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Treating stroke

Alastair Buchan and Thomas Feasby
champion thrombolysis for pa-

tients experiencing acute ischemic
stroke.1 In their enthusiasm, they advo-
cate prehospital triage of patients by
emergency medical service (EMS) per-
sonnel to designated urban stroke cen-
tres. For this to work, triage guidelines
must allow accurate identification of
candidates for thrombolysis. Unfortu-
nately, such guidelines do not exist.
The sensitivity of the most widely pub-
lished prehospital guideline for identi-
fying stroke, when used by paramedics,
is only 59%.2 This means that for every
10 patients triaged as having had a
stroke, 7 patients with stroke would not
be recognized as requiring triage to a
stroke centre.

Since the prevalence of stroke in
prehospital patients is as low as 0.4%,3

any triage rule is bound to have an ex-
tremely low positive predictive value.
This would remain true even if the
prevalence of stroke in these patients
were as high as 10%. Therefore, triage
rules may result in preferential trans-
port of large numbers of patients with-
out stroke to stroke centres.4 Many of
these patients will have other serious
medical conditions3 requiring admis-
sion by a non-neurology service.
Lastly, no triage rule can address the
needs of patients who arrive by private
transport, or have a stroke as an inpa-
tient, at a hospital that is not a stroke
centre.

A more appropriate urban EMS sys-
tem design is to use stroke guidelines as
a means of rapid stroke identification,
not triage. Identified patients would re-
ceive high-priority transport, with ad-
vanced notification of the nearest hos-
pital that must be “stroke ready” in any
event. Once treatment was given, the
EMS system could rapidly respond to
initiate patient transport to a designated
stroke centre for ongoing care.

Buchan and Feasby suggest that
even rural centres be prepared to de-
liver thrombolytic therapy to acute
stroke patients. There is no reason why

all urban centres should not be pre-
pared as well.

Richard Verbeek
Division of Prehospital Care
University of Toronto
Toronto, Ont.
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[The authors respond:]

Richard Verbeek expresses the all-
too-common concern that triaging

acute stroke patients to stroke centres
will overwhelm hospital and emergency
department resources. We agree that it
would be ideal if every hospital with a
CT scanner could offer thrombolytic
therapy for stroke. While this is not the
case now, with improved telemedicine
this might become feasible in the very
near future. In our opinion throm-
bolytic therapy for stroke has many
parallels with thrombolysis for acute
myocardial infarction, although the
therapeutic window is tighter (under 
3 hours) and the neurology is more
complex. The Cochrane analysis sug-
gests that when tissue plasminogen ac-
tivator is used for acute stroke 140 dis-
abilities are prevented per 1000 treated
patients. For acute myocardial infarc-
tion, 35 deaths are prevented per 1000
patients treated with tissue plasmino-
gen activator. 

We believe that stroke expertise in
highly organized centres is now re-
quired and this expertise should extend
beyond urban centres through use of
modern communications. The triage of
patients with acute ischemic stroke is a
new but rapidly developing art. It is not
surprising that early attempts failed to

show high sensitivity and specificity. A
new scale, the Los Angeles prehospital
stroke screen, has been prospectively
validated and shows a positive predic-
tive value of 97% and a negative pre-
dictive value of 98%.1 As this scale be-
comes more widely used it should
alleviate the concern that Verbeek ar-
ticulates.

It is wrong to think that triage
should occur in the emergency depart-
ment of community hospitals so that
specific patients can then be sent on to
tertiary stroke centres. Simply stated,
there is not enough time when time is
brain. Analysis of the National Institute
of Neurological Disorders and Stroke
(NINDS) stroke trial shows a reduction
in benefit for every minute of increased
time from onset to treatment.2 Every
month in Calgary we are disappointed
when a patient arrives late because
transport was delayed to allow assess-
ment at an outlying centre.

