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Abstract

Background

In ST-segment elevation myocardial infarction (STEMI), even in presence of short door to
balloon time (DTBT), timely reperfusion with percutaneous coronary intervention (PCl) is
hampered by pre-hospital delays. Travel time (TT) constitutes a relevant part of these
delays and may contribute to worse outcomes.

Objective

To evaluate the relationship between TT from home to hospital and DTBT on 30-day mortal-
ity after PCl among patients with STEMI.

Methods

We enrolled a cohort of 3,608 STEMI patients with a DTBT within 120 minutes who under-
went PCI between years 2009 and 2013 in Lazio Region (Italy). We calculated the minimum
travel time from residential address to emergency department where the first medical con-
tact occurred. We defined system delay as the sum of travel time and DTBT time. Logistic
regression models, including clinical and demographic characteristics were used to esti-
mate the effect of TT and DTBT on mortality.

Results

Among patients with 0-90 minutes of system delay, TT above the median value is positively
associated with mortality (OR = 2.46; P = 0.009). Survival benefit associated with DTBT
below the median results only among patients with TT below the median (OR for DTBT
below the median = 0.39; P = 0.013), (OR for interaction between TT and DTBT = 2.36;

p =0.076).
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Conclusion

TT affects survival after PCI for STEMI, even in the presence of health care systems compli-
ant with current guidelines. Results emphasize the importance of health system initiatives
to reduce pre-hospital delay. Utilization of TT can contribute to a better estimate of patient
mortality risk in the evaluation of quality of care.

Introduction

In ST-segment elevation myocardial infarction (STEMI), reperfusion with primary percutane-
ous coronary intervention (PCI) is a time-sensitive process, as any reperfusion delay is associ-
ated with an increase in mortality [1,2]. Time from arrival at hospital to first balloon inflation
during PCI, door-to-balloon time (DTBT), predicts survival in patients with STEMI and is a
process core measure of hospital’s quality of care [3,4]. Several quality improvement initiatives
focus on hospital delays [5-7]. Recently, the role of pre-hospital delay (the time before patient
arrival at hospital) on mortality after PCI for STEMI, has received increasing attention [8-10].
Optimal goal for treatment with PCI is defined in current guidelines as within 90 minutes or
less from the first medical contact (FMC), including both hospital and pre-hospital delays [11].
Transport time may constitute a relevant part of the pre-hospital delay, and driving travel time
(TT) from home to hospital of FMC is a reliable surrogate measure of transport time available
from Geographic Information System [12-17].

Assessing the association between TT and mortality after PCI, and better understanding the
role of pre-hospital delay and DTBT in determining mortality, can highlight the importance of
earlier presentation to hospital and provide a more accurate estimate of patient mortality risk.

We conducted a study to evaluate the effect of TT on 30-day mortality after PCI among
patients with STEMI. The first aim was to evaluate the effect of TT among patients treated
within a 90 minute system delay (SD—defined as sum of TT and DTBT). The second objective
was to evaluate the role of TT on the relationship between DTBT and mortality among patients
treated within a 120 minute DTBT.

Methods
Study design and data source

We carried out a retrospective cohort study in Lazio Region, Italy, using the regional health
information systems. We retrieved data routinely collected from: the Hospital Information Sys-
tem, which includes data from discharge abstracts, demographic, and clinical information for
all hospital admissions within Lazio Region; the RAD-Esito Information System (RAD), which
includes additional data for AMI patients (i.e. systolic blood pressure and time of procedure);
the Emergency Room Information System, which includes additional information on time of
admission; and the Mortality Information System, which includes information on date and
cause of death, coded according to ICD-9 codes. Vital status was ascertained by integrating all
hospital information system using a unique patient anonymous identifier deriving from infor-
mation on persons’names, date and place of birth and gender, according to Italian privacy leg-
islation. Data are routinely collected by the Health Information System Regional Department
of the Lazio Regional Health Service, who anonymize all the records prior to the analysis per-
formed by our Department of Epidemiology of the Lazio Regional Health Service, which is the
regional referral center for epidemiological research.
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Cohort definition

