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Abstract
In April 1996, we surveyed 539 patients who had
suffered a myocardial infarction in 1995 to determine
whether the prescription and use of aspirin after
myocardial infarction differs by patient age, sex, and
type of health insurance. Patients who were insured
through one of four health maintenance organizations
in major metropolitan areas or by an indemnity plan
in 40 states completed the survey. Among the 502
patients with no contraindications to use, 93.8% were
prescribed aspirin. Among patients with a prescription
and no subsequent contraindications to use, 96.4%
were taking aspirin when surveyed. Among aspirin
users, 96.5% reported taking aspirin daily. Controliing
for other characteristics, 75-year-old patients were 5
percentage points less likely to receive a prescription
for aspirin than were 50-year-old patients (P = 0.05).
Although not significant at conventional levels, point
estimates revealed a prescription rate for women that
was 6 percentage points higher than that for men
(P = 0.054) and a rate for health maintenance organi-
zation members that was 4 percentage points lower
than that for patients with indemnity insurance
(P = 0.10). Aspirin use was lower among older
patients (P = 0.02) but did not differ by gender or type
of insurance plan. Health maintenance organization
members were just as likely to receive a prescription
from a specialist as were those with indemnity insur-
ance (P = 0.92). Based on these results, the rate of
aspirin treatment after myocardial infarction may be
much higher than previous studies indicate. Concerns
that managed care patients and women may be
undertreated are not supported by our findings.
Although older patients are at risk for undertreat-
ment, this risk is low. Once aspirin is prescribed, self-
reported patient compliance with a daily regimen of
aspirin is high.
(Am | Man Care 1998;4:51-58)
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effective in preventing MI recurrence.”
However, controversy remains over the extent
to which aspirin is prescribed after MI and its subse-
quent use by patients.’ In a study of patients in four
states, Krumholz et al’ reported that only 76% of
Medicare patients hospitalized for MI received a pre-
scription for aspirin when discharged from the hospi-
tal. In a study of Medicare and non-Medicare patients
in Minnesota, McLaughlin et al’° found that 81% of MI
patients received a prescription for aspirin at hospital
discharge. Both studies measured prescription at the
time of hospital discharge and therefore do not capture
the extent to which aspirin is prescribed after discharge.
In contrast, in our previous study of health maintenance
organization (HMO) members who had had an MI dur-
ing 1994, we found that 88% of patients were pre-
scribed aspirin after MI and 94% of those with a
prescription were taking aspirin at the time of the sur-
vey. However, the patient survey on which our previous
study was based did not assess contraindications to use,
possibly understating the rate of prescription as mea-
sured in other studies that accounted for this factor.
Concerns that subsets of MI patients may be less
likely to receive a prescription of aspirin remain.
Specifically, McLaughlin et al® report lower rates of
prescription for women and the elderly, which is con-
sistent with the more general evidence of undertreat-
ment found in these groups.”®” Enrollees in HMOs
also may be at greater risk for undertreatment.”” Those
expressing this concern point out that generalists are
less likely than cardiologists to prescribe aspirin and
believe in its efficacy,” that HMOs emphasize care by
generalists while deemphasizing referral to specialists,
including cardiologists; and that the generalists’ role of
“gatekeeper” may decrease access to consultation
with cardiologists. In a study of Medicare fee-for-ser-
vice patients hospitalized for MI, Jollis et al"® found
that patients admitted by a cardiologist were 12% less
likely to die within a year than those admitted by a
primary care physician. The authors concluded that

3 spirin taken after myocardial infarction (MI) is
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healthcare strategies that shift the care of elderly
patients with MI from cardiologists to primary care
physicians may decrease patient survival.

In light of the continued controversy over the
extent to which aspirin is prescribed overall and sus-
pected undertreatment of women, the eldetly, and
HMO members, we conducted a survey of HMO and
indemnity patients who had had an MI in 1995. The
survey was designed to assess whether the patient was
prescribed aspirin, whether the prescribing physician
was a specialist or a primary care physician, whether
the patient had contraindications to aspirin use, and
how often the patient used aspirin if prescribed.

