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Information Regarding Application for a Certificate of Conformance to Provide  

Primary and Elective PCI Services 
 
 
 
The following application form is to be used by hospitals without on-site cardiac surgical backup 
when applying for a Certificate of Conformance to Perform Primary Percutaneous Coronary 
Intervention (PCI) and Elective PCI. Specific provisions of COMAR 10.24.17 are shown in 
bold, and listed beneath each is the information that the Commission requires to evaluate each 
application.  
 
The applicant shall cooperate with the Commission, Commission staff, or any authorized 
representative(s) in supplying additional information in the course of the application's review.  
 
The form is intended to be completed using Microsoft Word. Applicants are expected to enter 
narrative text where appropriate, complete the provided tables and forms, and/or submit 
applicant-prepared documents. The applicant may file the following with the Maryland Health 
Care Commission at any time: an original application, including the applicant affidavit with ink 
signature and supporting documents; and six copies of the application, with the applicant affidavit 
and supporting documents. The applicant must also submit an electronic copy of its application 
materials. The filing should be directed to:  
 

Eileen Fleck  
Chief, Acute Care Policy and Planning  
Maryland Health Care Commission  
4160 Patterson Avenue  
Baltimore, Maryland 21215  

 
 

 
 
 

If you have any questions regarding the application form, please contact: 
 
Eileen Fleck  
Chief, Acute Care Policy and Planning 
Maryland Health Care Commission 
410-764-3287 
eileen.fleck@maryland.gov  
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MARYLAND     ____________________ 

HEALTH      MATTER/DOCKET NO. 

CARE      ____________________ 

COMMISSION    DATE DOCKETED       

  

Application for Certificate of Conformance to Perform Primary and 
Elective Percutaneous Coronary Interventions  

 
Applicant Information 
 
Applicant University of Maryland Shore Medical Center at Easton     
 
Street Address 10000 Longwoods Road         
 
City Easton     County Talbot    State   MD   Zip Code   21601   
 
Mailing Address (if different) _______________________________________________ 
 
City ________________ County _______________ State ______ Zip Code _______ 
 
Medicare Provider Number(s) _____________National Provider Identifier___________ 
  
 
Primary Person to be contacted on matters involving this application: 
 
Name   Hilary Cassel, MBA, BSN, RN       
 
Title   Regional Heart & Vascular Center Director                            
 
Address   University of Maryland Shore Regional Health      
 
Address   219 South Washington Street        
 
City Easton     County Talbot    State   MD   Zip Code   21601   
 
Telephone 410.822.1000 x  5562  Facsimile  _____________  E-mail Hilary.Cassel@umm.edu 
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Additional or Alternate Person to be contacted on matters involving this application: 
 
Name Andrew L. Solberg          
 
Title   A.L.S. Healthcare Consultant Services       
 
Address  3601 Greenway, #710         
 
City Baltimore     County Baltimore City   State   MD   Zip Code   21218  
 
Telephone 443-453-9553   Facsimile     E-mail Asolberg@earthlink.net 
 
 
 
Name Thomas C. Dame, Esquire         
 
Title   Gallagher Evelius & Jones, LLP        
 
Address  218 N. Charles Street, Suite 400        
 
City Baltimore    County Baltimore City  State   MD   Zip Code   21201   
 
Telephone 410.347.1331   Facsimile   410.468.2786  E-mail tdame@gejlaw.com  
 
 
 
Name Mallory M. Regenbogen, Esquire        
 
Title   Gallagher Evelius & Jones, LLP        
 
Address  218 N. Charles Street, Suite 400        
_______________________________________________________________ 
City Baltimore    County Baltimore City  State   MD   Zip Code   21201   
 
Telephone 410.951.1417   Facsimile   410.468.2786  E-mail mregenbogen@gejlaw.com 
 
 
 
Name Alison B. Lutich, Esquire         
 
Title   Gallagher Evelius & Jones, LLP        
 
Address  218 N. Charles Street, Suite 400        
_______________________________________________________________ 
City Baltimore    County Baltimore City  State   MD   Zip Code   21201   
 
Telephone 410.347-1346   Facsimile   410.468.2786  E-mail alutich@gejlaw.com 
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On April 11, 2016, University of Maryland Shore Medical Center at Easton (“UM SMC at 

Easton”) received a Certificate of Conformance to provide primary and elective percutaneous 
coronary intervention (“PCI”) services at the existing hospital.  See Exhibit 1.  On November 18, 
2021, UM SMC at Easton received a Certificate of Ongoing Performance.  UM SMC at Easton 
is now seeking a Certificate of Conformance for primary and elective PCI services in conjunction 
with its CON application for replacement and relocation of UM SMC at Easton in order to 
relocate its PCI program to the new hospital.  COMAR 10.24.17.04(C)(2).  If UM SMC at Easton 
has responded to a particular standard or criterion in the CON application, the Applicant has 
referred to those responses in this application in order to avoid duplication. 

 
Review Criteria for a Certificate of Conformance (COMAR 10.24.17.06B) 
  
(1) An applicant hospital shall demonstrate its compliance with the general standards in 
COMAR 10.24.10.04A. 
  

Q1a. Is the applicant licensed and in good standing? Yes      No        
 If yes, skip question 1b.  
 

      Q1b. Has the hospital’s license been suspended, revoked, or subject to disciplinary action in    
               the last five years? Please explain.   

 
Q2a. Is the applicant a Medicare provider in good standing? Yes       No        

 If no, attach an explanation.  
 
Q2b. In the previous five years, has the applicant been sanctioned, barred, or otherwise 

excluded from participating in the Medicare program or been placed on a 23- or 90-day 
termination track? Yes        No      

 
If yes, attach an explanation.  

 
Q3.  Is the applicant accredited by the Joint Commission? Yes       No        

If no, attach an explanation.  
 
Q4.  In the previous three years, has the applicant had its accreditation denied, limited, 

suspended, withdrawn, or revoked by the Joint Commission or other accreditation 
organization, or had any other adverse action taken against it by an accreditation 
organization, including Provisional or Conditional Accreditation, Preliminary Denial of 
Accreditation, or Denial of Accreditation? Yes        No      

 
 If yes, attach an explanation and provide copies of correspondence from the 
accreditation organization notifying the hospital of each change in its accreditation 
status and any relevant resulting correspondence.  

 
Q5. In the previous five years, has the applicant been placed on Accreditation Watch by the 

Joint Commission?  Yes        No      
 
If yes, attach an explanation and provide copies of correspondence from the 
accreditation organization notifying the hospital of each change in its accreditation 
status.  

 
Q6. Please provide a copy of the written policy for the provision of information to the public 
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concerning charges for its services.  At a minimum this policy shall include: 
 

(a) Maintenance of a representative list of services and charges that is readily available 
to the public in written form at the hospital and on the hospital’s internet website. 

 
(b) Procedures for promptly responding to individual requests for current charges for 
specific services/procedures; and 

 
(c) Requirements for staff training to ensure that inquiries regarding charges for its 
services are appropriately handled. 

Applicant Response 

Please see the CON application response to COMAR 10.24.10.04A - Standard 
.04A(1) — Information Regarding Charges. 

Q7.  Each hospital shall have a written policy for the provision of charity care for indigent 
patients to ensure access to services regardless of an individual’s ability to pay.  Please 
provide a copy of this policy and details regarding its posting in the hospital and notice 
to the public, including the methods used to ensure that public notice will reach the 
relevant population. 

Applicant’s Response 

Please see the CON application response to COMAR 10.24.10.04A - Standard .04A 
(2)(a) – Charity Care Policy. 

Q8.  A hospital with a level of charity care, defined as the percentage of total operating 
expenses that falls within the bottom quartile of all hospitals, as reported in the most 
recent Health Services Cost Review Commission Community Benefit Report, shall 
demonstrate that its level of charity care is appropriate to the needs of its service area 
population. 

Applicant’s Response 

Please see the CON application response to COMAR 10.24.10.04A - Standard .04A 
(2)(b) – Charity Care Policy. 

Q9.  A hospital with a measure value for a Quality Measure included in the most recent 
update of the Maryland Hospital Performance Evaluation Guide that is below the 
statewide average shall document each action it has taken or is taking to improve 
performance for that Quality Measure. 

Applicant’s Response 

Please see the CON application response to COMAR 10.24.10.04A(3) – Quality of Care.    
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Need 
 

(2) An applicant shall demonstrate that the proposed program is needed for its service 
area population through an analysis of current utilization patterns of the population for 
primary PCI services    
 
 
 Q10.  Please provide information on the number of primary PCI cases for the population 

originating in your hospital’s service area and the estimated travel time for this 
population to reach the nearest existing primary PCI provider. For a hospital that 
seeks to relocate and which already has primary PCI services and plans to re-
establish PCI services at its new location, please provide estimated travel time for the 
population in its service area assuming the hospital’s current PCI program doesn’t 
exist. Please identify the sources and assumptions used to estimate case volume, 
travel time, and door-to-balloon time.  

Applicant’s Response 

 
Primary PCI Need 
 

Eileen Fleck, Chief of the Acute Care Policy and Planning division of the MHCC provided 
UM SMC at Easton with data on PCI cases by Zip Code and hospital for CY 2019, 2020, and 
2021.  Comparing these data, UM SMC at Easton saw gains in volume for both Primary and 
Non-Primary PCI.  
 

Table 1 
Primary and Non-Primary PCIs 

UM SMC at Easton and Statewide 
CY 2019, 2020 and 2021 

 

    Primary PCI    Non‐Primary PCI 

   2019  2020  2021  2019  2020  2021 

Easton  72  62  76  152  167  194 

Statewide      2,951   2,860  3,007   9,681   8,018  8,715 

Source: MHCC 
 

Need 
 

UM SMC at Easton aggregated the Zip Code data into the counties that are assigned to 
each Zip Code.  The PCI data show that the five county region that Easton serves (Caroline, 
Dorchester, Kent, Queen Anne's, and Talbot) comprise its Primary PCI service area.  The five 
county service area accounts for 94.7% of UM SMC at Easton’s total PCI cases. 
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Table 2 

Primary PCIs at UM SMC at Easton 
By County 
CY 2021 

 

County 
Easton 
 Cases % Cum. % 

Caroline 19 25.0% 25.0% 
Dorchester 13 17.1% 42.1% 
Kent 2 2.6% 44.7% 
Queen Anne's 14 18.4% 63.2% 
Talbot 24 31.6% 94.7% 
Subtotal 72 94.7%   
Wicomico 1 1.3% 96.1% 
Anne Arundel 2 2.6% 98.7% 
Out of State 1 1.3% 100.0% 
Subtotal 4 5.3%   
Grand Total 76     

 
Please note that while the cases from outside UM SMC at Easton’s service area 

contributed 5.3% of the total, the percentage that will be used below in projecting UM SMC at 
Easton’s total cases in future years will be based on the percent that is needed to “mark up” the 
number of cases from the service area to the total number of cases.  That will be 5.6%.  (76/72 
= 1.056) 
 

Residents of the five county service area generated 106 Primary PCIs in CY 2021.  
Table 3  below shows the number of PCIs generated by residents of each of the counties and 
the hospitals where the procedures were performed. 
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Table 3 

Primary PCIs  
Residents of the UM SMC at Easton PCI Service Area 

By County and Hospital 
CY 2021 

 

Row Labels 
UM SMC at  
Easton 

Anne 
Arundel 

Baltimore 
Washington 

TidalHealth 
Peninsula 

Prince 
Georges 

University 
of MD 

Delaware 
Hospitals 

Washington 
DC  Invalid 

Grand 
Total 

Caroline  19        2     21 

Dorchester  13     4     1    1  19 

Kent  2  1       2     5 

Queen Anne's  14  11  2     2  2  1    33 

Talbot  24  2    1  1       28 

Subtotal  72  14  2  5  1  2  7  1  1  106 

All Other Counties  4  116  106  133  69  80  469  162  38  2,901  

Grand Total  76  130  108  138  70  82  476  163  39           3,007  

 
 

Although the Primary PCI data provided did not include the age of the patients, UM SMC 
at Easton is assuming that the affected population is age 45 and older. UM SMC at Easton used 
the Maryland Department of Planning population projections, which include age cohorts, to 
calculate the age 45 and older population estimates and projections for 2020, 2025, and 2030. 
UM SMC at Easton used the Compound Average Growth Rate (CAGR) between 2020 and 
2025 to calculate the 2021 population so that it can calculate 2021 use rates by county in order 
to project need.  
 

 
Table 4 

Population, Age 45 and older 
Five Counties in UM SMC at Easton’s Primary PCI Service Area 

2020 – 2030 
 

   Caroline Dorchester Kent QA Talbot 
2020 15,107 15,827 10,958 26,148 21,542 

CAGR, 
0.011287 0.010421 0.014262 0.008653 0.005891 2020-2025 

2021 15,278 15,992 11,114 26,374 21,669 
2025 15,979 16,669 11,762 27,299 22,184 
2030 16,948 17,560 12,390 28,647 22,853 

Source: Maryland Department of Planning: 2020 Total Population Projections for Non-Hispanic 
White, Non-Hispanic Black, Non-Hispanic Other and Hispanic by Age and Gender (12/03/2020), 
planning.maryland.gov/MSDC/Pages/s3_projection.aspx, Accesses 11/8/2022 
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Using these population estimates and projections plus the total number of Primary PCI 

cases (to any provider) shown, UM SMC at Easton has calculated the following need 
projections for Primary PCI in its service area: 
 

Table 5 
Population, Age 45 and older PCI Cases CY 2021 

Primary PCI Projections to Any Provider 
Five Counties in UM SMC at Easton’ Primary PCI Service Area 

2025 and 2030 
 

 

2021  2021 
Cases 

2021 
Use 
Rates  2025  2025  2030  2030 

Population  Per  Population  Cases  Population  Cases 

Age 45 and 
older 

1,000 
Pop. 

Age 45 and 
older   

Age 45 and 
older   

Caroline  15,278  21  1.37  15,979  22  16,948  23 

Dorchester  15,992  19  1.19  16,669  20  17,560  21 

Kent  11,114  5  0.45  11,762  5  12,390  6 

Queen 
Anne's 

26,374  33  1.25 
27,299 

34 
28,647 

36 

Talbot  21,669  28  1.29  22,184  29  22,853  30 

Total  106     110  115 

 
Next, UM SMC at Easton calculated the percentage of total cases by county that were 

performed at UM SMC at Easton in 2021 (market share). These percentages were applied to 
the projections of total cases calculated above.   
 

Table 6 
Calculation of UM SMC at Easton’s Market Share 

Primary PCI Cases 
CY 2021 

 

 Total Cases 
Cases at  
Easton  Market Share 

  2021  CY 2021  2021 

Caroline  21  19  90.5% 

Dorchester  19  13  68.4% 

Kent  5  2  40.0% 

Queen Anne's  33  14  42.4% 

Talbot  28  24  85.7% 

Subtotal  106  72  67.9% 

Other MD     3    

Other States     1    

Grand Total     76    
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Applying UM SMC at Easton’s CY 2021 market share to the total number of cases 
generated by residents of its service area, UM SMC at Easton projects that there will be 79 
primary PCI cases at UM SMC at Easton in 2025 and 82 cases in 2030. 
 

Table 7 
Projection of Future Primary PCI Cases 

UM SMC at Easton 
2025 and 2030 

 

  
Easton Market 
Share 2021 

Total Cases 
2025 

Easton Cases 
2025 

Total Cases 
2030 

Easton Cases 
2030 

Caroline  90.5%  22  20  23  21 

Dorchester  68.4%  20  14  21  14 

Kent  40.0%  5  2  6  2 

Queen Anne's  42.4%  34  14  36  15 

Talbot  85.7%  29  25  30  25 

Subtotal  67.9%  110  75  115  78 

Cases from Other 
Counties 

5.6% 
  

4 
  

4 

Total        79     82 

 
 
Non-Primary PCI Need 
 

UM SMC at Easton aggregated the Zip Code data into the counties that are assigned to 
each Zip Code.  The PCI data show that the five county region that it serves (Caroline, 
Dorchester, Kent, Queen Anne's, and Talbot) comprise its Non-Primary PCI service area.  The 
five county service area accounts for 94.8% of UM SMC at Easton’s total Non-Primary PCI 
cases. 
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Table 8 

Non-Primary PCIs at UM SMC at Easton 
By County 
CY 2021 

 

County  Easton Cases  %  Cum. % 

Caroline  44  22.7%  22.7% 

Dorchester  42  21.6%  44.3% 

Kent  11  5.7%  50.0% 

Queen Anne's  19  9.8%  59.8% 

Talbot  68  35.1%  94.8% 

Subtotal  184  94.8% 
 

Prince George's  1  0.5%  95.4% 

Worcester  2  1.0%  96.4% 

Other States  7  3.6%  100.0% 

Subtotal  10  5.2%    

Grand Total  194       

 
Please note that while the cases from outside UM SMC at Easton’s service area 

contributed 5.2% of the total, the percentage that will be used below in projecting UM SMC at 
Easton’s total cases in future years will be based on the percent that is needed to “mark up” the 
number of cases from the service area to the total number of cases.  That will be 5.4%.  
(194/184 = 1.0543) 

 
Residents of the five county service area generated 344 Non-Primary PCIs in CY 2021.  

Table 9 shows the number of PCIs generated by residents of each of the counties and the 
hospitals where the procedures were performed. 
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Table 9 
Non-Primary PCIs 

Residents of the UM SMC at Easton’s PCI Service Area 
By County and Hospital 

CY 2021 
 

 

 

UM 
SMC at 
Easton 

Anne 
Arundel 

Baltimore 
Washington 

Johns 
Hopkins 

TidalHealth 
Peninsula 

Prince 
Georges 

Southern 
MD 

St. 
Joseph 

Union 
Memorial 

University 
of MD 

Upper 
Chesapeake 

Washington 
Adventist 

Delaware 
Hospitals 

Washington 
DC  Invalid 

Grand 
Total 

Caroline  44  4     6       11     12  1  1  79 

Dorchester  42     1  10    1  1    7  1    1    4  68 

Kent  11  3    2  1      1  6     9  1    34 

Queen  
Anne's  19  17  2  1  3  5  9  9  65 

Talbot  68  5  1  19  1  0  3  98 

Subtotal  184  29  2  5  17  0  1  1  4  48  1  1  31  14  5  344 

All Other Counties  10  190  207  402  282  147  191  441  758  370  288  649  1220  899  81   

Grand Total  194  219  209  407  299  147  192  442  762  418  289  650  1251  913  86  8,715 
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The Non-Primary PCI data provided did not include the age of the patients. UM SMC at 

Easton is assuming that the affected population is age 45 and older. UM SMC at Easton used 
the Maryland Department of Planning population projections, which include age cohorts, to 
calculate the age 45 and older population estimates and projections for 2020, 2025, and 2030. 
UM SMC at Easton used the Compound Average Growth Rate (CAGR) between 2020 and 
2025 to calculate the 2021 population so that it can calculate 2021 use rates by county in order 
to project need.  
 

