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Although the timing of aspirin administration is not as
critical as thrombolytic treatment in patients with
suspected acute myocardial infarction, aspirin should
be given as soon as possible after the onset of
symptoms.1 2 We reported a low rate (3%) of aspirin
administration by general practitioners in patients with
suspected acute myocardial infarction.3 We also found
a low rate of intravenous opiate administration and
inappropriate use of intramuscular analgesia by
general practitioners before patients were admitted to
hospital.3 Most of the media’s attention, however,
focused on aspirin. We therefore repeated an audit of
the rate of aspirin and opiate administration by general
practitioners to patients with chest pain before their
referral to this coronary care unit. We also assessed the
final diagnosis of these patients and the frequency of
aspirin prescription on discharge.

Subjects, methods, and results
In this hospital, patients arriving by ambulance can be
transferred by a separate entrance to the coronary care
unit for immediate assessment.4 Our audit included
patients admitted consecutively to the unit over six
months in 1995 after having been referred by their
general practitioners for suspected acute myocardial
infarction. Standard criteria were applied for diagnos-
ing acute myocardial infarction and for prescribing
thrombolysis. Patients with unstable angina were also
kept in the coronary care unit. In other patients a clini-
cal decision was made regarding their continued stay
in coronary care or their transfer to a general ward for
further assessment. The final diagnosis was confirmed
by reviewing the case notes and the discharge letter. We
classed pre-existing aspirin treatment as regular
prescription (patient’s self report or general practition-
er’s letter) or as administration of an extra dose of aspi-
rin before admission (patient’s self report or general
practitioner’s letter); we also noted whether aspirin had
been prescribed on the discharge form. The frequency
of opiate administration by general practitioners
before admission was recorded. We evaluated the case
notes and discharge letters for the final diagnosis and
the case notes to identify any contraindications to aspi-
rin treatment.

We studied 260 patients referred by their general
practitioners (median age 64 years (range 28 to 94),
150 men); 11 were excluded because of incomplete

information. The median time from the general practi-
tioner’s telephone call to admission to coronary care of
a patient with suspected myocardial infarction was 40
minutes (range 2 to 217 minutes). Thirty two of 60
patients with acute myocardial infarction required
thrombolytic treatment. The frequency of aspirin and
opiate administration and the final diagnosis are
shown in the table. Of the 19 patients with acute myo-
cardial infarction or angina who were not prescribed
aspirin, 15 did not have any contraindications to aspi-
rin treatment. As in our previous study, around a fifth
of patients were given intravenous opiates (54/249
(22%)).3

Comment
Our study showed that many patients who have an
acute myocardial infarction or ischaemic chest pain are
either taking aspirin or have been given an extra dose
of aspirin by their general practitioner before
admission, an improvement on our previous report3;
this could be improved further by prescribing aspirin
on discharge.

Opiate administration before admission is still
inadequate as opiates are often given intramuscularly.
Such administration is relatively ineffective, falsely
increases creatinine kinase concentrations and can
cause intramuscular haematoma from thrombolytic
treatment.3
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Diagnosis in 249 patients referred to coronary care by general practitioners and rate of opiate and aspirin treatment before admission
and of aspirin treatment on discharge. Values are numbers (percentages) of patients

Before admission

Intramuscular
opiates (%)

Intravenous
opiates (%)

Total
opiates (%)

Daily
aspirin (%)

Extra
aspirin (%)

Total
aspirin (%)

Aspirin on
discharge (%)

Acute myocardial infarction (n=60)* 9 (15) 19 (32) 28 (47) 19 (32) 35 (58) 41 (68) 47 (87)

Angina (n=89) 8 (9) 25 (28) 33 (37) 55 (62) 52 (58) 77 (87) 77 (87)

Chest pain (n=100)† 7 (7) 10 (10) 17 (17) 26 (26) 38 (38) 51 (51) 34 (34)

*Six patients died in hospital. †Non-specific or other diagnosis.
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