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      OMICS Group International is an amalgamation of Open Access 
publications and worldwide international science conferences and events. 
Established in the year 2007 with the sole aim of making the information 
on Sciences and technology ‘Open Access’, OMICS Group publishes 400 
online open access scholarly journals in all aspects of Science, 
Engineering, Management and Technology journals. OMICS Group has 
been instrumental in taking the knowledge on Science & technology to the 
doorsteps of ordinary men and women. Research Scholars, Students, 
Libraries, Educational Institutions, Research centers and the industry are 
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About OMICS Group Conferences 

     OMICS Group International is a pioneer and leading science event 
organizer, which publishes around 400 open access journals and 
conducts over 300 Medical, Clinical, Engineering, Life Sciences, 
Pharma scientific conferences all over the globe annually with the 
support of more than 1000 scientific associations and 30,000 editorial 
board members and 3.5 million followers to its credit. 
 

    OMICS Group has organized 500 conferences, workshops and national 
symposiums across the major cities including San Francisco, Las Vegas, 
San Antonio, Omaha, Orlando, Raleigh, Santa Clara, Chicago, 
Philadelphia, Baltimore, United Kingdom, Valencia, Dubai, Beijing, 
Hyderabad, Bengaluru and Mumbai. 
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Outline 
• Understanding the challenges in the Current health care 

system 

• Why there is a Gap between training and practicing? 

• The new direction of  services and how can a newly 

graduate fit in Being a leader in the community 

• Closing the Gap in implementing care 

• Successful models and how SLRHC ACAP program is 

a leader that will equip all its trainee to become pioneers 

in implementing care. 

• Our Model story, clinical pathways, there 

implementation and results 



Overview 
• Variation in quality and outcomes 

is substantial and is driven (at 
least somewhat) by provider 
behavior 

• Suboptimal health care quality 
and outcomes contribute to 
excess costs 

• Higher quality is not generally 
associated with higher overall 
costs, but improving quality often 
reduces provider revenue under 
current payment systems 



Compliance rates for cardiac performance measures among 

outpatients with CAD, heart failure, and atrial fibrillation vary 

substantially, ranging from 13% to 97%. These results highlight 

important gaps in the quality of  outpatient cardiac care and provide a 

valuable benchmark for future improvement. 



What are we trying to 
accomplish? 

How will we know that a 
change is an improvement? 

What changes can we make that 
will result in improvement? 

Model for Improvement 

Act Plan 

Study Do 

The Breakthrough Series known as the BTS Model  

Every system is designed to 

give you exactly the results 

that you get from it 
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Care Gap 
• Failure to, translate, transfer and utilize medical 

knowledge effectively  

• The difference between, what we know and what 
we do  

• Usual Care ≠ best care 

• Population outcomes do not match results of  
clinical trials 

• Patient, physicians & payers do not reap the 
benefits of  validated medical knowledge 

• The difference between achievable and actual 
outcomes 

 



Knowledge Translation 

 Definition 

“Knowledge translation is the effective and 

timely incorporation of  evidence-based 

information into the practices of  health 

professionals in such a way as to affect 

optimal health care outcomes and maximize 

the potential of  the health system.” 

The Canadian Institutes for Health Research  

definition, 2001 



INTER-HEART: Risk of  acute MI associated with 

risk factors in the overall population  

  

Yusuf S. European Society of Cardiology Congress 2004; August 28-September 1, 2004; Munich, Germany. 

Risk factor Odds ratio adjusted for age, 

sex, and smoking (99% CI) 

Odds ratio adjusted for all 

(99% CI) 

ApoB/ApoA-1 (fifth quintile 

compared with first) 

3.87 (3.39-4.42) 3.25 (2.81-3.76) 

Current smoking 2.95 (2.72-3.20) 2.87 (2.58-3.19) 

Diabetes 3.08 (2.77-3.42) 2.37 (2.07-2.71) 

Hypertension 2.48 (2.30-2.68) 1.91 (1.74-2.10) 

Abdominal obesity  2.22 (2.03-2.42) 1.62 (1.45-1.80) 

Psychosocial  2.51 (2.15-2.93) 2.67 (2.21-3.22) 

Vegetable and fruits daily 0.70 (0.64-0.77) 0.70 (0.62-0.79) 