Table 10 
Population, Age 45 and older 

Five Counties in UM SMC at Easton’s Non-Primary PCI Service Area 
2020-2030 

 
  Caroline Dorchester Kent QA Talbot 

2020 15,107 15,827 10,958 26,148 21,542 
CAGR, 0.011287 0.010421 0.014262 0.008653 0.005891 2020-2025 
2021 15,278 15,992 11,114 26,374 21,669 
2025 15,979 16,669 11,762 27,299 22,184 
2030 16,948 17,560 12,390 28,647 22,853 

Source: Maryland Department of Planning: 2020 Total Population Projections for Non-Hispanic 
White, Non-Hispanic Black, Non-Hispanic Other and Hispanic by Age and Gender (12/03/2020), 
planning.maryland.gov/MSDC/Pages/s3_projection.aspx, Accesses 11/8/2022 

 
Using these population estimates and projections plus the total number of Non-Primary 

PCI cases (to any provider) shown, UM SMC at Easton has calculated the following need 
projections for Primary PCI in its service area: 
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Table 11 
Population, Age 45 and older Non-Primary PCI Cases CY 2021 

Non-Primary PCI Projections to Any Provider 
Five Counties in UM SMC at Easton’s Primary PCI Service Area 

2025 and 2030 
 

  

2021  2021 
Easton 
Cases 

2021 
Use 
Rates  2025  2025  2030  2030 

Population  Per  Population 
Easton 
Cases 

Population 
Easton 
Cases 

Age 45 and 
older 

1,000 
Pop. 

Age 45 and 
older    

Age 45 and 
older    

Caroline  15,278  79  5.17  15,979  83  16,948  88 

Dorchester  15,992  68  4.25  16,669  71  17,560  75 

Kent  11,114  34  3.06  11,762  36  12,390  38 

Queen 
Anne's 

26,374  65  2.46 
27,299 

67 
28,647 

71 

Talbot  21,669  98  4.52  22,184  100  22,853  103 

Total  344        357     374 

 
Next, UM SMC at Easton calculated the percentage of total cases by county that were 

performed at UM SMC at Easton in 2021 (market share). These percentages will be applied to 
the projections of total cases calculated above.   

 
Table 12 

Calculation of UM SMC at Easton’s Market Share 
Non-Primary PCI Cases 

2021 
 

  

Total Cases  Cases at Easton  Market Share 

2021  2021  2021 

Caroline  79  44  55.7% 

Dorchester  68  42  61.8% 

Kent  34  11  32.4% 

Queen Anne's  65  19  29.2% 

Talbot  98  68  69.4% 

Subtotal  344  184  53.5% 

Other MD     3    

Other States     7    

Grand Total  344  194    

 
Applying UM SMC at Easton’s CY 2021 market share to the total number of cases 

generated by residents of its service area, UM SMC at Easton projects that there will be 201 
cases at UM SMC at Easton in 2025 and 210 cases in 2030. 
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Table 13 

Projection of Future Non-Primary PCI Cases 
UM SMC at Easton 

2025 and 2030 

  

Easton Market 
Share 2021 

Total Cases 
2025 

Easton 
Cases 2025 

Total Cases 
2030 

Easton 
Cases 2030 

Caroline  55.7%  83  46  88  49 

Dorchester  61.8%  71  44  75  46 

Kent  32.4%  36  12  38  12 

Queen Anne's  29.2%  67  20  71  21 

Talbot  69.4%  100  70  103  72 

Subtotal  44.4%  357  191  374  200 

% Cases from Other 
Counties 

5.4% 
  

10 
  

11 

Total        201     210 

 
 

UM SMC at Easton projects that it will perform 79 Primary PCIs and 201 Non-Primary 
PCIs in 2025, thus exceeding 200 total cases, as it did in 2021.  The replacement hospital is 
expected to open July 1, 2028 (FY 2029) and in 2030, UM SMC at Easton projects that it will 
perform 82 Primary PCIs and 210 Non-Primary PCIs, thus exceeding 200 total cases. 
 
 
30 Minute Driving Time 
 

In 2015, when UM SMC at Easton first applied for its PCI program, the relevant 
Maryland State Health Plan section (“State Health Plan for Facilities and Services: Specialized 
Health Care Services - Cardiac Surgery and Percutaneous Coronary Intervention Services,” 
COMAR 10.24.17, Effective August 18, 2014) then in effect, recognized the need for a Primary 
PCI program in UM SMC at Easton’s five county PCI service area.  It quoted a study by the 
Maryland Institute for Emergency Medical Services Systems (MIEMSS), which analyzed the 
drive time to acute care Maryland hospitals and some hospitals outside the State based on 
2010 information. The map assembled by MIEMSS shows that the two largest geographic 
regions beyond a 30-minute drive time to a MIEMSS designated cardiac interventional hospital 
included the Mid-Shore counties of the Eastern Shore (Caroline, Dorchester, Kent, Queen 
Anne’s, and Talbot). (COMAR 10.24.17, page 11). 

 
The State Health Plan chapter was updated in January 2019 and includes comparable 

language:  
 

The Maryland Institute for Emergency Medical Services Systems (MIEMSS) 
analyzed the drive time to acute care Maryland hospitals and some hospitals 
outside the State based on 2018 information. The map assembled by MIEMSS 
shows that the two largest geographic regions beyond a 30-minute drive time to a 
MIEMSS designated cardiac interventional hospital are: the three southernmost 
counties of Southern Maryland (Calvert, Charles, and St. Mary’s); and several of 
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the Mid-Shore counties of the Eastern Shore (Caroline, Dorchester, Kent, and 
Queen Anne’s). Cardiac Interventional Centers are hospitals that have 
authorization from the Commission to provide primary PCI and are designated by 
MIEMSS and approved by its EMS Board to receive STEMI patients being 
transported by ambulance who meet specific criteria determined by the Maryland 
Medical Protocols for EMS Providers. 
 

(COMAR 10.24.17, page 11).  The MIEMSS map that is cited clearly shows that the Mid-Shore 
region is one of the few regions in the state that does not have 30-minute access to Primary 
PCI. (Regions in green do not have adequate access). 
 

Figure 1 
Maryland Institute for Emergency Medical Services Systems (MIEMSS) Map of Regions 
with and without 30 Minute Drive Time to Primary PCI at Acute Care Maryland Hospitals 

and Some Out of State Hospitals 
 

 

Source: 
http://mhcc.dhmh.maryland.gov/cardiacadvisory/Documents/Statewide_%20STEMI_%20map_MIEMSS_2010.jpg 
 

If the existing PCI program at UM SMC at Easton is not approved for the replacement 
hospital, the area will revert to not having a PCI program within a thirty-minute drive.  Table 14 
below shows the driving time between the most populous city in each of the five counties and 
the programs at which residents of these counties received PCI in 2019.  For UM SMC at 
Easton, the proposed new site was used. Driving time was calculated using Google Maps from 
the City to the PCI provider.  It was generated between 1-2pm on Thursday, May 5, 2022.  The 
table shows that there are no other PCI providers within a 30-minute drive. 
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Table 14 

Driving Time (in Minutes) 
Between the Most Populous City in Each County 
In UM SMC at Easton’s Primary PCI Service Area 

And Major PCI Providers 
May 5, 2022 

 

 
Anne 

Arundel 
Baltimore 
Wash. 

Bayhealth 
(Sussex, DE) 

Christiana 
(Newark, DE) 

Johns 
Hopkins 

Nanticoke 
(Seaford, DE) 

TidalHealth 
Peninsula 

UM SMC  
at Easton 

Univ. 
of MD 

Denton (Caroline)  48  67  40  75  99  34  59  24  79 

Cambridge (Dorchester)  68  85  70  98  116  40  38  30  99 

Chestertown (Kent)  58  76  68  52  102  79  100  42  85 

Centreville (Queen Anne's)  34  53  62  59  87  59  80  21  64 

Easton (Talbot)  49  69  63  80  103  46  56  11  80 

 
The above table confirms that if UM SMC at Easton’s PCI program is not approved, its 

service area would return to not being within a 30-minute driving time from a PCI provider. 
 
UM SMC at Easton assumes that the door-to-balloon time is the same at all providers. 
 
 

Q11.  Please provide information and analysis demonstrating that the simultaneous 
establishment of a primary PCI program and elective PCI program is required to 
assure the financial viability of the program.  Please provide revenue and expense 
projections for the first four years of operation for both a primary PCI program only 
and for a program that includes both primary and elective PCI, using the attached 
Forms A and B and adhering to the instructions provided for those forms.  
Additionally, please provide an accompanying statement of all assumptions used in 
development of these revenue and expense projections. 

Applicant’s Response 

As set forth in the response to Question 10, UM SMC at Easton projects that it will have 
82 primary PCI cases in 2030.  This volume would not be enough cases to enable UM SMC at 
Easton to retain two interventional cardiologists to maintain the primary PCI program at the 
replacement hospital.  However, adding the projected 210 elective PCI cases to the primary PCI 
cases will produce a total of 292 PCI cases, which is adequate volume for retaining the 
cardiologists. 

As a member of UM SRH, UM SMC at Easton’s rates are set according to the Health 
Services Cost Review Commission’s Global Budgeted Revenue (“GBR”) program.  With the 
exception of the downstream stress tests, which will be provided at Chesapeake Cardiology (a 
cardiology practice owned by UM SRH), all other PCI services will be provided in hospital 
space.  Therefore, HSCRC Reimbursement guidelines apply. 

UM SMC at Easton’s PCI program is estimated to have positive contribution margin 
during each of the first four fiscal years that it is in operation at the replacement hospital. In 
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fiscal year 2032, the PCI program is projected to have a contribution margin of $1,843,030, as 
shown on Form B. 

If UM SMC at Easton were to provide primary PCI only, not only would the whole 
program not be feasible for the reasons stated above, but UM SMC at Easton would not 
generate additional Cardiac Catheterization Laboratory volumes or physician follow-up revenue 
and would generate even less revenue.  UM SMC at Easton needs to provide both Primary and 
Elective PCI for this program to be viable. 

A Statement of Assumptions follows Form B. 

Please refer to the CON application Exhibit 1, Table E – Project Budget for a listing of 
all capital costs for the replacement hospital, in lieu of Form A – Project Budget. 

Access 
 
(3) An applicant shall present evidence, including emergency transport data and patient-
level data that demonstrate that the proposed program’s service area population has 
insufficient access to emergency PCI services and is receiving suboptimal therapy for 
STEMI. 
 

Q12.  Please provide information that demonstrates that the population to be served by the 
proposed program has insufficient access to primary PCI services and currently 
receives suboptimal therapy for STEMI. For a hospital that seeks to relocate and 
which already has primary PCI services and plans to re-establish PCI services at its 
new location, please instead address the likely impact on access, if primary PCI 
services are not established at the new location of the hospital. 

Applicant’s Response 

If UM SMC at Easton’s PCI program is not re-established at the replacement hospital, 
there will be a clear unmet need for a Primary PCI provider in the Mid-Shore region, as 
demonstrated above in the response to Question 10.  This fact is recognized by both MIEMSS 
and the Commission, as reflected in the State Health Plan.  The Mid-Shore region is one of two 
regions that, without the program at UM SMC at Easton, would not have access to Primary PCI 
within a 30-minute transport time.   

  
The 2013 STEMI Guideline: Data-driven Recommendations that Reduce Morbidity and 

Mortality states: 
 

Primary percutaneous coronary intervention (PCI) remains the recommended 
method of reperfusion when it can be performed in a timely fashion by experienced 
operators. EMS transport directly to a PCI-capable hospital for primary PCI is the 
recommended triage strategy.  The concept of “door-to-balloon time” or “door-to-
needle time” is replaced with the concept of “first medical contact (FMC)-to-device 
time,” representing both the recognition that the key issue is triaging and treating 
the patient as soon as possible, not only “counting” when the patient enters an 
emergency room.  The systems goal of FMC-to-device time is 90 minutes or less. 

 
If the proposed program is re-established at the replacement facility, UM SMC at Easton 

will continue to improve the outcomes of STEMI patients in the Mid-Shore region through its 
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close proximity to such patients. Without the approval of the program at the replacement 
hospital, these patients would need to be transferred to farther regions for care. As 
demonstrated above, UM SMC at Easton’s program significantly improves transport time and 
access to care for residents of the Mid-Shore region.  Providing PCI services at the replacement 
UM SMC at Easton facility would reduce the drive time for patients of the Mid-Shore region to 
the next closest provider, which as demonstrated in the response to Question 10, would be 
more than 30 minutes away.  
 
(4) The hospital shall demonstrate that its proposed elective PCI program is needed to 
preserve timely access to emergency PCI services for the population to be served. 
 

 
Q13a.  Please provide information on the expected travel time for the population to be 

served, based on travel from their location of residence to the nearest available 
provider of primary PCI services and to your hospital.  For a hospital that seeks to 
relocate and which already has primary PCI services and plans to re-establish PCI 
services at its new location, please provide estimated travel time for the population in 
its service area based on the proposed new location of the hospital instead of the 
current location. Please identify the sources and assumptions used for this analysis.  

Applicant’s Response 

Please see the responses to questions 10 and 12. 

Q13b.  Please provide an explanation as to why an elective PCI program is needed to 
preserve timely access to emergency PCI services. 

Applicant’s Response 

As discussed in response to Question 10, UM SMC at Easton projects that it will perform 
82 Primary PCIs and 210 Non-Primary PCIs in 2030. If UM SMC at Easton did not have an 
elective PCI program in addition to its primary PCI program, UM SMC at Easton would not 
generate sufficient volumes for the program to remain financially viable. The lower total volumes 
that would result from UM SMC at Easton offering primary PCI services only would also result in 
physician recruiting challenges. The projected 82 Primary PCI cases alone would not be 
sufficient to retain two full-time interventionalists. By providing both primary and elective PCI 
services, UM SMC at Easton’s interventional cardiologists are consistently able to provide at 
least 200 PCI cases per year in the aggregate, which allows them to maintain the appropriate 
skill level required for these specialized procedures.  

Moreover, as discussed in response to Question 12, UM SMC at Easton’s PCI program 
is necessary to preserve access to PCI services for patients of the Eastern Shore. Without a 
PCI program at UM SMC at Easton, patients on the Shore will have no options for treatment 
within the recommended minimum drive time of 30 minutes, and would be transferred to further 
options for care.  

Because the elective PCI program is needed to ensure financial viability of the PCI 
program overall and to maintain sufficient PCI case volumes, the elective PCI program is a 
critical component of UM SMC at Easton’s continued ability to offer emergency PCI services. 
UM SMC at Easton must continue to provide both elective and primary PCI services to ensure 
patients on the Shore have sufficient access to emergency PCI services.  
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Volume 
 
(5) An applicant shall document that its proposed primary PCI program will achieve a 
volume of at least 36 PCI cases by the end of the second year of providing primary PCI 
services if the hospital is located in a rural area or an annual volume of at least 49 cases 
if the hospital is located in a non-rural area.   
 

  Q14.  Please provide information that supports your projection of primary PCI case volume 
at your hospital by the end of the second full year of operation as a provider of 
primary PCI.  

Applicant’s Response 

The replacement facility is anticipated to open in July 2028. As demonstrated in the 
response to Question 10, UM SMC at Easton projects that it will treat approximately 82 Primary 
PCI cases in 2030. 

(6) An applicant shall document that its proposed elective PCI program will achieve a 
volume of 200 or more total PCI cases by the end of the second year of providing elective 
PCI services.  The Commission may waive the volume requirement of 200 or more total 
PCI cases by the end of the second year, if the applicant demonstrates that adding an 
elective PCI program at its projected annual case volume will permit the hospital’s PCI 
service (emergency and elective) to achieve financial viability. 
 
       Q15. Are you requesting that the volume requirement of 200 cases be waived?                   
                 Yes        No      
 

     If yes, skip question 16. 
 
       Q16. Please provide information that supports a projected PCI case volume of 200 or more 

cases by the end of the second full year of operation as a provider of elective PCI.  
Please provide projections for primary PCI cases and elective PCI cases separately, 
and include an explanation of the assumptions used to develop the projected primary 
and elective PCI case volumes.  

 
As demonstrated in the response to Question 10, UM SMC at Easton projects that it will 

treat approximately 210 Non-Primary PCI cases in 2030. 
 
Institutional Resources 
 
(7) The hospital shall demonstrate that primary PCI services will be available for all 
appropriate patients with acute myocardial infarction 24 hours per day, seven days per 
week. 
 

Q17a. Please provide information plans for handling downtime that may occur due to   
required equipment maintenance or unforeseen circumstances. 

Applicant’s Response 

At the replacement hospital, UM SMC at Easton will perform diagnostic catheterization, 
cardiac rhythm device implantation (PM, ICD, BiV) in two, dedicated cardiac catheterization 
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laboratories.  As seen on page 7 of the project drawings, attached hereto as Exhibit 2, the two 
cardiac catheterization labs will be located on the second floor across from the 
electrophysiology lab and adjacent to the Operating Room (OR) suites. 

Regular maintenance for radiation emitting imaging equipment is of primary importance 
in providing safe operations for patients and staff.  In that regard, regularly scheduled 
preventative maintenance will be carried out in a manner to ensure that the laboratories will 
always remain in service. 

In the unlikely event that service is interrupted in both laboratories due to an unforeseen 
failure, patients scheduled for elective procedures will be rescheduled.  “Walk-in” STEMI 
patients who would possibly arrive during a period where both laboratories are out of service 
would be transferred to the nearest approved CIC Center in the same manner that UM SMC at 
Easton currently transfers those patients.  For those STEMI patients transferred by EMS, 
County EMS 911 Centers will be notified of the temporary inability to perform primary 
angioplasty for STEMI patients arriving by EMS.  They will be able to reroute the ambulances 
and transport STEMI patients to an approved alternative CIC Center by the protocols currently 
in place. 

Q17b. For a hospital with PCI services that seeks to relocate, please provide updated 
information on the downtime of the CCL since last reported to MHCC staff as part of 
the Certificate of Ongoing Performance application process.  

 
The cardiac cath lab at UM SMC at Easton has experienced three downtime incidents 

since its last report to MHCC Staff that resulted in the temporary inability to provide primary PCI 
services. During these downtime incidents, all four of Shore Regional Health’s emergency 
departments (EDs) were notified, as well as the ED/ICU managers, the Administrator on-call, 
nursing supervisor, ED Medical Director, Chief Medical Officer, the Vice President of 
Ambulatory Services, Talbot County Region IV EMS and the State Medical Director of MIEMSS.  
UM SMC at Easton also made courtesy calls to the surrounding EDs and cath labs, including 
Tidal Health and Anne Arundel Medical Center. Finally, UM SMC at Easton developed a plan to 
notify EMS of all walk-in STEMIs for immediate transfer to the closest CIC center.  Details of the 
downtime incidents are provided below. This response covers all downtime incidents since last 
reported, through November 15, 2022.  

 
Date/Time of 
Incident 

Date/Time 
Resolved 

Describe Incident Specific 
Considerations 

3/17/2021 
12:48 

3/17/2021 
16:39 

Code yellow – internal disaster.  
Water damage and flooding in 
multiple departments including 
both cardiac cath labs.  

STEMI divert until 
code yellow cleared 
and equipment 
inspected for safe use.  

12/23/2021 
16:13 

12/23/2021 
19:39 

Lack of staffing.  Numerous staff 
with high risk COVID-19 
exposure and required to 
quarantine per state COVID-19 
guidelines and Employee Health 
directive. 

STEMI divert in place. 
Staffing plan was put 
into place in order to 
have staff return to 
work with monitoring, 
testing and adequate 
PPE. 

7/15/2022 
17:30 

7/15/2022 
20:00 

Lack of staffing. Numerous staff 
members tested positive for 
COVID-19 and were required to 

STEMI divert was put 
in place. Staffing plan 
was put in place to 
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quarantine per state COVID-19 
guidelines and Employee Health 
directive 

provide coverage and 
ensure services could 
resume. 

 
To avoid downtime, UM SMC at Easton schedules preventative maintenance of its two 

procedure rooms in advance so as to ensure that one of the two procedure rooms are 
immediately available.   

