
Editor’s choice
Death by tsunami and poverty
Fishermen in the Indian Ocean were unaware of the
wave that swept past them and devastated their homes
and families. How many of us are unaware that over a
million people died in the 1970s after a cyclone struck
Bangladesh and an earthquake shook China? What,
then, makes this tsunami disaster so potent—beyond
unprecedented television and newspaper coverage—
that the United Nations will have launched a flash
appeal by the time you read this week’s BMJ?

A wave that killed on two continents is a stark
reminder that the many divisions within and between
nations are insignificant when compared with the
challenge posed by nature. Increasingly, too, we live in
an interconnected and interdependent world.
Strengthening infrastructure and the potential for
medical response in poorer countries garners moral
support among people in rich countries and also
helps all citizens of our world. Among the dead or
missing after this Asian catastrophe are more than
5000 Europeans—a small number in global terms, but
a major disaster for Europe.

Kofi Annan has described this tsunami as the
worst natural disaster his organisation has faced. The
death toll is 150 000 and rising. The World Health
Organization believes the grieving of millions will be
compounded by waterborne diseases related to unsafe
drinking water and inadequate sanitation (p 59). How
much of the billion or so pounds of aid already
pledged will materialise? How much will be rendered
ineffectual by the threadbare infrastructures of many
of the affected countries? How do we conjure clean
water, roads, and health services from empathy?

As charities and rock stars join forces in a
campaign to make poverty history
(www.makepovertyhistory.com), the British
government has a pivotal role to play in its presidency
of the G8—a policy group of the world’s eight most
powerful nations—and through its presidency of the
European Union (p 59). “We must now all accept the
utter futility of trying to shut up our borders to
problems abroad,” says Prime Minister Tony Blair in
last week’s Economist, where he states his two priorities
as alleviating poverty in Africa and combating climate
change. The challenge for him, though, is to magic
real change from these admirable intentions.

Our admirable intentions to keep bmj.com free
flounder this week. We begin charging for the content
published from the beginning of 2005, as explained in
an editorial last October (BMJ 2004;329:814). Each
issue will be free for the first week after publication;
content will be behind access controls for the next
51 weeks, then free again. Research papers and many
of the services on our website will remain free
throughout. In addition, BMA members, personal
subscribers, and people from HINARI’s list of
resource poor countries will continue to receive full
free access. Other readers can buy an annual
subscription or pay per article. We will keep this
charging policy under constant review.

Kamran Abbasi acting editor (kabbasi@bmj.com)

POEM*
Optimal oral antiplatelet therapy for
vascular disease
Question Which antiplatelet agents, used alone or in
combination, are effective in preventing recurrent vascular
events?

Synopsis Aspirin prevents recurrent vascular events in a wide
range of high risk patients, but it is unknown if other
antiplatelet agents, such as clopidogrel or dipyridamole, alone
or in combination with aspirin, are more effective. The
investigators rigorously searched multiple databases including
Medline, the Cochrane clinical trials registry, and reference
lists of trials, review articles, and scientific statements and
guidelines of official societies. They included randomised trials
comparing an antiplatelet regimen to either placebo or
another antiplatelet regimen assessing outcomes for at least
10 days. They identified 111 trials enrolling nearly 100 000
patients. The investigators do not state if the search for, and
evaluation of, the included studies was done independently by
more than one person. No formal assessment of the potential
for publication bias was done, nor was any specific analysis
done to determine homogeneity of the results. Recommended
oral first line antiplatelet therapy is aspirin for patients with
ST segment elevation myocardial infarction; aspirin or
clopidogrel for those with initial transient ischaemic attack
(TIA) or ischaemic stroke, chronic stable angina, or peripheral
arterial disease (since aspirin is less expensive, clopidogrel
should be reserved only for patients who do not tolerate
aspirin); and aspirin plus clopidogrel for those with non-ST
segment elevation acute coronary syndrome. For second line
therapy, the combination of aspirin and clopidogrel is
recommended for recurrent acute coronary syndrome. The
combination of aspirin and clopidogrel does not, however,
lower the incidence of recurrent vascular events in patients
with recurrent TIA or ischaemic stroke, but does increase the
risk of major and life threatening bleeding. The combination
of aspirin and extended release dipyridamole is therefore
recommended for patients with recurrent TIA or ischaemic
stroke in the absence of known coronary artery disease.
Because of the theoretical risk of dipyridamole exacerbating
myocardial ischaemia, further studies are needed before firm
recommendations can be made on the management of
patients with both recurrent TIA or ischaemic stroke and
known coronary artery disease. Ticlopidine is beneficial for
various vascular conditions, but common side effects—some
serious—limit its usefulness.

Bottom line Aspirin is the recommended oral first line
antiplatelet therapy for patients with ST segment elevation
myocardial infarction. Aspirin or clopidogrel is recommended
for those with initial TIA or ischaemic stroke, chronic stable
angina, or peripheral arterial disease, and aspirin plus
clopidogrel should be used for those with non-ST segment
elevation acute coronary syndrome. For second line therapy,
the combination of aspirin and clopidogrel is recommended
for recurrent acute coronary syndrome. The combination of
aspirin and extended release dipyridamole is recommended
for patients with recurrent TIA or ischaemic stroke in the
absence of known coronary artery disease.

Level of evidence 1a (see www.infopoems.com/levels.html).
Systematic review of randomised trials displaying worrisome
heterogeneity.

Tran H, Anand SS. Oral antiplatelet therapy in cerebrovascular
disease, coronary artery disease, and peripheral arterial disease.
JAMA 2004;292:1867-74.
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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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