Exercise  0.72 (0.65-0.79) 0.86 (0.76-0.97) 

Alcohol intake 0.79 (0.73-0.86) 0.91 (0.82-1.02) 

All combined 129.2 (90.2-185.0) 129.2 (90.2-185.0) 

Account for over 90% 
of the risk of acute 

myocardial 
infarction  



INTER-HEART: Population-Attributable Risk  

(PAR) Acute MI in the overall population  

  

Risk factor PAR adjusted for age, sex 
& smoking 99% CI) 

PAR adjusted for all (99% 
CI) 

ApoB/ApoA-1 (fifth 
quintile compared with 
first) 

54.1 (49.6-58.6) 49.2 (43.8-54.5) 

Current smoking 36.4 (33.9-39.0) 35.7 (32.5-39.1) 

Diabetes 12.3 (11.2-13.5) 9.9 (8.5-11.5) 

Hypertension 23.4 (21.7-25.1) 17.9 (15.7-20.4) 

Abdominal obesity  33.7 (30.2-37.4) 20.1 (15.3-26.0) 

Psychosocial  28.8 (22.6-35.8) 32.5 (25.1-40.8) 

Vegetable and fruits daily 12.9 (10.0-16.6) 13.7 (9.9-18.6) 

Exercise  25.5 (20.1-31.8) 12.2 (5.5-25.1) 

Alcohol intake 13.9 (9.3-20.2) 6.7 (2.0-20.2) 

All combined 90.4 (88.1-92.4) 90.4 (88.1-92.4) 

Yusuf S. European Society of Cardiology Congress 2004; August 28-September 1, 2004; Munich, Germany. 

1. Nine simple risk factors are strongly associated with AMI 
worldwide. 

2. These risk factors are even more important in the young, 
and their effects are consistent in men and women, across 
all ethnic groups and all regions.  

3. Abnormal Apo-B/ApoA-1 ratio and smoking are the most 
important risk factors and account for >2/3 of  the PAR. 
All 9 risk factors account for >90% of  the PAR globally and 
in most regions. 

 

IMPLICATIONS:  Implementing preventive strategies based on 
our current knowledge would avert the majority of  

premature CHD worldwide. 



Prevention Goals for CVD 
Variable Goal 

Smoking  Total Cessation 

Total Dietary Fat / Saturated Fat < 30% calories / < 7% calories 

Dietary Cholesterol < 200 mg/day 

Physical Activity 30-45 min. moderate intensity 5X/week 

Body Weight by Body Mass index Initial BMI          Weight Loss Goal 

   25-27.5            BMI < 25 

   > 27.5               10% relative weight loss   

LDL cholesterol (primary goal) 1.6 – 2.2 mmol/L (60-85 mg/dL )  

HDL cholesterol (secondary goal) 1.0 mmol/L  ( > 40 mg/dL )  

Triglyceride (secondary goal) 1.7 mmol/L ( < 150 mg/dL )  

Blood Pressure < 130/80 mmHg  (< 120/80 for LVD) 

Diabetes HbAlc < 7.0 % 



Potential Cumulative Impact of  

PRIMARY Prevention Strategies 

Smoking Cessation 2/3 

BP reduction 20 mm Hg 1/2 

LDL reduction 1 mmol/L 1/6 

Cumulative Prevention 5/6 



Potential Cumulative Impact of   

SECONDARY Prevention Treatments 

RRR Event rate Event rate 

None 8% 16% 

ASA 25% 6% 12% 

 -Blockers 25% 4.5% 9.0% 

Lipid lowering 30% 3.0% 6.0% 

ACE-

inhibitors 

25% 2.3% 4.6% 

Cardiac Rehab 25% 1.7% 3.4% 

© Continuing Medical Implementation ®                                       …...bridging the care gap  

CUMULATIVE BENEFITS ARE LIKELY TO BE IN EXCESS OF 

 78% RRR, WHICH IS SUBSTANTIAL 



CVD 2° Prevention 

Cocktail  
CAD, CVA,TIA, PVD, AAA, Type 2 DM 

Same Disease/Same  Rx: 

– ASA 

– Lipid Targets 

• TC < 4.5 

• LDL < 2.0 (1.8) 

