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Evaluation of radiation exposure to physicians
during hemodynamic interventional procedures*
Avaliação da exposição dos médicos à radiação em procedimentos hemodinâmicos
intervencionistas
Leonardo Peres da Silva1, Claudia Lúcia de Pinho Maurício2, Lucía Viviana Canevaro3,
Paulo Sérgio Oliveira4

Abstract OBJECTIVE: The present study evaluates the dose distribution received by physicians involved in hemodynamic
procedures of coronary angiography and coronariography. The influence of some factors such as pulsed or
continuous fluoroscopy mode and vein and/or artery access site was investigated. MATERIALS AND
METHODS: Measurements have been performed with LiF:Mg,Ti thermoluminescent dosimeters placed on
seven different sites of the practitioners’ bodies: hands, left knee, neck, forehead and chest, under and over
the lead apron. Radiation doses for each procedure were evaluated in physicians who had performed 60
coronariography and 30 angioplasty procedures. The thermoluminescent dosimeters were calibrated in the
operational quantity personal dose equivalent, Hp(d), at depths of 0.07, 3 and 10 mm. RESULTS: The results
of the present study demonstrate the significant role played by thyroid protectors and lead aprons for reducing
radiation doses received by practitioners. Occupational doses in continuous mode fluoroscopy through brachial
access were higher than with pulsed mode fluoroscopy through femoral access. CONCLUSION: The present
study has demonstrated the necessity of implementing additional protective measures as well as a mechanism
of training in radiation protection for physicians involved in interventional cardiological procedures.
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Resumo OBJETIVO: Este trabalho avalia a distribuição de dose recebida por médicos envolvidos em procedimentos
hemodinâmicos de angioplastia coronária e coronariografia. A influência de alguns fatores, como o modo de
fluoroscopia pulsado ou contínuo e o local de acesso à veia e/ou artéria, foi investigada. MATERIAIS E
MÉTODOS: Para esta avaliação foram feitas medições utilizando dosímetros termoluminescentes de LiF:Mg,Ti,
posicionados em sete diferentes pontos do corpo dos profissionais: mãos, joelho, pescoço, testa e tórax, por
dentro e por fora do avental de chumbo. A dose foi avaliada, por exame, nos médicos que executaram os
procedimentos (30 de angioplastia e 60 de coronariografia). Os dosímetros termoluminescentes foram calibrados na grandeza operacional equivalente de dose pessoal, Hp(d), nas profundidades de 0,07, 3 e 10 mm.
RESULTADOS: Os resultados mostram a importância do uso do protetor de tireóide e avental de chumbo
para a redução da dose recebida pelos médicos. As doses dos profissionais que executaram procedimentos
por via braquial usando modo contínuo de fluoroscopia foram mais altas do que os que executaram por via
femoral e modo pulsado de fluoroscopia. CONCLUSÃO: Este estudo mostra a necessidade de medidas adicionais de proteção e a implementação de mecanismos de treinamento em proteção radiológica para os médicos
que trabalham com cardiologia intervencionista.
Unitermos: Radiologia intervencionista; Fluoroscopia; Procedimentos hemodinâmicos; Proteção radiológica;
Dosimetria termoluminescente.
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esthesia and/or sedation. Fluoroscopy is
utilized for localizing a lesion or site for
treatment, monitoring a procedure, and
documenting a therapy(1). Radiopaque substances known as contrast means are utilized for visualization of radiotransparent
organs or tissues on a monitor display.
These procedures are absolutely justifiable both for patients and health systems,
considering that these interventions replace
complex surgeries with other simpler medi-
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cal procedures, reducing risks and inpatients stay in the hospital, as well as the
overall cost of the procedure. However,
interventional radiology is one of the specialties in medical radiology where the
practitioner is exposed to the highest radiation doses(2). Occupational doses are high,
and some deterministic radiation effects,
such as cataract and extremities hair loss,
have been already identified in interventional physicians(1,3). Such high doses result
from the medical staff members, especially
the interventional physician proximity with
the patient and the x-ray tube. Mobile protective screens between the physician and
the patient, and personal protection clothes
should be utilized in order to reduce radiation exposure(4). The main personal protection clothes are the following: lead aprons,
thyroid collars, leaded glasses and radiation
protection gloves.
It is important to note that practitioners
involved in procedures performed in
interventional radiology rooms are cardiologists, orthopedists, vascular surgeons,
neurologists, etc., who generally have not
underwent education in radiological protection. This education is becoming critical for those practitioners involved in the
utilization of dedicated x-ray equipment,
among other reasons, because of the progressive technological sophistication.
In Brazil, the Portaria (Order) 453/98 of
the Ministry of Health(5) establishes the
radiological protection guidelines for
medical and odontologic radiology. Such
regulation defines the radiological protection requirements for licensing and control
of radiology services, including those operating with fluoroscopy. These guidelines
include both Comissão Nacional de
Energia Nuclear (CNEN) and international
baseline principles(6,7):
1. Justification for the practice and
medical personal exposure to radiation;
2. Radiological protection optimization;
3. Limitation of individual occupational
and public doses.
The practice of interventional radiology
as diagnostic and therapeutic means is absolutely justifiable; however, aspects related to the optimization of this practice
still require additional studies, evaluations
and implementation. The Portaria (Order)
453/98 regulates especially aspects related
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to the practice of conventional radiology
and fails in presenting specific requirements regarding interventional radiology.
Monthly individual monitoring is required in the follow-up of the working conditions of all practitioners involved in procedures of medical radiology in order to
estimate the effective dose and, in some
cases, the dose-equivalent in the crystalline
and extremities. The “effective dose” is the
amount corresponding to the estimated total risk for induction of stochastic effects
resulting from radiation exposure. “Equivalent dose in an organ or tissue” corresponds
to the mean absorbed dose in such an organ or tissue multiplied by a weighting factor associated with the type of radiation.
For photons, this weighting factor is = 1.
The mean annual effective dose received by
the practitioner should not exceed 20 mSv
in any consecutive five-year period, and not
exceeding 50 mSv/year. The annual doseequivalent should not exceed 500 mSv for
skin and extremities, and 150 mSv for the
crystalline. Effective doses > 1.5 mSv/
month should be investigated.
When a lead apron is utilized, the personal dosimeter should be placed over the
apron, located at the most exposed region
of the chest, with the measurement value
being divided by a correction factor = 10
for estimating the effective dose. The measurement value should be interpreted as the
dose-equivalent in unshielded regions of
the body. In cases where extremities and/
or eyes are subject to doses significantly
higher than the reading of the personal
dosimeter on the chest, additional dosimeters should be utilized. All the measurements should be performed with the “personal dose-equivalent”, Hp(d), that is the
operational measure of external personal
monitoring, defined as the absorbed dose
in a point at a depth d, measured in millimeters, of the body, in soft tissues, multiplied by the radiation quality factor that, in
the case of x-rays is 1. For the chest, d =
10 is utilized; for extremities, d = 0.07 mm;
and for the crystalline, d = 3 mm.
Currently, interventional radiology has
been widely utilized in cardiology, and is
called interventional cardiology. The doses
received by the practitioners involved in
interventional cardiology procedures depend on different factors such as clinical

