
saved per 100 patients treated. Benefits from prehospital
thrombolysis have also been shown to include a
reduction in overall morbidity.6

In all the groups, ambulance response time,
defined as the time from calling for professional help
to the arrival of an emergency ambulance, shows a
marked difference between patients calling their
general practitioner and those who dial 999. Although

the contribution of general practitioners in this setting
should not be underestimated in clear cut cases, the
adoption of the “dual response” suggested by the
British Heart Foundation might minimise this delay.13

Any system of prehospital thrombolysis requires a
rapid response to calls about undifferentiated chest
pain received from within the community. Over the 12
months of our study the accident and emergency
department received 229 calls and effected thromboly-
sis in 28 patients. Although this ratio is broadly similar
for patients receiving thrombolysis in hospital, it
underlines the commitment and resources necessary
to promote early treatment.
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What is already known on this topic

Early thrombolysis improves outcome in acute
myocardial infarction

Patients from rural areas may be subject to long
delays if thrombolysis is initiated only once they
reach hospital

The deliver of thrombolytic agents by general
practitioners in the prehospital setting has been
shown to be safe and feasible and to reduce delay
in treatment

What this study adds

A system of prehospital thrombolysis delivered by
paramedics with hospital based decision support
is effective in reducing call to needle time in
patients from rural areas

Corrections and clarifications

As readers of the printed copy of the BMJ will have noticed, the recent
“patient issue” of the BMJ (14 June) looked very different from our usual
issues. Putting together our journal in this format (including using a
different electronic production system) required even more care and
attention than usual. We tried to avoid errors, but inevitably a few
glitches occurred.

Patients’ accounts of being removed from their general practitioner’s list:
qualitative study
We mixed up some references in this research paper by Tim Stokes and
colleagues when we converted our usual style to the format required for
this special issue (14 June, pp 1316-9). References 8-11 are correctly
printed below. Also, the participants’ quotes failed to be clearly
differentiated from the main text, which made for difficult reading.
In the authors’ affiliation section, “practice” twice managed to gain a
superfluous “a.” All these errors occurred only in the printed version
of the article. The revised references are:
8 Glaser BG, Strauss AL. The discovery of grounded theory strategies for qualitative research.

Chicago: Aldine, 1967.
9 Goffman E. Asylums: essays on the social situation of mental patients and other inmates. London:

Anchor Books, Doubleday, 1961.
10 Scambler G, Hopkins A. Being epileptic: coming to terms with stigma. Sociol Health Illn

1986;8:126-43.
11 Goffman E. Stigma: notes on the management of spoiled identity. Harmondsworth: Penguin, 1968.

Doctors’ diagnosis
URLs continue to tax our powers of accuracy: we got two wrong
(relating to multiple sclerosis) in the “Quick facts” section of this
“Doctors’ diagnosis” collection of three articles (14 June, p 1323-5). The
website for the American Academy of Neurology is www.aan.com and
for the International Multiple Sclerosis Support Foundation is
www.msnews.org

Perspectives
We had not intended the title of Les Irwig’s article to come out as “This
added to my multiple myopia,” but, rather inexplicably, it did (14 June,
p 1336). In an attempt to keep to the style of the other titles in the
“Perspectives” section, we had changed Les Irwig’s perfectly appropriate
suggestion of “Managing glaucoma: a patient’s view,” but what resulted
didn’t make sense.

Papers
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