• HDL > 1.2 ;TC/HDL < 4 

• TG < 1.7  

–  ACE inhibitor 

• HOPE Trial 

• EUROPA Trial 

– ß-blocker for post- MI, HPT or CAD 



Top 10 Evidence Based  

Advances in CV Disease 

• ASA/Plavix-CAD/ACS 

• UF/LMW Heparin ACS 

• Thrombolytic/PCI-STEMI 

• ß-blocker post-MI 

• ACE-i/ARB  

– CHF/LV dysfunction 

– Post MI 

– Vascular disease/DM 

• Anticoagulation in atrial 

fibrillation 

 

• Lipid Lowering 
– 2 ° - CAD, CVD, PVD, DM 

– 1 ° - Risk Factors 

• HTN (hypertension): 
–  LDD/ß-blocker/ACE-i/ 

ARB/long-acting CCB  

• Isolated Systolic HTN > 
160:  
– LDD/long-acting DHP-

CCB/ARB 

– (avoid ß-blocker  or alpha-
blocker as initial Rx)  

• ß-blocker -CHF 

 



Top 10 Failures to Implement 

Evidence Based Advances  

in CV Disease 

• ASA/Plavix-CAD/ACS 

• UF/LMW Heparin ACS 

• Thrombolytic/PCI-STEMI 

• ß-blocker post-MI 

• ACE-i/ARB  
– CHF/LV dysfunction 

– Post MI 

– Vascular disease/DM 

• Anticoagulation in atrial 
fibrillation 

 

• Lipid Lowering 
– 2 ° - CAD, CVD, PVD, DM 

– 1 ° - Risk Factors 

• HTN (hypertension): 
–  LDD/ß-blocker/ACE-i/ 

ARB/long-acting CCB  

• Isolated Systolic HTN > 
160:  
– LDD/long-acting DHP-

CCB/ARB 

– (avoid ß-blocker  or alpha-
blocker as initial Rx)  

• ß-blocker -CHF 

 



Goals in Cardiovascular Prevention 

• Identify all  patients who could benefit 

• Stratify according to all risk factors 

• Initiate therapy in all where cost/benefit favorable 

• Achieve appropriate targets or % reductions 

• Provide long term follow-up to ensure adherence 

• Achieve mortality/morbidity benefits attained in 
clinical trials 

• Target every patient for optimal risk stratification 
and reduction 

 

 



Where can we have the greatest 

impact in cardiovascular disease? 

• Stroke prevention 

– Hypertension control 

– Anticoagulation in atrial fibrillation 

• CAD  

– Secondary prevention cocktail 

– Medical management for symptoms 

– Appropriate revascularization 

• CHF 

– Patient education 

– Medical management for prognosis and symptoms 

– Admission and readmission prevention programs 



Ways to Influence Practice 

• Consensus guidelines & Pathways 

• Didactic CME 

• Workshop CME 

• Practice pattern review 

• Specific recommendations by local experts 

• Usual channels of  communication 

• Reminder strategies 

• Evidence based application tools 



Analyzing the Care Gap 

• Evidence Gap 

• Guideline Gap 

• Diffusion Gap 

• Dissemination Gap 

• Implementation 

Gap 

• Adherence Gap 

• Outcome Gap  

• Rising Health Care 

Costs 



Barriers to Implementing Risk Factor 

Management in Patients With CHD  

• Physician is focused on acute problems 

• Time constraints and lack of  incentives, 

including reimbursement 

• Lack of  training, including inadequate knowledge 

of  benefits 

• Lack of  resources and facilities 

• Lack of  specialist–generalist communication; 

passing on responsibility 

Pearson TA et al. J Am Coll Cardiol. 1996;27:1039-1047. 



Why the Gap? 

• Lack of  information-knowledge gap 

• Information overload-guideline overload 

• Jurisdiction: Whose job is it? 