We selected patients aged 35-100 years, discharged with a diagnosis of STEMI (ICD-9-CM:
410.1-410.6, 410.8) between 1 January 2009 and 30 November 2013 [18-19] who underwent
PCI (ICD-9-CM: 00.66, 36.01, 36.02, 36.05-36.07) with a DTBT of less than 2 hours. The
DTBT time interval and the systolic blood pressure were measured from the patient’s first hos-
pital access. If subsequent STEMI hospitalizations occur within 28 days of the first hospital
admission (index admission), only the first admission was included, under the assumption that
the following admissions were part of the same STEMI episode. Among 14,323 STEMI patients
underwent PCI within 48 hours from admission, about 20% were not insured or not resident
in Lazio or were characterized by invalid episodes, 50% had a DTBT greater than two hours.
After application of all exclusion criteria, this study included 3,608 patients. Information on
travel time was absent for 281 patients (7.8%) due to unsuccessful geocoding of patient
addresses. A flow chart showing the procedure to select study population is reported in Fig 1.

Clinical characteristics and comorbidities

Information about systolic blood pressure at admission was retrieved from RAD. Comorbidi-
ties were obtained from the health information systems from both the index and the two years
preceding admissions according to a standardized methodology [20]. They include history of
previous AMI, cardiovascular risk factor (i.e. diabetes, hypertension, lipid metabolism distur-
bances) and comorbidities (i.e. chronic obstructive pulmonary disease, other forms of ischemic
heart disease, cerebrovascular diseases, cancer). List of conditions and relative ICD-9-CM
codes used for identification of comorbidities are reported on S1 Table.

Travel time from home to hospital of admission

The residential addresses of enrolled patients were considered at the beginning of each year of
the study period. The standardization of patient addresses and geocoding were performed
using the ESRI ArcGIS software package (ESRI, Redlands, California). Addresses of acute-care
general hospitals active during the study period were used to geocode facilities. After geocod-
ing, a road network-based route analysis was conducted to calculate the minimum driving
travel time (in minutes) from patient address to hospital. The travel times were calculated
based on the speed limits for different roads. We applied a method to take into account the
effect of traffic in the area of the municipality of Rome and to estimate a measure of travel time
adjusted for traffic. The effect of traffic in the municipality of Rome was estimated among sev-
eral time bands (8.00-21.59, 22.00-23.59 and 0-7.59) which were assumed as optimal to
explain differences in traffic during daytime in the city. Details on methodology to take into
account traffic effect are reported in S1 File.

Exposures definition

Time from first hospital access to first balloon inflation was defined as door-to-balloon time
(DTBT). We defined system delay (SD) as the sum of travel time and DTBT. The travel time
and DTBT were categorized into two classes according to their median values.

Study outcome

The main outcome studied was death (all-cause mortality) within 30-days from the date of the
PCIL.
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STEMI patients with PCI performed within 48 hours from admission

(N=14,323)

(N=

25)

Age, False AMI (hospitalization lasting less than 48 hours and
ending in discharge to home or discharge against medical advice)

v

Invalid episodes (N=1,119)

v

Not insured / resident outside Lazio (N=1,682)

v

Invalid address (N=99)

Invalid Door to Ball

\ 4

oon time (N=278)

v

Died between 0-1 days from PCI (N=242)

v

Door to Balloon time greater than 2 hours (N=7,270)

A 4

Study population: STEMI with door to balloon time <=120 minutes

(N=3,608)

Geolocated (N=3,3207)

Not geolocated (N=281)

Fig 1. Flow chart for selection of study population. Lazio Region, years 2009—-2013. AMI = acute myocardial infarction;
PCI = percutaneous coronary intervention; STEMI = ST segment elevation myocardial infarction.

doi:10.1371/journal.pone.0158336.g001

Statistical analysis

We performed two main analyses with the cohort data. In the first (sub-cohort), we included

only patients with SD < 90 minutes and evaluated the effect of TT. In the second (main

cohort), we included all patients with DTBT < 120 minutes and evaluated the effect of TT,

DTBT and their interaction.

