our patients with the lowest 
societal cost. Following the successful model in oncology we could set up large reg-
istries that could give answers a lot cheaper than running large RCT’s as we recog-
nise that cardiac surgery and interventional cardiology do not compete for the same 
patients but provide excellent collaborative treatments for appropriately selected sub-
groups. Rather than pursue a “zero-sum” thinking, that we appear to be presently in-
volved in, it is better for all, to approach this as a “positive-sum” situation where we 
identify the potential  “market share” for each procedure as each approach will have 
its limitations and it is beholden on us clinicians to identify these responsibly and 
quickly. If we don’t change our approach soon, it will not be long before our patients 
and payers begin to wonder, if there is a game afoot? 
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