 
Required preventative maintenance is scheduled and performed by University of 

Maryland Medical System (UMMS) BioMedical Services and is up to date.  
 

(8) The hospital shall commit to providing primary PCI services as soon as possible and 
not to exceed 90 minutes from patient arrival at the hospital, excluding transfer cases, for 
at least 75 percent of appropriate patients.  The hospital shall also track the door-to-
balloon times for transfer cases and evaluate areas for improvement. 

 
Q18a. Please provide a signed statement from the hospital’s chief executive officer  

acknowledging agreement with the above statement.   

Applicant’s Response 

Please see Exhibit 3. 

Q18b. For a hospital with PCI services that seeks to relocate, please provide updated 
information on the door-to-balloon times for non-transfer patients by quarter since 
last reported to MHCC staff as part of the Certificate of Ongoing Performance 
application process.  

Applicant’s Response 

Documentation of Door to Balloon times for transfer and non-transfer cases for each 
quarter for which data is available since Quarter 4 of 2020 are provided below: 
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Table 15 
Door to Balloon Times for Transfer and Non-Transfer Cases 

Q1 2021 through Q1 2022 

 
Quarter Number of non-transfer 

primary PCI cases with DTB 
of 90 minutes or less 
(STEMI patients) 

Total number of 
non-transfer 
primary PCI cases 

Percent of Cases 

2021 Q1 8 8 100% 

2021 Q2 5 5 100% 

2021 Q3 11 11 100% 

2021 Q4 5 5 100% 

2022 Q1 9 9 100% 

 

 
(9) The hospital shall have adequate physician, nursing, and technical staff to provide 
cardiac catheterization laboratory and coronary care unit services to patients with acute 
myocardial infarction 24 hours per day, seven days per week. 
 

 Q19. Please provide information on the proposed staffing pattern, including on-call 
coverage, and backup coverage that demonstrates the hospital will be able to meet 
the requirement that cardiac catheterization laboratory and coronary care unit 
services are available to patients with acute myocardial infarction 24 hours per day, 
seven days per week. 

Applicant’s Response 

UM SMC at Easton’s cardiac catheterization laboratories, along with the ED, telemetry 
unit, and Intensive Care/Coronary Care Unit (ICU/CCU) are available to patients with acute 
myocardial infarction 24 hours/day, 7 days/week. The ED, telemetry unit, and ICU/CCU will be 
staffed 24 hours/day, 7 days/week.   

UM SMC at Easton’s staffing plans for the cardiac catheterization laboratories at the 
replacement facility will be the same as for the existing facility.  Staff-to-patient ratios determine 
the staffing level for any given shift.  At the existing facility, UM SMC at Easton has two (2) 
cardiac catheterization laboratories.  The current cardiac catheterization laboratory is staffed 
Monday-Friday, 7 a.m.-5:30 p.m.  (See Staffing Pattern in response to Question 20).  Staffing 
consists of a minimum of one interventional cardiologist, one to two registered nurses (RN), 
and/or one to two cardiovascular technologists assigned to each of two procedure rooms.  This 
will result in teams of a minimum of three staffing personnel with combinations of RNs and 
technologists.  After hours coverage (5:30 p.m.-7 a.m. Monday-Friday and 24 hours per day 
Saturday and Sunday) are covered by on-call staff.  The after hours and weekend call teams will 
consist of a minimum of one interventional cardiologist supported by a team of three to four 



25 
 

nurses and technologists.  Each team will have a minimum of one RN with the rest of the team 
made up of a combination of RNs and technologists, totaling a minimum of three team 
members. 

UM SMC at Easton 
PCI Services 

Cardiac Catheterization Laboratory 

CCL 
Room 

Days and Hours of Operation 
Hours Mon Tue Wed Thu Fri Sat Sun 

Room 1 Regular: 
7:00am - 
5:30pm 

7:00am - 
5:30pm 

7:00am - 
5:30pm 

7:00am - 
5:30pm 

7:00am - 
5:30pm 

N/A N/A 

Room 2  Regular: 
8:00am - 
5:30pm 

8:00am - 
5:30pm 

8:00am - 
5:30pm 

8:00am - 
5:30pm 

8:00am - 
5:30pm 

N/A N/A 

  
On-Call: 

5:30pm - 
7:00am 

5:30pm - 
7:00am 

5:30pm - 
7:00am 

5:30pm - 
7:00am 

5:30pm - 
7:00am 

24 
hours 

24 
hours 

 
 

Type of Clinical 
Staff on Team 

Number 
of Staff 

Call Rotation Response Time 

MD 3 1730-0700 M-F; 24 hours Sat-Sun 30 minutes 

Nurses 5 1730-0700 M-F; 24 hours Sat-Sun 30 minutes 

Technologists 4 1730-0700 M-F; 24 hours Sat-Sun 30 minutes 

During regular hours of operation as depicted above, each cardiac catheterization 
laboratory will consist of a minimum of three staff members available in each of the two 
laboratories.  

Q20. Complete the following table to show the number of physicians, nurses, and 
technicians who are available and able to provide cardiac catheterization services to 
acute myocardial infarction patients (as of one week before the due date of the 
application).  Also indicate whether the nursing and technical staff are cross-trained to 
scrub (S), circulate (C), and monitor (M). 

 
Total Number of CCL Physician, Nursing, and Technical Staff: 

 Number/FTEs Cross-Training (S/C/M) 
Physician   
   
Nurse (FTE)  
   
Technician (FTE)  
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Applicant’s Response 

Considering that only RNs are able to administer medication, each team will consist of a 
minimum of one RN who will be assigned to circulate and, therefore, capable of administering 
medications as ordered. 

Total Number of CCL Physician, Nursing, and Technical Staff 

 Number/FTEs Cross-Training (S/C/M) 
Physician 3.0 FTE Interventional Cardiologist 

Nurse 7.25 FTE C/M 

Technician 3.0 FTE S/C/M 

Coordinator 1.0 FTE S/C/M 

Assignments: 
S = Scrub 
C = Circulate 
M = Monitor 

There are a total of eight cardiologists practicing full-time on the Eastern Shore on the 
staff of UM SMC at Easton.  Three FTE interventionalists are on staff for the routine provision of 
cardiac catheterization services 24 hours per day, seven days per week.   

 
(10) The hospital president or chief executive officer, as applicable, shall provide a 
written commitment stating the hospital administration will support the program. 
 
 

Q21. Submit a letter of commitment, signed by the hospital president or chief executive 
officer, acknowledging that the hospital will provide primary PCI services in accord with 
the requirements for primary PCI programs established by the Maryland Health Care 
Commission. 

Applicant’s Response 

Please see Exhibit 4. 

(11) The hospital shall maintain the dedicated staff necessary for data collection, 
management, reporting, and coordination with institutional quality improvement efforts. 
 

Q22. Please list each position responsible for these activities for primary PCI services and 
         the number of staff FTEs dedicated to these activities.  

Applicant’s Response 

The Interventional Cardiology PCI Program at the replacement facility will participate in 
the American College of Cardiology’s National Cardiovascular Registry (ACC-NCDR), Get with 
the Guidelines (GWTG) Registry, Johns Hopkins MACPAQ external review and Cardiac 
Cath/PCI Registry. 
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Data entry is completed by existing designated FTE positions within the cardiac 
catheterization lab and by using the services of a health care clinical data management 
company, Q-Centrix. The cardiac catheterization Laboratory Manager, Clinical Coordinator, and 
RNs who work in the cardiac catheterization laboratory also assist with the data collection 
efforts. 

The Regional Director for Cardiovascular Services along with the Medical Director for 
Cardiac Services and the Director for Interventional Cardiology will oversee the quality data 
collection process. 

 (12) The hospital shall complete a PCI development plan that includes appropriate 
training for the emergency room, catheterization laboratory, coronary care unit, if 
applicable, post-procedure unit. The plan shall include protocols for both routine and 
infrequent emergency situations, such as recurrent ischemia or infarction, failed 
angioplasty requiring emergency CABG surgery, and primary angioplasty system failure. 
In addition, there shall be an on-call coverage back-up plan for primary PCI cases, when 
an on-call interventionalist covers more than one hospital on a given shift, as well as 
when two simultaneous STEMI patients present at the hospital.   
 

Q23.  Please submit a copy of the applicable policies and procedures.  If simultaneous on- 
call coverage is not permitted, please state this. 

Applicant’s Response 

An on-call coverage back up plan is not required, as UM SMC at Easton’s 
interventionalists will not be covering more than one hospital. Copies of the applicable policies 
and procedures are attached hereto as Exhibit 5. 

UM SMC at Easton has established staff training protocols in its ED, cardiac 
catheterization laboratory (CCL), Intensive Care Unit (ICU), and Telemetry Unit for the care of 
PCI patients. All new ED staff attend a departmental orientation. During this orientation, the 
ACS and STEMI processes are reviewed, including EMS notification and arrival and 
identification based upon presentation in triage and changes in clinical condition. During new 
nurse residency in the ED, nurses receive education on ACS recognition, 12 lead EKG 
interpretation, and interventions. ED triage and assessment, as well as processes for STEMI 
recognition, activation, and management, are reviewed monthly with associated data at the 
Cardiac Services Steering Committee. Staff receive feedback as necessary based on these 
monthly reviews. The UM SMC at Easton ED triage nurse must have at least six months of 
recent emergency nursing experience post-orientation and complete a clinical orientation to the 
role with a preceptor. Finally, ED staff competencies are reviewed annually, and cardiac 
assessment is covered as a key component of those competencies. 

All staff members in UM SMC at Easton’s CCL attend Hospital New Employee 
Orientation, followed by a CCL departmental orientation. A job description and review is part of 
each new staff member’s orientation to the CCL. UM SMC at Easton also requires an annual 
skills competency validation for all CCL clinical staff, along with periodic ongoing educational 
sessions. These ongoing educational trainings may be conducted by interventional 
cardiologists, vendor experts, or fellow UM SMC at Easton CCL staff. Education may take place 
in-person, through computer-based education modules, and/or through webinars. UM SMC at 
Easton requires annual performance evaluations for all employees. The CCL employee 
performance evaluations include a self-evaluation and two peer evaluations.  
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Following a determination that a patient needs an inpatient bed, the cardiac 
catheterization Lab Coordinator works with the inpatient Admission Coordinator to arrange for 
bed placement based on the patient’s outcome. Patients receiving an intervention are placed in 
the ICU for immediate recovery. Non-interventional catheterization inpatients are placed in the 
Telemetry unit for immediate recovery. Staff of the UM SMC at Easton ICU and Telemetry Units 
are required to undergo initial staffing orientation as new employees. All ICU and Telemetry Unit 
clinical staff have annual competency reviews as well.   

(13) The hospital shall identify a physician director of interventional cardiology services 
responsible for defining and implementing credentialing criteria for the cardiac 
catheterization laboratory and for overall primary PCI program management, including 
responsibility for equipment, personnel, physician call schedules, quality and error 
management, review conferences, and termination of primary PCI privileges.  
 

Q24. Please name the anticipated director of interventional cardiology services, or if 
unknown, please commit to providing this information to Commission staff 90 days 
prior to first use approval. 

Applicant’s Response 

The Medical Director of interventional cardiology services is Jeffrey Etherton, MD. 

(14) The hospital shall design and implement a formal continuing medical education 
program for staff, particularly the cardiac catheterization laboratory and coronary care 
unit.  
 

Q25.  Please provide a list of the continuing educational programs and activities in which 
staff in the CCL and the Coronary Care Unit will participate in the first year of operation 
of the PCI program. 

Applicant’s Response 

UM SMC at Easton’s staff participate in continuing education trainings and 
services throughout the year as needed or required. These educational activities may include 
independent assigned learning, staff meetings, clinical inquiry meetings, best practice meetings, 
and PCI performance meetings. UM SMC at Easton requires annual mandatory compliance 
training for all staff which is assessed, monitored and tracked through a learning management 
system. The mandatory training modules include, but are not limited to annual safety, moderate 
sedation, dysrhythmia, fire safety, emergency management and infection control updates. All 
annual mandatory compliance trainings, educational certificates and rosters received by staff 
are filed within the department the staff is assigned to work and are included in the staff’s 
annual performance evaluation. 
 

UM SMC at Easton suggests and encourages staff to participate in continuing education. 
Staff members in the cardiac catheterization lab are assessed in their annual performance 
evaluation for their efforts to seek and support opportunities for professional growth and 
development.  Unit based and continuing education is provided regularly to staff. For example, 
in calendar year 2021, UM SMC at Easton provided the following sessions for its cardiac 
catheterization lab staff:  

 Rhythm Correction Devices  
 Electrophysiology Studies 
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 Leadless Pacemaker Devices/ Implantation 
 Vascular Access & Complications with Terumo 
 Anti-Platelet Therapy  
 Peripheral Intervention (pre, intra, post care) 
 Peripheral Intervention case study 
 Electrophysiology – AVNRT 
 Guideline Directed Post Intervention Care 
 IVUS/FFR/DFR 
 Intra-aortic balloon pump setup and management 
 Cardiac Catheterization Case Reviews 

 
Unit based and continuing education sessions offered thus far in calendar year 2022 include: 
 

 Cardiac Intervention Review 
 Cardiac Catheterization Case Reviews 
 Anti-Platelet Therapy  
 FFR 
 Implant Devices / Rhythm Correction updates 
 IVUS 
 Intra-aortic balloon pump 
 Emergency Management; Code Cart and Defibrillator  

 
(15)  A hospital performing primary PCI without on-site cardiac surgery shall have a 
formal written agreement with a tertiary institution that provides for the unconditional 
transfer of the hospital’s patients for any required additional care, including emergent or 
elective cardiac surgery or PCI.  
 
 

Q26.  Does the hospital have a current signed and dated agreement with a tertiary care 
center that provides for the unconditional transfer of primary PCI patients from the 
applicant hospital to the tertiary institution and that covers the transfer of each non-
primary PCI patient who requires additional care, including emergent or non-primary 
cardiac surgery or PCI?   Yes       No        

 
 If yes, please provide a copy. If no, provide either a new agreement or a signed and 

dated amendment to an existing agreement. 

Applicant’s Response 

Please see Exhibit 6. 

 
(16) A hospital that performs primary PCI without on-site cardiac surgery shall maintain 
its agreement with a licensed specialty care ambulance service that, when clinically 
necessary, guarantees arrival of the air or ground ambulance within 30 minutes of a 
request for patient transport by the hospital.  
 

Q27. Does the hospital's signed and dated formal written agreement with a currently 
licensed advanced cardiac support emergency medical services provider guarantee 
the arrival of an air or ground ambulance at the applicant hospital within 30 minutes of 
a request from that hospital for the transport of a primary PCI patient to a tertiary care 
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center?      Yes       No        
 
If yes, please provide a copy.  If no, provide either a new agreement or a signed and 
dated amendment to an existing agreement with a currently licensed advanced 
cardiac support emergency medical services provider that provides such a guarantee.  

Applicant’s Response 

Please see Exhibit 7 for Shore Health System’s contract with Butler Medical Transport, 
LLC (“Butler”).  Section 3.A requires Butler to arrive within 30 minutes for all “Time-Critical 
Transports” and Section 3.H requires Butler to arrive within 30 minute for all patients meeting 
STEMI criteria. 

Quality 
 

(17) A hospital shall develop a formal process for interventional case review that 
includes regularly scheduled meetings (at least every other month) with required 
attendance by interventionalists and other physicians, nurses, and technicians who care 
for primary PCI patients. 

 
Q28a. Please submit a signed letter of commitment from the hospital chief executive officer, 

acknowledging that the hospital will meet this standard, if the applicant hospital 
obtains Commission approval to establish a primary PCI program. 

Applicant’s Response 

Please see Exhibit 8. 

Q28b. For a hospital with PCI services that seeks to relocate please provide updated 
information on the dates and attendees at interventional case review meetings since 
last reported to MHCC staff as part of the Certificate of Ongoing Performance 
application process. 

Applicant’s Response 

Please see Exhibit 9 for the dates and attendees at interventional case review meetings 
since last reported to MHCC Staff as part of UM SMC at Easton’s latest Certificate of Ongoing 
Performance application that was filed on August 26, 2020. This Exhibit provides dates and 
attendees at meetings of the Cardiac Services Steering Committee, during which interventional 
case reviews are conducted, through September 2022. 

 
(18) A hospital shall create a multiple care area group (emergency department, coronary 
care unit, and cardiac catheterization laboratory) that includes, at a minimum, the 
physician and nursing leadership of each care area and meets monthly to review any 
and all issues related to the primary PCI system, identify problem areas, and develop 
solutions. 
 

Q29a. Please submit a signed letter of commitment from the hospital chief executive 
officer, acknowledging that the hospital will meet this standard, if the applicant 
hospital obtains Commission approval to establish a primary PCI program. 
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Applicant’s Response 

Please see Exhibit 10. 

Q29b.  For a hospital relocation project, in which the hospital already has PCI services, 
please provide updated information on the dates and attendees at multiple care area 
group meetings since last reported to MHCC staff as part of the Certificate of 
Ongoing Performance application process. 

Applicant’s Response 

Many years ago, long before UM SRH submitted an application for a Certificate of 
Conformance for performing PCI services at UM SMC at Easton, the Department of 
Cardiovascular Services established a multi-disciplinary group: the Cardiac Services Steering 
Committee.   

This group originally was focused on evaluating the patient experience and clinical 
outcomes of patients who entrusted their cardiac care to UM SRH facilities.  Initially those 
meetings were held every other month.   

However, since approval to provide primary elective PCI by MHCC in October 2015, the 
meetings were changed to monthly meetings.   

Please see Exhibit 9 for a list of attendees of meetings of the Cardiac Services Steering 
Committee since last reported through February 2021 to MHCC as part of its recent Certificate 
of Ongoing Performance. This Exhibit provides the dates and attendees of all meetings through 
September 2022. 

(19) At least semi-annually, as determined by the Commission, the hospital shall conduct 
an external review of at least five percent of randomly selected PCI cases performed in 
the applicable time period as provided in Regulation .08 that includes at least three cases 
per physician or all cases if the interventionalist performed fewer than three cases.  

 
Q30a.  Please submit a signed letter of commitment from the hospital chief executive officer, 

acknowledging that, if the applicant hospital obtains Commission approval to 
establish a primary PCI program, the hospital will meet this standard. 

Applicant’s Response 

Please see Exhibit 11. 

Q30b.  For a hospital relocation project, in which the hospital already has PCI services, 
please provide updated information on the results from external reviews completed 
since last reported to MHCC staff as part of the Certificate of Ongoing Performance 
application process. 

Applicant’s Response 

UM SMC at Easton has contracted with Maryland Academic Consortium for 
Percutaneous Coronary Intervention Appropriateness of Quality (MACPAQ) to perform periodic 
external case reviews as required by MHCC.  
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A copy of each Executive Summary report issued by MACPAQ since last reported to 
MHCC through June 2020 as part of its recent Certificate of Ongoing Performance is provided in 
Exhibit 12. Reports are available through June 2021, the most recent report UM SMC at Easton 
received from MACPAQ. 
 
(20) The hospital shall evaluate the performance of each interventionalist through an 
internal or external review as described in COMAR 10.24.17.07C (4)(d). 
 

Q31a.  Please submit a signed letter of commitment from the hospital chief executive   
officer, acknowledging that, if the applicant hospital obtains Commission approval to 
establish a primary and elective PCI program, the hospital will meet this standard. 

Applicant’s Response 

Please see Exhibit 13. 

Q31b. For a hospital relocation project, in which the hospital already has PCI services, 
please provide updated information that demonstrates the hospital has continued to 
comply with this standard the since last reported to MHCC staff as part of the 
Certificate of Ongoing Performance application process. 