Logistic regression models were used to estimate the effect of TT and DTBT on mortality,
adjusting for several characteristics. The covariates in the models include age class, gender,
individual clinical characteristics, presentation (Emergency Medical Service vs direct) and time
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of the admission day (08.00-21.59 time band vs 22.00-23.59 and 24.00-07.59). A stepwise pro-
cedure was used to select clinical characteristics associated with outcomes (p-entry = 0.05, p-
stay = 0.1) adjusting for age class and gender, without the inclusion of the exposure of interest.
We also checked, among characteristics selected, association with exposures throughout
change-in estimate methodology. In this analysis, the variables resulted associated with the out-
come, but not with the exposure are excluded to increase parsimony and avoiding over param-
etrization of the model [21]. In this predictive model, we then included the effect of TT and
DTBT as dichotomous variable. To evaluate the presence of interaction we considered a signifi-
cance level of 0.08 to reject the null hypothesis [22]

To test the effect of hierarchical structure with patients nested within hospitals, we fitted a
random intercept logistic regression model. For a variance components test, a Wald test was
performed on the statistic obtained by dividing the estimated variance components by their
standard error. The corresponding one-sided p-value was evaluated. Two sensitivity analysis
was performed on the < = 120 minutes DTBT cohort, the first using the value of 60 minutes as
the threshold to dichotomize the DTBT distribution, the second applying a restriction on
events occurred during night hours. We calculated and reported the average speed, average
length of route and average travel time for all combination of address of origin and destination
classified as follows: metropolitan, when origin or destination address is lying in the municipal-
ity of Rome, countryside if origin or destination is out of the municipality of Rome. We also
calculated the ratio between the average speed for each combination of type of route and time
band and the overall average speed. All statistical analyses were carried out using SAS version
9.2 (SAS institute, Cary, NC, USA). We used lincom command available on Stata version 12
(StataCorp. 2011. Stata Statistical Software: Release 12. College Station, TX: StataCorp LP) to
test the effect of DTBT among patients with TT above the median throughout linear combina-
tion of TT and DTBT coefficients.

Results

Table 1 reports the characteristics of the sub-cohorts and the main cohort according to mutu-
ally exclusive exposure classes. TT and DTBT median values resulted respectively in 13 and 54
minutes for sub-cohort and 14 and 72 minutes for the main cohort. Accounting traffic effects
lead to a marked reduction of average speed in metropolitan routes when compared to all
routes (22.0 Km/h versus 36.2 Km/h respectively), this effect is more pronounced focusing on
the average speed during the time band 8-21.59 (17.3 Km/h) (data reported in the S2 Table).
In this time band, accounting for traffic effect, the average speed in the metropolitan area is the
half of the regional speed (data reported in the S1 Fig). Patients with higher travel time were
characterized by a higher prevalence of males, younger age, lower frequency of systolic pressure
under 100 mmHG, higher frequency of presentation by Emergency Medical Services and
admission between 8:00 and 21:59. This observation was consistent across both sub-cohort and
main cohort.

Table 2 reports the results of logistic regression analysis of the sub-cohort of patients with
SD lower or equal to 90 minutes. Travel time above the median is positively associated with
30-day mortality in crude (OR = 1.66; p = 0.094) and adjusted model (OR = 2.46; P = 0.009),
although, for the former the p-value exceeds the significance level of 0.05.

Table 3 reports the results of logistic regression analysis on patients with DTBT< = 120
minutes (main cohort). The unadjusted model shows a direct association between DTBT and
30-day mortality (OR for DTBT of 0-72 minutes vs. > 72 minutes = 0.48; P = 0.053). Results
of the adjusted model indicate that, among early presenters, DTBT is negatively associated
with study outcome, with 30-day mortality odds ratio respectively equal to 0.39 (P = 0.013).

