
by general practitioner obstetricians has dwindled
to the point where it represents a largely voluntary
activity by a diminishing number of masochistic
enthusiasts. The number of general practitioners
holding clinical assistant or hospital practitioner
appointments in obstetrics is minimal. The item of
service payment for providing intrapartum care,
£33.35, has been overtaken by that for inserting an
intrauterine contraceptive device, £41.25, and
recently by that for doing a single night visit,
£43.35. It is totally unrealistic to expect a highly
professional service to be provided in this way in
the 1990s and beyond.

Intrapartum care must be recognised as the most
demanding aspect of general practice. Of all
clinical activities it is the most easily measured and
audited, and there is no reason why it cannot
meet the highest standards. The Royal College of
Obstetricians and Gynaecologists awards more
than 1000 diplomas annually, and an appreciable
minority of doctors who have received obstetric
training could be recruited to the intrapartum
service, if encouraged. The nature of the work,
however, requires that some limitations must be
placed on those doctors' other commitments in
general practice. This problem has not yet been
addressed in the new contract by our negotiators,
by the Royal College of Obstetricians and Gynae-
cologists, or by the Royal College of General
Practitioners.
The time for wringing ofhands and halfmeasures

is surely over. Clearly defined standards, and
incentives to ensure that they are met, are now
needed: anything less will ensure the demise of
intrapartum care by general practitioners in the
next decade.
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Perimenopausal women's
views on hormone replacement
therapy
SIR,-Doctors were quick to criticise Kenneth
Clarke's claim that 850 general practices had
"expressed an interest" in budget holding. Must
we not apply a similar logic to the study by
Cambridge general practitioners Drs Juliet
Draper and Martin Roland on hormone replace-
ment therapy? Mr Clarke's "sample" filled in a
form inviting them, under no obligation, to discuss
budget holding further; many simply wanted to
receive more information. The Cambridge practice
population "expressed an interest" in taking hor-
mone replacement therapy in the context of receiv-
ing two personally addressed questionnaires from
their general practitioner and in some cases a
telephone call as well. In fact they were asked
whether they would be interested in taking
hormone replacement therapy to prevent osteo-
porosis "if they were recommended to do so." That
all but the 17% who were "definitely interested"
would presumably be prepared to resist a medical
"recommendation" is interesting; it is quite re-
markable that they replied in this sceptical way to a
letter that presented the menopause in a totally
negative light and detailed the horrors of osteo-
porosis without explaining the time taken for the
problems to develop ("some patients might have
understood from the letter that the development
of osteoporosis occurs at the time of the meno-
pause").

Furthermore, the authors concede that the
period of treatment required to prevent fractures
occurring is unknown, but their letter to patients

states that taking hormone treatment for five years
can help to prevent osteoporosis. Surely if we want
to discover perimenopausal women's views on
taking hormone replacement therapy-to prevent
osteoporosis or for any other purpose-we have a
duty at least to provide them with information that
we believe to be accurate.2
The financial implications for drug companies

of the enormous potential market for hormone
replacement therapy mean that it is incumbent on
doctors to protect the varied interests of individual
patients. A blanket policy of encouraging (or
discouraging) the use of hormone replacement
therapy will not address these specific needs. The
resource implications for the NHS of reaching a
reasoned and negotiated decision with each woman
would, however, clearly be enormous, in terms of
both the drug budget and time spent with the
women. What a pity that the current changes in the
NHS, with the increase in administrative work and
longer general practitioner list sizes favoured by
the shift towards capitation, are unlikely to make
more time available for such work.
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SIR,-Given the current high level of interest in
hormone replacement therapy for perimenopausal
and postmenopausal women we feel obliged to take
issue with the theoretical nature ofthe observations
of Drs Juliet Draper and Martin Roland.' These
show that three quarters of the women whom they
surveyed expressed an interest in taking hormone
replacement therapy. Though we do not dispute
this figure, we question its importance in terms of
uptake among these women if they were actually
given the opportunity to receive the treatment.
Do the authors really believe that expressing an
interest in the treatment on a questionnaire is
indicative of a commitment to take hormone
replacement therapy in the future?
A study of acceptability of the treatment to

postmenopausal women has been carried out in
Nottingham. In all, 100 women between the ages
of 50 and 70 who had sustained a distal radial
fracture were offered hormone replacement
therapy to protect them from osteoporosis. These
women were counselled comprehensively regard-
ing both the benefits and possible side effects of the
treatment. The results differed considerably from
those of Drs Draper and Roland.

Initially, 66 of the women expressed an interest
in hormone replacement therapy. When offered
specific appointments for gynaecological screening
before receiving the treatment 30 women changed
their minds, giving an initial uptake of the treat-
ment of only 36%. The younger women in the
study showed more willingness to take hormone
replacement therapy and were less bothered by the
continuation of their menstrual periods than those
who had not menstruated for some time. We
therefore appreciate that the difference in age
groups between the two studies must have some
bearing on our results compared with those of Drs
Draper and Roland, but we believe that the large
discrepancy is due ultimately to the difference
between the theory and the practice of hormone
replacement therapy.
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Benefits of thrombolysis
SIR,-The extensive correspondence' on the
dangers of thrombolysis contained many valuable
comments but did not emphasise sufficiently the
generally much greater dangers of failing to give
thrombolysis to patients with suspected acute
myocardial infarction.
The most extensively tested and least expen-

sive thrombolytic agent is streptokinase, and
no other has been shown to produce a reduction
in mortality better than that produced by an
intravenous infusion of 1 5 million units. Life
threatening side effects of this regimen have been
described in the reports of randomised trials such
as the second international study of infarct survival
(ISIS-2).2 Yet ISIS-2 showed benefit for a wide
range of patients, including many who did not have
definite ST segment elevation on electrocardio-
graphy and those who developed pain many hours
before treatment. If aspirin 160 mg a day was also
added the benefit was twice as large: 343 deaths
(8 0%) with streptokinase and aspirin as against
568 deaths (13 2%) with neither. This reduction in
the odds of death applied similarly to many types of
patient: old and young, hypertensive and hypo-
tensive, men and women, those with first and
subsequent myocardial infarction, those with
ST segment elevation on electrocardiography and
those without, those who were treated promptly
and those who were not. Reduction in mortality
was accompanied by a net reduction in strokes.
The best interests of patients require doctors to

be guided not only by the possibility of the
incidence of side effects but more by the expected
net gain for particular patients having thrombo-
lysis and aspirin. This gain is probably substantial
in a wide range of circumstances.
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Thrombolysis and the general
practitioner
SIR,-While there may be debate about the use of
thrombolytic treatment by general practitioners,'2
there is general agreement that thrombolysis can
be life saving in acute myocardial infarction.
Professor P C Rubin comments that patients
with suspected myocardial infarction should be
admitted to hospital'; and, given the widespread
use of thrombolytic treatment, the entire question
of whether patients with acute myocardial infarc-
tion should be treated at home or in hospital merits
reappraisal.
We surveyed 69 principals in general practice in

west Fife to determine their views regarding home
or hospital care of patients with acute myocardial
infarction.' Most (67) were aware that thrombo-
lytic treatment could be beneficial in the first six
hours after acute myocardial infarction and they
would request hospital admission for most patients
aged up to 71 within this time. Only 11 doctors,
however, thought that treatment could be effective
beyond six hours and 32 chose home care within 13
hours of the onset of symptoms for a hypothetical
patient aged 66.

Studies performed before the introduction of
thrombolytic treatment reported that general prac-
titioners were more likely to recommend home
care for elderly patients.4 In our survey only
23 doctors would request hospital admission for
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