
to help shape European public health policy. The commission
itself has only a small staff working on this topic, and it relies
heavily on advice from experts and professional associations.
Although the Standing Committee of Doctors in the Euro-
pean Community has found it difficult to exert influence in the
past,7 the British Medical Association has recently com-
mitted resources to strengthening the work of the standing
committee. Other organisations are also getting their act
together, as the recent establishment of the European Public
Health Alliance indicates. Although attention is likely to be
focused on the public health chapter, other areas of policy
should not be ignored. Health services may well be affected by
generic European legislation (as in relation to the liability of
suppliers for negligence4), and those working in the health
sector will need alerting to the implications of innocuous
sounding directives emanating from the community.

Apart from seeking to influence Brussels, recognising the
need to work through national governments is also important.
In England the Department of Health has recently reorga-
nised its international division to give more emphasis to
European Community activities, and it is vital that the work
of the division feeds directly into the mainstream of NHS
management. In the second half of the year the British
government holds the presidency of the community, which
creates an opportunity for it to exercise leadership in the

development of European policy. There is talk of a public
health initiative to coincide with the presidency, and this
would set the direction for the future. With The Health Of
The Nation providing the framework for action in England8
an initiative to establish a strategy on the health of the
community would be an imaginative way for the government
to demonstrate the possibilities contained in the new public
health chapter.
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Avoiding amputation

Specialist investigation helps

The revascularisation of critically ischaemic limbs by
thrombolysis, embolectomy, angioplasty, or arterial bypass
grafting is often successful and spares many patients the
mutilation and disability of an otherwise inevitable amputa-
tion. The use of Doppler ultrasonography, pulse generated
run off,' and arterial exploration with intraoperative angio-
graphy may show distal limb vessels suitable for bypass
grafting, that conventional angiography may fail to identify.
As shown by the study of Sayers et al (p 898),' some patients
are still being advised on inadequate evidence that.amputation
is the only surgical option. la Unnecessary amputation will be
avoided only when all patients have ready access to the
investigational and technical facilities of a specialist vascular
service.
How then may the certainty of vascular surgeons that

revascularisation saves the legs ofmany patients be reconciled
with the apparently contradictory findings of the Johns
Hopkins Medical Technology and Practice Assessment
Group?2 The group estimated that between 1979 and 1989 the
annual rate of percutaneous transluminal angioplasty for
arterial disease of the lower limbs increased from one to 24 per
100 000 residents of Maryland and peripheral bypass surgery
from 32 to 65 per 100 000 residents. Over this time, however,
the rate of amputation remained constant at 30 per 100 000
residents.
The only mandatory indication for revascularisation is

critical limb ischaemia, which is the harbinger of amputation
unless arterial inflow is improved. Ischaemia of recent acute
onset or that worsens suddenly also usually warrants attempts
to restore blood flow to its previous level-even when the
viability of the limb is not in doubt. But most patients with
arterial occlusive disease of the lower limb present with
intermittent claudication, and all interventions to relieve this

symptom are discretionary. When treatment relies solely on
the judgment of the patient or doctor intervention rates are
likely to vary widely and be influenced by factors unrelated to
the disease, such as the number of doctors, the available
resources, the system of health care delivery, and the
expectations of the patient.

Experience in Oxford indicates that the annual incidence of
critical limb ischaemia is 30 per 100 000, although others have
estimated figures up to three times higher.3 In 1989 the rate of
bypass surgery was two and a half times higher in Maryland
than Oxford, although the rate of percutaneous transluminal
angioplasty was almost the same. Despite a higher rate of
vascular bypass operations three times as many legs were
amputated per 100 000 residents in Maryland.
One explanation for these differences could be that all

patients who need revascularisation in Maryland are not
receiving it and for many patients undergoing revascularisa-
tion intervention is not essential (though possibly beneficial).
The unexplained racial differences between those undergoing
revascularisation and amputation support this: two in five
amputations were in black people, although this group
accounted for only 15% of angioplasties and 24% of peri-
pheral bypass operations. Discrepancies of this magnitude
(p<00001) are unlikely to have arisen by chance alone and
provide evidence of qualitative differences in health care for
different socioeconomic groups.
Amputation is always the outcome of failure to treat critical

limb ischaemia, but failure to treat claudication results only in
the persistence of symptoms. The incidence of amputation
can thus be used as an index of the competent management of
critical limb ischaemia but provides no information on the
adequacy of symptomatic treatment of the great majority of
patients with arterial occlusive disease. It follows that
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increasing the rates of percutaneous transluminal angioplasty
and arterial bypass surgery will have no discernible effect
on rates of amputation unless some of the additional re-
vascularisations are in patients with critical limb ischaemia
who would otherwise have received substandard care.
The first priority in organising care for patients with