and technical characteristics for each procedure, experience of the interventional
cardiologist, training in radiological protection, utilization of personal protection
clothes, knowledge of the correct x-ray
equipment functioning and the positioning
of the physician in relation to the x-ray
equipment and the patient(8).
In the present study, the influence of
some factors on the dose received by
interventional physicians during procedures of coronariography and coronary
angioplasty was investigated, with the intention of contributing for the optimization
of the occupational radiological protection
in this activity. These two procedures were
selected for being the most frequently performed in the hospital evaluated.
MATERIALS AND METHODS
Practitioners working in three rooms of
hemodynamics of a school hospital in Rio
de Janeiro, RJ, Brasil, were followed-up
during coronary angioplasty procedures
(30) and coronariography procedures (60).
Typically, a responsible physician (senior),
a physician assistant (junior), a nurse and
a technician remain in the room during
these procedures. During angioplasty, also
an anesthetist is always present. Each practitioner performs about 1,000 procedures a
year.
The procedures were performed with
the following x-ray equipment: two 3phase Siemens Coroskop Hip Top (Siemens AG; Munich, Germany), continuous
and pulsed radiation modes with 7.5, 15
and 30 f/s, x-ray tubes with up to 150 kV,
additional 0.2 mm copper filtration for
fluoroscopy, x-ray image intensifier with
field of 13, 17 and 23 cm², normal and high
air kerma rate respectively denominated
fluoro and fluoro+; one 3-phase GE
Arcomax CGR (General Electric Medical
Systems; Milwaukee, USA), table Angix
80, continuous radiation mode with x-ray
tube of up to 150 kV, low, normal and high
air kerma rates, and image intensifier with
fields of 15, 23 and 30 cm².
Thermoluminescent dosimeters (TLDs)
TLD100 (LIF:Mg,Ti) (Harshaw) with chips
of 3 x 3 x 0.5 mm³, supplied by Laboratório
de Dosimetria Termoluminescente (LDT)
(Laboratory of Thermoluminescent DosimRadiol Bras. 2008 Set/Out;41(5):319–323
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etry) of Instituto de Radioproteção e
Dosimetria (IRD) were utilized in the
present study. These dosimeters were selected particularly because of their low
power dependence, linearity throughout the
whole range of expected dose values, and
good stability(8).
The TLDs were packed in black plastic
bags (for light-shielding and protection).
These plastic bags were attached with surgical tape to seven sites of the body of the
practitioners involved in interventional
procedures: two on the chest (under and
over the lead apron), two on the hands (one
on the right wrist and other on the left), one
on the forehead, on the left knee, and one
on the neck. Figure 1 shows the seven sites
evaluated.
The dosimeter placed on the chest, under the apron, estimates the dose to the
organs shielded by the apron. The site on
the forehead is utilized for estimating the
dose to the crystalline, Hp(3), the dosimeter
on the knee estimates the dose to the lower
extremities, Hp(0.07), and on the hands, the
dose to the upper extremities, Hp(0.07). The
dosimeter of the neck estimates the dose to
the thyroid, Hp(10). Measurements of doses
to the thyroid (neck) were performed in
practitioners with and without thyroid collar during the procedures. In cases where
the practitioner utilized a thyroid collar, the

