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SUMMARY

This prospective, sequential trial is part of the Oxford 
Vascular Study. The study population consists of 91,000 
patients registered with 63 general medical practioners in 
Oxfordshire.1,2 During phase one (1 April 2002–30 September 
2004), GPs referred, by fax, patients with transient ischaemic 
attacks (TIA), or minor stroke not felt to merit admission, to 
a dedicated clinic open Mondays to Fridays. Patients were 
assessed at a median of three days from referral (which 
would be extraordinarily prompt in most of the UK). GPs 
were faxed (typically within a day) treatment recommen-
dations. Patients were asked to see their GPs as quickly as 
possible. Treatment began with a median delay of 20 days. 
Treatments were aspirin and/or clopidogrel, simvastatin, 
anti-hypertensives (unless the systolic blood pressure was 
below 130 mmHg), and anticoagulation if required. Brain 
imaging was obtained before starting combination 
antiplatelet treatment or anticoagulation after a minor 
stroke. The 90-day risk of recurrent stroke was 10.3%. 

During phase two (1 October 2004–31 March 2007), GPs 
sent patients directly (no referral) to the clinic, which ran 
every weekday afternoon. Median referral time was less than 
24 hours.  Assessment was very similar to phase one, as were 
treatments. However, when prescribed, aspirin treatment 
was initiated in clinic with a loading dose of 300 mg. When 
initiated, a 300-mg loading dose of clopidogrel was also 
prescribed. Patients were given in-clinic prescriptions for 
their medications (rather than having to see their GPs and 
collect them then). Thus median time to treatment fell  
from 20 days to 1 day.  A report was faxed to the GP, usually  
within 24 hours. The 90-day recurrent stroke risk was 2.1%.

OPINION

This paper, previously brought to readers’ attention as a 
Medibyte,3 ought to provide the impetus to revolutionise 
how services for patients with neurovascular disease are 
provided.   As a senior house physician at a hospital attached 
to an ancient university only a decade ago, I found myself in 
the unusual position of trying to persuade colleagues in 
general practice to send patients in if they had a suspected 
stroke (rather than my more usual desperate and futile 

attempts to limit the size of the medical take). There is an 
ever-growing body of evidence that victims of stroke 
should be admitted to and cared for in dedicated stroke 
units.  That particular battle has been won (or rather the 
tide has turned).4,5

However, what of patients with ‘minor’ strokes or TIAs? We 
are all used to reading trials requiring hundreds or thousands 
of patients to demonstrate limited treatment effects. Some 
are sceptical about the value of adding (typically) expensive 
new drugs or interventions to the treatments of many 
conditions. What Rothwell and colleagues show is that their 
intervention reduces the 90-day risk of recurrent stroke by 
about 80%. If their intervention had been a new drug or 
surgical procedure, it would have made headline news as a 
miracle cure. However, Rothwell’s miracle cure is merely 
timely outpatient review and prompt initiation of (what 
should be) standard drug treatment. Similar results are seen 
in the SOS-TIA study from Paris (although this study has no 
comparison group).6 We don’t need 24-hour-a-day access to 
fancy scanners, thrombolysis or compliant neurovascular 
interventionalists – although all these would be welcome – 
to achieve these therapeutic gains. We do, however, need 
education of the public, primary- and secondary-care 
physicians, medical managers and politicians, as well as 
resources, organisation and the will to do something about 
this major health problem.
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