occlusive arterial disease ofthe limbs must be to ensure that all
patients with critical limb ischaemia have immediate access
to specialist vascular units offering the full range of re-
vascularising techniques, including distal bypass to crural and
foot vessels. Bypass grafting to vessels below the knee is time
consuming and expensive, but, even when reoperation is
required, overall hospital costs are lower than for primary
amputation and the huge community costs of long term care
of amputees may be avoided entirely.4

Treatment for patients with intermittent claudication
remains vexed. Patients with claudication often live in fear of
amputation, although the likelihood of this is only about 1% a
year5; in contrast, they seldom worry about their premature
demise yet 40% will die within eight years,6 mostly from
cardiac or cerebral events. Antiplatelet treatment with aspirin
reduces mortality from vascular disease by one sixth7 and
should be offered to all patients unless specifically contra-
indicated. Stopping smoking and adhering to a programme of
regular exercise can provide symptomatic reliefofclaudication
with no risk.8

In those patients who are still disabled despite conservative
management the benefits of revascularisation, such as

increased walking distance, should be carefully balanced
against the risks of operation. Many patients will make an
informed choice that transluminal angioplasty or bypass
surgery is preferable to continuing disability, and they can
legitimately expect that resources are available to meet their
needs. The prevalence of intermittent claudication in men
over 50 is at least 3%.9 Even if treatment is restricted to those
who are most disabled the costs of meeting the latent demand
will be considerable.
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Asthma's changing prevalence

Establishing the truefigures is difficult

Over the past 20 years the numbers of admissions to hospital,
consultations with a general practitioner, and prescriptions
for asthma have all increased in England and Wales. 1-' Studies
of children and young adults in Britain and elsewhere report
substantial increases in the prevalence of self reported disease
(p 873).48 By all appearances, therefore, asthma is becoming
more common. Is there any other explanation for these
changes?
One possibility is that the recognition of asthma, or the use

of asthma as a diagnostic label to describe wheezing illness,
has increased. Statistics for consultations, admissions, and
mortality measure events attributed to asthma by doctors and
can identify these events only if the doctor recognises the
disease and uses the term "asthma" to describe it. As the
diagnostic criteria used in these circumstances have never
been standardised or validated artefactual changes in pre-
valence may have arisen from changes in recognition or
labelling by doctors. This is also true of data from surveys of
self reported asthma as the same process of recognition and
labelling has to occur before a person can report the diagnosis,
but the validity of self reported diagnoses may be further
diminished by inaccurate reporting. In addition to these
problems trends in rates of consultation or admission may be
influenced by changes in the uptake of health care by patients
and doctors. Assessing the possible contributions of these
factors is therefore important before conclusions about
current trends in the prevalence of asthma are reached.
The extent of changes in recognition or labelling may be

assessed by studying trends in the prevalence of self reported
asthma in relation to the prevalence of asthmatic symptoms

and the prescribing of drugs for asthma. Although the
reporting of symptoms is also probably influenced by
differences in perception, recognition, and labelling, a true
increase in the prevalence of asthma should be accompanied
by compatible increases in the period prevalence of wheezing
and in the number of people using drugs for asthma.

In last week's journal Strachan and Anderson reported
a slight increase over 13 years in the prevalence of wheezing
in the past year in 7 to 8 year old children, as reported
by a parent, from 11-1% to 12 8%.9 During the same
period, however, the proportion of children with wheezing
who were described as having asthma doubled from 31% to
61%. This discrepancy suggests strongly that much of the
apparent increase in the prevalence of asthma is due to an
increase in recognition or labelling. We previously reported
very similar findings in primary schoolchildren in Notting-
ham, in whom a small increase in the prevalence of wheezing
and a slight increase in the numbers taking drugs for asthma
occurred simultaneously over three years with a 50% increase
in disease reported by parents.'0 These findings are entirely
consistent with a considerable increase in the labelling of
wheezing illness as asthma.

Strachan and Anderson also looked at trends in the
management of acute asthma and found that in 1991 patients
with acute attacks were less likely to be managed by a general
practitioner at home and more likely to be seen either at a
general practice surgery or hospital accident and emergency
department.9 Although the size of this change was small,
the authors argue that the increased use of accident and
emergency departments will have contributed to the overall
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