Applicant’s Response 

 Please see the response to Question 30b. 
 
Physician Resources 
 
(20) Physicians who perform primary PCI services at a hospital that provides primary 
PCI without on-site cardiac surgery shall achieve an average annual case volume of 50 
over a 24-month period. A hospital without on-site cardiac surgery shall track 
physicians’ volume on a rolling eight quarter basis and report the results to the 
Commission on a quarterly basis.  
 

Q32a. Please submit a signed letter from the hospital chief executive officer, 
acknowledging that, if the applicant hospital obtains Commission approval to 
establish a primary PCI program, it will submit documentation that demonstrates 
compliance with this standard 90 days prior to first use.  The applicant shall submit 
to Commission staff a roster of all physicians who will be performing primary PCI 
with documentation showing that each currently meets the case volume 
requirement, using Form C. 

Applicant’s Response 

Please see Exhibit 14.  Please see copies of Form C below for each physician who will 
be performing PCI services at the existing facility.1 UM SMC at Easton assumes that these 
same interventionalists will perform primary PCI at the replacement facility.  Because the 

                                                            
1 The volumes shown in Form C for each physician may include some diagnostic procedures that 

did not result in a PCI. This is because the data is pulled based on a CPT code of “heart cath with no 
indication of PCI or not.”  Accordingly, the aggregate volume of all procedures in Form C for each Easton 
physician may be slightly higher than the aggregate primary and elective actual PCI volumes shown in 
response to question 10. 
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replacement facility is not expected to open until July 1, 2028, there may be changes to UM 
SMC at Easton’s physician staffing prior to its opening.  UM SMC at Easton will re-submit 
updated Form C 90 days prior to first use at the replacement facility. 

Q32b. For a hospital relocation project, in which the hospital already has PCI services, 
please provide updated information that demonstrates the hospital has continued to 
comply with this standard since last reported to MHCC staff as part of the Certificate 
of Ongoing Performance application process.  Staff notes that for the period of CY 
2020 and CY 2021, this standard was waived due to the COVID-19 pandemic. 

Applicant’s Response 

Please see the Applicant’s response to Question 32a.  Each Form C submitted provides 
the interventionalists’ volumes since they were last reported with UM SMC at Easton’s 
Certificate of Ongoing Performance. 
 
Patient Selection 
 
(21) An applicant shall commit to providing primary PCI services only for suitable 
patients.  Suitable patients are:  
 
Patients described as appropriate for primary PCI in Expert Guidelines2 
 
Patients with acute myocardial infarction in cardiogenic shock that the treating 
physician(s) reasonably concludes may be harmed if transferred to a tertiary institution, 
either because the patient is too unstable or because the temporal delay will result in 
worse outcomes.  
 
Patients for whom primary PCI services were not initially available who received 
thrombolytic therapy that subsequently failed. These cases should constitute no more 
than 10 percent of cases.  
 
Patient who experienced a return of spontaneous circulation following cardiac arrest and 
present at a hospital without on-site cardiac surgery for treatment, when the treating 
physician(s) reasonably concludes that transfer to a tertiary institution may be harmful 
for the patient.   
 
(22) The hospital shall commit to providing elective PCI services only for suitable 
patients. Suitable patients are: 
 
Patients described as appropriate for elective PCI in Expert Guidelines. 
 
For elective PCI programs without cardiac surgery on-site, patients at high procedural 
risk are not suitable for elective PCI, as described in Expert Guidelines. 

 

                                                            
2 Expert Guidelines are the Guidelines of the American College of Cardiology 

Foundation/American Heart Association (ACCF/AHS) for Management of Patients with Acute Myocardial 
Infarction or in the Guidelines of the American College of Cardiology Foundation/American Heart 
Association/Society for Cardiovascular Angiography and Interventions (ACCF/AHA/SCAI) for 
Percutaneous Coronary Intervention. 



34 
 

Q33.  Please provide a signed statement from the hospital’s chief executive officer and 
medical director of cardiac interventional services attesting to the hospital’s 
commitment to meeting the standards for patient selection.   

 

Applicant’s Response 

Please see Exhibit 15. 
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Form A: PROJECT BUDGET 

INSTRUCTION: This form is to be completed if capital expenditures will be necessary for 
the applicant hospital to provide primary PCI services.  All estimates for 1.a.-d., 2.a.-h., and 
3 are for current costs as of the date of application submission and should include the 
costs for all intended construction and renovations to be undertaken.  DO NOT CHANGE 
THIS FORM OR ITS LINE ITEMS.  IF ADDITIONAL DETAIL OR CLARIFICATION IS NEEDED, 
ATTACH ADDITIONAL SHEETS. 

The Applicant notes that a CON Application for the replacement hospital has been filed 
concurrently with this Certificate of Conformance Application. The Applicant has completed Table 
E – Project Budget in that CON Application. For all capital expenditures associated with the 
replacement hospital, please see the CON Application Table E in lieu of this Form A.  

A. Use of Funds 
  
 1. Capital Costs: 
  
  a. New Construction          $ ___________  
   (1)  Building     ___________  
   (2)  Fixed Equipment (not  
        included in construction)   ___________ 
   (3)  Land Purchase    ___________ 
   (4)  Site Preparation     ___________ 
   (5)  Architect/Engineering Fees   ___________ 
   (6)  Permits, (Building, 
        Utilities, Etc)      ___________ 
  
  SUBTOTAL            $ ___________  
   b. Renovations 
   (1)  Building           $ ___________  
   (2)  Fixed Equipment (not 
        included in construction)    ___________  
   (3)  Architect/Engineering Fees   ___________ 
   (4)  Permits, (Building, Utilities, Etc.)  ___________ 
   
  SUBTOTAL            $ ___________  
   c. Other Capital Costs 
   (1)  Major Movable Equipment   ___________ 
   (2)  Minor Movable Equipment   ___________ 
   (3)  Contingencies     ___________ 
   (4)  Other (Specify)    ___________ 
   
  TOTAL CURRENT CAPITAL COSTS         $ ___________ 
   (a - c) 
   
  d. Non Current Capital Cost 
  (1) Interest (Gross)               $ ___________ 

(2) Inflation (state all assumptions, 
Including time period and rate)        $   ___________ 
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  TOTAL PROPOSED CAPITAL COSTS         $ ___________  
 (a - d) 
 
2. Financing Cost and Other Cash Requirements: 
  
   a. Loan Placement Fees                  $ ___________ 
   b.  Bond Discount     ___________ 
   c.  Legal Fees (CON Related)   ___________ 
 d. Legal Fees (Other)    ___________ 
 e. Printing     ___________ 
   f.  Consultant Fees  
    CON Application Assistance   ___________  
    Other (Specify)     ___________ 
   g.  Liquidation of Existing Debt   ___________ 
   h.  Debt Service Reserve Fund    ___________ 
   i.  Principal Amortization 
    Reserve Fund     ___________ 
   j. Other (Specify)     ___________ 
    

TOTAL (a - j)                   $ ___________  
   
 3. Working Capital Startup Costs         $ ___________ 
   

TOTAL USES OF FUNDS (1 - 3)         $ ___________ 
  
 B. Sources of Funds for Project: 
  
 1. Cash        ___________ 
 2.  Pledges: Gross __________, 
   less allowance for  
   uncollectables __________ 
      = Net    ___________ 
 3. Gifts, bequests     ___________ 
 4. Interest income (gross)    ___________ 
 5. Authorized Bonds     ___________ 
 6. Mortgage      ___________ 
 7. Working capital loans     ___________ 
 8. Grants or Appropriation 
   (a) Federal       ___________ 
   (b) State           ___________ 
   (c) Local      ___________ 
 9. Other (Specify)     ___________ 
  
 TOTAL SOURCES OF FUNDS (1-9)         $ ___________ 
  
  Lease Costs: 
   a. Land    $___________ x __________ = $__________ 
   b. Building    $___________ x __________ = $__________ 
            c. Major Movable Equipment $___________ x __________ = $__________ 
            d. Minor Movable Equipment $___________ x __________ = $__________ 
   e. Other (Specify)   $___________ x __________ = $__________ 
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Form B: REVENUES AND EXPENSES – Percutaneous Coronary Intervention Services 

INSTRUCTIONS:   Specify whether data are for calendar year or fiscal year. All projected 
revenue and expense figures should be presented in current dollars.   Specify sources of 
non-operating income.  This table must be accompanied by a statement of all 
assumptions used in projecting all revenues and expenses.  Please assure that the 
revenue and expenses figures in this table are consistent with the historic and project 
utilization of PCI services at the applicant hospital and the information on staffing of this 
service provided elsewhere in this application. 

 
Revenues and Expenses – 
PCI Services 

 
Projected Years  
(ending with third full year in which the applicant projects provision of 
primary PCI services 

CY or FY  (Circle) 2029 2030  2031  2032 

1. Revenue     

a. Inpatient Services $1,684,885 $1,700,049 $1,715,348 $1,730,781 

b. Outpatient Services $3,623,376 $3,655,986 $3,688,885 $3,722,075 

c. Gross Patient Services     

2.  Adjustments to Revenue     

d. Allowance for Bad Debt 
 
$36,998 

 
$37,331 

 
$37,667 

 

$38,006 

e. Contractual Allowance 
 
$938,663 

 
$947,111 

 

$955,634 

 

$964,232 

f. Charity Care 
 
$10,951 

 
$11,050 

 

$11,149 

 

$11,250 
g. Net Patient Services 
   Revenue 

 

$4,321,649 

 

$4,360,543 

 

$4,399,783 

 

$4,439,368 
h. Other Operating 
    Revenues (Specify) 

 

 

 

 

 

 

 

 

i. Net Operating Revenue $4,321,649 $4,360,543 $4,399,783 $4,439,368 

3. Expenses     

a. Salaries, Wages, and  
    Professional Fees,  
    (including fringe benefits) 

$718,926 $731,352 $743,993 $756,852 

b. Contractual Services      

c. Interest on Current Debt      

d. Interest on Project Debt      

e. Current Depreciation     

f. Project Depreciation     

g. Current Amortization     
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Revenues and Expenses – 
PCI Services 

 
Projected Years  
(ending with third full year in which the applicant projects provision of 
primary PCI services 

CY or FY (Circle) 2029 2030 2031 2032 

h. Project Amortization     

i. Supplies $1,589,651 $1,658,736 $1,730,824 $1,806,043 

j. Other Expenses (Purchased 
Services) 

$31,093 $31,857 $32,641 $33,444 

k. Total Operating Expenses(1) $2,339,670 $2,421,945 $2,507,457 $2,596,338 

4. Income 
    

a. Income from Operation(2) $1,981,979 $1,938,598 $1,892,327 $1,843,030 

b. Non-Operating Income     

c. Subtotal     

d. Income Taxes     

e. Net Income (Loss) $1,981,979 $1,938,598 $1,892,327 $1,843,030 

h. Project Amortization     

i. Supplies     

j. Other Expenses (Specify)     

5.  Patient Mix: 
A. Percent of Total Revenue 

    

    1) Medicare 55.7% 55.7% 55.7% 55.7% 

    2) Medicaid 18.5% 18.5% 18.5% 18.5% 

    3) Blue Cross 8.4% 8.4% 8.4% 8.4% 

    4) Commercial Insurance 6.7% 6.7% 6.7% 6.7% 

    5) Self-Pay 0.2% 0.2% 0.2% 0.2% 

    6) Other(3) 10.5% 10.5% 10.5% 10.5% 

    7) TOTAL 100.0% 100.0% 100.0% 100.0% 

Note (1): Total Operating Expenses includes direct departmental expense only and does not include expenses related to depreciation, 

interest, or allocated overhead.  

Note (2): Income from Operation reflects Contribution Margin only. 

Note (3): Other includes Title V, Other Government Programs, Workmen’s Compensation, Charity, Donor, HMO, and Unknown.  
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ASSUMPTIONS: 
 
Project Description: 
 
Analysis looks at moving UM SMC at Easton’s Percutaneous Coronary Intervention (PCI) 
program, to the replacement hospital when it opens in fiscal year 2029. This projection was 
developed using the same assumptions from the hospital financial plan, applied to actual revenue 
expenses generated by the existing PCI program. 
 
Total Equipment and Construction Cost: 
 
These costs are included in the main project budget submitted with the CON application. There 
will be two cardiac catheterization labs at the replacement hospital. 
 
Volume 
 
Volumes were assumed to be as projected in the PCI Application and are explained therein. 
Inpatient/Outpatient mix is consistent with fiscal year 2022 actual experience. 
 
Payor Mix 
 
Based on patients seen at UM SMC at Easton in fiscal year 2022: 
Medicare: 55.7% 
Medicaid: 18.5% 
Blue Cross: 8.4% 
Commercial: 6.7% 
Self-Pay: 0.2% 
Other (1): 10.5% 
 

Note (1): Other includes Title V, Other Government Programs, Workmen’s Compensation, Charity, 
Donor, HMO, and Unknown 

Reimbursement % 
 
Revenue is projected based on fiscal year 2023 budget and grows by 0.9% annually, with 
volumes, through the projection period. To be conservative, the Applicant does not assume any 
revenue inflation in the projection. 
 
Deductions as a percent of gross revenue through the projection period are consistent with the 
assumptions used for the Replacement Facility deductions assumptions. Bad debts are assumed 
to be 3.75% of charges, charity care is assumed to be 1.11% of charges, and contractual 
allowances are assumed to be 13.73% of charges. 
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Expenses  
 
Expenses are based on fiscal year 2023 budget. Expense assumptions are consistent with the 
assumptions used for the Replacement Facility financial projection through fiscal year 2032.  
 
Salaries  
FTEs are projected based on fiscal year 2023 budget of 5.4 FTEs, which grow with volumes at a 
variability factor of 25%. Projected FTEs for fiscal years 2029 through 2032 are 5.5. 
 
Consistent with the Replacement Facility financial projection, salary inflation is assumed to be 
1.5% annually and volume variability is assumed to be 25%.  
 
Fringe benefits are assumed to be 23% throughout the projection, consistent with the 
Replacement Facility financial projection. 
 
Supplies  
Consistent with the Replacement Facility financial projection supply inflation is assumed to be 
3.6% annually and volume variability is assumed to be 80%.  
 
Other (Purchased Services) 
Consistent with the Replacement Facility financial projection purchased services inflation is 
assumed to be 2.0% annually and volume variability is assumed to be 50%.  
 
Contribution Margin 
 
Analysis is incremental only. This is not a reflection of the program’s profitability but rather the 
net financial impact to the system. 
 
Pro forma contribution margin includes only direct departmental expenses. Direct allocated and 
indirect overhead expense associated with Administration / Corporate functions are not allocated 
/ reflected. 
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I hereby declare and affirm under the penalties of perjury that the facts stated in 

this application and its attachments are true and correct to the best of my knowledge, 

information, and belief. 

January 6, 2023   
Date  Hilary Cassel, MBA, BSN, RN  

Regional Heart & Vascular Center 
Director  

University of Maryland Shore 
Regional Health 
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MARYLAND HEALTH CARE COMMISSION 

Certificate of Conformance 

Kenneth D. Kozel 
President and Chief Executive Officer 

TO: April 11. 2016 
(Date) 

University of Maryland Shore Medical Center at Easton 
219 S. Washington Street 
Easton, Maryland 21601 

Emergency and Elective Percutaneous 
Coronary Intervention Services 

RE: CC-15-20-0001 
(Docket No.) 

SERVICE DESCRIPTION 

This Certificate of Conformance authorizes the University of Maryland Shore Medical 
Center at Easton (UMSMC-E or Hospital) to establish both emergency (primary) and elective 
(non-primary) percutaneous coronary intervention (PCI) services. Emergency PCI includes PCI 
capable of relieving coronary vessel narrowing associated with ST-segment elevation myocardial 
infarction (STEMI) or STEMI equivalent, as defined by the Maryland Health Care Commission 
(MHCC) in COMAR 10.24.17. Elective PCI is PCI provided to a patient who is not suffering from 
STEMI or STEMI equivalent, but whose condition is appropriately treated with PCI as provided 
in COMAR 10.24.17. 

The Hospital estimates that the capital expenditure related to the establishment of 
emergency and elective PCI services will be $2,568,600, primarily for fixed equipment and 
building expenses. 

ORDER 

MHCC reviewed Staffs Report and Recommendation and, based on that analysis and the 
record in the review, ordered, on March 17,2016, that a Certificate of Conformance with required 
conditions be issued authorizing the establishment of elective and primary PCI services at 
UMSMC-E if, on or before April 11, 2016, UMSMC-E provided documentation satisfactory to 
Commission staff that: 

1. The Hospital has protocols for both routine and infrequent emergency situations, 
such as recurrent ischemia or infarction, failed angioplasty requiring emergency 
CABG surgery, and primary angioplasty system failure; and 

2. The Hospital has executed an agreement that provides for 30-minute response 
time regardless of the circumstances. 

The Hospital met the required conditions by providing satisfactory documentation on April 
11, 2016. Specifically, UMSMC-E submitted: (1) its protocol for addressing conditions such as 
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recurrent ischemia or infarction and failed angioplasty requiring emergency coronary artery bypass 
graft surgery; and (2) a copy of an amended agreement with Best Care Ambulance, effective April 
6, 2016, that provides for a 30-minute response time regardless of circumstances. 

CONDITIONS 

This Certificate of Conformance is issued with the following conditions: 

1. At least 90 days prior to first use approval, UMSMC-E shall provide the names 
of its medical director and interventionalists on staff and documentation that 
each interventionalist on staff has achieved an average annual case volume of 
50 or more PCI cases over the two-year period; 

2. UMSMC-E shall agree to comply with the requirements for a Certificate of 
Ongoing Performance outlined at COMAR 10.24.17.07C and D; 

3. UMSMC-E shall agree to voluntarily relinquish its authority to provide elective 
PCI or both emergency and elective PCI and close its program in a timely 
manner upon notice by the Executive Director of MHCC if it: (i) has failed to 
comply with standards for a Certificate of Ongoing Performance or a Certificate 
of Conformance; (ii) has been given an opportunity to address the deficiencies 
identified by the Commission through an approved plan of correction; and (iii) 
has failed to adequately correct the deficiencies. 

4. UMSMC-E shall apply for a Certificate of Ongoing Performance on or before 
June 30, 2020. 

ACKNOWLEDGEMENT OF RECEIPT OF CERTIFICATE OF CONFORMANCE 

Acknowledgement of your receipt of this Certificate of Conformance, stating acceptance 
of its terms and conditions, is required within thirty (30) days. 