TLD was placed under this accessory. The
dosimeter placed over the apron on the
chest estimates the dose to the unshielded
regions of the body, and, by dividing its
response by 10, the effective dose.
The measurements were performed for
each procedure and only the physician who
performed the procedure was evaluated.
Overall, five different physicians were
evaluated in 30 angioplasty and 60 coronariography procedures.
Some coronariography procedures were
performed in the pulsed mode, while others were performed in the continuous fluoroscopy mode (real time imaging). In both
x-ray systems, the digital mode was utilized
for images acquisition (recorded image).
The GE Arcomax CGR equipment was
adapted to replace the cine mode with the
digital mode for images acquisition. So, a
comparison could be performed among the
doses received by the practitioners on their
hands, eyes and knees in these three modes.
Brachial access (through the arm) was
utilized in some of the procedures described in the present study to achieve the
vein or artery for the catheter introduction,
and femoral access (through the inguen) in
other. A comparison was performed between the doses received by the practitioners involved in these procedures by both
access pathways.

Figure 1. Sites to be monitored in the practitioner’s body.
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RESULTS
Figure 2 presents the distribution of the
values measured for Hp(10) on the neck of
the practitioners with and without thyroid
collar.
Figure 3 presents a comparison between
results of measurements performed with
the dosimeters under and over the lead
apron.
Figures 4, 5, 6 and 7 show the distribution of the values corresponding to doseequivalent on the hands and eyes of the
practitioners who performed the procedures through brachial and femoral pathways and in the pulsed and continuous
fluoroscopy modes.
Some coronariography procedures were
performed through brachial pathway and
continuous mode. Figure 8 shows the doseequivalent on the hands, crystallines and
knees of the physicians Who performed the
procedures combining both techniques
(continuous mode + brachial access).
DISCUSSION
In the physicians’ thyroid monitoring,
the highest dose-equivalent values were
obtained in cases where the practitioner did
not use the thyroid collar, clearly demonstrating the significant role played by these

Figure 2. Analysis of personal equivalent dose to the thyroid with the practitioner using a thyroid collar or not.
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Figure 3. Analysis of personal equivalent dose both under and over the lead
apron.

Figure 4. Analysis of the equivalent dose to the crystalline for both pulsed and
continuous fluoroscopy modes.

Figure 5. Analysis of equivalent dose to the crystalline in procedures performed
through femoral and brachial pathways for accessing artery and/or vein.