In addition to addressing these issues, our patient
survey also provides valuable information on how
health plan administrators might measure aspirin
treatment after MI. Such information is beneficial to
health plan managers assessing aspirin treatment as
part of their quality improvement activities and
responding to mandates from regulatory and monitor-
ing agencies. As an example of the latter, the National
Committee for Quality Assurance has recently includ-
ed aspirin treatment after MI as a “testing measure”
for possible inclusion in the Health Plan Employer
Data and Information Set (HEDIS).” Experiences
from this study can provide valuable insights for the
design of such data collection activities. In particular,
if response bias and measurement bias can be avoided,
a patient survey could be a cost-effective method for
collecting more complete data on aspirin prescription
compared with an incomplete review of patient
records, which often occurs in practice, and the often
incomplete data available from pharmacy claims.
Although medical records kept by all providers seen
by the patient are perhaps the best source of data on
aspirin prescription, they are not likely to provide
information on aspirin use, while a survey can.
Furthermore, health plans can 1arely devote the
resources necessary to review all the patient’s records,
especially when they are kept at several facilities. In
practice, when collecting data for HEDIS and other
purposes, health plan administrators typically review
medical records from the provider most likely to have
performed the service. This practice is likely to under-
report aspirin prescription. Pharmacy claims data are
not useful for measuring aspirin prescription after M1
because aspirin is an over-the-counter product often
cheaper than the member’s prescription copayment
(hence no claim is filed), and aspirin is prescribed and
used for a variety of purposes other than antiplatelet
therapy, which is what we want to measure. Our sur-
vey explicitly asks about aspirin prescription and use
for this purpose.

We selected survey participants from patients
insured through the four largest HMOs and all indem-
nity health insurance plans of NYLCare Health Plans,
Inc. In doing so, we were able to compare the experi-
ence of HMO patients, whose care is coordinated
through a primary care physician, with that of indem-
nity patients receiving care under fee-for-service
plans. In contrast to other studies,”® our study popula-
tion was geographically diverse and somewhat
younger. Thus our data supplement existing evidence
on aspirin treatment after MI, which was based on the
experience in five states and among predominantly
Medicare patients.

- METHODS -~

All patients with a diagnosis of MI (ICD-9-CM
410.00 through 410.99) during calendar year 1995
from among the 900,000 members enrolled in four
NYLCare Health Plans and the 530,000 members
enrolled in NYLCare indemnity health plans were
identified from claims records. By these criteria, 415
indemnity and 1,061 HMO members were identified
as the study population. For members of the four
HMOs operating in the Dallas, Houston, New York
City, and Washington, DC, metropolitan areas, all
care is coordinated by a primary care physician under
capitation. For members of NYLCare indemnicy
health plans located in 40 states, all care is received
from providers reimbursed on a fee-for-service basis.
The inclusion of MI as the primary diagnosis on the
medical claim with subsequent confirmation by the
patient when interviewed was accepted as adequate
evidence of the event; we did not review records for
documentation of electrocardiographic or enzymatic
changes. Because aspirin is indicated after all MlIs,
we did not distinguish between Q-wave and non-Q-
wave infarction or among anatomic locations of the
infarction. Excluded from the study were patients
who had died by time of the interview or were no
longer enrolled in the healthcare plan.

