
LETTERS

Who should manage vascular
disease?
Surgeons ...

EDITOR, -In discussing a possible role for medical
angiologists C P Warlow suggests that such a
specialty may be needed in the management of
peripheral vascular disease.' The provision of
services for patients with peripheral vascular
disease seems to be following the trends seen in the
United States and much of Europe, with vascular
surgery emerging as a separate specialty distinct
from general surgery. Despite their small number
(less than half the suggested number of angio-
logists) British vascular surgeons have a commend-
able record of organising randomised trials, have
taken a lead in surgical audit, and have fostered
close links with their radiological colleagues.

This is not to deny the problems inherent in the
provision of services for patients with peripheral
vascular disease. Acute limb ischaemia and
ruptured aneurysms generate a large volume of
specalised emergency surgery,2 and many districts
lack adequate facilities for dealing with these.'
There is mounting evidence that treatment of
these conditions by non-specialists may result in
unnecessary loss of life4 and limb.5 In this context
it seems illogical to further subdivide the manage-
ment of peripheral vascular disease between
"surgeons" and "physicians." The natural solution
is to increase the number of specialists able to offer
the full range of investigations and treatments for
such diseases.

Vascular surgeons have taken a lead in providing
facilities for non-invasive diagnosis through
vascular laboratories. The Vascular Surgical
Society of Great Britain and Northern Ireland
recently recommended the introduction of training
in percutaneous procedures for trainees in vascular
surgery and its members help to assess pharmaco-
logical and percutaneous techniques as well as
traditional surgical methods. A sizable expansion
in the number of,vascular surgeons would allow
these areas to be developed further while improving
the availability 9f emergency vascular services
subregionally and would thus provide the best
value for both patients and purchasers.
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Geriatricians...
EDITOR,-Though we do not discount the large
contribution that many neurologists, including C P
Warlow, make to the progress of patients with
stroke, we take issue with Warlow's comment that
"Patients with stroke and transient ischaemic
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attack are probably best managed by neurologists
with occasional help from vascular surgeons and
neurosurgeons."' There is, we believe, no evidence
that this is'the case.
Most neurologists, Warlow agrees, display little

interest or enthusiasm for acute stroke or its longer
term rehabilitation. In fact, evidence suggests that
care of patients with stroke is undertaken by
general physicians and geriatricians.2 We suggest
that the least suitable physician to lead manage-
ment in such cases is an unenthusiastic one.
Though this does not apply to Warlow and some
colleagues, general experience and the fact that
most care is not provided by neurologists suggest
that most neurologists are not necessarily the best
choice to manage patients with stroke. The fact
that, in the future, any increase in the incidence of
stroke is likely to be in elderly people suggests that
geriatricians or physicians with an interest in
elderly people would be a more suitable choice.3
They have a long history of interest in acute care
and rehabilitation, and it is not by chance that they
have rehabilitation areas, day hospitals, and other
facilities: these are the result of considerable
endeavour and interest over 40 years.
We agree that a partnership between neurolo-

gists and geriatricians may be a way forward, but
only when both are displaying the same interest
and enthusiasm.
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Radiologists...
EDITOR,-As interventional radiologists with a
particular interest in vascular disease we strongly
disagree with C P Warlow's statement that
physicians with a special interest in disorders ofthe
peripheral vascular system could help as medical
angiologists.'

Firstly, Warlow contends that the management
of peripheral vascular disease is almost completely
in the hands of surgeons. In our unit vascular
surgeons, medical physicists, and radiologists
work in an integrated assessment and management
team, which provides all the "medical orchestra-
tion" alluded to and effectively identifies patients
with peripheral vascular disease through clinical
and non-invasive vascular investigations.

This subgroup with peripheral vascular disease
undergoes invasive investigation only if we intend
to treat the disease, and patients' treatment is
tailored to their lesions after collaborative assess-

ment. We do not accept that in this subgroup "few
patients need surgery." In fact, most patients have
an angioplasty, while a lesser number have surgery.
Intra-arterial thrombolysis with angioplasty, graft
surgery combined with angioplasty, surveillance of
grafts, thrombolysis of occluded grafts, and angio-
plasty of anastomoses are techniques in which the
emphasis is on the complementary roles of the
radiologist, surgeon, and vascular physicist.
Warlow also suggests that physicians are more

likely to organise the randomised trials needed to
evaluate various treatments. Why should
physicians assess the therapeutic outcome and
activities of others when their role is essentially in
primary prevention and screening?
Warlow also minimises the role of surgery and

fails to mention the role of vascular radiologists in
venous thromboembolism. Cava filtration, tailored
thrombolysis and temporary caval protection, and
the use of removable or retrievable filters require
radiological skills, and much research is aimed at
optimising a more aggressive approach to
managing this difficult problem.

Finally, our emphasis is on a well integrated
team approach with the vascular surgeon and
radiologist paramount. We suggest that the role of
medical angiologists in peripheral vascular disease
should be limited to primary prevention-not the
easiest service to convince purchasers to buy.
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Or any specialist with an interest
EDITOR,-C P Warlow may have upset some of his
surgeon colleagues, not least in suggesting that
most patients with peripheral vascular disease
should be treated by physicians and that patients
who have had a transient ischaemic attack should
be referred to a neurologist and not a vascular
surgeon.'
We support Warlow's view that patients with

transient ischaemic attack are best managed
initially by neurologists so that only those with
symptoms compatible with their carotid disease
are selected for carotid endarterectomy, in the
same way that cardiologists work up patients for
their cardiothoracic colleagues. The difficulty with
this comparison is that in performing coronary
artery angiography cardiologists have a monopoly
over a necessary investigation, whereas neurol-
ogists do not. Thus it is simple for vascular
surgeons to continue selecting their own patients
for surgery.
A further consideration is the imbalance between

the incidence of transient ischaemic attack2 and the
prevalence of neurologists. We suggest, therefore,
that it does not matter whether a physician,
geriatrician, or neurologist selects the appropriate
patients for surgery; the important factor is that
patients are selected by someone with a specific
interest in cerebrovascular disease. Stretched
vascular surgery clinics are not the appropriate
place to begin deciding whether a patient's symp-
toms are those ofembolism in the carotid territory.

Unfortunately, neurovascular clinics such as
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