
Doctors are not
equipped to judge
their peers
Instruments developed for
physicians to rate their peers in
practice are of poor quality, and
their validity remains
questionable. Reviewing more
than 4500 papers, Evans and
colleagues (p 1240) identified

only three rating scales that
had psychometric data about
their development or their validity
and reliability. None referred to a
theoretical framework, and they
all lacked construct and criterion
validity. Instruments developed
for peer assessment have not
been developed in accordance
with best practice, say the
authors, and should be used with
caution.

Editor’s choice
Angioplasters and thrombolysers
“Paper will surely take over from screens. It’s attractive,
highly portable, flexible, smells good, and is easy to
notate. Within a year, we hope, the BMJ should be
available not just electronically but also on paper.”
History, of course, worked the other way round, and
paper preceded electronic communication by
centuries—but sometimes the race to be historically
first may be close. Thrombolysis arrived as a routine
treatment for patients with acute myocardial
infarction just before primary angioplasty, but there
are now enthusiasts arguing that primary angioplasty
should become the first line treatment. Peter Bogarty
and James Brophy have imagined a world in which
primary angioplasty came first and the enthusiasts are
arguing for thrombolysis (p 1257).

There are strong arguments for both treatments,
and these are well displayed in a “For and against” by
David Smith and Kevin Channer (p 1255). Sometimes
we have difficulty urging the combatants to argue
their case as strongly as possible. This week—perhaps
because both protagonists are cardiologists—there is
no such problem. If you were to read either piece
alone you would, I suggest, be convinced. Reading
them together, you will probably be grateful that it’s
somebody else’s decision on whether to make primary
angioplasty available to all.

Smith presents incontrovertible evidence that if
normal myocardial blood flow can be restored then
mortality can be dramatically reduced—to perhaps
less than 1%. Of 100 patients with infarcts about a
quarter are not eligible for thrombolysis. Of those
treated, a third to a half will have normal blood flow
restored, but this would have happened in 10%
anyway. Some patients are thus exposed to the
hazards of thrombolysis but for no benefit. In contrast,
argues Smith, angioplasty can be offered to
everybody, needn’t be done on those who
spontaneously reperfuse, and can achieve normal
blood flow in 90-97% of those treated. A
meta-analysis of 23 trials shows substantial benefits
over thrombolysis in mortality, non-fatal infarction,
and haemorrhagic stroke. Surely, you’ll think after
reading this, the case is made.

But, argues Channer, you must be careful in
extrapolating from the results of trials done in
selective patients, mostly in the United States, to the
real world and most other countries. A large Dutch
trial in which patients were transferred from district
general hospitals to regional centres found no
improvement in all cause mortality. Even in the
United States, registry data show less benefit than was
expected from trials. The problem is the inevitable
delay that occurs with angioplasty.

Perhaps the answer is yet another strategy—possibly
home thrombolysis followed by rescue angioplasty. We
also need some evidence on costs and benefits and on
what it would be like to live in a world full of
angioplasters. What will they all do when, as predicted
by our heart tsar, deaths from heart disease disappear?

Richard Smith editor rsmith@bmj.com

POEM*
Lowering homocysteine did not prevent
recurrent stroke
Question Does lowering the homocysteine level in patients
with ischaemic stroke prevent recurrent stroke?

Synopsis Observational studies have indicated that raised
homocysteine levels are associated with an increased risk of
recurrent stroke, acute coronary events, and mortality. Folic
acid supplements have been suggested as a means to lower
homocysteine levels and reduce these risks. Fifty six centres in
the United States, Canada, and Scotland coordinated to enrol
3680 adults with non-disabling cerebral infarction. The
patients received the best medical and surgical care and were
randomised in double blind fashion (concealed allocation
assignment) to receive an identical daily supplement of either a
high dose multivitamin (pyridoxine 25 mg, cobalamin 0.4 mg,
and folic acid 2.5 mg) or low dose multivitamin (pyridoxine
200 �g, cobalamin 6 �g, and folic acid 20 �g) preparation.
Participants were contacted every three months by telephone
or clinic visits for up to two years. A total of 93% of subjects
were available for follow up analysis. Although the article does
not specify that outcomes were assessed by individuals blinded
to treatment group assignment, contact with the corresponding
author confirmed that this was true. With intention to treat
analysis, the mean reduction in total homocysteine level was
significantly greater in the high dose group, but there were no
significant differences between the two treatment groups
regarding recurrent stroke, acute coronary event, or death. The
study had an 80% power to detect a 30% reduction in
recurrent ischaemic stroke over two years of follow up.

Bottom line Lowering homocysteine levels with a high dose
B vitamins in patients with ischaemic stroke did not lower the
risk of recurrent stroke. This study had the ability to detect a
30% difference in stroke rates over two years, if one exists. The
likelihood of dying or experiencing a myocardial infarction was
not affected by the treatment, although the study was probably
too small and too short to find a difference if one truly exists. It
seems benign (and possibly helpful) to recommend a
multivitamin supplement for all patients at risk of
atherosclerotic vascular disease, but there does not seem to be
any solid evidence yet supporting routine measurement of
homocysteine levels.

Level of evidence 1b (see www.infopoems.com/levels.html).
Individual randomised controlled trials (with narrow
confidence interval).

Toole JF, Malinow MR, Chambless LE, et al. Lowering
homocysteine in patients with ischemic stroke to prevent
recurrent stroke, myocardial infarction, and death. The Vitamin
Intervention for Stroke Prevention (VISP) randomized
controlled trial. JAMA 2004;291:565-75.
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* Patient-Oriented Evidence that Matters. See editorial (BMJ 2002;325:983) To receive Editor’s choice by email each week subscribe via our website:
bmj.com/cgi/customalert
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