We selected sample patients from the study pop-
ulation such that population differences of 7 to 8 per-
centage points by insurance type, age, and sex could
be detected with conventional assumptions on sta-
tistical power. Population differences of this magni-
tude or greater were judged to be meaningful to the
research community and of sufficient magnitude to
consider focused interventions to address under-
treatment. Membership data, including telephone
number and address, are maintained for all HMO
members but not all indemnity members. Hence, of
the 415 indemnity members identified, telephone
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numbers were available for only 229. Telephone
numbers for an additional 104 indemnity members
were obtained through an outside vendor, who
matched member names and addresses to listings in
a database. All 333 indemnity members with tele-
phone numbers were selected for interview. Phone
numbers for some indemnity members were not
available because some employers do not submit
phone numbers for their employees, since they are
not needed for administrative purposes. We found no
evidence that members whose employers supplied
phone numbers differed systematically from other
indemnity members, and thus no reason to suspect
that their exclusion from the study would bias the
results. Based on the 67% completion rate achieved
for a similar survey of NYLCare HMO patients in
1995,” we anticipated receiving 222 completed
indemnity surveys. We determined that 390 com-
pleted HMO surveys were needed to detect a differ-
ence between the HMO and indemnity populations
of 7 to 8 percentage points with 80% power, using a
two-tailed test and 0.05 level of significance.
Assuming a 67% completion rate, a random sample
of 585 HMO members was selected for interview to
achieve the target number of 390 completed HMO
surveys (612 completed surveys for HMO and
indemnity patients combined). Minimum detectable
differences of a similar magnitude were projected for
contrasts by age and sex, using the same sampling
criteria. This is based on 601 completed surveys, of
whom 35% (214) were expected to be older mem-
bers (age > 65) and 28% (171) were expected to be
women.’

Data Collection

A professional telephone survey organization con-
ducted the telephone interviews in April 1996, To
exclude patients whose diagnosis of MI on the claim
was miscoded, we asked whether the patient had had
a heart attack during 1995 before proceeding with the
interview. Patients confirming the diagnosis were then
asked whether they had received a prescription for
aspirin after their MI. Those without a prescription
were asked to identify any contraindications to use.
Those with a prescription were asked to identify the
prescribing physician, whether they were still taking
aspirin, and if so, how often. Those prescribed but not
using aspirin were asked to identify any contraindica-
tions precluding use,

Up to five attempts were made to complete the
survey by telephone, followed by a mail follow-up sur-
vey and replacement mailing if necessary. Of the 918
members surveyed, 539 (59%) completed the survey.

Completion rates were similar for HMO members
(59%) and indemnity members (58%). This was
somewhat lower than the anticipated 67% response
1ate, and, as Table 1 shows, was largely attributable
to members without working phone numbers, wrong
addresses, deceased patients, or members reporting
that they had not had an MI during 1995. After
excluding these members, the response rate for the
668 members able to complete the survey was 81%."
This response rate compares favorably with rates
obtained in other studies using recommended sur-
vey techniques to achieve high response rates as a
safeguard against nonresponse bias.” The 539 com-
pleted interviews were distributed as follows: 36%
indemnity and 64% HMO, 66% younger than age 65
and 34% older than age 65, and 27% female and 73%
male. Based on the number of completed surveys,
population differences of about 8 percentage points
by insurance type, age, and sex could be detected
with 80% power, using two-tailed tests and a .05
level of significance.

Statistical Analysis

We analyzed three outcomes: (1) likelihood of
receiving a prescription for aspirin after MI; (2) likeli-
hood that patients with a prescription were still taking
aspitin at the time of the survey; and (3) frequency of
use for those still taking aspirin. Prescription and uti-
lization rates excluded patients offering plausible con-

Table 1. Survey Response Rate

Number (%) of
Patients Surveyed

Patients surveyed 918 (100)

Patients unable to complete survey,
by identified reason:

Deceased 46 (5.0)
Not eligible (no Ml) 85 (9.3)
Disconnected phone 33 (36)
Incorrect phone number 77 (8.4)
Incorrect address 9 (1.0)
Total unable to complete 250 (27.2)
Patients able to complete survey 668 (72.8)
Patients completing survey 539 (58.7)