PLOS ONE | DOI:10.1371/journal.pone.0158336 June 23,2016 5/13



Effect of Travel Time on Mortality among STEMI Patients Undergoing PCI

PLOS | one

@

(panupuo))

aseasIp
Heay gHI
v'e €€ 12 €e g€ 9€ L'e 9€ €G | Joswio} JByi0
(%)
salpiqiowo)
1ol 6V 98l zsl LGL oGl eyl 9'Gl 9yl x Se1eqelq
8¢ €€ % Ly ge g€ 6€ 8'€ 9€ sejeqelq
(%) 10308} Ysu
Jejndsenoipied
g8l 8'6 9'Ge 09 ¥'2e LLL v'9 G2 GEl 65°20-00'+2
09 82 Lol Ll 1’8 6'G Gl S8 z8 65'€2-00'22
GG ¥'.8 €vs €26 G569 v'9L 126 09 €8L 65 12-00'80
(%)
Aep uoissiwpe
ay} Jo awiL
v'es €Ly A4 9'65 €S 899 L'L9 G'es 999 SIN3
(%)
uonejuasaid
BHwWwW
ezl 1oL zel ozh vl L'el 62k Lyl €0l 00l = >
(%) sseld das
584 584 GG L€ L'y L€ L'e 584 9€ +G8
L0v v'.E Lbp 0'8e GGy 9Ly A 9'Gy 2ve ¥8-G9
61S ¥'8G ¥09 €85 ¥°0S LY L1S 209 €29 ¥9-G¢
(%) ssejo aby
(‘nep
(eer) | ge9 | (rer) | o0€9 | (beh) | Lv9 | (eeh) | ve9 | (&) | €¥9 | (oeh) | €e9 | (eel) | €29 | (0o2V) | v+v9 | (€th) | 819 '1s) uesy
(s1eap) aby
9./ €8L 8v. €08 86/ 62L 508 06 808 S
(%) 19puan
02L 0'€6 066 061 0°€s 0t o'oY 065 0L uelpa
(‘nop
(622) | 60L | (zer) | ge6 | (6el) | 0s6 | (69L) | €Lv | (591) | 2ev | (81e) | 9€s | (291 | vy | (e61) | v9s | (662) | 9789 ‘1) uespy
(sanuin)
awn g1a
oyl 0€e 0L 0€e 08 o€l ole 0L ueipay
(‘nep
(el | ezt | (62 | 0L | (8%€) v'.L (921 | 922 | (6%€) 08 oL | zvL | (88) ove | (6°€) 9L 1s) ues|y
(sanuin)
awn |[9Ael L

(o) 809t | (5'61) oL | (¥'92) 256 (8'g2) 1€6 (g02) ovL 9lo'z | (eL8) 0S5/ (6°8t) 686 182
(%) N

uelpawi< ueipaw
(v lg1apue ] |uelpdw< gl | uepsw< Il (=>1gldpuell () v uelpaw< 1 | uejpaw => 1]

(senujw oz1 = > 19.10) HoYyoa urep

(seInuiw 06 = > S) Hoyoo-gns

paje20j-09b JoN

"€102-600¢ Sieah ‘uoibay oizeT *(HMoyod urew) sanuiw gL > awn
uoojjeq 0} J00p J0 (Hoyoaqns) sajnuiw 06 > Aejap walsAs 0} Buipioade pajdalas |INFLS 809°C Y} Jo pue paleoso]-0ab jou JNI LS 182 dY} JO sonsuajoeIey) | ajgel

6/13

PLOS ONE | DOI:10.1371/journal.pone.0158336 June 23,2016



Effect of Travel Time on Mortality among STEMI Patients Undergoing PCI

L00¥ 9£€851.0'duod [euinoly| g1 0} 1op

‘UoISSIWIPE XapU| «
sanjeA Buissiw 0} anp %00} 0} wns jou op sabejuadiad ,
Aejap waisAs = S awiy uoojjeq 0} Jood = 1 g1 dWI} [SABI] = | | 8SBasIp Ueay dlwayds| = gH| 991n18S [eolpa| Aousbisw3 = SN ainssaid poojq 21j01sAS = 49S