MARYLAND HEALTH CARE COMMISSION 

Ben Steffen 
Executive Director 

Manjula Paul, Health Officer, Talbot County 
Donna Kinzer, Executive Director, HSCRC 
Kevin Seaman, M.D., F.A.C.E.P., Executive Director, MIEMMS 

cc: 
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2109 SF

EDUCATION

I.T.
233 SF

ELEC
119 SF

STAIR #6
317 SF

PANTRY
112 SF

AV
163 SF

FURN
STORAGE

149 SF

AUDITORIUM
1539 SF

DIR, CORP
COMPL

159 SF

VP, PHYS
SVCS

158 SF

VP, HR
159 SF

VP, BUS DEV
158 SF

CEO
275 SF

COO
154 SF

CNO
151 SF

CFO
151 SF

CMO
151 SF

VP, CORP
COMM

151 SF

VP,
PHILANTHROPY

154 SF

HSKP
45 SF

BOARDROOM
769 SF

TLT
58 SF

TLT
58 SF

PANTRY
90 SF

COPY / WORK
196 SF

ADMIN
550 SF

LACTATION
99 SF

TLT
60 SF

TLT
60 SF

6019 SF
ADMIN

572 SF

ADMIN

CONFERENCE
152 SF

WORK
CUBICLES

114 SF

COPY/SUPPORT
49 SF

OFFICE,
DIRECTOR

124 SF

OFFICE, PATH
99 SF

OFFICE,
MANAGER

95 SF

LAB
SUPERVISOR
WORKROOM

(4)
211 SF

TLT
57 SF

ADMIN
94 SF

LOCKERS
99 SF

LOUNGE
159 SF

TLT
61 SF

HEMATOLOGY
1035 SF

CHEMISTRY
347 SF

SPECIMEN
PROCESSING

759 SF

PHLEBOTOMY
181 SF

ANATOMIC
PATHOLOGY

726 SF

BLOOD BANK
396 SF

ANATOMIC
PATHOLOGY

WORK
163 SF

OFFICE, PATH
90 SF OFFICE, PATH

88 SF

OFFICE, PATH
90 SF

MICRO
874 SF

POCT
QUALITY

SUPERVISOR
150 SF

WALK-IN
REFRIGERATOR

288 SF

MOLECULAR
515 SF

WALK-IN
FREEZER

262 SF TLT
67 SF

STORAGE
92 SF

BREAKDOWN
75 SF

HSKP
57 SF

BULK
STORAGE

481 SF

OFFICE,
ADMIN

94 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

92 SF

OFFICE,
ADMIN

94 SF

OFFICE,
ADMIN

123 SF

OFFICE,
ADMIN

101 SF

COPY/WORK,
ADMIN

101 SF

ADMIN
1188 SF
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2703 SF
'C' SECTION

2692 SF

NURSERY

14454 SF

PERINATAL LABOR AND DELIVERY

15619 SF

NURSING UNIT

MEDICAL / SURGICAL (24 BEDS)

1946 SF

NURSING UNIT

758 SF
PERINATAL SUPPORT

INCLUDES 2 PALLIATIVE CARE BEDS

261 SF

MEP

226 SF

MEP

727 SF

SHARED

BAY 1
120 SF

NURSERY
299 SF

BAY 2
120 SF

ISOL
120 SF

BAY 3
117 SF

MED ALC
49 SF

HSKP
39 SF

CLEAN
SUPPLY

100 SF

NS
333 SF

COATS
11 SF

C-SECTION
466 SF

C-SECTION
465 SF

INFANT
RESUSC

193 SF

RECOV BAY 2
107 SF

RECOV BAY 1
110 SF

LACTATION
OFFICE

136 SF

SOILED
WORKROOM

114 SF

CNTRL/ NS/
MEDS

223 SF

STR ALC
20 SF

EQ/ RT EQ
STOR

144 SF

ST TLT
59 SF

LINEN
10 SF

M LOCKER
150 SF

STAFF WORK
291 SF

TRIAGE
181 SF

TRIAGE
181 SF

TRIAGE
181 SF

ANTE PARTUM
TEST

176 SF

EQ STOR
83 SF

ANTE PARTUM
TEST

230 SF

TRIAGE STAFF
WORK

243 SF

STR ALC
31 SF

ST BREAK
172 SF

SOILED
WORKROOM

170 SF

EQ STOR
231 SF

CLEAN
SUPPLY

127 SF

NOUR
117 SF

MEDS
105 SF

POC TEST
28 SF

PAT TLT
41 SF

PAT TLT (ADA)
49 SF

OFF, EDUC
101 SF

OFF, TRACE
VUE
95 SF

OFF, CASE
MGR
107 SF

OFF, UNIT
MGR
109 SF

CLIN WORK
112 SF

HSKP
59 SF

PAT TLT
42 SF

HSKP
41 SF

FAMILY
RESPITE

231 SF

LDR - 2
340 SF

LDR 1 (ISOL)
341 SF

SCRUB
18 SF

SCRUB
18 SF

TLT/ SHWR
161 SF

LOCKERS
291 SF

CONSULT
106 SF

PUB TLT
51 SF

PUB TLT
51 SF

FAMILY WAIT
430 SF

OB 1 - LDRP
(FLEX)

360 SF

LDR - 3
340 SF

PHOTO
35 SF

CLEAN
SUPPLY

61 SF

LACTATION
114 SF

OFF, CLIN
COORD

96 SF

HLTH ED
STOR

65 SF

PAT TLT
83 SF

ANESTH WRK
67 SF

CHART
22 SF

TLT/SH
57 SF

TLT/BATH
43 SF

TLT/BATH
43 SF

TLT/BATH
43 SF

CC
12 SF

LINEN
23 SF

EXAM/ CIRC
121 SF

SOILED
HOLDING

117 SF

ISOL
134 SF

ELEVATOR
LOBBY

150 SF

IDF - 3C
225 SF

STAIR #2
212 SF

ELEC RM - 3B
235 SF

IDF - 3A
209 SF

CORRIDOR
1224 SF

CORRIDOR
450 SF

CORRIDOR
251 SF

CORRIDOR
608 SF

CORRIDOR
326 SF

PASSAGE
250 SF

PASSAGE
172 SF

PASSAGE
212 SF

CORRIDOR
1116 SF

CORRIDOR
157 SF

STAIR #1
175 SF

ALCOVE
40 SF

SCALE ALC
4 SF

ON-CALL
123 SF

EQ ALC
32 SF

1 (ADA)
289 SF

TLT/SHWR
57 SF

OFFICE, UNIT
MGR

91 SF

VEST
74 SF

MEDS /
SUPPLIES

146 SF

STAFF
STATION

114 SF

MED/SURG 1
204 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

MED/SURG 2
203 SF

PEDS
203 SF

TLT/SHWR
38 SF

OB 11
ANTEPARTUM

203 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

SOILED HOLD
108 SF

MULTI-PURPOSE
126 SF

EQUIPMENT
STORAGE

270 SF

OFFICE
106 SF

TLT - STAFF
64 SF

STR ALC
38 SF

FEM LOCKERS
270 SF

TLT/ SHWR
106 SF

CHART
20 SF CHART

20 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

STAIR #3
254 SF

TLT/SHWR
40 SF

8
273 SF

9
273 SF

10
273 SF

17
252 SF

18
252 SF

19
252 SF

20
252 SF

6
273 SF

5
273 SF

4
273 SF

3
273 SF

2
273 SF

24
(PALLIATIVE
CARE, ADA)

305 SF

ST BREAK
137 SF

SOILED
HOLDING

135 SFEQ
247 SF

LINEN
44 SF

WORK
STATION

248 SF

WORK
STATION

227 SF MED
104 SF

LINEN
23 SF

ST TLT
72 SF

DIET CART
16 SF

7
273 SF

TLT/SHWR
38 SFTLT/SHWR

38 SF

TLT/SHWR
38 SFTLT/SHWR

38 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

TLT/SHWR
60 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SFTLT/SHWR

40 SF
TLT/SHWR

40 SF TLT/SHWR
40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF TLT/SHWR

40 SF

CHART
22 SF

CHART
22 SF

CHART
20 SF

CHART
20 SF

CHART
20 SF

21
252 SF

CHART
22 SF

16
252 SF

PALLIATIVE
WORK (4)

166 SF

TLT/SHWR
62 SF

CHART
19 SF

CHART
22 SF

23
(PALLIATIVE

CARE)
252 SF

TLT/SHWR
38 SF

CHART
22 SF

22
252 SF

SIBLING PLAY
59 SF

FAMILY TLT
58 SF

ALCOVE
70 SF

OFFICE, CASE
MGR

93 SF

NOUR
68 SF

TEAM ROOM
159 SF

HSKP
45 SF

CC
18 SF

MED
111 SF

ALC
48 SF

CLEAN
208 SF

ALC
30 SF

ALC
18 SF

11
273 SF

12 (ADA)
316 SF

PALLIATIVE
CARE FAMILY

ROOM
242 SF

FAM
TLT/SHWR

56 SF

246 SF

MEP

239 SF

MEP

BLOOD 
GAS

15 (ISO)
252 SF

OB 10
ANTEPARTUM

203 SF

ELEC. RM A
213 SF

OB 2
POSTPARTUM

209 SF

OB 3
POSTPARTUM

202 SF

OB 4
POSTPARTUM

203 SF

OB 5
POSTPARTUM

203 SF

OB 6
POSTPARTUM

203 SF

OB 7
POSTPARTUM

203 SF

OB 8
POSTPARTUM

203 SF

OB 9
POSTPARTUM

203 SF

CHANGING
ALC
32 SF

TLT
66 SF

OFFICE,
EDUCATION

96 SF

OFFICE, CARE
COORD

93 SF

OFFICE, CLIN
NURSE
COORD

110 SF

LACTATION
STG
50 SF

TLT/SHWR
38 SF

TLT/SHWR
40 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SFTLT/SHWR

38 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

TLT/SHWR
38 SF

MEDICAL / SURGICAL (2 BEDS)
PEDIATRICS (1 BED)

PERINATAL / LDR (11 BEDS)

CORRIDOR
204 SF

CHART
23 SF

CHART
23 SF

CHART
23 SF

CHART
23 SF

CHART
22 SF

14 (ISO)
270 SF

TLT/SHWR
38 SF

13
272 SF

TLT/SHWR
40 SF
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DIAGNOSTIC / TREATMENT

PUBLIC / ADMINISTRATIVE

BUILDING SERVICES

PATIENT CARE UNITS

OUTPATIENT CLINICS

14873 SF

NURSING UNIT

12413 SF

ICU

730 SF
SHARED

247 SF

MEP

2332 SF

DIALYSIS

697 SF

R.T.

CONSULT
106 SF

PUB TLT
51 SF

FAMILY
WAITING

438 SF

PUB TLT
51 SF

HSKP -
DIALYSIS

77 SF

CENTRAL
MONITORING

290 SF

STR ALC
26 SF

STAIR #2
212 SF

VEST.
74 SF

STAIR #1
2411 SF

STR ALC
25 SF

ALC
11 SF

SOILED WORK
119 SF

1 (ADA)
297 SF2

273 SF

TLT/SHWR
63 SFTLT/SHWR

40 SF

ELEC
227 SF

ALC
10 SF

ST BREAK
207 SF

ST TLT
57 SF

IV TEAM/
VASC ACCESS

127 SF

NOUR
117 SF

CONSULT
97 SF

FAM TLT
64 SF

FAMILY
275 SF

RT SUPPLY
215 SF

RT WORK
112 SF SOILED

HOLDING
111 SF

MEDS
158 SF

NURSE
STATION

206 SF

LINEN
40 SF

OFFICE,
EDUCATION

100 SF

ICU ON CALL
116 SF

DIET
CART

41 SF

HSKP
51 SF

TLT/ SHWR
67 SF

CASE MGR
119 SF

RT EQUIP
PROCESSING

186 SF

CLIN COORD
116 SF

MULTI-PURPOSE
123 SF

PATIENT RM
4

271 SF

PATIENT RM 5
274 SF

PATIENT RM 6
(ADA)

288 SF

PATIENT RM
3

275 SF

OFFICE, MGR
121 SF

CLEAN
SUPPLY

245 SF PATIENT RM
2

269 SF

PATIENT RM
1

275 SF

PATIENT RM
10

268 SF

PATIENT RM
9

269 SF

PATIENT RM
12 - ISO

268 SF

PATIENT RM
11 - ISO

264 SF

LOCKERS
277 SF

ST TLT
73 SF

GAS TANKS
46 SF

EQ STOR
157 SF

TEAM WORK
116 SF

EQ STOR
76 SF

WORK
STATION

249 SF

15 (ISO)
251 SF

18
251 SF17

251 SF

16
251 SF 19

251 SF

21
251 SF

22 (LIFT)
251 SF

3
273 SF

4
270 SF

6
273 SF

7
273 SF

8
273 SF

9
273 SF

10
273 SF

23 (LIFT)
251 SF

20
251 SF

TLT/SHWR
37 SF

TLT/SHWR
37 SF TLT/SHWR

37 SF

TLT/SHWR
37 SF TLT/SHWR

37 SF

TLT/SHWR
37 SF TLT/SHWR

37 SF

TLT/SHWR
37 SF TLT/SHWR

38 SF

CHART
22 SF

CHART
22 SF

CHART
22 SF

CHART
20 SF

CHART
20 SF

CHART
20 SF

TLT/SHWR
40 SF TLT/SHWR

40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF

TLT/SHWR
40 SF

13
273 SF

5
273 SF

14 (ISO)
270 SF

TLT/SHWR
38 SF

CHART
22 SF

TLT/SHWR
63 SF

TLT/SHWR
40 SF CHART

20 SF

CHART
20 SF

TLT/ SHWR
40 SF

CHART
22 SF

TLT/ SHWR
38 SF

24
261 SF

OFFICE, RT
MGR
116 SF

CLEAN
SUPPLY

117 SF

NURSE
STATION /

MEDS
179 SF

LINEN
11 SF

DIALYSIS - ISO
120 SF

DIALYSIS 2
85 SF

DIALYSIS 3
90 SF

DIALYSIS 1
89 SF

EQUIP
STORAGE

73 SF

LINEN
23 SF

HSKP
40 SF

ALC
30 SF

MEDS
110 SF

CC
18 SF

ST BREAK
136 SF

SOILED
HOLDING

128 SFCHART
20 SF

ALC
18 SF

EQUIP
247 SF

DIALYSIS
STAFF

LOUNGE
169 SF

BLOOD GAS
LAB
88 SF

11
273 SF

12 (ADA)
323 SF

TLT/SHWR
40 SF

239 SF

MEP

EQUIP
PROCESSING

175 SF

ELEC RM 5A
213 SF

TLT
49 SF

IDF - 4C
225 SF

CONFERENCE
308 SF

CONFERENCE
319 SF

WORK
STATION

227 SF MED
98 SF

TEAM ROOM
159 SF

ALC
48 SF

LINEN
44 SF

CLEAN
214 SF

ST TLT
72 SF

NOUR
68 SF

OFFICE, CLIN
NURSE
COORD

104 SF

DIET CART
16 SF

ALCOVE
70 SF

OFFICE, CARE
COORD

93 SF
OFFICE, CASE

MGR
93 SF

RT
SUPERVISORS

(3)
136 SF

PAT TLT
39 SF

PAT TLT
42 SF

PAT TLT
38 SF

PAT TLT
36 SF

PAT TLT
35 SF

PAT TLT
37 SF

PAT TLT
34 SF

PAT TLT
36 SF

PAT TLT
36 SF

PAT TLT
36 SF

MEDICAL / SURGICAL (24 BEDS)

ICU (12 BEDS)

CHART
18 SF

CHART
18 SF

CHART
20 SF

CHART
22 SF

CHART
19 SF

CHART
17 SF

ALCOVE
17 SF

PATIENT RM
8

269 SF

PATIENT RM
7 (ADA)

311 SF

PAT TLT
39 SF

PAT TLT
40 SF

ALCOVE
46 SF

ALCOVE
28 SF

ALCOVE
38 SF

ALCOVE
12 SF
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DIAGNOSTIC / TREATMENT

PUBLIC / ADMINISTRATIVE

BUILDING SERVICES

PATIENT CARE UNITS

OUTPATIENT CLINICS

15223 SF

NURSING UNIT

13480 SF

REHAB UNIT

730 SF

SHARED

251 SF
MEP

252 SF

MEP

LOCKERS
210 SF

CONSULT
106 SF

PUB TLT
51 SF

FAMILY
WAITING

448 SF

PUB TLT
51 SF

HSKP
67 SF

STAFF EDUC/
MULTIPURPOSE

ROOM
206 SF

STAIR #2
212 SF

STAIR #1
176 SF

CORRIDOR
3441 SF

ELEC RM - 5B
227 SF

EQ ALC
40 SF

VEST
74 SF

CLEAN
SUPPLY

334 SF

MEDS
119 SF

PATIENT RM 1
247 SF

PATIENT RM
2

257 SF

PATIENT RM
3

256 SF

PATIENT RM
4

254 SF

PATIENT RM
5

252 SFPATIENT RM
8

242 SF

PATIENT RM
9

248 SF

PATIENT RM
10

266 SF

PATIENT RM
11

271 SF

PAT TLT/SH
49 SF

PAT TLT/SH
51 SF

PAT TLT/SH
50 SF

PAT TLT/SH
51 SF

PAT TLT/SH
51 SF

PAT TLT/SH
50 SF

PAT TLT/SH
53 SF

PAT TLT/SH
50 SF

NURSE
STATION

325 SF

PHYS WORK
136 SF

STAFF
LOUNGE

309 SF

NOUR
97 SF

SOIL
190 SF

SPECIAL
BATHING

144 SF

TLT
68 SF

LIFE SKILLS
307 SF

PATIENT RM
12 (PoS)

299 SF

PAT TLT/SH
(PoS)

128 SF

PAT TLT
53 SF

REHAB
THERAPY

720 SF

ADL SUITE
289 SF

OFFICE,
THERAPY

MGR
116 SF

TLT - STAFF
68 SF

THERAPISTS
WORK

430 SF

FAMILY
CONSULT

180 SF

PRIVATE
THERAPY

133 SF

DINING
440 SF

OFFICE,
DIRECTOR

104 SF

OFFICE,
NURSE MGR

120 SF

OFFICE -
SHARED

161 SF

EQUIP.
190 SF

1 (ADA)
283 SF

2
273 SF

3
273 SF

4
273 SF

5
273 SF

6
273 SF

7
273 SF

9
272 SF

10
262 SF

11
273 SF

12 (ADA)
323 SF

16
252 SF

17
252 SF

18
252 SF

19
252 SF

20
252 SF

21
252 SF

22
252 SF

23
252 SF

WORK
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POLICY NO: PCl-10 

~ CARDIAC CATHETERIZATION LAB 
..-.c REVISED: 01/18 Ill UNIVERSITYofMARYLAND 
~ SHORE MEDICAL CENTER 

PRIMARY CORONARY PAGE#: 1 of 3 
..XT EASTON 

INTERVENTION (STEMll SUPERSEDES 05/17 

Cross Reference: SRH Administrative Policy TX-103 

1.0 Purpose 
1.1 To facilitate and ensure the care of patients with acute ST elevation myocardial infarction 

{STEMI) comply with evidence based medicine and guidelines established by American 
College of Cardiology {ACC) and the American Heart Association (AHA). The goal is to 
facilitate rapid recognition and treatment of patients with STEM I such that time from 
medical contact to balloon time for percutaneous coronary intervention (PCI) is kept within 
a standard of 90 minutes or less. 

· 2.0 Policy . 
2.1 There will be a dedicated staffed cardiac catheterization laboratory {Cath Lab) 24 hours 

per day seven days per week that will enable PCI to be performed to STEM! population. 
2.2 All emergent cases take priority over scheduled cases. 

3.0 Cardiac Cath Lab Operations Providing 24 hours/day of Coverage 
3.1 Normal staffed hours of operation are defined as Monday-Friday 7:00 a.m. - 3:30 p.m. 
3.2 After hours of operation staffing is assured by two rotating Call T earns assigned to provide 

coverage for all hours not covered under normal hours of operation. 
3.2.1 Cath Lab Call Team members are required to respond to the Cath Lab within thirty 

(30) minutes of notification (See PCl-12). 

