
Much remains to be learnt about the effect of treatment on
the persistent vegetative state. One problem is the possibility
of self fulfilling prophecy-the prognosis is poor, therefore no
treatment is given, therefore the prognosis is poor. Doctors
increasingly believe that these patients should be offered the
opportunity of admission to a rehabilitation programme.
Because of the small number of patients this is unlikely to be
available locally and may require regional or supraregional
services. As patients in a persistent vegetative state may live
for many years attention to basic care is likely to have an
appreciable effect on their quality of life. Specialist treatment,
especially if provided early, probably offers the greatest
opportunities for optimal recovery and improvement in
quality of life for both patient and family.
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Balloon dilatation of heart valves

No proper randomised trialsyet but looks promising

Balloon dilatation of valvar stenosis is popular with patients as
an alternative to surgery. It avoids a potentially painful
operation, and usually the patient can return to normal life
within a day or two instead of needing several months'
convalescence.

Such advantages are meaningless unless the safety and
efficacy of dilatation compare favourably with those of
conventional surgery, yet no randomised comparisons of
valvuloplasty and surgery have been made. Despite this a
consensus regarding the place of balloon valvuloplasty is
emerging: the technique is most likely to produce long term
benefits if the edges of the affected valve cusps are fused
(commisural fusion)'` and the cusps are pliable and not
heavily calcified. This is most likely in young people-
unsurprisingly, therefore, it was paediatric cardiologists who
led the way.
The pulmonary valve was the first to be dilated, and this

proved so successful that soon balloon valvuloplasty became
the preferred treatment of pulmonary stenosis. It is quick,
safe, and effective in the long term, usually reducing the
gradient across the pulmonary valve to negligible levels.4 Very
few children or adults now need surgical pulmonary valvot-
omy. In the neonatal period critical pulmonary stenosis is life
threatening and much more difficult to manage. The tiny
valve orifice can be difficult to cross,5 and manipulating the
catheter may produce considerable haemodynamic in-
stability. A satisfactory haemodynamic result is not always
obtained, and subsequent operative treatment may be
needed, particularly when there is associated right ventricular
hypoplasia.6 Similarly, critical aortic stenosis in neonates is
life threatening, and balloon dilatation yields similar results to
open surgical valvotomy.7 With either treatment the main
determinant of survival is the state of the left ventricle.

After the neonatal period aortic stenosis remains difficult to
manage. Stenosis tends to progress, and recurrence after
surgical valvotomy is common. A wholly surgical approach
may therefore require several operations before the child is
big enough to accommodate an aortic prosthesis of adequate
size. Although aortic balloon valvuloplasty may induce
arrhythmias, damage the femoral artery, and cause appreci-
able aortic regurgitation, it often provides palliation,89 thus

minimising the number of operations required and occasion-
ally producing such a good long term result that surgery is
avoided. In young adults with aortic stenosis the situation is
the same as in children; if the stenosed valve is not calcified
balloon valvuloplasty is often very successful.
The situation differs in middle aged and elderly people

because the pathology is different. Cardiologists who
struggled to manipulate catheters through craggy, calcified
stenotic aortic valves and the surgeons who operated on such
valves were surprised by the early reports of successful
balloon dilatation.'0 Enthusiasm was short lived: although
definite early improvement in valve area and clinical state
occurred, most patients slipped back to their previous
condition within six months. Follow up studies have con-
firmed that the procedure hardly affects the dismal outlook of
untreated symptomatic aortic stenosis."'`s Although patients
who were truly "unfit for surgery" may have contributed to
these poor results, some patients had balloon valvuloplasty
rather than surgery purely on grounds ofadvanced age. 4 Most
of the failures, however, are likely to have resulted from the
nature of the lesions: in most cases commisural fusion is not
present, and any early improvement is due to fracture of
calcified leaflets,'5 which would be expected to reset in their
former position.
The good results of surgery compared with balloon valvo-

plasty in elderly patients'6 make aortic valve replacement the
preferred treatment provided that there are no other major
contraindications to major surgery such as renal or pulmonary
impairment. Occasionally balloon valvuloplasty may be used
to buy time in a very ill patient even with a heavily calcified
valve, allowing safer surgery a few weeks later,'3 or as
palliation in a very symptomatic, and usually extremely
elderly, patient with multisystem disease in whom surgery is
unrealistic. 4