• Too busy to read recommendations 

• Patient overload/Physician shortage  

• Issue overload/Patient priorities 

• Lack of  tools or resources 

• Confusion - competing marketing strategies 

• Medico-legal implications 



Three-Pronged Approach 

• Condensed 
evidence review 
and guideline 
distillation 

• Patient information 
products 

• Implementation 
tools 

 



Implementation Network 

With the PATIENT in the FOCUSED center 



Opportunities to Improve Care for 

Patients With Cardiovascular Disease 

• Despite overwhelming clinical trial evidence, expert 

opinion, national guidelines, and a vast array of  

educational conferences, evidence-based, life-saving 

therapies continue to be underutilized  

• New approaches to improving the use of  proven, 

guideline-recommended, life-saving therapies are clearly 

needed 

• Implementation of  critical pathways and management 

plans for hospitalized patients is becoming a mainstream 

in achieving the goal of  optimal quality of  care 

Fonarow GC. Rev Cardiovasc Med. 2002;3:S2-S10.  

Cannon, C. P., M. H. Hand, et al. Am Heart J 143(5): 777-89 





St. Luke’s Hospital 



Advanced Cardiac Admission 

Program (ACAP) 
• In 2004 a new program 
“Advanced Cardiac Admission 
Program” (ACAP) was 
developed and implemented at 
St. Luke’s - Roosevelt Hospital 
Center, New York, NY. 

• ACAP consisted of  tools and 
strategies for implementing 
ACC/AHA guidelines. 

• Up-to-date the ACAP program 
include 9 state of  the ART 
Pathways in management. 

Emad F. Aziz, Balaji Pratap, Maria E. De Benedetti Zunino et al., Success in Implementing a Hospital Wide Evidence-Based Clinical Pathways System for the 

Management of Cardiac Patients; the ACAP Program Experience. Crit Pathways in Cardiol 10(1):22-28, March 2011  



ACAP Main Projects 
• Chest Pain Pathway, (PAIN) including STEMI and NSTEMI 

patients. 

• Heart Failure Pathway. (for Acute management of  Heart Failure) 

• The RACE Pathway for Atrial fibrillation & Flutter. 

• Pathway for management of  Hyperglycemia in Critical & Cardiac 

Care Units.  

• The SELF Pathway for Syncope.  

• Pathway for management of  Hypertension.  

• The ESCAP Pathway, Sudden Cardiac Death Prevention.  

• The MOHCA Pathway for the management of  out of  hospital 

cardiac arrest. 

• CHASER Pathway for the management of  pericardial disease. 

 

 



Key features of  the ACAP program 

and common to all Pathways 

• Building partnerships with emergency room physicians. 

• Flexibility to allow local adaptation  

• Tools derived directly from published guideline  

• Involvement of  caregivers across the continuum of  care 

(i.e., not just cardiologists)  

• Involvement of  patients in their care. 

• Use of  champions/opinion leaders (Attending, Specialists) 

• Use of  data to change behavior and measure effectiveness 

of  the approach. 

 
Emad F. Aziz, Balaji Pratap, Maria E. De Benedetti Zunino et al., Success in Implementing a Hospital Wide Evidence-Based Clinical Pathways System for the 

Management of Cardiac Patients; the ACAP Program Experience. Crit Pathways in Cardiol 10(1):22-28, March 2011  







Pathways for Management of   

Hyperglycemia & Unexplained Syncope 



 





The Comprehensive Pathway for the Management 

of  Survivors of  Out of  Hospital Cardiac Arrest 



How ACAP was Implemented? 

 We Published focused treatment guidelines, in a 
form of  novel pathways.  

 All residents admission notes were transformed 
into Printed color coded standardized 
duplicated sheets. 

 Educational lectures and materials 
supplemented to all house staff. 

 An integrated database was developed to 
incorporate all collected in data. 



ACAP Program Admission and Discharge Forms 



The Research group comprised of  

a great variety of  personnel that 

complement each other 

 



The ACAP Research Group Personnel 
Director: Emad F Aziz, DO, MB CHB, FACC 

Cardiology Fellows: 

Alexander Benjo, MD 

Juan Cordova, MD 

Balaji Pratap, MD 

Eric Bader, MD 

FMGs Research Associates: 

Catalin Florita, MD 

Chaithanya  Pamidimukala, MD 

Urvi Pai, MD 

Shuaib Mohamed, MD 

Joseph Bastawrose, MD 

Balaji Pratap, MD 

Sahil Jaiswal, MD 

Arvind K Garg, MD 

Rajan Garg, MD 

Raja Singh, MD 

Anshu Alok, MD 

Rishi Malhan, MD 

DJ Sandhu, MD 

Debasmita Saha, MD 

 

Current St. Luke's-Roosevelt 

Internal Medicine Residents: 
Jonathan Kahan, MD 

Sandeep Pulimi, MD. 

