
Acritical feature of high-quality medicine is that pa-
tients receive, or at least to be considered for, all
treatments where the benefits outweigh the risks

and costs. This is especially true for those with acute myo-
cardial infarction, where a wealth of evidence has led to
clinical guidelines with specific indications for therapies.
Yet studies report that hospital characteristics, such as
teaching status,1 or physician characteristics, such as spe-
cialty,2,3 affect how likely a patient with acute myocardial in-
farction is to receive evidence-based drug therapies. In this
issue of CMAJ, 3 articles remind us of this fact and provide
insights to reduce the gap between optimal and actual care
for patients with acute myocardial infarction.4–6

In the first of 2 articles by Austin and colleagues,4 the 
authors used administrative data to examine the use of β-
blockers, angiotensin-modifying drugs and statins within
90 days after discharge among elderly patients with acute
myocardial infarction. Austin and colleagues report that,
over a 14-year period, patients were more likely to use
these medications if they had received care from a cardiolo-
gist, a more recently trained physician or a physician with a
high volume of patients with myocardial infarction. The
adoption of medications was fastest among cardiologists
compared with other physicians, and teaching hospitals had
higher use of β-blockers and more rapid adoption of statins
compared with nonteaching hospitals. However, there were
only small differences in the rate of adoption of these drug
therapies between hospital and physician categories, at
most only 3%–4% difference. In their companion article,5

Austin and colleagues performed a cross-sectional analysis,
which reinforced these findings.

What do these 2 articles tell us about the quality of care
for patients admitted to hospital for acute myocardial infarc-
tion? The percentage of patients who used β-blockers, 
angiotensin-modifying drugs and statins after discharge was
about 80% in this study.4 In comparison, the levels of use of
these medications in the United States are somewhat higher.7

However, Austin and colleagues were unable to identify pa-
tients for whom drug therapy may have been inappropriate.
Because the proportion of such patients varies across physi-
cians3 and hospitals,8 it is difficult to determine the true dif-
ference in performance. The rates of use of drug therapies re-
ported by Austin and colleagues may also be low because
their study measured the rate of prescription filling, not pre-
scribing. Prescribing was used in the US study.7

What should be done to improve quality of care for patients
with acute myocardial infarction? Targeting subgroups of
providers is problematic. In the US, there is considerable het-
erogeneity in the use of evidence-based drug therapies even
among high-performing hospitals and physicians. Although
studies of cardiologists9 and top-ranked hospitals8 have re-
ported higher use of acetylsalicylic acid and β-blockers after
acute myocardial infarction, there were physicians who under-
prescribed these medications in each group. Membership in a
hospital or physician group that, on average, performs better
than its peers does not ensure that all patients are considered
for therapy. In fact, many hospitals and physicians, despite
having characteristics that are historically correlated with
lower quality of care, provide outstanding treatment.

Patients care most about changes in outcomes such as
morbidity and mortality. The studies by Austin and col-
leagues imply that hospitals and physicians who perform well
on measures of care for acute myocardial infarction will also
achieve better outcomes. But is this true? Studies have shown
that hospitals and physicians with greater use of evidence-
based drug therapies for acute myocardial infarction have a
limited relation with lower mortality.2,10,11 The lack of a strong
relation between hospital and physician prescribing of 
evidence-based drug therapies for myocardial infarction and
outcomes suggests that there are other important factors, such
as quality of nursing care, nosocomial complications, patient
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Key points

• The use of evidence-based drug therapies after discharge
for treatment of myocardial infarction varies across physi-
cians and hospitals. 

• The use of administrative data makes it difficult to deter-
mine whether the differences are clinically meaningful.

• Although hospital and physician characteristics explain
some of the variation in quality of care, the usefulness of
this observation is limited because not all providers with
these characteristics perform uniformly well or poorly.

• The 2008 update of the Canadian quality-of-care indicators
for acute myocardial infarction will be useful in improving
care and outcomes.



education and follow-up after discharge. Thus, directly meas-
uring outcomes is crucial to make comparisons about the
quality of care across providers.

The studies by Austin and colleagues reveal some of the
limitations of using hospital and physician characteristics as a
tool for improving quality of care for acute myocardial infarc-
tion. A comprehensive assessment of quality of care would
evaluate patient outcomes, report measures that are hospital-
or physician-specific and use clinical data to evaluate the use
of evidence-based drug therapies. These concepts are em-
bodied in a third article on this topic in this issue of CMAJ.
Tu and colleagues6 summarize the recommendations made by
a panel convened to update the 2003 Canadian acute myocar-
dial infarction quality measures.12 These quality measures in-
clude measures of outcomes, such as mortality and repeat
hospital admissions, as well as process indicators based on
clinical data. Novel indicators added in the 2008 recommen-
dations include system-wide measures of care, such as the use
of prehospital electrocardiograms and the time from call for
emergency help to receipt of therapy for myocardial infarc-
tion with ST-elevation. These new measures reinforce the
philosophy that the quality of health care is a community
property that involves many individuals and institutions, not
just physicians and hospitals. This is a unique approach that
should encourage collaboration across the chain of care for
acute myocardial infarction.

The trio of articles in this issue spans a period of transition
for the assessment of the quality of care for acute myocardial
infarction. We are moving from health policy research that
examines the average performance of particular groups of
hospitals or physicians to research that investigates provider-
specific performance of processes and outcomes. The 2008
update of quality of care indicators for patients with acute
myocardial infarction by Tu and colleagues6 is a road map to
the future of quality assessment in Canada. This comprehen-
sive model now includes system-wide assessment of quality
of care. If successful, this approach offers a viable template

for improvements in the quality of care for Canadians admit-
ted to hospital with other conditions.
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