PLOS | one

L2 1'e Ge 62 vl 9¢ ee 02 Ge
(%) Ayjeriow
Kep-0g

9¢ L€ ge ze Y 8'e ee 144 62 looue
soseosIp
Je|nosenoigale)

92 82 ee 2z €2 €e 6l 92 12
uelpawi< ueipaw
(B]11 lg1apue ] |uepdw<1gid | uelpsw< |l (=>1dgldpuell G) v uelpaw< 1 | uelpaw => 1|
(senujw oz| = > 19.10) Hoyoa urepy (senuiw g6 = > @S) Hoyoo-gng pajeo|-096 10N

@

(panuyuoD) | aiqeL

7/13

PLOS ONE | DOI:10.1371/journal.pone.0158336 June 23,2016



@’PLOS ‘ ONE

Effect of Travel Time on Mortality among STEMI Patients Undergoing PCI

Table 2. Logistic regression analysis for < = 90 minutes system delay sub-cohort. Crude and adjusted 30-day mortality odds ratio.

Model
Crude (univariate)

Adjusted

Parameter

Travel time

Travel time
Gender
Age class

Systolic blood
pressure

Presentation
Hour of admission

Comorbidities

EMA, Emergency Medical Service;

* Index admission.

doi:10.1371/journal.pone.0158336.t002

Category Odds ratio estimate 95% Confidence limits P

> 14 minutes 1.66 0.92 3.02 0.0940
> 14 minutes 2.46 1.25 4.86 0.0093
Male 0.68 0.35 1.31 0.2454
65-84 years vs 35— 4.81 2.05 11.3 0.0003
64 years

> 84 years vs 35— 19.62 6.42 59.9 <.0001
64 years

<100 mmHg 4.21 2.19 8.10 <.0001
E.M.S vs. Direct 1.14 0.57 2.27 0.7056
22.00-23.59 vs 1.80 0.50 6.45 0.3691
08.00-21.59

24.00-07.59 vs 1.11 0.43 2.85 0.8313
08.00-21.59

Other heart 7.65 1.76 33.2 0.0066
conditions*

Moreover, the effect of short DTBT is different among the strata of travel time (OR for Interac-
tion term = 2.36; p = 0.076) and became null in patients with travel time above the median (OR
for linear combination of travel time and interaction term = 0.92; p = 0.797).

Sensitivity analysis based on a threshold of 60 minutes for DTBT, confirmed the results
obtained in the main analysis (OR for DTBT of 0-60 minutes vs. > 60 minutes = 0.40;
p = 0.045 and OR for interaction terms equal to 2.40; p = 0.111). Random intercept multilevel
regression analysis did not show the presence of a hierarchical structure of data in either model
by random intercept multilevel regression analysis (Wald test on between-hospitals variance,
p =0.223 and p = 0.222 for < = 120 minutes DTBT cohort and < = 90 minutes SD sub-cohort,
respectively). Results of the sensitivity analysis on events occurred during night hours are
reported in supplementary materials (data reported in S3 Table). We found a higher estimates
of effect of travel time during 22.00-7.59 time band when compared to 8.00-21.59 time band,
with mortality odds ratios for travel time respectively equal to 2.65 (p = 0.08) and 1.37
(p=023).

Discussion

In the last two decades, the effect of time to treatment on the benefit of PCI after STEMI has
been largely investigated by measuring DTBT. To explore an alternative method of evaluation,
several studies shifted their focus to system delay, which includes all components of delay mod-
ifiable by the health care system, both pre-hospital delay and DTBT [9,10,23]. Current guide-
lines (American College of Cardiology Foundation/American Heart Association Task Force on
Practice Guidelines) promote broad initiatives to improve health system readiness and
response to STEMI, focused on the continuum of care from EMS activation to PCI. Health care
systems are expected to treat patients with PCI within 90 or 120 minutes from the first medical
contact (FMC) for patients who initially arrive at PCI-capable or to a non—PCI-capable hospi-
tal, respectively [11]. Travel time from patient residence to hospital was previously used to
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Table 3. Logistic regression analysis for < = 120 minutes door to balloon time (main cohort). Crude and adjusted 30-day mortality odds ratio.

