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COMMENTARY

Early thrombolysis therapy: some issues facing general
practitioners

McCrea and Saltissi correctly state that the earlier that
thrombolysis can be given, the greater the benefits.' The
European Myocardial Infarction Project (EMIP) investi-
gated the community use of anistreplase in coronary care
ambulances when administered by hospital physicians.2
Patients were randomly allocated to receive either
anistreplase at home and placebo in hospital or vice
versa. A clear trend of benefit with earlier treatment was
apparent: 30 day all cause mortality increased from 8-9%
among those treated within one hour to 13-9% when
treatment was given after six hours. Furthermore,
patients who had a time-saving of more than 60 minutes
as a result of being given the thrombolytic before removal
to hospital had a 50% reduction in mortality. The
Grampian Region Early Anistreplase Trial (GREAT) had
a similar design, except general practitioners gave the
home injection.3 GREAT found that patients given
anistreplase at home rather than in hospital had a halving
of three month mortality, had fewer full thickness infarc-
tions if given active treatment within two hours of the
onset of symptoms, and had improved left ventricular
function.
A recent audit showed that total reliance on hospital

services for the provision of thrombolysis may deny many
patients early treatment.4 Birkhead et al found that when
infarct patients called their general practitioner for help
they were seen within about 90 minutes (median inter-
val) of the onset of their symptoms. Though patients who
rang for an ambulance directly tended to do so more
quickly than those who rang their general practitioner
(possibly because of more severe symptoms), transporta-
tion delays meant that the median interval between onset
of symptoms and arrival in hospital was 100 minutes.
The interval between arrival in hospital and administra-
tion of thrombolysis was shortest when treatment was
initiated in the accident and emergency department
(median interval 30 minutes), but when the patient was
admitted to a general medical ward the delay increased
dramatically-to a median interval of 105 minutes. Thus
the interval between the onset of symptoms and throm-
bolysis was potentially a median of 90 minutes if treat-
ment was given at home, 130 minutes if given in an
accident and emergency department, and 205 minutes if
given in a general ward in hospital. McCrea and Saltissi
are probably correct to suggest that effective thrombolysis
may require the provision of treatment outside hospital
by attending family doctors.'

If one accepts this premise it may be important to
know whether general practitioners who wish to provide
thrombolysis can accurately interpret an electrocardio-
gram. I say "may" because not everyone agrees that an
electrocardiogram is needed before the use of a throm-
bolytic. Unfortunately McCrea and Saltissi's study does
not provide useful information on this aspect of treat-
ment because they examined the wrong group of general
practitioners. A random sample of all family doctors
working in Merseyside is not representative of those who
wish to provide thrombolysis. Those who wish to provide
thrombolysis are more likely to have an interest in cardi-
ology and greater skills in electrocardiography. Some evi-
dence to support this assumption is found in McCrea

and Saltissi's paper: though not statistically significant,
the performance of the small subgroup of doctors who
routinely carried an electrocardiograph on emergency
calls was better than that of general practitioners who did
not.

Other observations from McCrea and Saltissi's paper
are valuable. First, the finding that doctors who had at
least six months post-registration hospital training did
not perform any better than those without such experi-
ence, must raise questions about the quality of this train-
ing. Second, the observation that 35% of invited doctors
attended a meeting on the role of the general practitioner
in early thrombolysis in acute myocardial infarction
shows that there is widespread interest in this topic. This
is encouraging because all family doctors need to know
the benefits of early thrombolysis, even if they choose not
to provide such treatment themselves. Third, the fact
that only 10 (7%) of the general practitioners approached
refused to participate in the study demonstrates the will-
ingness of most general practitioners to cooperate in the
research of their hospital colleagues. Sadly, such collabo-
ration has not always been reciprocated by some hospital
specialists in the RCGP Myocardial Infarction Study,5
which will provide other insights into the current organi-
sation of care for the acute case.
The findings of EMIP and GREAT provide an impor-

tant stimulus to initiatives that increase dialogue and col-
laboration between hospital specialists and general
practitioners. It is pleasing to report that the British
Cardiac Society and the Royal College of General
Practitioners are already collaborating. It is hoped that
agreed guidelines for the management of acute myocar-
dial infarction will emerge from this dialogue and then
the necessary educational programmes can be put in
place. Many family doctors will not wish to provide
thrombolysis. Others may decide that they do, possibly in
conjunction with paramedical services. Local cardiac ser-
vices might provide support by developing skills in inter-
preting electrocardiographs and in resuscitation and by
regular audit of the outcome of patients given thromboly-
sis in the community. The cost of such an initiative is
likely to be much smaller than that of a widespread edu-
cational programme suggested by McCrea and Saltissi.
The potential benefits are great.
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