Response rate (percent of those

able to complete) 80.7

MI = myocardial infarction
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traindications to use, which included the use of war-
farin or other anticoagulant, aspirin allergy, gastroin-
testinal bleeding or upset, and physician instructions to
discontinue use because of a change in medical condi-
tions or medications. We used logistic regression to ana-
lyze variations in outcomes by sex, age, and type of
insurance plan (HMO versus indemnity). Three speci-
fications for age were tested: (1) age as a continuous
variable; (2) a dummy variable contrasting patients age
65 and older with younger patients; and (3) a set of
dummy variables identifying whether the patient was
younger than age 45, age 45 to 54, age 55 to 64, age 65
to 74, or age 75 or older. Specifications achieving the
highest chi-square statistic for model significance are
reported. The models examining patient compliance
(use and frequency of use) also estimated whether the
length of time elapsed from the date of the patient’s
MTI until the date of the survey interview was related

to patient compliance. To do so, the number of months
between the date of the patient’s MI and the date of
the interview was entered as an independent variable
in the models.

Descriptive statistics on the prescribing physician
(specialist or primary care physician) were computed
for HMO and indemnity members. To better under-
stand whether HMO members may have restricted
access to specialists resulting in lower prescription
rates, we classified all patients eligible for prescription
into the following mutually exclusive groups: no pre-
scription, prescription from a specialist only, prescrip-
tion from a specialist and a primary care physician,
prescription from a primary care physician only, and
prescription with prescribing physician unknown. With
this classification, differences between HMO and
indemnity members in the percentage of eligible
patients receiving a prescription from a specialist can

Table 2. Aspirin Prescription After Myocardial Infarction and Use of Aspirin at Time of Survey

Age Sex Insurance Type
Total Age <65 (Y) Age 265 (Y) Female Male HMO Indemnity
Aspirin Prescription
Total number of patients 539 354 185 147 392 346 193
Number of patients with
contraindications to aspirin use 37 16 21 19 18 22 15
Number of patients without
contraindications 502 338 164 128 374 324 178
Number (%) of patients without
contraindications with 471 320 151 124 347 300 171
a prescription (93 8) (94 7) (92.1) (96.9) (92.8) (92 6) (96 1)
Aspirin Use at Time of Survey
Number of patients with
a prescription 471 320 151 124 347 300 171
Number of patients with
contraindications to continued
aspirin use 24 12 12 7 17 14 10
Number of patients with
prescription and no contra-
indications to use 447 308 139 17 330 286 161
Number (%) of patients with }
prescription and no contra- 432 302 130 11 321 273 159
indications to use currently (96 6) 98 1) (93 5) (94.9) (97.3) (95 5) (98 8)
using aspirin
Frequency of Aspirin Use
Number of patients using
aspirin at time of the survey 432 302 130 111 321 273 159
Number (%) of patients using 417 291 126 108 309 265 152
aspirin daily (96.5) (96 4) (96.9) (97.3) (96.3) 97 1) (95 6)

HMO = health maintenance organization
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be more easily related to differences in the percentage

of eligible patients receiving a prescription.

Of the 539 study patients, 471 received
a prescription for aspirin from a physician
('Table 2). Of the 68 patients without a pre-
scription, 37 reported one or more con-
traindications to use. Thus of the 502
patients without contraindications to use,
93.8% received a prescription. Of the 471
patients with a prescription, 432 patients
were taking aspirin at the time of the survey
('Table 2). Of the 39 patients prescribed but
not taking aspirin, 24 reported one or more
contraindications to continued use. Thus of
the 447 patients prescribed aspirin who had
no contraindications, 96.6% were taking
aspirin at the time of the survey. Of the 432
patients still taking aspirin, 417 (96.5%)
were taking it daily ('Table 2), 9 (2.1%) were
taking it every other day, and 6 (1.4%)
reported taking it less frequently.

Of the 37 patients citing a contraindication
as a reason for not receiving a prescription, 31
were using another anticoagulant, 6 were
allergic to aspirin, 3 experienced gastrointesti-
nal bleeding, and 2 had pep-

women were more likely than men to receive a pre-
scription for aspirin, as indicated by a P value that near-
ly achieves statistical significance at conventional levels.