Raffy Khan, MD. 

Joseph Mathews, MD. 

Mathew Pierce, MD 

Natalie Slowik, MD. 

Costantine Albany, MD.   

Moustafa Hazin, DO 

Sunil Kumar, MD 

Geena Varghese, DO. 

Clenton Coleman, MD. 

Sherryl Croitor, MD, RN. 

Mary Ibraheim, DO 

Afag Seidova, DO 

Bhatia Vivek, MD 

Ashita Gupta, MD 

Madhuri Devabhaktuni, MD 

Maria De Benedetti Zunino, MD 

Javad Fahed, MD 

Carlos Alviar, MD 

Balaji Pratap, MD 

Anshu Alok, MD 

 

Medical and Pre-Medical 

Students Research Associates:  
Aaron Zigelbaum.  

Ashraf  Fawzy. 

Saurabh Verma. 

Steven Lee. 

Alexander Ritter. 

Darnell Dennis 

Emiri Hirokawa 

Sadia Maysood 

Amanda Schneider 

Evan Schneidmesser 

Anish Shah 

Nicholas Gulati 

Jennifer Beck-Esmay 

Danielle Dubosie 

Jeanette Huaman 

Scott Safir 

Ambreen Rahman 

Yutaro Furukawa 

Jessica DeJesus 

Tamon Charles 

Mina Botross 

Joshua Aziz 

 

 



The Five Pillars of  the ACAP 

Program 



ACAP Program Education 

Clinical Task Force 

Developing Pathways for Management 

Medical Staff 
Defining Standard of 

Care 

Residents/Fellows 

Didactic Sessions & Projects 

Nursing 

Changing practice & Enhancing  
Competency 

Quality 
Management 

Data Driven 
Information 



 

 

ACAP-ACS 

ACAP-HF 

ACAP-RACE 

ACAP-SELF 

ACAP-DM 

ACAP-HTN 

ACAP-ESCAPE 

ACS 

HF 

A. Fib 

Syncope 

Hyperglycemia 

HTN 

SCD 



Hospital Administration 

• Defining Standard of  Care  

• Getting the Hospital Administration to 
acknowledge the importance of  
implementation of  performance measures. 

• Getting approval from the IRB to make all 
admission as a part of  hospital wide policy and 
approve the discharge summery as a patients 
contract with the hospital for follow up.  

 

 



Residents/Fellows 

• Regularly Scheduled Conferences 

• Live Conferences and Workshops 

• Internet-Based Education 

• Enduring Materials - Print and electronic 

enduring materials are also offered to learners.  

• Research Projects Involvement 

 



Nursing 
• Changing practice & Enhancing  Competency 

• The Nursing Department designated a part-time nurse at each 

participating site to remind clinical staff  about the ACAP 

program, to check and verify that the forms were being 

completed on correct patient populations, and to provide 

periodic reports to nursing administrators regarding experience 

with the program and the need for additional in-servicing.  

• This presented a win-win situation wherein  

– hospital physicians could be further educated in the need for detailed and 

specific documentation at all stages of  the patient’s hospital stay and  

– there existed an opportunity to join forces with evidence-based health 

care assessment and documentation tools 

 



Quality Management 

• This pillar helps measure the 
performance and competency of  our 
ACAP program.  

• Data Driven Information 

• Demonstrate changes in competence,  

• Improvement in performance-in-
practice, and/or improved patient 
outcomes.  

• Metrics for determination of  success 

 



ACAP Research Team 

Syncope 

Chest 
Pain 

Heart 
Failure Fill 

• Residents 

• PA 

Clean 
• FMG’s 

Volunteers 

Enter 
• Pre-Medical 

Students 

Data Analysis  

& Publication 



Success of  the Program 

• The successful utilization and integration 

of  these five main target areas, we believe 

are integral in the institution wide 

acceptance of  the ACAP program and 

eventually our positive outcome data.  

• We used the following assessment factors 

to routinely monitor the status of  our 

ACAP program and the need for any 

revision  



How can we amplify the impact  

of  preventative strategies? 