Figure 6. Analysis of equivalent dose to the hands for both pulsed and continuous fluoroscopy modes.

Figure 7. Analysis of equivalent dose to the hands in procedures performed
through femoral and brachial pathways for accessing artery and/or vein.

Figure 8. Equivalent dose received by practitioners who performed procedures
in the continuous fluoroscopy mode through brachial pathway.

protectors in the reduction of the dose. The
highest equivalent dose received by the
practitioners who used the thyroid collar
was 0.3 mSv, while without the protector
this value achieved 2.9 mSv during one
procedure.
The reading for Hp(10) on the dosimeter
under the apron represents the dose re-
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ceived by the practitioner on this site. This
comparison is aimed at evaluating the difference between the dose over the apron
multiplied by the apron attenuation factor
(0.1) and the dose under the apron. The
highest Hp(10) value measured over the
apron was 2.4 mSv which, once divided by
ten (or multiplied by 0.1), will result in a

maximum value of 0.24 mSv, within the
range of values measured by the dosimeter
under the lead apron.
The doses to the eyes, hands and knees
of the practitioners who performed the procedures described in the present study presented a wide variation according to the
pathway utilized for accessing the vein and/
Radiol Bras. 2008 Set/Out;41(5):319–323
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or artery catheter introduction, and the fluoroscopy mode utilized (continuous or
pulsed).
The practitioners involved in the procedures through brachial pathway received
higher doses than those who performed the
procedures through femoral pathway, as a
result of the positioning of the practitioner
during the procedure, considering that during the procedure through brachial pathway
the physician is closer to the x-ray tube than
during the procedure through femoral pathway(9).
The values for dose-equivalent evaluated on the hands, eyes and knees of practitioners who performed coronariography
procedures in the continuous mode were,
on average, higher than the values in the
fluoroscopy pulsed mode.
Dose values on Figures 4 to 8 indicate
the necessity of leaded glasses for protection of the crystalline and additional personal protection on the extremities, particularly the hands, considering that they were
the sites where the highest doses were
found. The values for doses to the crystalline and extremities multiplied by the annual workload might exceed the annual
dose threshold established for these anatomical regions and likely to induce future
complications. For example, the average of
doses to the crystalline under these conditions, 0.35 mSv, multiplied by a workload
of 1,500 procedures/year corresponds to a
dose-equivalent of 0.52 Sv, exceeding the
dose standard threshold of 0.5 Sv(10) recommended to avoid formation of opacity in
the crystalline lens.
As far as the fact that the chest is the
most exposed region of the body is concerned, the utilization of only a single dosimeter on the chest is appropriate. Considering that, during interventional cardiology
procedures, other parts of the body, particu-
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larly the hands, are subject to higher radiation doses as shown on Figures 4–8, the
present study recommends the utilization
of additional dosimeters for these regions.
CONCLUSIONS
The results of the present study clearly
demonstrate the relevance of the utilization
of thyroid collars, besides lead apron, by
every interventional physician during all
the procedures.
The dose over the apron multiplied by
the apron attenuation factor (0.1) is close
to the dose under the apron.
The doses to the hands, crystalline and
knees of the practitioners who performed
interventional procedures through the brachial pathway and in the fluoroscopy continuous mode were higher than the doses
in procedures through the femoral pathway
and in the fluoroscopy pulsed mode. The
dose to these sites multiplied by the annual
workload could exceed the standard threshold for these anatomical regions. In this
case, the adoption of additional protective
measures is required.
In order to reduce the doses received by
interventional physicians, it is necessary to
implement mechanisms of training in radiation protection for practitioners involved in interventional cardiological procedures, additionally to the implementation
of a quality control process for x-ray equipment(11). All these practitioners must be
aware that, additionally to lead aprons, it
is essential for them to utilize other personal protection clothes, such as thyroid
collars, leaded glasses and protection
gloves(4). In the market, there are special
protection gloves made of other material
than lead and capable of attenuating x-rays
without affecting the tactile sensitivity of
the hands(12).

It is recommended that in the unit evaluated by the present study, the interventional
physicians are monitored for their hands,
by means of additional dosimeters such as
wrist dosimeters, especially during procedures performed through brachial pathway
in the continuous fluoroscopy mode.
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