Table 3. Patient-Reported Contraindications to Aspirin Use

Contraindications Among Patients Not Prescribed Aspirin* (n = 37)t

Taking watfarin or other anticoagulant 31
Aspirin allergy 6
Bleeding from stomach or intestines 3
Ulcers 2

Subsequent Contraindications Among Patients Prescribed Aspirin* (n = 24)t

Taking warfarin or other anticoagulant
Bleeding from stomach or intestines
Stomach problems, gastrointestinal upset
Low blood count

Change in medications precluded use

[o IR N V) N

*Number of patients citing contraindication

tBecause some patients reported more than one contraindication, the sum of
contraindications cited is greater than the number of patients with one or
more contraindications

tic ulcers (Table 3). Of the 24
patients citing a contraindi-
cation as a reason for not
using aspirin once pre-

Table 4. Results of Logistic Regression Models

scribed, 7 experienced gas- Adjusted 95% Confidence
trointestinal upset, 5 Odds Ratio Interval P Value
experienced G.I. bleeding, e — —
4 were Currently taking Model for Asplrlq Prescription (n = 502)

‘ . ] had Independent variables:
another anticoagulant, 1 ha Sex (female) 2929 0982-8737 0054
a low blood count, and 8 Age (continuous variable) 0 967+ 0936 - 0999 0048
reported changes in medica- Type of insurance plan (HMO) 0.481 0.202-1146 0099
tions that precluded contin- Model for Aspirin Use (n = 471)
ued use (Table 3). Independent variables:

The results of the logistic Sex (female) 0.646 0.219 - 1901 0427
I‘egression models (Table 4) Age (65.and older) 0292 0 100 - 0.854 0.025
indi he likel; d Type of insurance plan (HMO) 0259 0057-1170 0.079
“; icated that the i e_‘h‘)}f{ Months since M| 1072 0.902 - 1275 0425
6] T : n 1- .. .

pl escriptio ‘ V?ls Slglﬁ; ' Model for Using Aspirin Daily (n = 432)

Can.t y lower o1 o .eI Independent variables:

patients (P = 0.05) but did Sex (female) 1355 0.367 - 5003 0 648
not differ significantly by Age (continuous variable) 1.004 0.958 - 1.052 0 865
gender (P =0.054) or type of Type Ef irllsur‘ance plan (HMO) 1.516 0538-4.273 0.431
insurance plan (P = 0.10)' Months since Ml 1067 0.910 -1 252 0.423

Surprisingly, the point esti-
mate for sex shows that

HMO = health maintenance organization; Ml = myocardial infarction
*Adjusted odds ratio for a T-year change in age
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For those with a prescription, older patients (age >
65) were less likely than younger patients to be using
aspirin at the time of the survey (P = 0.03). Use of
aspirin did not differ significantly by sex (P = 0.43),
type of insurance (£ = 0.08), or time since hospitaliza-
tion for MI (P = 0.43). For those using aspirin, the
likelihood of using aspirin daily versus less frequently
did not differ by age (P = 0.87), sex (P = 0.65), type of
insurance (P = 0.43), or time since hospitalization for
MI (P = 0.42).

The percentages of patients receiving prescrip-
tions from a specialist, primary care physician, or
both, were similar for HMO and indemnity patients
(Table 5). Of all HMO patients with no initial con-
traindications to aspirin use, 53.4% received a pre-
scription from a specialist only, 28.4% from both a
specialist and a primary care physician, and 4.9%
from a primary care physician. Among indemnity
patients, 52.2% received a prescription from a spe-
cialist only, 30.3% from both a specialist and prima-
ry care physician, and 9.8% from a primary care
physician only. The percentage of patients receiv-
ing a prescription from a specialist was nearly iden-
tical for HMO (81.8%) and indemnity patients
(82.6%) (P = 0.92). ‘