Acute stroke care is now evolving as
acute cardiac care evolved over the last
25 years. Verbeek has indeed observed
this and radically proposes to put defib-
rillators into lay hands.3 We suggested
that thrombolysis is like a defibrillator
of the brain4 and we predict that our
colleagues in the emergency depart-
ment, with increased knowledge of
stroke and assistance by telemedicine to
evaluate CT scans, will allow local
community hospitals to directly imple-
ment effective stroke care to those pre-
senting within the therapeutic window.5

Alastair M. Buchan
Thomas E. Feasby
Department of Clinical Neurosciences
University of Calgary
Calgary, Alta.
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Vitamin B12 injections 
for the elderly

In their article on the use of vitamin
B12 injections for elderly patients by

primary care practitioners in Ontario,
Carl van Walraven and David Naylor
acknowledge that a major problem with
their study is that overutilization is iden-
tified but underutilization is not.1 Pa-
tients with cobalamin deficiency, but
with normal serum vitamin B12 levels ac-
cording to current definitions, may pre-
sent with neuropsychiatric symptoms
ranging from innocuous paresthesias
and fatigue to dementia and psychosis.2,3

Practitioners cognizant of the serious
morbidity possible with cobalamin defi-
ciency might opt to risk overutilizing
this safe, inexpensive therapy: serum vit-
amin B12 determinations cost the system
approximately $20 and vitamin B12 ther-
apy is relatively inexpensive. Although
functional biochemical testing of
methylmalonic acid and homocysteine
levels prior to commencing therapy
would reduce overutilization (and un-
derutilization), these tests, which cost
$160 in total, are currently not covered
by the Ontario Health Insurance Plan.
This is an unacceptable financial burden
for the elderly population. 

Metabolic evidence from the Fram-
ingham study showed that cobalamin
deficiency is present in 1 in 8 or 1 in 5
elderly people.4 Yao and colleagues sug-
gested that serum cobalamin screening
be done for every person aged 65 and
older and that the normal range be in-
creased to 250–300 pg/mL.5 Screening
for cobalamin deficiency at our south-
western Ontario community health
clinic yielded a 20% prevalence in the
elderly.

Dementia and impaired cognitive
functioning may result from vitamin B12

deficiency, although most of the evi-
dence is from observational studies.4-6

The costs of misdiagnosing a poten-
tially reversible dementia resulting
from cobalamin deficiency may justify
erring on the side of overutilization un-
til more studies are done on the utility
of vitamin B12 treatment. Fewer inter-
ventions in primary care are as simple,
safe and satisfying to both practitioner
and patient as the detection and appro-
priate treatment of symptomatic cobal-
amin deficiency.

Francesco Anello
Family physician
Woolwich Community Health Centre
St. Jacobs, Ont.
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[The authors respond:]

We agree that treatment of true
cobalamin (vitamin B12) defi-

ciency is very important and should
continue. We also agree that one might
reasonably err on the side of overtreat-
ment.

However, 2 issues regarding vitamin
B12 deficiency must be considered when
framing the problem of variations in
utilization. First, as indicated by
Francesco Anello, many of the symp-
toms of vitamin B12 deficiency are ex-
tremely nonspecific. Second, measure-
ments of serum vitamin B12 levels do
not discriminate between those patients
with true vitamin B12 deficiency and
those with low serum levels.1 We be-
lieve that the combination of nonspe-
cific symptoms with a nonspecific labo-

ratory test helps explain the large varia-
tions in parenteral vitamin B12 utiliza-
tion between practices that we reported
in our article.2

Anello raises several interesting
points on which we would like to com-
ment. First, the prevalence of biochem-
ical evidence of vitamin B12 deficiency
in the Framingham cohort was low.3

Review of Fig. 2 in the report by Lin-
denbaum and colleagues3 shows that 14
elderly patients with low serum levels of
vitamin B12 had elevated serum methyl-
malonic acid levels. Since the cohort in-
volved 548 elderly people, 2.5%
showed biochemical evidence of vita-
min B12 deficiency.

