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... . . . LETTERS TO THE EDITOR ... . . .

TO THE EDITOR
I write to express concern that the important policy

implications of a recent article, “Insurance Type and
the Transportation to Emergency Departments of
Patients with Acute Cardiac Ischemia: The ACI-TIPI
Trial Insurance Study”1 are compromised by method-
ological problems.

The article begins by acknowledging the “growing
concern that by attempting to limit unnecessary emer-
gency department (ED) care, health maintenance
organizations (HMOs) may be creating financial hur-
dles or barriers that discourage or delay emergency
treatment-seeking behavior by their patients.” The
authors proceed to evaluate the validity of that con-
cern by comparing HMO members who seek emer-
gency department care for possible myocardial
ischemia to a matched sample of indemnity-insured
patients. They conclude that there is no difference in
ambulance use or in time from onset of symptoms to
emergency department presentation between HMO
and fee-for-service patients. 

The authors, however, made a methodological deci-
sion that, I believe, severely compromises the validity of
the study. Of 10,783 patients meeting the other inclu-
sion criteria for the study, 4179 (39%) were excluded
because they arrived at the emergency department
more than 24 hours after the onset of symptoms.

These are exactly the patients whose outcomes
should have been studied. If the purpose of the study
was to ascertain the association between insurance
type and delay in presentation to the emergency
department, omitting patients with delays exceeding
24 hours eliminates the study’s ability to detect the
outcome of greatest clinical importance, namely long
delays caused by the managed care pre-authorization
process. Our clinical experience suggests that when
patients are denied authorization for emergency
department care, the resulting delays are often mea-
sured in days rather than hours—making this method-
ological concern of practical importance.

An increasing body of research is questioning the
safety of managed care “gatekeeping” of emergency
department care.2-10 Unfortunately, this article only
allows us to conclude that among patients seen in EDs
within a day of onset of symptoms there is no associ-
ation between insurance type and time until seen; it
does not address the more important question of
whether there is an association between insurance
type and more substantial delays in care.

Robert A. Lowe, MD, MPH
University of Pennsylvania Medical Center

Philadelphia, PA
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IN REPLY
Dr. Lowe shares our concern about the potential

danger of obstacles to rapid access to the emergency
medical service system and emergency department
(ED) for patients with chest pain or other symptoms
suggestive of acute cardiac ischemia. Correspondingly,
we share his concern about patients for whom delays
might be more than 24 hours, potentially those most
convincingly discouraged from seeking emergency care
by their managed care plan, not to mention those who
might have had symptoms and cardiac ischemia, but
never actually presented. And we agree that this should
be also studied.

The frequency of having true acute cardiac ischemia
(ie, acute infarction or unstable angina pectoris) that
would result by inclusion of these largely nonacutely ill
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showed sharp peaks at 24, 48, and 72 hours. The recall-
induced tendency of total duration of symptoms lasting
more than a day toward multiples of 24 hours made
accurate determination of differences in hours between
groups of patients in our study impossible. 

Whether this limitation could be overcome in other
studies is not clear. We do encourage such study by Dr.
Lowe and others.

Harry P. Selker, MD
Harold A. Picken, MD

Joni R. Beshansky, RN, MPH
John L. Griffith, PhD

Division of Clinical Care Research
New England Medical Center

patients, however, would greatly dilute the number of
patients with acute ischemia, further obscuring any
impact. Thus analytically, we felt it was preferable to
look at those who presented within 24 hours, which
indeed includes almost all those who proved to have
acute ischemia. Moreover, because determination of
the time of symptom onset is based entirely on patient
recall, it becomes increasingly unreliable as the
patient’s presentation to the ED is more delayed.
Looking at our data as a histogram of hours from onset
of symptoms showed a spread the first day fairly even-
ly distributed throughout the hours with peaks at 6
and 12 hours. Looking further out in the histogram
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