4.0 Patient Presenting to ED 
4.1 When a patient presents to the ED ("walk-in") and is determined to meet STEMI criteria 

(See 7 .0), the following will occur: 
4.2 ED physician will confirm STEM! criteria and 

4.2.1 Contact the lnterventional Cardiologist (STEM! Cardiologist) on call and convey 
clinical assessment along with any diagnostic results available to include: 
4.2.1.1 Allergy to Aspirin 
4.2.1.2 Allergy to iodinated contrast agents 
4.2.1.3 Patient on Metformin, or has a history of renal failure 

4.3 Upon confirmation of STEM!, ED physician will initiate "STEMI Alert" by calling or 
instructing ED staff to call the Switchboard to activate "STEM! Alert." (See 8.0) 

5.0 Pre Hospital Patient - Suspected STEMI 
5.1 If patient is pre-hospital and is suspected of STEMI by EMS providers, EMS providers will 

immediately contact the ED according to MIEMSS EMS Protocol. EMS provider will 
transmit 12 Lead ECG via LifeNet for confirmation by ED physician. 

5.2 ED physician will confirm STEM! criteria and 
5.2.1 Contact the lnterventional Cardiologist (STEM! Cardiologist) on call and convey 

clinical assessment along with any diagnostic results av~ilable to include: . · 
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INTERVENTION (STEMll SUPERSEDES 05/17 

5.2.1.1 Allergy to Aspirin 
5.2.1.2 Allergy to iodinated contrast agents 
5.2.1.3 Patient on Metformin, or has a history of renal failure 

5.3 Upon confirmation of STEM!, ED physician will initiate "STEMI Alert" by calling or 
instructing ED staff to call the Switchboard to activate "STEM! Alert." (See 8.0) 

6.0 If patient is an inpatient, see also SRH Administrative Policy TX-103 
6.1 If patient suspected of acute coronary syndrome, chest pain, or symptoms of cardiac 

condition, the Nurse(s) assigned to the patient will initiate "Medical Emergency Team" 
(MET) process (See SRH TX-103). 

6.2 If following MET assessment 12 Lead ECG is not diagnostic of STEMI, patient will be 
placed on continuous Telemetry monitoring. · 

7.0 STEM! Inclusion Criteria 
7 .1 ST elevation of > 1 mm in 2 contiguous leads. 
7.2 New Left Bundle Branch Block (LBBB). 
7.3 Patient is over the age of 18. . 
7 .4 If the patient is on Metformin, there is no history of renal failure ( creatinine < 1 }). 

8.0 STEMI Alert Process 
8.1 Once confirmation of STEMI has been determined based on patient presentations 

described above, the STEMI Alert process will be activated by the Hospitalist (inpatient 
STEMI), ED physician or the ED staff as directed by the ED physician. 

8.2 The Switchboard operator will be instructed to activate the STEMI Alert process. 
8.3 For all hours 24/7 the Switchboard Operator will overhead page "STEM! Alert" 

8.3.1 If STEM! Alert is associated with an EMS transport ETA, the ET A will be paged 
along with STEMI Alert page. 

8.3.2 This will serve to notify the Nursing Supervisors and Respiratory Care Practitioner 
and dictate immediacy of response to ED. 

8.3.3 Switchboard Operator will activate the VOLO paging system to alert the Cardiac 
Cath Lab on call team to respond during hours or normal operation as well as after 
hours of normal operation (On Call hours). 
8.3.3.1 The VOLO paging system consists of a predetermined "scenario" that 

includes a text message along with a verbal message of "STEM! Alert." 
8.3.3.2 The STEMI On Call Team responds as having received the message by 

way of VOLO response. 
8.3.3.3 After hours STEMI Call Team is required to respond to CCL in 30 minutes. 

8.3.4 ED physician or Hospitalist (inpatient STEM!) will call the lnterventional 
Cardiologist on call (designated as "STEM! Cardiologist"). 
8.3.4.1 lnterventional Cardiologist will contact the ED physician or Hospitalist 

(inpatient STEMI} for details of STEM! Alert. 
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8.3.5 The Switchboard will be provided with a call schedule for lnterventional 
Cardiologist (STEM! Cardiologist) and CCL staff On Call Team. 

8.4 Cardiac Gath Lab STEM! Response 

Effective 
Revised 
Revised 
Policy 
Owner 

8.4.1 During normal working hours (M-F 7A-3:30P) the CCL Team will immediately 
prepare one of the two procedure rooms available to accept the STEM! patient 
from the ED. 
8.4.1.1 If procedures are already under way in both Cath Labs, the lnterventional 

Cardiologist will determine which of the two procedures can be aborted. 
8.4.1.2 If necessary, the patient who can be safely removed from a procedure 

under way will be placed in the holding area of the CCL. 
8.4.1.3 A CCL room will be immediately prepared to receive ED STEMI patient. 

8.4.2 After normal hours of operation (M-F 7A-3:30P) a CCL STEMI On Call Team is 
available. 

05/17 
01/18 

8.4.2.1 The VOLO Alert (as described 8.3.3.1) will be used to summon the On 
Call T earn who are required to respond to the CCL within 30 minutes. 

8.4.2.2 Upon arrival of the On Call Team, the first member to arrive will contact 
the ED and let them know that when CCL is preparing to accept STEM! 
patient. 

8.4.2.3 CCL Call Team will follow th~ predetermined sequence of room 
preparation (See PCl-13). 

8.4.2.4 Once CCL Team including lnterventional Cardiologist are ready to accept 
STEM! patient, a team member will notify the ED and report to the ED to 
assist with transfer along with tnterventional Cardiologist, if not already in 
the ED. . 

Policy 

Gary Jones, Regional Director, Cardiovascular 
Services 
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UNIVERSITY OF MARYLAND SHORE REGIONAL HEALTH
TRANSFER POLICY

FOR THE INTERFACILITY TRANSPORT OF
PRIMARY ANGIOPLASTY PATIENTS

Effective Date: 10/13/2015

Sponsoring Department: Cardiac Catheterization Laboratory

PURPOSE:

The waiver for primary angioplasty in hospitals without open heart surgery requires that
University of Maryland Medical Center at Easton (UMSMC-E) have a process in place that will
ensure that an ALS equipped ambulance will arrive within 30 minutes of a request for patient
transfer to a tertiary facility prepared to perform open heart surgery.

This Transfer Policy exists to provide a clear notification, request and transfer process that will
ensure timely and efficient response should a patient undergoing primary angioplasty require
transfer to the University of Maryland Medical Center (UMMC). In addition, this will provide a
mechanism that will improve access to and utilization of appropriate resources.

POLICY:

A. NOTIFICATION:

1. The purpose of notification is to provide preparation time for the mobilization of
important resources should a request be made..

2. Notification is to be made at the point the patient has been identified for PTCA. A
member of the UMSMC-E cardiac catheterization team will notify the Maryland
Express Care Transfer Center at the University of Maryland Medical Center by
dialing (410) 328-1234. This contact should be made as soon as possible after getting
the patient on the cardiac cath table and it is known that the patient will be receiving
primary angioplasty.

a. Identify the facility as UMSMC-E and notify the Transfer Center that there
is a patient about to undergo primary angioplasty.

b. Provide the Transfer Center with logistical information, patient demographics
and brief clinical information that they may request.

c. If the decision is made to transport the patient, as soon as possible, fax a copy
of the patient’s “face sheet" with demographic data to the Transfer Center at
(410)328-1235.

B. POINT OF CONTACT:

The Maryland Express Care Transfer Center ( TC) at UMMC will be the sole source of
contact throughout the process. All inquiries related to patient transport should go through the
TC. This allows for the most timely and efficient utilization of resources and avoids conflicting
communication.
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Air transport is the preferred and most expeditious form of transportation in this time sensitive
pPCI area. If a helicopter is not available or able to travel to respond to UMSMC-E, the
Transfer Center will contact the UMSMC-E contractual vendor for appropriate ground
transportation.

C. NO TRANSPORT NECESSARY:

Once transport is deemed not necessary, a member of the UMSMC-E cath lab team will
notify the Transfer Center

D. REQUEST FOR TRANSPORT:

If patient transport becomes necessary, a member of the UMSMC-E cath lab team will place a
request to the Transfer Center with the following information:

1. Will the patient require an intra-aortic balloon pump?
2. Patient status report

A copy of the patient’s medical record will accompany the patient
3. The TC will dispatch the ExpressCare Team to include an RN and balloon pump if

requested. Maryland ExpressCare guarantees arrival of the air ambulance within thirty
(30) minutes of a request by UMSMC-E for patient transport. Such response time
includes the period from receipt of a call by UMSMC-E to arrival of the air ambulance
at UMSMC-E.

a. If Maryland ExpressCare air ambulance is not available or able to fly, the
Transfer Center will notify either another air ambulance vendor or the
UMSMC-E contractual ground transportation vendor, as appropriate.

b. If all vendor resources are exhausted with no Critical Care team availability,
the TC will dispatch a UMMC cardiac fellow/attending and an ALS team to
respond within 30 minutes.

c. If all vendor resources are exhausted with no Critical Care team availability
and no UMMC Cardiac fellow/attending availability, the TC will proceed with
contacting the UMSMC-E contractual ground transportation vendor.

d. If the UMSMC-E ground transportation vendor can not provide a Critical Care
team, the TC will contact the UMSMC-E cath lab staff to inform them of the
lack of Critical Care transport availability, and appropriate UMSMC-E staff will
accompany the patient during t ransport with the dispatched ALS team.. The
UMSMC-E staff member will be returned to UMSMC-E immediately following
the transport.

4. If the balloon pump is not available in a timely manner, Maryland ExpressCare can
utilize the UMSMC-E balloon pump and will return it to UMSMC-E expediently after
delivering the patient to the University of Maryland Medical Center.

This Transfer Policy will be in effect for patients undergoing primary angioplasty following the
granting of the waiver to perform primary angioplasty without open heart surgery back-up, and
involves agreement between UMSMC-E and Maryland ExpressCare.
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Approved:
Chief Operating Officer

Kenneth D. Kozel, MBA, FACHE
President and CEO
UM Shore Regional Health

Dana Farrakhan, Senior Vice President
University of Maryland Medical Center

 



 
 
 
 
 

EXHIBIT 7 
  

































 
 
 
 
 

EXHIBIT 8 
  





 
 
 
 
 

EXHIBIT 9 
  



CARDIAC SERVICES STEERING COMMITTEE 
MEETING DATES/ATTENDEES 

AUGUST 26, 2020 – SEPTEMBER 21, 2022 
 
Wednesday, August 26, 2020   7:30 AM 
Presiding: Steve Eisemann 
Present: Dr. Jeff Etherton, Tina Blalock, Dr. Gabriel Sardi, Colin Fluharty, Jess Fluharty, 

Dr. Walt Atha, Renee Edsall, Mary Alice VanHoy, Alicia Pritchard, Pam Addy, 
Ross Jones 

 
Wednesday, September 16, 2020   7:30 AM 
Presiding:    Gary Jones 
Present: Steve Eisemann, Dr. Jeff Etherton, Dr. Tim Shanahan, Dr. Jane Wang, Mary 

Alice VanHoy, Colin Fluharty, Leslie Vohs, Jess Fluharty, Alicia Fuchs, Chris 
Matulay 

 
Wednesday, October 28, 2020   7:30 AM 
Presiding:    Steve Eisemann 
Present: Gary Jones, Dr. Jeff Etherton, Dr. Tim Shanahan, Dr. Ben Remo, Dr. Ivan Pena, 

Dr. Gabriel Sardi, Dyshekia Strawberry, Tina Blalock, Colin Fluharty, Mary 
Alice VanHoy, Leslie Vohs, Jess Fluharty, Renee Edsall 

 
Wednesday, November 18, 2020   7:30 AM 
Presiding:    Steve Eisemann 
Present: Gary Jones, Dr. Jeff Etherton, Dr. Ben Remo, Dr. Ivan Pena, Dr. Gabriel Sardi, 

Dyshekia Strawberry, Tina Blalock, Colin Fluharty, Mary Alice VanHoy, Leslie 
Vohs, Jess Fluharty, Alicia Fuchs, Jessica Alvarez, Dr. Brendon Paltoo 

Excused: Dr. Tim Shanahan, Dr. Walt Atha 
 
No Meeting held December 23, 2020 due to Christmas Holiday 
 
Wednesday, January 20, 2021   7:30 AM 
Presiding:    Steve Eisemann 
Present: Dyshekia Strawberry, Dr. Ivan Pena, Tina Blalock, Gary Jones, Pam Addy, Colin 

Fluharty, Dr. Gabriel Sardi, Jeff Fluharty, Luanne Satchell, Leslie Vohs, Dr. Jeff 
Etherton, Ross Jones, Dr. Ben Remo, Josh Cherrix 

 
Wednesday, February 24, 2021   7:30 AM 
Presiding:    Steve Eisemann 
Present: Josh Cherrix, Dr. Tim Shanahan, Dr. Jeff Etherton, Dr. Ben Remo, Dr. Walt Atha, 

Pam Addy, Dyshekia Strawberry, Jess Fluharty, Luanne Satchell, Leslie Vohs, 
Jess Alvarez, Tina Blalock 

 
 
 
 



 
Wednesday, March 17, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dr. Ben Remo, Dr. Tim Shanahan, Dr. Ivan Pena, Dr. Brendon Paltoo, Dyshekia 

Strawberry, Jessie Alvarez, Jess Fluharty, Tina Blalock, Steve Eisemann, Mary 
Alice VanHoy 

 
Wednesday, April 28, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dyshekia Strawberry, Dr. Ivan Pena, Jess Fluharty, Jess Alvarez, Luanne Satchell, 

Ross Jones, Dr. Jeff Etherton, Dr. Gabriel Sardi, Mary Alice VanHoy, Dr. Walt 
Atha, Leslie Vohs 

 
Wednesday, May 19, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dyshekia Strawberry, Dr. Tim Shanahan, Dr. Gabriel Sardi, Dr. Walt Atha, Jess 

Fluharty, Ross Jones, Leslie Vohs, Tina Blalock 
 
Wednesday, June 23, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dr. Jeff Etherton, Dr. Walt Atha, Pam Addy, Dyshekia Strawberry, Ross Jones, 

Leslie Vohs, Tina Blalock, Courtney Galbraith, Mary Alice VanHoy, Luanne 
Satchell 

 
Wednesday, July 21, 2021      7:30 AM 
Meeting Cancelled 
 
Wednesday, August 25, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dr. Jeff Etherton, Dr. Walt Atha, Dr. Gabriel Sardi, Dr. Tim Shanahan, Debbie 

Timms, Dyshekia Strawberry, Ross Jones, Jess Fluharty, Tina Blalock, Mary 
Alice VanHoy, Luanne Satchell 

 
Wednesday, September 15, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dr. Jeff Etherton, Dr. Walt Atha, Dr. John Botsis, Dr. Ivan Pena, Jess Alvarez, 

Dyshekia Strawberry, Mary Alice VanHoy, Luanne Satchell 
 
Wednesday, October 27, 2021   7:30 AM 
Presiding:    Josh Cherrix 
Present: Dr. Tim Shanahan, Dr. Gabriel Sardi, Dr. Jeff Etherton, Dr. John Botsis, Ross 

Jones, Dyshekia Strawberry, Tina Blalock 
 
 
 
 



Wednesday, November 17, 2021   7:30 a.m. 
Consent Meeting via Email 
Participants: Lead:  Dyshekia Strawberry; Pam Addy, Jessica Alvarez, Dr. Walt Atha, Tina 
Blalock, Dr. John Botsis, Dr. Brendon Paltoo, Dr. Jeff Etherton, Jessica Fluharty, Ross Jones, 
Chris Matulay, Dr. Ivan Pena, Dr. Ben Remo, Dr. Tim Shanahan, Deborah Timms, Mary Alice 
VanHoy, Nicole Noga 
 
Wednesday, December 22, 2021      7:30 a.m. 
Meeting Cancelled due to Christmas Holiday and Technical Difficulties 
 
Wednesday, January 19, 2022   7:30 AM 
Presiding:    Dr. Tim Shanahan 
Present: Dr. Tim Shanahan, Dr. Gabriel Sardi, Dr. Ivan Pena, Dr. Walt Atha, Dyshekia 

Strawberry, Nicole Noga, Mary Alice VanHoy, Jess Fluharty, Tina Blalock 
 
Wednesday, January 19, 2022   7:30 AM 
Presiding:    Dyshekia Strawberry 
Present: Dr. Jeff Etherton, Dr. Tim Shanahan, Dr. Steven Obrzut, Nicole Noga, Jess 

Fluharty, Tina Blalock, Ross Jones, Luanne Satchell, Kathy Elliott 
 
Wednesday, March 16, 2022   7:30 AM 
Presiding:    Dyshekia Strawberry 
Present: Dr. Jeff Etherton, Dr. Tim Shanahan, Dr. Steven Obrzut, Dr. Ivan Pena, Chris 

Matulay, Tina Blalock, Luanne Satchell, Mary Alice VanHoy 
Excused: Nicole Noga, Jess Fluharty 
 
Wednesday, April 27, 2022   7:30 AM 
Presiding:    Dyshekia Strawberry 
Present: Dr. Tim Shanahan, Dr. Steven Obrzut, Dr. Gabriel Sardi, Nicole Noga, Chris 

Matulay, Ross Jones, Tina Blalock, Luanne Satchell, Mary Alice VanHoy 
 
Wednesday, May 18, 2022   7:30 AM 
Presiding:    Dyshekia Strawberry 
Present: Hilary Cassel, Dr. Tim Shanahan, Dr. Ivan Pena, Dr. Jeff Etherton, Nicole Noga, 

Ross Jones, Tina Blalock, Luanne Satchell, Mary Alice VanHoy, Jess Fluharty 
 
Wednesday, May 18, 2022   7:30 AM 
Presiding:    Dyshekia Strawberry 
Present: Hilary Cassel, Dr. Tim Shanahan, Dr. Ivan Pena, Dr. Jeff Etherton, Nicole Noga, 

Ross Jones, Tina Blalock, Luanne Satchell, Mary Alice VanHoy, Jess Fluharty 
 
Wednesday, June 22, 2022   7:30 AM 
Presiding:    Hilary Cassel 
Present: Dyshekia Strawberry, Dr. Ivan Pena, Dr. Gabriel Sardi, Dr. Steven Obrzut, Nicole 

Noga, Ross Jones, Tina Blalock, Luanne Satchell, Mary Alice VanHoy, Jess 
Fluharty, Chris Matulay 



 
Wednesday, July 20, 2022   7:30 AM 
Presiding:    Hilary Cassel 
Present: Dyshekia Strawberry, Dr. Timothy Shanahan, Dr. Jeff Etherton, Ross Jones, Tina 

Blalock, Chris Matulay 
 
Wednesday, August 24, 2022   7:30 AM 
Presiding:    Hilary Cassel 
Present: Dr. Timothy Shanahan, Dr. Gabriel Sardi, Dr. Ivan Pena, Dyshekia Strawberry, 

Ross Jones, Tina Blalock, Mary Alice VanHoy, Chris Matulay 
 
Wednesday, September 21, 2022   7:30 AM 
Presiding:    Hilary Cassel 
Present: Dr. Jeff Etherton, Dr. Ivan Pena, Dr. Gabriel Sardi, Dr. Eric Maniago, Jessica 

Caraker, Mary Alice VanHoy, Dyshekia Strawberry, Tina Blalock 
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MACPAQ Report 

Shore Medical Center 

A Report From: 

MACPAQ 
)U )NAK 

Percutaneous Coronary Intervention Quality Case Review 
Time Period: January to June, 2020 
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I. Introduction: 

This report summarizes the results of an external peer-review by the Maryland Academic Consortium for 

Percutaneous coronary Intervention Appropriateness and Quality (MACPAQ), for review of percutaneous 

coronary intervention as requested by Shore Medical Center at Easton meeting the Maryland COMAR 

10.17.24. MACPAQ is a MHCC-approved Peer review system. This report encompasses cases performed 

from January to June, 2020. 