Second, the data reported by Yao
and colleagues4 do not justify screening
for vitamin B12 deficiency.5,6 Since 8%
of the study participants had symptoms
or signs of vitamin B12 deficiency prior
to testing and would therefore have
been tested on a case-finding basis, it
does not appear that this was a general
inception cohort. More generally, evi-
dence for screening is lacking and is not
recommended by others.7

Finally, the cost of vitamin B12 injec-
tions could be considerable at the pop-
ulation level. We used the database of
the Ontario Drug Benefit program to
identify all 34 264 elderly people who
were prescribed parenteral vitamin B12

in 1996. Using claims in the Ontario
Health Insurance Plan database, we cal-
culated the direct cost of all physician
visits associated with vitamin B12 injec-
tions in the year following the prescrip-
tion date to be $4.2 million. This would
pay for approximately 250 uncompli-
cated coronary artery bypass graft surg-
eries in elderly patients.8

Where should we go from here?
First, we need further research using
appropriate methodologies9,10 to find
methods of determining true vitamin
B12 deficiency. Second, the role of high-
dose oral vitamin B12 supplementation
needs elucidation.11–13 Finally, since low
serum levels do not necessarily equate
with vitamin B12 deficiency, we need
natural history studies and rigorous in-
tervention trials to determine the most
effective and efficient way to manage
patients with nonspecific symptoms and

Correspondance



low serum vitamin B12 levels.

Carl G. van Walraven
Clinical Epidemiology Unit
Loeb Research Institute
Ottawa, Ont.
C. David Naylor
Faculty of Medicine
University of Toronto
Toronto, Ont.
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Nothing to declare?

At the bottom of Susan Phillips’
commentary entitled “Parenting,

puppies and practice: juggling and gen-
der in medicine”1 there is a note that
states “Competing interests: None de-
clared.” 

Curious — I thought that was what
the article was all about.

F. William Danby
Dermatologist
Manchester, NH
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Out of province, out of sight

Linda D. Van Til and Lamont E.
Sweet have written an interesting

paper on blood recipient notification
for hepatitis C in Prince Edward
Island.1 However, their simple yet com-
plete provincial analysis says more, per-
haps, about Canada’s national health
care system than they initially intended.
The statement that 91.2% of blood re-
cipients in PEI “were identified as
tested, dead or moved out of province”
[italics mine] is ominous in the setting
of the Canada Health Act of 1984,2

which mandates portability and univer-
sality as 2 of its 5 basic tenets.

The “out of province” group consti-
tuted 469 of 2977 (15.8%) live recipi-
ents during the look-back period of
1984 to 1990. “Dead or moved out of
province” strikes one as a poor way to
definitively identify Canadians with
universal health care coverage who may
have been exposed to hepatitis C
through blood products. The authors
state that information was forwarded to
the appropriate non-PEI provincial
health authority but no data on follow-
up are given and no data on new pa-
tients with hepatitis C who might have
moved to PEI are given, implying a fur-
ther lack of provincial notification reci-
procity.

Therefore, while the paper is laud-
able as a provincial monitoring report,
the basic recommendations of the Na-
tional Task Force on Health Informa-
tion in 19913 and the final report of the
National Forum on Health4 in 1997,
calling for comprehensive national
databases to track health indices such as
the one described in this article, have
not been achieved. One would hope
that in the near future the descriptor
“dead or moved out of province” will

not appear in Canadian health surveil-
lance studies.

John M. Tallon
Department of Emergency Medicine
QE II Health Sciences Centre
Halifax, NS
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[The authors respond:] 

The 3 major outcomes measured by
the PEI blood notification pro-

gram were identification of patients as
tested for the hepatitis C virus, dead or
“out of province.” The most reliable
and widely used outcome available in all
health information systems is death.
However, John Tallon makes a good
point that “out of province” is not a de-
sirable health outcome, and certainly
not part of the vision of a comprehen-
sive national health information system.
The “out of province” outcome is the
result of using provincial information
systems established for administration,
not for health outcomes. PEI requested
follow-up from 8 provinces; there was
no record of blood recipients moving to
Saskatchewan or the territories. Only
British Columbia was able to respond
(the 2 recipients had died). In most
provinces, notification for hepatitis C
virus testing is just beginning, with
completion expected by 2004.

The imperfect nature of the infor-
mation systems currently available will
require studies to account for people
whose status is unknown with descrip-
tors such as “out of province” for the
foreseeable future.

