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Numerous randomised trials have shown that throm-
bolytic treatment reduces mortality from acute
myocardial infarction irrespective of the patient’s age,
sex, blood pressure, and previous history of myocardial
infarction or diabetes.1 Maximum benefit, however, is
seen in those patients treated within 4-6 hours of their
symptoms starting. Patients do not always seek medical
help soon enough, and this accounts for much of the
delay in receiving thrombolytic treatment, but impor-
tant delays also occur in hospital. These are not related
to the route by which the patient is admitted to hospi-
tal and vary widely between hospitals.2

Although accident and emergency departments are
in an important position to minimise any delay in giving
thrombolytic treatment, a recent questionnaire study of
junior hospital doctors in Scotland showed that
thrombolysis is rarely given in accident and emergency
departments there.3 We surveyed consultants in accident
and emergency departments in the United Kingdom to
establish current practice and to determine how many
consultants felt that thrombolytic treatment should be
given routinely in their department.

Methods and results
We sent a questionnaire to consultants in the 295 acci-
dent and emergency departments identified from the
directory of emergency and special care units in the
United Kingdom4; all were sent a reminder letter after
3 weeks. All responses were anonymous. The question-
naire asked whether thrombolytic treatment was
currently given in the accident and emergency depart-
ment; if the hospital had formal policies for giving pri-
ority to patients who would benefit from this treatment
(“fast tracking”) or written policies on giving thrombo-
lytic treatment in accident and emergency depart-
ments; about the time lag between a patient’s arrival in
hospital and starting thrombolytic treatment (“door to
needle” time); and whether the consultant thought
thrombolysis should be given routinely in the
department.

Altogether 264 questionnaires were returned
(response rate 89%). Two hundred and thirteen (81%)
were from consultants in district general hospitals, 44
(17%) from teaching hospitals, and 7 (2%) from others
(general practitioner hospitals, minor injury units, and
military hospitals). Fifty nine (22%) of the hospitals had
no fast track policy, and only 167 (63%) had any form
of written policy on giving thrombolytic treatment in
the accident and emergency department (table).

Although only 93 (35%) accident and emergency
departments gave thrombolysis routinely, 152 (58%) of
the respondents believed that this should be the case.
Thrombolytic treatment was given routinely in
accident and emergency departments in 61% of teach-
ing hospitals but in only 31% of district general hospi-
tals. One third of respondents did not know what the
“door to needle” time was in their hospital. Where
thrombolysis was given routinely in accident and
emergency, the mean (SD) door to needle time was 33
(12) minutes, but when this treatment was given
elsewhere in the hospital the time lag was 44 (26) min-
utes (P = 0.004, t test).

Comment
We asked consultants whether patients with acute
myocardial infarction were given thrombolytic treat-
ment routinely in accident and emergency depart-
ments, and if not whether this should be the practice. In
a study such as this, clinical practice and questionnaire
responses may differ, resulting in bias. Nevertheless,
these responses show that many hospitals do not have
fast track policies or give thrombolysis routinely in
accident and emergency departments, although these
measures would reduce the door to needle time. Most
respondents believed that patients with acute myocar-
dial infarction admitted to an accident and emergency
department should receive thrombolytic treatment
there, but only a third of departments currently give
this treatment.

The considerable reduction in the door to needle
time when thrombolysis is given routinely in accident
and emergency departments suggests that some
hospitals could reduce delays by adopting this
procedure. Further research and the formulation of
evidence based guidelines are needed.
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Consultants’ responses (number (%)) to questions on thrombolytic treatment in
accident and emergency departments in the United Kingdom

Routinely Occasionally Rarely Never

Is thrombolysis given in your department?
(n=264)

93 (35) 67 (25) 47 (18) 57 (22)

Should thrombolysis be given in accident and
emergency? (n=261)

152 (58) 93 (36) — 16 (6)
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