
more concerned about the potential
impact on public health.5 The medical
community must become more aggres-
sively involved in combating future
global environmental problems. 
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Vancouver, BC

References
1. Kovats RS, Haines A. Global climate change and

health: recent findings and future steps [editor-
ial]. CMAJ 2005;172(4):501-2.

2. Bernt-Erik S. Weather ruins winter vacations.
Science 2000;288(5473):1975-6. 

3. Cotton PA. Avian migration phenology and
global climate change. Proc Natl Acad Sci U S A
2003;100(21):12219-22. 

4. Arctic climate impact assessment overview re-
port. Oslo (Norway): Arctic Monitoring and As-
sessment Programme; 2004. Available: http
://amap.no/workdocs/index.cfm?dirsub=%2FACIA
%2Foverview (accessed 2005 20 Feb). 

5. Alfven G, Arman T. [The greenhouse effect an
issue for the medical profession.] Lakartidningen
2004;101(37):2834-5. Swedish.

DOI:10.1503/cmaj.1050104

[One of the authors responds to Kue
Young:]

Global average surface temperature
is an established climatologic met-

ric to describe global warming (or cool-
ing).1,2 Further information is available
in the assessment of Working Group I
of the Intergovernmental Panel on Cli-
mate Change.3

Sari Kovats
Lecturer
Public and Environmental Health
Research Unit

London School of Hygiene and Tropical
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Choice of antihypertensives
after acute ischemic stroke

Andrea Semplicini and Lorenzo
Calò address the thorny issue of

managing hypertension in the setting
of acute ischemic stroke.1 They empha-
size the importance of selecting rapidly
reversible agents “in case neurologic
signs and symptoms worsen with the
blood pressure reduction.” They also
mention the recommendations of both
the American Stroke Association and
the European Stroke Initiative in se-
lecting an appropriate pharmacologic
agent, either labetalol or sodium nitro-
prusside. 

Labetalol given intravenously has an
onset time of 5 minutes, a peak effect at
20–30 minutes and a duration of action
of 3-6 hours.2 In contrast, sodium ni-
troprusside has an onset time of less
than 1 minute, a peak effect at 1–2 min-
utes and a duration of effect of 2–5
minutes.2 Given these differences, is
there really a role for labetalol (or any
other agent, save intravenous nitroglyc-
erin if acute myocardial ischemia is a
concern) in a setting where the ability
to rapidly titrate the drug to effect is of
serious import? 

Seamus Donaghy
West Lincoln Memorial Hospital
Grimsby, Ont.
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[The authors respond:]

We did not discuss the relative
merits of labetalol and sodium

nitroprusside in our article,1 and thank
Seamus Donaghy for pointing out the
differences in duration of action be-
tween these 2 drugs.

It is true that labetalol has a longer
duration of action than nitroprusside,
but for the treatment of patients with
acute stroke, we rely more on the fact
that the onset of therapeutic effect is
similar (in the range of a few minutes).
Therefore, it is safe to start with a small
(20 mg) intravenous bolus of labetalol,
check if the desired blood pressure is
achieved within 20–30 minutes and, if
not, administer another bolus. In this
way, it is possible to achieve a gradual
reduction in blood pressure, without
the risk of a too-rapid rise in blood
pressure when the drug effect de-
creases.

Other considerations limit the use of
nitroprusside: it requires continuous
blood pressure monitoring (because of
its short duration of action), it has toxic
effects, and it is not readily available in
many institutions.
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Rehabilitation and acute
stroke care

Quality-of-care indicators provide
an important framework for de-

veloping consistent high-quality care.
The commentary by Patrice Lindsay
and associates1 provides a framework
for acute stroke care but fails to ad-
dress the necessary link to rehabilita-
tion services.

Although rehabilitation is acknowl-
edged in the article’s online appendix as
an important component of stroke
care,2 the lack of a specific indicator ad-
dressing this link during acute care di-
minishes the importance of timely as-
sessment of rehabilitation needs.
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