All invasive angiograms, percutaneous coronary intervention and relevant clinical data were evaluated and 

assessed by an experienced board certified interventional cardiologist at the respective academic 

institutions, not affiliated with Shore Medical Center. 

II. Methodology: 

Percutaneous coronary interventional procedures (PCI) were selected for review in a random fashion in 

accordance with COMAR regulations. Briefly, a list of all PCl's (excluding primary PCI procedures for acute 

myocardial infarctions) were forwarded to MACPAQ for random case selection. Five percent of these cases that 

were performed at Shore Medical Center were randomly selected by MACPAQ (as per COMAR 10.17.24) for 

external review that included at least 6 cases per interventional physician (for the year) or all cases if the 

interventional cardiologist performed fewer than 6 cases per year. Shore Medical Center then provided the 

information on the randomly selected cases to MACPAQ. 

The de-identified (i.e. "blinded") blinded clinical data and invasive angiograms were processed (to ensure 

de-identification of patient, hospital, and physician information) and managed at the MACPAQ Core 

Center. The cases were assigned to at least one MACPAQ Reviewer (interventional cardiologist) not 

affiliated with Shore Medical Center or its health system. The invasive coronary angiograms (ICA) and 

clinical data were then transmitted to the blinded reviewers. 
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Appropriateness was evaluated by THREE separate criteria: 

1) Angijographic·criteria = "AngiographicAppr<>priateness11 

· -delfr1ed by,the Reviewer~s'ass~ssrnenl'as to" wh'eth·er the lesion was severe enough 

to warranf'ititer-vention'based\bti the'cine a rigiagram alone·( i.e. lesion greater than 

or equal to 70% diameter stenos is 'by visual ·assessment); 

2) Clinical standard of care = "Clinical Appropriateness" 
- defined by the Reviewers' clinical'judghi'ent, based on the combined clinical scenario 

and angiogram; 

3) ACCF/SCAI/STS/AATS/AHA/ASNC/HFSA/SCCT"Appropriate Use Criteria for 
Coronary Revascularization == "AUC Appropriateness" 

- defined by the ACC/SCAI/AHA Apprqpriate Use Criteria (2016/2017) 

Several additional variables reported by the reviewer include: thoroughness and accuracy of the report 
.. ancl cli,t;tJf~Ld~c,µrnentation. 

,.• ·. 
Procedures that were assesse9, t9 be ,'Rq,r~ly, 1,ppropr~ate:, by a Re.vie\,\ler "'(e~e then asse~s~d):~y a second 
Reviewer. If the two Reviewers'· assessments were not concordant, then the case was additionally 

__ . reyJ~l.}(~q py19: ~ryJp:t ~~"it~~~J:av..d .. ~~j,ud.igat.ed,.bv. agre_em.~n.t of 2 or n,q.re, qf:the,group., Qther significant 
findings may have also trigg~r~~:·:·c!~;d,ition;3l .p~~,~w. ,, ~~yi~\IV.E:!_rs may.nav.e als9 ,l:'.eqµe~.tecl.an .additional 
Reviewer for specific cases. The consensus data was included in this report. When applicable, multiple 
Reviewer comments were included also in the report. It was determined by the group;t~at,through this 

mechanism, diligent review of}J.,qt~ :t~e inva~iYe.:~ngiogr9m and -~li,r.iip=,il data a comprebensiver~view was 
accomplished. 
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Ill. Results 
A. Baseline Information 

"', I '
1
, '; • I'' '1 • '.'):,, '.' <1! i·,'· 

A list of ·l~·~-~5~$.vV~r.~.forwarded ,to .MA,CPA<q.for r:and.o!ll selec~for;i, fr:om ,~ s~parat.e: .Op~rators. A tota.1 of 
10 pati~~;t p~~es..(,:12~) were ·reviewed, .i:n(;!eti11g the_ COMAR-reqµi~ed minimum, 5% o,f:the coronary 
interventions for External Review .for ,t~is 6. montl);.per:iod· ... 

Shore Medical Center 

0.p~rator:. (,IV1A<:PAQ A~signed .. 
Number) 

112 

Nur:nb~r. of PCI :Oas.es ·· 
. . RevieYlled ., 

3 
·,, • ' •i .,.,., ·: • .• , "· 

113 
,·,,:_:'. . 3 ' .. 

133 .· 

Total 9 

\ . '' t ~ . ,• ,, . ' ii t. 

. •., ,·,1-:- .: 

,.'J;: .. 

After completion of initial MACPAQ Core Center processing and review,·9··cases\,vere'lii°s~ess~d·by at least 
one of seven MACPAQ independent interventional cardiologists. Physician Peer Reviewers assessed the 

. , 'I ,.-• ., arigibgram's' 'afid:relevant CJiriital 'case1[Tl8teria'Yin\a,iblihded fashion', , ,, . 
I/ 

1 n' · 1 'i IQl :g:pa~ients1 cases 'fr'eviewecl, 'there were :a·'total'.'ofi'.11 separate''·lesions dr Vessels1 intehie'necl','lipon, 
i !r;:including17-(aSe''\Nith:1,pcM~sionsNessel!{andit\ftio case!h1iiith·2'1esion's.' .. , ,•,': ·:·i'' ' 

) ', 1 ;.: ,,.;: 1.''• ' \ ! ' ' 

~ j i ' ' ' <' ' ' I r• i . • :' ~ · · ·lA;ase·,M1x·· 
. · surrimatvefserected :pre:.prciceduraTcharacte~istics'-are listed below.·· ·· 

a. Clinical Presentation 
Results - Baseline Information - Case Mix - Clinical Presentation 

% n 
Stable Angina 13% 1 

ACS• 89% 8 
Unstable Angina 38% 3 
NSTEMI 50% 4 
STEM/ 13% 1 
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B. PCI Success 

Of lesion PCl's submitted for review, 91% of interventions were assessed to be 'Successful' by COMAR 
definitions. To summarize the criteria: 

a) For stent procedures, "Success" was defined as <10% residual stenosis AND TIMI 3 flow. "Partially 
Successful" was defined as 10 to less than 50% res idual stenosis and TIMI 3 flow. "Unsuccessful" was 
defined as >10% residual stenosis within a stent having less than TIMI 3 flow; >50% stenosis; or less 
than TIMI 2 flow. 

b) For plain balloon angioplasty {POBA), "Success" was defined as <50% residual stenosis with TIMI 3 
flow. "Unsuccessful POSA" was defined as >50% residual stenosis OR less than TIMI 2 flow. 

Summary of Procedural Outcomes per Lesion 

n % 
Successful stent 10 91% 

Partially successful stent 1 9% 

Successful POBA 0 0% 
Unsuccessful Stent 0 0% 

Unsuccessful POBA 0 0% 

C. Complications 

There were 2 cases with complications (22%) observed in the cases reviewed. Additional case details 

are in Appendix B. 

Case Complication Documented in Cath Treated 
Report 

FDV271 Yes Yes . 

Distal wire perforation 
Dist al embolization/ No 
Reflow 
Stent edge dissection 

BHW673 Hypotension, bradycardia, Not applicable Yes 
and chest discomfort post 
procedure requiring repeat 
catheterization showing 
patency of the previous 
mentioned stents. 
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TABLE 1 
PCI LESION SEVERITY (Reviewers') and Post-.procedure Results 

Post PCI Procedure Successful? 
Reviewer Post-PCI TIMI 

Visual Residual Grade 
Patient ID Coronary Segment Estlmat % Stenosls Flow 

AHR493 2 = Mid RCA 50-70* < 10% 3 Successful Stent 

12 = Proximal left 
80 < 10% 

3 
Successful Stent ALM800 

anterior descending 

18 i:: Proximal Left 
80-90 <10% 

3 
Successful Stent AOA750 

circumflex artery 

14 = Distal left 
99 

3 Partially Successful 
AQE780 10-50% 

anterior descending Stent 

13 = Mid I left 
80 ASG828 

anterior descending 
< 10% 

3 
Successful Stent 

AUL127 2 = Mid RCA 90 < 10% 3 Successful Stent 

BHW673 2 = Mid RCA 100 < 10% 3 Successful Stent 

EXA313 3 = Distal RCA 90 < 10% 3 Successful Stent 

FDV271 2 = Mid RCA 90 <10% 3 Successful Stent 

- • I . 
14 = Distal Left 3 

ASG828 anterior descending 80 < 10% Successful Stent 
artery 

6 = 1st Right 3 
EXA313 posterior lateral 90 < 10% Successful Stent 

branch 

* dFFR was performed for stenosis severity, and met criteria for #obstructive11 
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D. Other lmRortant Assessments 

Below are the results of other important assessments that the Peer Reviewers made as part of the case 

review. These include required questions as stated in the most current COMAR 10.27.17 (11/2015). 

1. Agreement with Catheterization Report Stenosis Severity 91% (10 of 11 lesions) 

This assessment compares the Operators' documented stenosis severity (by angiography alone) of PCI 

lesion/s with the Peer Reviewer assessment. See Appendix A for individual case assessment in cases 
of disagreement. 

Patient ID Segment# 

AHR.493* 2 = Mid RCA 

Reviewer 
Vfsuol Estimate of 

% Stenosls Severity 

50-70 

Dfr was performed and was 0.81 which is indicative of obstruction 

2. Agreement with procedural outcome documented 

Operator 
Cath Report of 

% Stenosls Severity 

80 

Agree with the 
Catheterlzatlon 
Report Stenosis 

Yes 

91% (10 of 11 lesions) 

This compares the Operators' documented outcome with the Peer Reviewer assessment. 

AQE780 Unable to assess success due to limited imaging. 

3. Agreement with Operator Diagnosis of ACS versus non-ACS 89% ( 8 of 9 cases) 
I 

Of cases that were performed for Acute Coronary Syndrome (ACS) indications, the Reviewers agreed 1 

with the diagnosis of an ACS in all but one case. 

4. Agreement with Operator Diagnosis of ACS type {if applicable) 88% {7 of 8 ACS cases) 

ACS Type Number of cases Agreement (%) 
-

Non-Q wave Ml 4 100% 

ST-Elevation Ml 1 100% 

Unstable Angina 3 67% 

5. Agreement with Catheterization Report Stenosis Severity of Non-intervened lesions/vessels 

This assessment compares the Operators' documented stenosis severity (by angiography alone) of PCI 
lesion/s with the Peer Reviewer assessment. "Not applicable" may be in cases that complete 
diagnostic images were not available or no lesions were present. 

Assessment N Percent 
Agree 9 100% 

Disagree 0 0 

Not Applicable 0 0 

pg. 7 



·:6~ Alter:native.·:rherapyitQi"P.CI ,could :be: considered.·(Reviewer·opinion): -· 

Not Applicable 

·' , · · ',,Applicabl'e:' · ... 
Consideration of altemative,w As: documented 
Consideration of alternative _NOT documented 

78% 

22% 
11% 

11% 

(7 of 9) 

'.:(2·of19) 
(1 of 2) I 

(1 of,2)' 

. Rev_iewers a~sessedthe patient record to determine whe_ther treatment other than PCI, such as cardiac 
surgery or medical therapy; was documented to have been considered in cases where it would have been 
appropriate to consider alternative treatment, ·based oh current Guidelines (i.e. coronary ·artery bypass 
surgery or medical therapy} or clinical standards. This question was not applicable (based on the 
Reviewe~s,,c;,pirtipn) in .. 7,of 9 .. c:ases sent for re:view. In ot~er. w9rds1 .. the .Revje~e.rs f~lt that i:>CI was the 
most appropriat~ revascula.rization strategy in these cases, and that alternatives (CABG or medical 

therapy)wer;e. not r.~ason~ble .tp.consi,tjer. In the remaining: c;;ises"the Rev,iewers, assessed the 
documentation in the patient record to determine whether treatment other than PCI, such as cardiac 
surgery or medical therapy, was considered in cases where it would have,been appropriate to consider 
alternative treatment. This question -applied in 2 cases, of which 50%.had documentation describing the 
consideration· of. bypass su r.gery or ·m edica !therapy as·,a treatment a ltemative prior to 'PCI: ,. ·. 

.. ,.·' ·1· 1,' 
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E. Procedure Appropriateness Resul~s: 

The summary:of.the·appropriat'eness ratings··is-listed:below'.and·the appropriateness ratings were 

assessed iper lesion/vessel. .. For ·example; ifit patient·had:2 :~essels :intervened upon, there were 2 

separate assessments. The'surrimary of the appropriateness ratings {per lesion/vessel) are listed below. 

See TABtEII and.Table Ill for individcia'l;Operator Results. 
' !'·.,' ,, 

.·.· ·,i;,Su~marvio.~Appropriateness Ratings (per lesion). 

1) Angiographic Appropriateness (lesion, severity and suitability for PCI) -Per lesion 
Bi:!sed orLthe percentage of stenosis, ~·iven accepted guidelines that:.stenosis of 70 percent or greater 
isf.approBr.iate:for treatment, s~~nosis;between s.o to 69 pefcent may be appropriate for ~reatment, 
arid steno:_sis less than 50 percent is raiely appropriate for treatment .. 

% 

91%".::: 

9% 

0% 

1.0 .. ,., 
1 

0 

inte.rvention~ were judged to qe appropri;:itet 
intehtention were judged to be of uncertain/ may be appropriate 

interventions uyere ju~ged to rarely appropriate 

2) Cl.inical AJ?propriat~ness (base,d on st~ndard,clinical P,rac1;~ce) . 
See individual case descriptions pnd ass.essments in Appendix B for cases determined to be 
"uncertain/may /,e appropriate" and "rarefy appropriate) 

'.• I' 

% n 
73% , .. 
27% 

0% 

8 

3 
0 

interventions ~ere judged to be appropri~te 

intervention were judged to 'be uncertain/ may be appropriate 

intervention were judged to be rarely appropriate 

.3.iiACC/AHA.Appropriate,Use Cr:i~eria for PCI {AUC:Criteria), 

-~f?.e inqivid.ua/ case. descrciptioos and c;i,ss.e.ssments in.~ppendiK B for cases determinecli to be 
"uncertain/may be appropriate" and "rarely appropriate) 

% n 

91% 

9% 

0% 

0% 

10 

1 

0 

0 

interventions were judged to be appropriate 

intervention were judged to be uncertain/ may be appropriate 

intervention were judged to be rarely appropriate 

intervention not addressed in current AUC guidelines 
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C ,._ 
n, a, ·u .o 
'iii E 
> ::::s 
s; z 
Q. 

112 

113 

133 

Total 

Percent 

TABLE II 

Approprjateness Ratings by Individual Ogerator 
Below is a summary of the individual Operator Appropriateness performance. 

Patient cases: 9 Total lesions: 11 

ANGIOGRAPHIC I , I CLINICAL 
APPROPRIATENESS APPROPRIATENESS 

Ill 
C 
0 
'iii .,, ell 

Cl> cu ~ ..., i ·c 
- 111- cu Q. 

....
... o"' 5' .!! ·; e n,ocu Q. 

Ut-a: .t 

3 4 4 

3 4 4 

3 3 2 

11 10 

100% 91% 

0 

0 

1 

1 

9% 

• 
't 

.i .... 
Q. e . a. 
~ 

r 
0 2 2. 0 

0 4 0 0 

0 2 1 0 

0 8 3 0 

0% 73% 27% 0% 

s 
ftl 

i 
0 .... 
a. 
Q. 
ct: 

4 

· 4 

2 

10 

91% 

ACC/AHA 
APPROPRIATENESS 

1
• (AUC- Guldellne) 

0 0 

0 0 

1 0 

1 0 

9% 0% 

c 
~ 
:, 
u 
C 
:; Ill 
QI QI 
Ill C 
Ill= 
QI ell .... .,, .,, ·-.,, ::, 
ftl Clll 
... u 
0 ::, 
z ct: 

0 

0 

0 

0 

0% 

* The term "inappropriate" has now been replaced by "rarely appropriate" to acknowledge individual 

circumstances where the prncedure could be considered reasonable . Assessments were made on the case 

data available to the Reviewers . 
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J::: .. 
l'O a, 
·- .Q ~ E 
~ .:: ::J 
Q. z 

112 

113 

133 

Total 

Percent 

TABLE Ill 

Appropriateness Ratings by Individual Operator: Percent of Cases 

3 

3 

3 

Below is a summary of the individual Operator Appropriateness performance 

ANGlOGRAPHIC 
APPf\OPRlATENESS ,, 

4 100% 0% 0% 

4 100% 0% 0% 

3 67% 33% 0% 

11 10 1 0 

100% Si% 9% 0% 

CLINICAL 
APPROPRIATENESS 

cu .... 
ta ·c 
Cl. 
E 
Q. 
Q. 
< 

cu 
tv ·c 
Q. 
0 ... 
I 
.8 
> ta 
:i: 

50% 50% 0% 

100% 0% 0% 

67% 33% 0% 

8 3 0 

73% 27% 0% 

~ 
l'O 
'C 
Q. 
0 ... 
Q. 
Q. 
< 

100% 

100% 

67% 

10 

91% 

ACC/AHA 
APPROPRIATENESS 

(AUC·· Guideline) 

0% 0% 

0% 0% 

33% 0% 

1 0 

9% 0% 

* The original AUC term "inappropriate" had been used in the 2009 and 2011 PC/ AHA/A CC Clinical AUC 

Guidelines. AUC terminology evolved. The term "inappropriate" has now been replaced by "rarely 
appropriate" to acknowledge individual circumstances where the procedure could be considered 
reasonable. Assessments were made on the case data available to the Reviewers. 
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.5 
"C Ill 

GI ~ 
Ill ·Ill -QI a, .. ,, ,, ·-.,, :, 
ftl tlO 
.... u 
0 :::, 
Zc:t 

0% 

0% 

0% 

0 

0% 



EXECUTIVE SUMMARVr:COMMENTS /RECOMMENt>ATIONS 
I : I••' •i' 

The Rev,ie.yv
1
E!rs felt that the .. overall procedural per;for,mance·of the physicians.reviewed and the hospital 

was sa~isfactory There were 9 patient cases .reyiewed,which included a t.otal of 11 ·separate lesions/ 
• ' ' ,'' ' ':, ,,, \-' ' ' 1 1 ·'. l • ' 

PGl.'s. 'Of the "g·: patient-cases, 91% were ·successful. There were t cases With :complications (22%). 

The re~iew:·t~~·~d that 100% of the cas~s wer~ da~~lfie.d as ·"appropriate~~ ·o~ ~;~aybe appropriate" for all 

lesi~ns tre'ated.' 

-0~ a per~lesion basis (n=ll), the :a{;·~isrnent of ·lesion severity: {,i;~:·'percent of blockage) of the PCI lesions 
; ·' ,1./. 1.:,'.·:?·.'.·•,:"..;':I'.'. ". ':\,"1. .. ,';',:.·:-.;·,,.l '._;, 

was accurate, with 91% of the r~adiri'gs by:the Operators in:.agreement·\/ilith the Reviewers' (Appendix 

.. A). In regards lo lesion assessmi~Mt::;9f:1hon-ici:vessels, the:~~viewers agr~ed with the OperatOr:in 100% 

C; Of:caSeS:: ] •·•. . ;;;'i:lJ; •.• ..· .;, ' ; i . . , 7 •.· ·•. . 
.::Based onAngio~rapl:lic criteria, ~}~;~:~_re c~nsidere,,d to be:."~pptci'p,riate'.'.)·and 9~:(n~~.) ',,\'aS:assessed as · . 