Model Parameter Category Odds ratio estimate 95% Confidence limits P
Crude (univariate)
Travel time > 14 minutes 1.19 0.78 1.80 0.4236
Door to balloon time | 0—72 minutes 0.48 0.38 1.01 0.0531
Adjusted
Travel time > 14 minutes 1.15 0.63 2.10 0.662
Door to balloon time | 0—72 minutes 0.39 0.16 0.82 0.013
Travel time * Door 2.36 0.91 6.10 0.076
to balloon time
Gender Male 0.71 0.45 1.14 0.154
Age class 65—-84 years vs 35— 3.20 1.83 5.60 <.0001
64 years
> 84 years vs 35— 9.78 4.65 20.55 <.0001
64 years
Systolic blood <100 mmHg 3.57 2.22 5.73 <.0001
pressure
Presentation E.M.S vs. Direct 1.55 0.95 2.52 0.077
Hour of admission | 22.00-23.59 vs 1.21 0.45 3.21 0.709
08.00-21.59
24.00-07.59 vs 1.04 0.56 1.93 0.898
08.00-21.59
Comorbidities Other heart 5.30 1.61 17.43 0.006
conditions
Diabetes* 1.98 1.22 3.21 0.006
Cerebrovascular 2.56 1.23 5.35 0.012
diseases
Cancer 2.15 0.98 4.73 0.057
Linear combinations | Door to balloon time 0.92 0.50 1.68 0.797
of coefficients * Interaction terms
(Adjusted model)

EMS, Emergency Medical Service;

* Index admission.

doi:10.1371/journal.pone.0158336.t003

estimate the proportion of the population with timely access to PCI facilities [12-14], the near-
est emergency room (ER), or cardiac and stroke centers [15,16]. Travel time resulted also asso-
ciated with both out- and in-hospital mortality and long-term mortality for acute myocardial
infarction (AMI) [17].

In the absence of delay measures gathered by Emergency Medical Service (EMS), we evalu-
ated the effect of travel time from home to hospital of FMC on 30-day mortality in a cohort of
patients undergoing PCI for STEMI. We selected a sub-cohort with system delay (defined as
sum of travel time and DTBT) lower or equal to 90 minutes and evaluated the effect of pre-hos-
pital system delay among patients experiencing a system delay compatible with guideline rec-
ommendations. Moreover, we estimated the effect of travel time and hospital delay among
patients experiencing a hospital system delay of 120 minutes or less. We excluded patients with
DTBT greater than 120 minutes since we want to assess the effect of travel time in patients
timely treated with PCI, thus, the 120 minutes DTBT threshold, recommended by guidelines,
appeared an optimal reference value to select STEMI patients. We believe this approach is opti-
mal to include the patients who had the most to gain with respect to myocardial salvage and
maximize the relevance of pre hospital system of care in STEMI patients treated with PCI.

PLOS ONE | DOI:10.1371/journal.pone.0158336 June 23,2016
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Our findings indicate that travel time, a relevant component of pre-hospital system delay, is
positively associated with 30-day mortality for STEMI after PCI. This observation was consis-
tent across the two cohorts we analyzed.

Results from sub-cohorts of patients who underwent PCI within 90 minutes of system delay
highlighted a strong effect of travel time on 30-day survival. Those STEMI patients received
timely reperfusion because, according to guideline recommendations, PCI were performed
within 90 minutes from FMC. This result confirms that pre-hospital delay plays an important
role in STEMI patient’s survival, even for those patients who received early PCI in health care
systems compliant with current guidelines.

Moreover, among patients with hospital delays lower than or equal to 120 minutes (includ-
ing between hospital transfer time), we observed that mortality benefit from short hospital
delay is limited to those patients with travel time below the median. This result also implies
that even in the presence of a reduced DTBT, travel time to the hospital is a relevant factor.
Those finding is consistent with results reported by Shiomi et al. who demonstrated that short
door to balloon time was independently associated with a lower risk of a composite of death
and congestive heart failure in patients with early presentation but not in those with delayed
presentation [23].