Recognition-Screening-Initial 

Therapy- Family MD 

Community Based 

Awareness/Understanding 

Risk Stratification-Rx Optimization/ 

Adherence-FD & Specialist 

Specialist/Cardiologist-Invasive Dx/Tx-

Monitoring/Rehab/Reinforcement 

Interventions-Revascularization-Devices-

Procedures 4º 

2º & 3º 

      1º & 2º 

Primary Care Physician 

Prevention Awareness Programs/PHN 



Changing the Culture 

Putting all parts of  the Puzzle 

Together 



Some of  the ACAP 

Pathways Outcome Results 





ACAP effect on Discharge Orders 
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ACAP effect on Discharge Orders 
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Clinical Events Post-pathway Implementation at 

Four Years Following Hospital Discharge 
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Multivariate Logistic Regression 

Predictors of  Outcomes* 
Variable Odds 

Ratio 
95% CI p 

Age 1.06 1.03 – 1.10 0.0001 

History of  CAD 0.41 0.17 – 0.98 0.044 

Known Heart Failure 2.07 0.99 – 4.35 0.052 

Admission Creatinine 1.10 1.03 – 1.17 0.001 

EF 0.97 0.95 – 0.99 0.003 

Pathway 

Implementation 

0.49 0.33 – 0.73 0.0004 

TIMI Risk Score 1.33 0.96 – 1.84 0.076 

* Over all Model Chi-square Fit= 74.3; p< 0.0001 



Implementation of  a Novel Pathway for 

Management of  Acute Decompensated 

Heart Failure Improves Guidelines 

Adherence and  Remarkably Decrease 

Mortality and Readmission Rates 

 Emad F. Aziz, Marrick Kukin, Balaji Pratap, Sandeep Pulimi, 
Amjad Nader, Jorge Silva Enciso, Deborah Tormey,  

Omar Wever-Pinzon, Fahad Javed, Carlos Leon Alviar,  
Olivier Frankenberger, Eyal Herzog 

 
St. Luke's-Roosevelt Hospital Center, University Hospital of Columbia 

University, College of Physicians and Surgeons, New York City, NY 

Circulation, Nov 2009; 120: S882 



The Results of  ACAP Implementation on the 

Usage of  Evidence-based Therapies for ADHF 

Management 



Clinical Events Post-pathway Implementation - 

Four Years Analysis Post-Hospital Discharge 



Multivariate Logistic Regression Predictors 

of  Outcomes* 

 



 

Winner of  the Jay N. Cohn New 

Investigator Clinical and Integrative 

Physiology Award The 13th Annual 

Scientific Meeting of  the HFSA, Boston 

2009 



Winner of  the 10th Annual Joan Barber 

Memorial Research Award The New York 

Echo Society Meeting, June 2009 







Do Emergency Room Physicians 

Correctly Identify Patients Presenting 

with Unexplained Syncope who Warrant 

Hospitalization? 
Emad F. Aziz, DO, MB.ChB, Balaji Pratap, MD, Chaithanya K. 

Pamidimukala, MD, Joseph H. Bastawrose, MD, Terrence Park, 

MD, Joseph Kim, Claire Murphy, Joanna Verzosa,  

Nick David, and Eyal Herzog, MD, FACC 

The ACAP Program, St. Luke’s-Roosevelt Hospital Center 

Columbia University College of  Physicians and Surgeons 

New York, New York 



SELF Pathway Management Plan 

 Initial assessment of  a patient with syncope 

 Definition of  true syncope (SELF-1) 

– S - Short period, self  limited, spontaneous recovery 

– E - Early-rapid onset 

– L - Loss of  consciousness- transient  

– F - Full recovery- fall 
 Classification of  syncope when there is a certain or suspected diagnosis (Neurally 

mediated, Orthostatic hypotension, etc.) 

