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aspirin after a previous myocardial infarc-
tion. '
The clinical implications are that gen-

eral practitioners must ensure that patients
who have been discharged from hospital
are maintained on medium dose aspirin
(75-150 mg per day). This practice is like-
ly to result in further substantial reduc-
tions in mortality and in non-fatal rein-
farction and stroke. Since most patients
can be maintained on 75 mg aspirin, the
public health benefits are far larger than
those achievable with pre-hospital throm-
bolysis.
The role of general practitioners in

managing patients with acute myocardial
infarction was reviewed by the British
Heart Foundation working group4 in the
light of these research results. Its report
endorsed the above research findings and
recommended general practitioners' early
therapeutic intervention with aspirin for
all patients with acute myocardial infarc-
tion, unless there is a definite history of
recent trauma or surgery, bleeding diathe-
ses or allergy (for example angioedema).

In the same issue of the Journal
(p.175), the Royal College of General
Practitioners myocardial infarction study
reported on the use of pre-hospital throm-
bolysis by general practitioners, suggest-
ing that such treatment is appropriate and
safe. They also recommended that the 150
mg aspirin be given by mouth before
treatment with anistreplase. There is no
golden hour for treatment, as suggested by
John Rawles, but there is certainly a gold-
en opportunity for general practitioners to
use aspirin promptly in all patients with
acute myocardial infarction, especially if
pre-hospital thrombolysis is being consid-
ered.
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GPs' low morale

Sir,
Following a period of poor recruitment to
and low morale in general practice, the
Royal College of General Practitioners
has finally decided to take action (editor-
ial, May Journal, p.227). McBride and
Metcalfe travel over well-known ground
before reaching their final conclusion -
we are divided as a profession because of
educational, structural and administrative
factors. I would like to offer my own
analysis of our demise.

General practitioners are out of touch
with the economic realities of life. A long
period of training in a sheltered environ-
ment, a secure job, a generous pension
and an unchallenged status quo character-
ized by general practice sheltered mono-
polies and cosy cartels have rendered us
insensitive to economic life.
As a profession, we have lacked strate-

gic vision. In the 1980s it was becoming
clear that the National Health Service
could not continue in its existing form.
Yet we had no clear vision of the future
and, in fact, would not accept that change
was needed at all. As a result, virtually all
change has been externally imposed and
has been almost universally met with pro-
fessional antagonism.
We have ignored the fundamental

changes that have been taking place in
society. A vertical structure based on hier-
archy and respect has been replaced by a
more horizontal, market-driven, egalitar-
ian structure. With the old boundaries dis-
solving, institutions are increasingly com-
ing under attack. The rise of consumer
awareness that demands access to the
privileged knowledge that doctors once
held on trust has exposed the uneasy dual-
ity between professional expertise and
protective exclusivity. Even today our
core values are still viewed as 'ancient
virtues distilled over time" - presumably
handed down in some mystical primordial
tradition.
The time to take action was 15 years

ago, not today. But unfortunately for us,
all is not lost. The leadership of the NHS
has been handed to us on a plate. If we
take the trouble to understand the real
causes of our present situation we will
realize how fortunate we really are and
perhaps be able to face the future more
positively.
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Burnout

Sir,
Kirwan and Armstrong's findings indicate
that part-time general practitioners are sig-
nificantly less likely than their full-time
colleagues to suffer from burnout, but that
'with incomes becoming more closely
linked to time at work there are counter-
vailing pressures to increase rather than
decrease work commitment' (May
Journal, p.259).
As a 39-year-old general practitioner

who has reduced his practice commitment
this year to three and a half days a week, I
am well aware of such countervailing
financial disincentives. My National
Health Service income has decreased by a
five-figure sum.

I have no regrets, however. I now value
and enjoy the time I spend in the practice.
My patients tell me how well I look -
and I feel it. For the first time in years I
am able to give quality time to my wife
and three young children without feeling
guilty that I should be working.

I am also now free to do many other
things which make worthwhile use of my
skills as a doctor. Within four months of
beginning to work part time, I have been
filmed in an educational videotape for par-
ents of children with epilepsy, helped the
local citizens' advice bureau on a health
care project, started editing for a publisher
a new series on family problems, partici-
pated in a local forum on domestic viol-
ence, advised a drug company about edu-
cational materials for patients with arth-
ritis, and started research for my second
book.

Although some of these activities pay
handsomely, others attract no financial
reward. There is more to life, however,
than a fatter bank balance, and the overall
benefits of part-time practice have been
incalculable. Of the seven partners in my
practice, I am the fourth to work part time
and I wholeheartedly commend it to col-
leagues looking for an invigorating, fresh
start.
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