
Editorials 

Consensus, the College and cerebrovascular 
medicine 

Consensus is something you reach when you can't agree 
Margaret Thatcher [1] 

The pathway of care for patients with stroke, from 

primary prevention through acute care and secondary 
prevention to rehabilitation, crosses more specialist 
boundaries than many illnesses. This, in addition to 

the diversity of patients in terms of age, disability and 
the underlying pathological process, means that 

reaching general agreement about the management of 
the disorder will always be difficult. It is almost 
inevitable that each specialist group will have its own 

perspective of the disorder and consequently the 
relative importance of the various parts of the care 

pathway. It might be argued, therefore, that it is for 
disorders such as stroke that attempts by other bodies 
to find areas of consensus have most value. 

In 1988 the King's Fund published its consensus 
statement on the management of stroke [2] and the 

following year a College working party produced its 

report entitled Stroke : towards better management [3]. 
In the preface to the College report, the President 
described it as an attempt to 'bring together new ideas 
about its clinical management . . . draw attention to 

any perceived need for changes in, or additions to, 
existing services within the NHS . . . and provide a 
stimulus to much-needed research into several impor- 
tant practical aspects of management'. Although some 
of the recommendations were aspirational rather than 
evidence-based, it is easy to forget that at the time 
issues such as the treatment of hypertension in the 

elderly, the place of carotid endarterectomy, the use of 

anticoagulants in patients with atrial fibrillation and 
the benefits of coordinated care and rehabilitation for 

patients with stroke were not resolved. Nevertheless, 
these two 'consensus' reports are widely acknowledged 
to have raised the profile of cerebrovascular disease 
and, when taken alongside the huge social and eco- 
nomic burden of the condition, provided the 

necessary impetus to move the disorder up the 

medico-political agenda. This role has since been 
taken on by the Health of the Nation and NHS 
Research and Development initiatives so it is perhaps 
an appropriate time to consider what should now be 
on the College's agenda for cerebrovascular medicine. 
The paper by Lindley et al in this issue of the Journal 

(pages 479-83) notes, among other things, that a sig- 
nificant number of physicians were unaware of the 

value of aspirin for secondary stroke prevention even 
when the evidence of benefit was beyond reasonable 
doubt. The reasons for this apparent gap in their 

knowledge are not known but it is the exceptional clin- 
ician who can develop, and keep, expertise in all the 
areas that are potentially relevant to cerebrovascular 
disease. One might argue, therefore, that a major role 
for the College should be to develop broadly based 
CME for cross-specialty disorders such as stroke. The 

organisers of such CME programmes will have the diffi- 
cult task of attracting clinicians with different specialty 
backgrounds to meetings where a substantial part of 
the programme may not be directly related to their 

particular area of interest. However, clinicians should 
remember that 'CME works when you don't want it 

(and) when you want CME you don't need it' [4]. 
One of the recommendations of the original 

College report, which was developed by the Stroke 
Association [5] and has since been taken up by many 
health authorities and trusts, was for the creation of 

consultant posts which include a specific responsibility 
for stroke services. Physicians applying for such posts 
ideally should have had a broad training which might 
include exposure to public health medicine, general 
practice, rehabilitation medicine and clinical pharma- 
cology as well as the more traditional general medical 

specialties. Whether the proposed Caiman training 
programmes for specialties such as geriatrics, neuro- 

logy or rehabilitation medicine will, in practice, be 
flexible enough to accommodate the needs of such 
trainees is open to question and there are those who 
would favour developing a specific training scheme for 
cerebrovascular medicine. Clearly the College might 
have a role in fostering this debate. 

Getting research into practice involves more than 

just the transference of knowledge through CME. The 

paper from Gariballa et al in this issue of the Journal 
(pages 485-7), taken alongside the findings of Lindley 
et al, suggests that there is a considerable gap between 

'knowing' and 'doing'. Clearly this is the province of 
audit. The College's Stroke Audit Group has produced 
standards for the process of care of patients during the 
acute phase of their stroke and also produced a simple 
computer program to facilitate the audit process. Even 
clinicians who question the relationship between what 
is documented and what happens in practice have 
been chastened by the results of such audits which, in 

general, seem to echo the findings of Gariballa et al. 
The Stroke audit package [6] available from the College 
also contains a specimen clerking proforma which 
junior medical staff generally find both educational 
and easy to use. The use of the proforma will, almost 
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inevitably, improve one's performance on an audit of 

process, but it is not unreasonable to hope that there 
will be a beneficial knock-on effect on the actual 

quality of care that is delivered. 

Unfortunately, consensus is still lacking in the area 
which is probably of most interest to patients, carers, 
clinicians and health care planners?the assessment of 
outcome after stroke. The lack of agreement about 
what should be included in a standard battery of out- 
come assessments hinders the development of large 
scale trials of rehabilitation techniques whilst the com- 

plete absence of any routinely collected data about 
outcomes other than death makes planning services 
for those disabled by stroke very difficult. This should 
be regarded as one of the most important problems 
facing those interested in cerebrovascular medicine. 

Although preliminary attempts by the College and 

others to broker a consensus have faltered, the issue 
should remain high on their agenda. 
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