Linda Van Til
Epidemiologist
Lamont Sweet
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Chief Health Officer
PEI Department of Health and Social
Services

Charlottetown, PEI

Delays in CPP payments 
to physicians

After becoming exasperated by de-
lays in getting paid for work done

for the Canada Pension Plan (CPP), I
decided to document the next problem
I faced. It has taken an average of at
least 3 to 4 months to receive payment
for completing CPP medical disability
forms (fee of $65) and narrative report
forms (fee of up to $150).

The case I documented involved a
narrative report I completed and for-
warded to the CPP in May 1999. It
took more than 3 hours to prepare. Af-
ter 2 months without payment, I began
making phone calls, noting the names
of the people I spoke with and the times
the calls were made. I made 9 calls in
all. Despite being assured each time
that my enquiry would be passed to the
appropriate party and my call returned
within a week, I did not receive a single
reply.

By now 4 months had elapsed, and
my patient had been granted her dis-
ability pension. My payment finally ar-
rived in October 1999, after a final call
to the CPP’s Ottawa office.

I documented this single case be-
cause of curiosity about how long pay-
ment could be delayed. I now wonder
how many other physicians are being
similarly inconvenienced, and how
many would take the time to make a
single phone call, let alone 9 of them.

Have other physicians had the same
problem with tardy payments? If there
is a problem, pressure should be exerted
on CPP administrators to clean up
their act.

As well, consideration should be
given to special payments when narra-
tive reports take more than an hour to
prepare. Limiting payments to $150
puts physicians in a potential conflict-
of-interest situation. When long, com-

plex letters are called for, either the
physician’s time or the patient’s interest
gets sacrificed.

Ken Richter
Psychiatrist
Prescott–Russell Royal Comtois Centre
Hawkesbury, Ont.

[A spokesperson for the Canada
Pension Plan responds:]

There is a need to clarify the differ-
ence between submitting a med-

ical report and a narrative report.
When dealing with an initial applica-
tion, physicians always have a choice as
to how they report to us. In directions
attached to the medical report, we state:
“To assist us in determining eligibility,
please complete this form on his/her
behalf. . . . You may substitute this re-
port with a narrative letter or computer
printout.”

With respect to an initial medical re-
port, the fee is the same for either
method. According to the instructions,
“CPP will assist with the cost of com-
pleting the medical report by paying up
to $65 directly to you.”

Fees rise if we request additional
medical information to support an ap-
plication. A physicians’ fee guide is then
sent to physicians to assist in determin-
ing their fee “up to $150.” In summary:
$25 for photocopied information from
the patient’s chart, $50 for a short nar-
rative reply, $100 for a full narrative re-
port and $150 for a complete, detailed
report involving more extensive chart
review and preparation.

Our financial department tries to re-
turn payment for medical reports sub-
mitted to Canada Pension Disability in
3 to 4 weeks. Delays may occur, how-
ever, when we encounter an influx of
applications or when there is a dis-
agreement about the fee structure.

We thank Ken Richter for his pa-
tience in resolving his personal matter.
We regret that not all of his calls were
answered, and apologize for any incon-
venience this may have caused. We sin-
cerely appreciate the efforts made by all
of the physicians who respond to us on

behalf of their patients, our clients.

Kate Bedding
Director General, ISP Ontario Region
Human Resources Development Canada
Toronto, Ont.
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Submitting letters
Letters may be submitted by mail,
courier, email or fax. They must be
signed by all authors and limited to
300 words in length. Letters that refer
to articles must be 
received within 2 months of the publi-
cation of the article. CMAJ corre-
sponds only with the authors of ac-
cepted letters. Letters are subject to
editing and abridgement.

Note to email users
Email should be addressed to
pubs@cma.ca and should indicate
“Letter to the 
editor of CMAJ” in the subject line. A
signed copy must be sent subse-
quently to CMAJ by fax or regular
mail. Accepted letters sent by email
appear in the Readers’ Forum of eC-
MAJ (www.cma.ca/cmaj) promptly,
as well as being published in a sub-
sequent issue of the journal.