.- DISCUSSION

The results of our patient survey indicate a much
higher rate of aspirin prescription after M1 than previ-
ously reported: 94% compared with previously report-
ed rates of 76% to 81%.°° We did not find differential
rates of prescription by gender; indeed, the pre-

cription rate for women was higher than that for men,
and the difference nearly achieved statistical signifi-
cance at the .05 level (P = 0.054). Our results do indi-
cate that older patients are less likely to receive a
prescription for aspirin; however, the magnitude of
difference between older and younger patients was
not alarmingly large. After controlling for other factors,
we estimate that a 75-year-old patient would be only 5
percentage points less likely to receive a prescription
compared with a 50-year-old patient.”

The rates of prescription for HMO and indemnity
patients were similar. One hypothesized mechanism
for underprescription in the HMO population (ie,
more restricted access to specialists who are more like-
ly to prescribe aspirin) is not reflected in our data for
prescribing physicians. Patients entolled in an HMO
who were eligible for a prescription were just as likely
as indemnity patients to receive a prescription from a
specialist. Although statistically significant differences
in outcomes for HMO and indemnity patients were
not found, point estimates show that HMO members
were about 4 percentage points less likely to receive a
prescription.

About 96% of patients presciibed aspirin were still
taking it at the time of the survey, with nearly 97%
taking aspirin daily. While encouraging, these results
must be interpreted with caution since patients may
overstate compliance if they believe it is a socially
desirable behavior."

The substantially higher rate of prescription found
in our survey compared with other studies could
reflect differences in study methodology, particularly
the use of a retrospective patient survey versus med-

Table 5. Prescribing Physician(s), by Type of Insurance

HMO Indemnity Total
No. (%) of Patients No. (%) of Patients
No. (%) of Patients Without Without Contraindication Without Contraindications

Prescribing Physician Contraindications (n = 324) (n = 178) (n = 502)
Did not receive prescription 24 (7 4) 7 (3.9) 31 (6.2)
Prescription received from:

Specialist only 173 (53.4) 93 (52.2) 266 (53.0)

Specialist and primary care

physician 92 (28.4) 54 (30.3) 146 (29.1)

Primary care physician only 16 (49 17 (9.6) 33 (6.6)

Patient did not know 19 (59 7 39 26 (52)

HMO = health maintenance organization
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ical records as the data source. With respect to aspirin.

prescription, we find no reason why patients would
overreport the prescribing practices of their physicians
to conform to social pressures or norms. Several plau-
sible ieasons for the lower rates found in studies based
on aspirin prescription at hospital discharge include
missing data in the medical record, exclusion by study
design of prescriptions received after hospital dis-
charge, and older age of the study patients. The 7% of
patients reporting a primary care physician as the sole
source of their aspirin prescription suggests that some
patients are receiving a prescription after discharge.
The mean age of patients in our study (59 years) is
considerably younger than that in previous studies, as
is the percentage of patients younger than age 65

(67%). In contrast, the mean age in the study of

Medicare patients by Krumholz et al’ is 76 years, and
the percentage of patients younger than age 65 in the
study by McLaughlin et al® is 40%. Although we found
lower rates of prescription for older patients, we sus-
pect that the magnitude of this factor alone does not
account for the observed differences across studies.
Estimates based on our logistic regression model indi-
cate that a 59-year-old patient (the average age in our
study) is only 3 percentage points more likely to
_Ieceive a prescription than a 76-year-old patient (the
aveiage age reported by Krumholz et al®).

By excluding from the survey patients who died
after hospitalization for MI, we introduced the possi-
bility of a small positive bias in the prescription rate.
More specifically, patients without a prescription
face a higher mortality risk and therefore a higher
risk of not being interviewed. As such, a follow-up
study based on a patient survey would underrepre-
sent those without a prescription. Available evidence
suggests that the bias would be quite small. For
example, using the results of Krumholz et al,’ we
calculated that aspirin prescription for patients in
their study who were alive 6 months after hospital-
ization was 77.3% compared with 75.6% for all study
participants measured at hospital discharge. By
excluding decedents from the survey, the measured
rate of aspirin use will be higher for patients with a
longer time interval between MI and the interview,
since non-users are more likely to die as time passes.
However, the mortality rate is even lower among
those with a prescription, as Krumholz et al® demon-
strate. 'T'his considerably diminishes the likely effect
of mortality on our retrospective measure of aspirin
use. Evidence for this is our logistic regression
results, which fail to show a strong relationship
between aspirin use and the time interval between
the patient’s MI and the interview.