Both results confirm and emphasize the importance of earlier presentation to hospital and
the promotion of health system initiatives that can contribute to reduced pre-hospital delay.
The more relevant could be the promotion of ambulance transfer respect to private vehicle
transfer and the optimization of process-of-care so that EMS vehicles can or should bypass
non-PCI hospitals to reach a PCI hospital directly.

This study presents some limitations. Firstly, travel times adjusted for traffic effects may dif-
fers from actual travel times, especially in metropolitan area. Ambulance service data, including
travel time and address of origin and destination of the transport would be optimal to validate
the methodology we used to adjust for traffic effects, the linkage with such external data will be
the aim of further research. Secondly, it is understood that not all patients are at place of resi-
dence when STEMI occurs, so we considered the possible misclassification of travel times. A
sensitivity analysis for characteristics likely to be associated with staying at home when STEMI
occurs (older age, events occurring during the evening, weekend or holidays) would confirm
this misclassification. We performed a sensitivity analysis applying restriction on events
occurred during night hours on the < = 120 minutes cohort. With such approach, we are con-
fident that the most of the patients experienced the STEMI event at home. Results reported in
supplementary materials (Part D Sensitivity Analysis, S3 Table) highlighted that estimates of
effect of travel time during night hours is higher when compared to the other time band, sup-
porting the hypothesis that exposure misclassification, is likely to be non-differential. However,
we were unable to perform other stratified analysis due to the lack of statistical power (low
number of outcomes). Thirdly, we also used travel time for patients transported by EMS, who
are likely to be characterized by worse clinical status. Thus, we adjusted for this factor in the
analysis and assumed that travel time to the E.D. by private car and EMS are comparable.
Thirdly, several clinical information that should be included in the analysis (for example: pres-
ence of anterior STEMI, information about the culprit artery, timing of antiplatelets) are not
available in our data. Moreover, due to a lack of information on thrombolysis, we cannot ascer-
tain that all PCI procedures we selected are primary PCI. About this point, we retain that this
aspect does not bias our analysis because, short hospital delay before PCI suggests that throm-
bolysis is not likely to have been performed or have failed among the <90 minute system delay
cohort. Fourthly, this study includes only who have already survived the pre-hospital phase.
Accordingly, high risk patients may have been selectively excluded from study population,
leading to results confounded by survival bias [9,23,24]. Descriptive statistics of the cohort
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suggest that prevalence of risk factor are lower in late presenter compared to early presenter,
confirming such picture. Finally, given that the prediction model building was performed
using a stepwise procedure, the p-value of 0.05 may not be as adequate as desired given the
amounts of tests that are performed simultaneously. This approach could lead to an increased
rate of obtaining false positive results. The main strength of the study relies on the fact that, to
our knowledge, the effect of travel time in relation to outcome of treatment of a relevant time
sensitive condition like STEMI, has not been previously measured. The effect estimate for this
novel risk factor comes from a population-based health information system cohort of patients
of one entire Region of Italy. Most importantly, to reduce clinical heterogeneity, a relevant
problem in studies based on administrative data, we excluded patients with less severe condi-
tions (DTBT greater than two hours).

There is increasing interest in the development and implementation of outcome and process
indicators in the context of comparative evaluation of the performance of healthcare providers
and professionals. Cardiac care has a relevant role in this evaluation process and is performed
through crude and risk-adjusted indicators among AMI patients [18].

Our findings suggest the importance of including travel time as a confounding factor in
comparative outcome analysis based on hospital quality indicators. We consider that such utili-
zation is appropriate since travel time is a reliable proxy of pre-hospital system delay and a
strong predictor of 30-day mortality after timely execution of PCI for STEML

Conclusion

We measured the effect of travel time delay on STEMI 30-day mortality after PCI. Our results
indicate that travel time, even among patients treated timely with reperfusion, has a strong
effect on mortality. Efforts of health care systems should be focused on the reduction of both
pre-hospital and in-hospital delay. Travel time can be used to better estimate patient’s mortal-
ity risk in comparative evaluation of hospital quality of care.
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