 Initial management of  patients with unexplained syncope 

 Management of  cardiac syncope (SELF-2) 

 Management of  patients with unexplained syncope but with no evidence of  
cardiac etiology  



Patient Distribution According to The 

San Francisco Syncope Rule (SFSR) 

P < 0.001 



Clinical Outcomes at one Year  

Follow-up 
Group (A) 

Admitted 

Patients 

N = 523 (69) 

Group (B) 

Discharged 

Patients 

N = 242 (31) 

p 

ROS, % 49 (9) 4 (1.6) 0.0002 

MI, % 26 (5) 1 (1) 0.001 

PCI, % 40 (8) 2 (1) 0.0001 

TIA & Stroke, % 5 (1) 0 (0) 0.02 

Mortality, % 12 (2) 0 (0) 0.04 

ROS = Readmissions for Recurrent Syncope, MI = myocardial infraction,  

PCI = Percutaneous Coronary Intervention, TIA = Transient Ischemic Attack 



Kaplan-Meier Survival Curve 
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Comparison of  the Utilization of  

Evidence-Based Therapies and Clinical 

Outcomes between Teaching and Non-

teaching Medical services After  the  

Implementation of  Novel Clinical 

Pathways  for the Management of  Cardiac 

Patients 

 Emad F Aziz, Balaji Pratap, Omar Wever-Pinzon,  
Fahad Javed, Yoon K Yang, Kiran K Kalal,  

Venkat Rao, Resmi Premji, Putun Patel, Andre Tojino, 
Jeannette Huaman, Yousef  Chodakiewitz, and Eyal Herzog 

 



The Clinical Outcome Results of  ACAP 

Implementation Between Teaching and Non-

Teaching Services 
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African-American Patients Presenting with 

Unexplained Syncope Have Significantly 

Worse 1-year Outcome When  

Compared to Non-African Americans 

 

 Emad F Aziz, Balaji Pratap, Dan Musat, Kiran K Kalal, 
Juan Pablo Cordova, Carlos L Alviar, Nischala Dhanekula,  

Venkat Rao, Andre Tojino, Teresita O Aziz, Robin Knox, 
and Eyal Herzog 

 



Log-Rank X2 = 19; 
P<0.0001 

Non African-American 

African-American 

• African American patients presenting with unexplained syncope have significantly worse 1-

year outcome when compared to non African Americans.  

• This is likely due in part to higher incidences of  significant co-morbidities in African 

American Patients. 







Chest Pain Management Team 



Results 

 

 

 From December 2010 through February 
2011, 187 patients were treated in 
observation status with “chest pain.” 
 Approximately 50% of those patients were treated using 

the chest pain protocol/dedicated unit on 2CS. 

 All cardiologists had patients in the 
treatment protocol, and not in the 
protocol 

 

 



Results 

 

 

 Data was analyzed for the three 
months for: 
 ALOS Total – With and without protocol 

 ALOS by physician - With and without protocol 

 ALOS by day of the week - With and without protocol 

 Financials – Dollar value of the unit and treatment 
protocol 

Using conservative daily hospital bed rate of 
$1960 

Hospital Adjusted Expenses per Inpatient Day by 
Ownership-Kaiser Foundation AHA Data 2008  



Results Service and Quality 

 

 





Results Service and Quality 

Hours Total COST 

HOURS With protocol - 2CS 2,391   $     195,265  

HOURS Without Protocol 5,158   $     421,237  

Cost per day (AHA Estimate for PA)  $1,960  

Cost Per Hour  $     82  

       Patients 

Cost Per Patient WITH Protocol 92       2,122.45  

Cost Per Patient WITHOUT Protocol 81       5,200.45  

Net Reduction in COST    $ 225,972  



Summary 

• Cardiovascular diseases pose a huge clinical and 
economic burden 

• Prevention is sub-optimal/proven therapies are 
underutilized-there remains a huge Care Gap 

• Comprehensive primary & secondary prevention 
strategies are required 

• Multiple interventions are required to Bridge the 
Care Gap 

 



Summary 

• Educational resources and management tools 
are necessary at point of  care 

• Development of  critical pathways can ensure 
that patients are more likely to receive the 
recommended therapeutics. 

• Cardiac performance measures might be the 
basis for payment in the fucture 

• Our physicians & our profession must lead in 
improving our health care system. 

 

 

 





www.NYCardiologypathways.Org 
Thank You 

& Let’s Get with The Guidelines 
The ACAP Cardiac Research Group 

www.NYCardiologyPathways.Org 



Thanks' for your kind attention!!!!!! 
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Let Us Meet Again 

We welcome you all to our future 
conferences of OMICS Group 

International   
 

Please Visit: 

www.omicsgroup.com 

www.conferenceseries.com 

http://cardiology.conferenceseries.com/ 
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