Aspirin treatment after MI is currently being test-
ed for possible inclusion in HEDIS by the National
Committee for Quality Assurance. If adopted, health
plans complying with HEDIS specifications would be
required to report aspirin presciiption for members
experiencing MI. In considering data collection
methodology, the NCQA should weigh the advan-
tages and disadvantages of patient surveys and med-
ical records review. Abstracting data from medical
records 1s likely to be the more costly of the two alter-
natives. Since more than half of patients in our survey
received a prescription from a specialist only, review
of medical records kept in hospitals, specialists’
offices, and primary care physicians’ offices would be
required to accurately reflect the rate of prescription
and likely contraindications to use. Reviewing only
the records of the patients’ primary care physician
would potentially underreport the rate of aspirin
prescription by more than 50 percentage points. On
the other hand, using a patient survey to capture
these data requires numerous follow-ups by tele-
phone or mail to achieve acceptable response rates.
However, the cost to the health plan would be sub-
stantially less than on-site medical records reviews.
A patient survey also allows assessment of patient
use of aspirin, which the HMO can use for focused
interventions  to improve patient outcomes.
Regardless of the data collection methodology,
small health plans would identify too few cases over
a l-year period to draw meaningful comparisons
with other plans. Plans with membership demo-
graphics similar to those of NYL.Care would identify
from administrative data 1 patient hospitalized for
MI in the previous year per 1,000 members. Hence,
even a plan with 100,000 members would identify
only 100 patients, with completed surveys expected
from only 60 of these patients.

Our study has several limitations. First, because
data were collected retrospectively, the time interval
from the time of MI to patient interview varied by
patient, and in some instances exceeded 12 months.
Alchough the questions on our survey were quite sim-
ple, some patients may have had difficulty recalling
events occurring more than a year ago. Because the
HMO and indemnity samples were not matched geo-
graphically and physician practices vary by geogra-
phy,""*"” the study design is not ideal for contrasting
differences between HMO and indemnity patients.
Given this study limitation, we must allow for the pos-
sibility that HMO and indemnity comparisons reflect
the combined effect of insurance type and geographic
variations in physician practice. Qutcomes represent
the experience of patients insured through four
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HMOs and one nationally marketed indemnity insur-
er, all owned by a single corporation. Although
patients in the study were geographically diverse and
received care from a large number of providers, out-
comes for patients insured through other HMOs and
indemnity plans may differ from those reported here.

- CONCLUSION -

We found that clinicians prescribe aspirin for
post-MI patients much more often than previously
reported and that rates of prescription are similar by
type of insurance, gender, and age, although older
patients are at slightly greater risk for undertreat-
ment. When aspirin was prescribed, nearly all
patients reported taking it daily. The higher pre-
scription rate found in our study reflects, in part, our
ability to measure prescriptions received after hospi-
talization for MI, the absence of undertreatment for
women, and a fairly small degree of undertreatment
among older patients. The nearly identical percent-
ages of HMO and indemnity patients receiving a
prescription from a specialist does not support previ-
ous speculation that HMO members will be under-
treated because of restricted access to specialists.
Proposals for HMOs to report the rate of aspirin pre-
scription as part of HEDIS requirements should be
reviewed critically to determine the best method for
data collection and whether the number of patients
identified in most health plans will allow meaning-
ful comparisons acioss plans. Resources may be used
more effectively to monitor areas of medical practice
where the documented risk for undertreatment is
much higher.
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