Mitral stenosis is the lesion in which balloon valvuloplasty
has its greater effect in adults, particularly in the developing
world where this lesion is common and cardiac surgical
resources are sparse. The best results are obtained when the
valve shows commissural fusion, is pliable, has little or no
disease of its subvalvar apparatus, and is not heavily calci-
fied.'7'9 Good palliation, however, can sometimes be obtained

BMJ VOLUME 305 29 AUGUST 1992 487

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.305.6852.487 on 29 A
ugust 1992. D

ow
nloaded from

 

http://www.bmj.com/


by dilating quite heavily calcified valves in patients who are
unfit for surgery."2 As in aortic stenosis, it is important that
patients who would be better treated with surgery are not
subjected to valvuloplasty simply because of age if they are fit
for surgery in other respects. Echocardiography is the best
technique for assessing the suitability of the valve for
dilatation.'8 Although transthoracic imaging is usually satis-
factory, the transoesophageal approach provides better detail
of the valve, subvalvar apparatus, extent of mitral regurgita-
tion, and any intra-atrial clot2' (a contraindication to the
procedure).

Balloon mitral valvuloplasty usually converts severe mitral
stenosis to a mild to moderate narrowing, with at least a
doubling of the valve's area and significant improvement in
the patient's clinical state. Unlike in aortic stenosis, these
results are well maintained.2223 In experienced hands the
mortality is less than 1%-considerably less than that of
mitral valve replacement, although a fairer comparison would
be with closed mitral valvotomy, which probably has a similar
risk.24 Important complications of balloon valvuloplasty
include cardiac perforation leading to tamponade, embolic
stroke due to displacement of clot from the left atrium, and
damage to the valve leading to severe regurgitation. These
complications are more likely with inexperienced operators.25
Traditionally, surgical treatment of mitral stenosis has been
withheld until symptoms become severe because of the risks
and inconvenience associated with it. Now that the mitral
valve can be dilated with excellent relief of symptoms, a
mortality of 1%, and only a few days in hospital it is reasonable
to consider the procedure in patients with mild symptoms in
the hope that early intervention may postpone the onset of
atrial fibrillation and pulmonary vascular disease and allow
the patient to have near normal exercise tolerance.
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Reaccrediting general practice

GMSC, RCGP, and regional advisers in general practice should get together

In a survey earlier this year ofgeneral practitioners working in
the NHS nearly two thirds disagreed with the statement that
"Once a GP has acquired a basic level of competence no
further form of reappraisal is necessary during the rest of
his/her active professional life."' Given that no professions
currently reaccredit their members, here is evidence that most
general practitioners are forward looking and have the
interests of their patients in mind.
Why should the profession with one of the longest periods

ofprofessional training now be initiating reaccreditation? The
sheer quantity of new knowledge and the pace of change
demand unprecedented intellectual and emotional commit-
ment from medical generalists.

Reaccreditation is mainly for patients. Like the original
licence to practise, it should be an assurance that education
has been effective, competencies have been acquired, and
patients can consult with confidence. It ought also to give
something to the profession, both individually and collec-
tively. For the individual doctor the process should be
stimulating and educational, while for the profession there
should be corporate pride in a job well done.

There are three ways in which reaccreditation could be
done in general practice, all with advantages and disadvan-
tages. These are by re-examination, a requirement to attend
educational sessions, and assessment of performance in the
practice itself.2 An examination is the easiest and cheapest
option, and there will be pressure for it. In British general
practice this is likely to be the examination for membership of
the Royal College of General Practitioners (MRCGP) or a
variation of it. This may not, however, be the most popular
proposal, and there are problems. Firstly, the MRCGP
examination has been designed to assess vocational training,
and though three quarters of all trainees now take it
(examination board ofRoyal College of General Practitioners,
personal communication, 1992), it is not designed as a test of
competence for experienced general practitioners. Although
there is now a debate about "qualifications and quality of
care"3 and a defence body offers discounts to doctors with the
MRCGP,4 it is not an ideal examination for reaccreditation.

Attendance at courses is an easy option and the approach
favoured by the Royal College of Obstetricians and Gynae-
cologists.5 Given that attendance at courses is already
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