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FOREWORD

Significant advances in interventional techniques,
particularly in vascular and neurovascular
radiology, in the last decade have led NCEPOD to
explore the morbidity and mortality associated with
such procedures. It should be appreciated that this
is a new area of investigation, but in view of the
frequency with which these minimally invasive
techniques are being carried out, it is important that
the consequences of such interventions should be
investigated. Furthermore, this is an area of team
working which has developed very significantly, the
relationships between members of that team and
the role that each play are highlighted in an
investigation of this type. There is a need to
understand the potential roles that each member of
the team can play and the responsibilities that each
should take at different stages in the care of the
patient.

It is fundamental to the development of new
techniques that adequate facilities should be
available.  What is highlighted in this report,
therefore, is the necessity for interventional
radiologists and surgeons to have not only sufficient
experience and expertise, but also the facilities and
equipment with which to carry out their tasks in as
safe an environment as possible.

This report not only highlights the frequency with
which these procedures are now being carried out,
but also the safety of such techniques, recognising
that the patients in question are frequently seriously
ill, such that minor complications could have
various serious outcomes. This is reflected in the
very low mortality rate of around 2%. The fact that
these patients are so severely ill links with this year’s
general NCEPOD report "Then and Now" in
emphasising the need for both high dependency
and intensive care facilities to be available where
such clinical activities are being performed.

The increasing demand for interventional
procedures of this type is as yet unmet by the
number of consultant vascular radiologists and
neurovascular radiologists who are available to
satisfy that need. This report, therefore, further
highlights the need for an increase in resources
which is emphasised in our report "Then and Now"
also published this year.

John LI Williams
Chairman
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