.. .. ._:! "may be appropriate". ln:that on'Ei:c~·se, the Operator also i~~·rf~ri\Wed fun,tional lesior{ai~.essment (with 

' DFR) an~ she.wed the lesirin:to bi6b~tructive/flow limitin~! :Nq~e that DFR is superiorto angiography 

alone for assessing lesion severity. There were no PCI lesio,ns considered "rarely appropriate". 

Based on clinical criteria, 73% (8 of 11 lesions) of lesions were considered to be "appropriate", and the 

remainder 27% were assessed to be .llmay be appropriate". There were _np PCI .Jesipns c9nsi'der:ed "rarely. 
• I • •t , • . .• t ,. • , • , 

appropriate 

Based.6n G:uideHne/ Appropriate Use Criteria (/\UC), 91% of lesions were considered "appropriate", one 

case "may be appropriate". There were'no PCI lesions !=Onsidered '.'rarely appropriate 

Documentation and diagnosis of the presence of an 'Acute Coronary Syndrome" was 89% (8 of 9 cases) 

,,. based .. .pn the pr,ovided.,d.ocumenta.tion. Documentation of procedural outcom.es were ~1% accurate. · 
i".'1 s",, ,, • \ 0 0 • 0 

Documentation of treatment aiternatives to PCI, such as CABG or medical therapy, was· nht assessed to 

be required 2 of 9 cases. In the cases where the reviewer thought it would be reasonable to consider 

alfernativettherapy; there wa·s documentatfonthat suclfa consideration was rriade i'n one'.ofthe'two cases 

(50%). ' 

The Reviewers assessed the the Operators to be technically good. There werer 2 cases with 

complications (see report). Technical recommendations are contained in the report. 
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Appendix A 
Stenosis Severity of PC/ lesions as assessed by the Reviewers and 

Correlation with Documented Catheterization Report . 
.. 

OpetQtor Agree with the 
1·, Cath Catheterizatig_n ,, 

Report I ; 

Re'l.f !.wer Agree with the rel>Ort stenosis ot 
1, 

Visual 
Stenosls 

Cg_theterlzation the vessels not 
' Severit~ 

Estimate Re12ort Stenosls Intervened ue_on? 96 
Patient JD Seament# 96 /Yes or No) 

AHR493 2 = Mid RCA. 50-70* 80 No Yes 

ALM800 12 = Proximal LAD 80 80 Yes Yes 

AQA750 18 = Proximal Left circumflex 80-90 90 Yes Yes 

AQE780 14 = Distal left anterior descending 99 99 Yes Yes 

ASG828 13 = Mid left anterior descending 80 75/80 Yes Yes 

AUL127 2 = Mid RCA 90 85 Yes Yes 

BHW673 2"' M id RCA 100 100 Yes Yes 

EXA313 3 = Distal RCA 90 90 Yes Yes 

FDV271 2 = Mid RCA 90 Severe Yes Yes 

Second Lesions 

ASG828 14 = Distal LAD 80 75/80 Yes Yes 

EXA313 6 = 1 st Right posterior lateral 90 90 Yes Yes 

* DFR or FFR performed and was obstructive. 

Invasive Lesion Measurements 

O~erator 

Reviewer 
Egtlent lD ' r. 

Segment Visual IVUSorFFR Result 

• Estimate 96 

Dfr was performed and 

AHR493 
133 50-70 80 Yes - FFR 

was 0.81 which is 

indicative of obstruction 

ASG828 
112 80 75/80 Yes - FFR 

DFR 0.79 

I 
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Appendix B 
Selected Individual Cases and Images 
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Identifier: · .ASG828 •. 

Clinical his~ory: An 80 year man with history .of hyperlipidemia, hypertension, gastrointestinal bleed 
who presented with shortness of breath and an episode of atypical chest pain. A stress test was 
performed with the patient reaching 5.9 METS without symptoms and a small area of ischemia in the 
right coronary artery and circumflex territory. 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCUesion 

Location . Re~iewer, 

13 = Mid I left anterior 
descending 

14 = Distal Left anterior 
descending artery 

PCI Aooropriateness 
Location 

13 = Mid I left anterior 
descending 

14 = Distal Left anterior 
descending artery 

80. · · 

80. 

Appropriate . 

.· 

Appropriate 

·.operator Agreement? 

75/80 Yes 

75/80 Yes 

C.linical .. AUC 

Maybe appropriate Appropriate 

·Maybe appropriate Appropriate 

PCI result: Successful Stent {<10% residual stenosis AND TIMI 3.flow) 
Complications: None None 

Catheterization Lab Report Documentation: Reviewer Agrees. 
Agree with stenosis severity of PCI lesion? Yes 

·---- --.~-·------~---·-..... ---~--------------.-----·-------- ------------------------·---
Agree with stenosis severity of non-intervened vessels? Yes -··-~·----··----,.,~---~-·----··-.--.--------------· . - . ----------- . ~ --- - - -·-

Agree with documented Cath Report_Outcome? , .. - _____ :_Ye_~---------------·-·-----------·-

Clinical Presentation Driving lnt~rventii:m . 
Was PCI done for ACS? Yes 
Reviewer agrees with the operator's ACS dic1gno;- No= disagree 

.. Type of ACS: _.,. .... · . -------·---· _ -·-- . ___ · · .- U11stqbl_e Angina -----=------···--.... 
Documentation of consideration of oth~rp:ps.sjijle.tre~tmenf · · 
(such as cardiac surgery or medical therapy): . :.bt>es NOT apply 

Revi.ewers Comments: 
80 WM w hx recent GIB. Angina I equivalent is DOE/SOB (single episod\= 9f CP noted}. ETT was abnormal 
but in Circ/RCA distribution not in LAD where lesion was fclJnd. Doing·:oFR of LAD was very ]appropriate. 
Given age, recent GI bleed and absent classic syr'npi:oms; it mav,.have been reasonable to expand med 
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medical therapy with long acting nitrates and Ranexa before referrir:ig for cath but once referred 
operator did the right thing and I believe helped this man. 

Pre PCI: 

Post PCI: 
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Identifier: AQE780 

Clinical'history: A 70 year old woman with a history of diabetes, hypertension, morbid obesity and 
hyperlipidemia admitted through the emergency room with chest pain. The chest pain resolved with 
SL nitroglycerin during transport with resolution of symptoms. EKG demonstrated subtle ST 
elevation the anterior leads with the initial tr.oponin was 0.07. The serial cardiac markers continued 
to rise. 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCI lesion 
Location. Reviewer ·Operator Agreement? 

14 = Distal left anterior 99 99 Yes descending 

PCI Ao1>ropriateness 

Location Angiographic: Clinical AUC 

14 = Distal left anterior 
Appropriate Appropriate Appropriate descending 

PCI result: 
Complications: 

Partially Successful Stent (10 to <50% residual stenosis AND TIMI 3 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agreewith_sten':s!sse~~rityof_PCDesion? ______ --~·---· ____ Y_f}s _____ ... ··-··---······ _ 

_ Awee_ ~-i!h ~!_e!'~~~s ~~~~~i1:y_?.!!1.~~~~~!e':':'~!1e~ ~-~-~:~!_:;? --[-'!_~_s ____ ~-··· _ ---- _ _ __ .. _ .... __ 
A_gre~~ith doc~n:ien~e~_~a!'i_Rep~t_9utcome? ___________ , N~ _.-_Qi~g_re_~_ _ ___ _ _ _ __ 

Clinical 'Presentation Driving Intervention 
Was PCI done for ACS? Yes 

__ Reviewer ~grees with theoperator's ACSdiagnosis _______ Yes=_ agree -~-------···--------····· ···-····· 

Type of ACS:. ---·--- ---~- ---------- ·-··- ______ . Non-Q-Wavemyocardial Infarction __ 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
The patient is a 70 year old woman with history of HTN, hyperlipidemia, and Diabetes Mellitus who 
was admitted through the ED with chest pain. Initial troponin 0.07 and the ECG showed septa I Ml age 
undetermined initially felt to be STEMI but was then said not meet criteria. She was treated for ACS; 
her troponin continued to trend upward to 8. she was then taken to 'urgent cath • the next morning. 
This showed diffuse calcified triple vessel disease with a reasonable assumption that the distal LAD 
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99% lesion was culprit. PCI was performed successfully however the final angiograms were obtained 
with the guidewire still across the lesion. That being said the distal LAD is diffusely diseased and would 
be at high risk of rethrombosis or restenosis. Clearly surgery for the distal LAD could not be 
recommended. The RCA and circumflex marginal also have significant lesions that might be addressed 
if clinically appropriate in the future. 

Pre PCI: Post PCI 

Right coronary artey: Circunflex artrey: 
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Identifier:· ,BHW673; 

CUr:ii~al:.1:1,istory: 
· A59,year old.man;with his,tory oft,obacco,_:dia.betes; hy.pertension and·morbid obesity admitted with 
unstaole angina. 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCI lesion· 

Location Reviewer Operator Agreement? 

2::.MidRCA 100 100 Yes 

PCI .Appropriateness 

Location Angiographic . Clinical AUC 

2=MidRCA Appropriate Appropriate Appropriate 

PCI result: Successful Stent (<10% residual stenosi.s AND TIMI 3 flow) 

Complications: 
Post procedure hypotension,bradycardia, and chest discomfort 

requiring repeat catheterization showing patency of the previous stents. 

Catheterization Lab Report Do.cumentation: .· Rf;!viewer Agrees 
Agree with stenosis severity of PCI lesion? Yes 
Agree with stenosis severity of non-intervened vessels? Yes 
-·~---,-.-·-----~- ..... -..,-· -----<='=-·----....==-...=""<--=:-=-~~---~--,~=~--.---,...-~-~-···-.=...-~---- . - -

Agree with documented Cath Report Outcome? Yes 
- • • ----~---· r• •• -.--,.-.;•-,,---,-,.,""'--.,..,...,,=--~~~~-~.,-.,. «=•-.,•~-.==--=--~·-=-•----.-. ....,-,,....,....._...,...,_~,---~- -~-··~-·•·--_,_,,.~~,,.,,_, ___ •·~~··-~-~··· 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? · Yes 

•·~.· ,.-,-.•~-·---·· -~~ ···--·-· __ __._ .• - .··• .• ...., ~---•......--,._.._--,_-.-•-,,.<"'-~,----c,--- '.,.~,-.,.r-""""""·,,..,..,-=:,,.=,.=•~==~••"-••._........_....,,-=- --.. ,.,..~ ... - ~- .. ......,.--.- -·-·: -~" 

Reviewer agrees with the operator's ACS diagnosis. Yes= agree 
-· .. ---- ·- - -· .. ~------ .- --··----------~----~------,---.,~--- - -·---·--·· 

Type of ACS: · Non-Q-Wave myocardial Infarction 
-------------~-.. ---~--~--------- ~~ -~------=--~ ----~-- '----=---...----~~~--=----·=- .. - .. ~-- ~~- -------~--

Documentation of consideration ofO:ther-possibl~treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
The patient presented a few weeks,prior,with what was thought to be symptoms of peptic ulcer 
disease. Stress test was reportedly negative. He continued to have. pain and fortunately the 
cardiologist did not believe the falsely negative stress test ar\dthe patient then was sent for coronary 
angiography showing a subtotal Occlusion of the RCA. The patient developed hypotension, 
bradycardia, and chest discomfort post procedur.e requiring repeat catheterization showing patency 
of the previous mentioned stents. 

Technical comment: 
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2 comments: the total occlusion was likely sub-acute but could have been more chronic since it 
appears difficult to get through. The operator should have confirmed intraluminal placement of the 
wire with distal injection through a small balloon or microcatheter before dilating. Second, the 
patient reportedly had an episode of hypotension and bradycardia post procedure and underwent 
repeat catheterization which was appropriate. However, an echocardiogram to exclude effusion and 
also hemoglobin given history of ulcer should have been done, indeed it might have but 
documentation supplied for the review was limited. 

Pre PCI: 

Post PCI: 
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Diagonal branch: 

Marginal: 
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Identifier: AHR493 

Clinical history: . . . . 
A 62 year old woman with history of hyperlipidemia and hypertension presented with ch,est 
discomfort and dyspnea. A calcium scan was performed which demonstrated an .elevated calcium 

score primarily in the right coronary artery and left anterior descending artery. The pa~ient was on . 
Norvasc and lipid lowering agents 

MACPAQ Review Results: 
v· I f f PCI I ' 1sua assessment o . percent stenos,s o es1on 
Location Reviewer 

2= Mid RCA 50-70* 

* dFR was 0.81 meeting criteria for "obstructive 

lesion" 

PCI Appropriateness 

Location Angiographic 

.operator Agreement? 
.. 

80 No 
; .. 

·' 

Clinical AUC 

2=Mld RCA Maybe appropriate Maybe appropriate Mayb~ appropriate .. , .. 

PCI result: 
Complications: 

Successful Stent (<10% residual stenosis AND TIMI S flow) 

None 

Catheterization Lab· Report Documentation:, · Reviewer: Agrees 

Agree with stenosis severity of PCI lesion? 
No= DISAGREE,(does not take into 

·' 
------------- -------------- .. -------- ·----- -------- ---

__ .consideratio!1 dF~ resµlts): ·---~-------- - --

Agree with stenosis severity of non-intervened vessels? Yes ' - --·---- .. ---- ---- ---
Yes 

,. 
Agree with documented Cath Report_ Outcome? 

- - -------------------

Clinical Presentation. Driving Intervention 
'i Was PCI done for ACS? No ·---- ___ 

--·-----..-··-------·---------··-- I"• ··--A·•----------- --· 1, .l.~,'-r--- • I •··-~-•----·-

NotApplicabl~ ---·---· Reviewer agrees with the operator's ACS diagnosis ··---- -·--·-

Type of ACS: -----------·-·---- NofApplicable ' --
.. 

Documentation of consideration-of other possible treatm.ent. 
(such as cardiac surgery or medical therapy): Does NOT apply 

,· .. 

Reviewers Comments: 
The patient is a 62 year old woman with stable angina with risk factors of HTN, hyperlipidemia, and 
diabetes. She presents to cardiologist with exertional chest pain and dyspnea. Known to have high 
calcium in LAD and RCA. She presents for elective angiography and possible intervention. The 

angiogram showed a mid RCA lesion that was imaged in 3 projections with one suggestive of a 
significant lesion. There is branch overlap however and I would call the narrowing no greater than 50-
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60% however the physicians performed a dFR which was 0.81 (this meaning a significant obstruction). 
PCI was performed with a residual lesion of <10% .. 

Pre PCI: 

Post PCI: 
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Technical comment: 

Poor wire position risks distal 

wire perforation 



:Identifier:·, .AUL127 -----· 
Clinical history: 
A 70 year old woman with history of diabetes, hypertension, hyperlipidemia and asthma initially 
presented with an anterior ST eleva.tion. The index cardiac catheterization showed LAD lesioh:which 
was stented. The patient was noted to have significant right coronary artery disease for which he 
patient presented for staged interventio~:-

.. . 

MACPAQ Review Results: 
Visual assessment of p·ercent stenosis of P.ci lesion 
Location ·Reviewer Operator Agreement? 

2= Mid RCA 90 85 
' 

Yes 

PCI ARDrOQriateness 
Location ·Angi~graphic " .. Clinjcal AUC 

•" 

2 = Mid RCA 
') 
Appropriate Appropriate Appropriate 

PCI .result: 
Complications: 

Successful Stent,(<10% residual stenosis AND TIMI 3 flow) 
None. 

Catheterization Lab Report Documentation: Reviewer Agrees 

. Agree_with_stenosis_severity of PCI lesion? ___________________ '!_<:_~--- __________ ·-·----···· ------------·---··--····-· ... 
Agree with stenosis severity of non-intervened vessels? Yes 

--·----------•.,---··- ·---------- -----·-------------------------------------------- ·-- -
Agree with documented Cath Report Outcome? Yes 

-------·-------- ------ -- --------- --- ------- -- -------·----- -----------

Clinical Presentation Drhiing Intervention 
Was PCI done for ACS? Yes· 

------------------------.---------. - ' - ,----------·-·--·---~---·--------------
.Reviewer agrees_with the_operator's ACS diagnosis· ~:::=: __ ag~r_e_e~-------------·-·----
. Type _of ACS: __ _____ _______ _ _ ___________________ ST-Elevation Myocardial Infarction -·--··-···· ··-·· 

·' 

oocunie'ntation of consideration of other possible treatment 
(such as cardiac:s·urgeri/orniedicaltherapy): ·, No·. 

Reviewers Comments: 
70 y.o. woman had primary PCI after acute anter1or STElevation. The MHreated withPCI of the LAD 
with drug eluting stent. She has known severe mid RCA 85% stenosis and presented With exertional 
angina. She is now referred forrevascularization. This was a staged ap'proach for complete 
revascularization is appropriate. Rotational atl;lerectomy should nave been performed given the 
extensive concentric calcification; a reasonable result-was obtained: but there is mild residual stenosis. 
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Pre PCI: 

Post PCI: 
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Identifier: Fpv2n, 

Clinical history: 
A 68 year old man with history of coronary artery disease·{including prior deplqyment of four 
stents}, hypertension and elevated cholesterol admitted through th~ emergency room with chest 
pain. The patient was started on acute coronary syndrome protocol. · ·· 

MACPAQ Review Results: 
Visual assessment of.percent stenosis of PCI ·1esion -· 
Location Reviewer. -· O,perator Agreement? 

2 = Mid RCA 90 ·severe · Yes .. 

PCI Ai>Dropriateness 

Location Angiographic . Clinical· ,AUC 
•' 

" 
.. 

.. 

2= Mid RCA Appropriat~ · Appropriate· Appropriate 

PCI result: 

Complications: 

Successful Stent {<10% residual stenosis AND TIMI 3 flow} 
Distal wire perforation 
Distal embolization/No Reflow 
Stent edge di.ssection 

Catheterization Lab Report :oocumentadon: Review~r Agrees· · 
Agree with stenosis severity of PCI lesio_n? Yes ------------·---~-- - -----------
Agree with stenosis severity of non-intervened vessels? Yes " -----------·· 

_ Agree with documented Cath Report Outcome? Yes 
-·------

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes ------·-------~-------- ----------------------------------··~-----~-----------------
_Reviewer agrees with the .operator's ACS diagnosis _ Yes= agree--·----------- . . . _______ ··--. . 

Type of ACS: _______ Unstable Angina 
.. 

-··--·-·-

·'. 

Documentation of consi'dera~ion of othel'. possible tre.atment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
68 y.o. male who presented with history of coronary artery disease with 4 stents placed in 2006 at a 
hospital in New Jersey, history of dyslipidemia, hypertension tobacco use. He presented with of sudden 
onset of precordial chest discomfort after walk in his driveway, consistent with unstable angina. 
Coronary angiography demonstrated disease in RCA, described as II thrombosis of the mid right 
coronary artery" which was treated but complicated by small distal wire perforation, stent edge 
dissection and angiographic "no reflow" {see below). 
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Pre PCI: 

Technical comment: 
There were several technical issues, though this was a challenging case due to lack of guide support. 
First, after the first stent was deployed the guideliner and wire were removed and there was 
embolization, likely of air or clot, from the guideliner. The Operator describes this as "no reflow" 
which is technically correct, but it was likely due to air. The operator then changed to femoral 
approach (for support - which was wise) and additional stents were placed for residual disease (and 
edge dissection) proximal to the other stent. Given the initial challenges with the prior guide, if one is 
changing to a femoral approach for guide support, a more aggressive guide may also have been 
considered for added support (i.e. AL or AR) . 
The patient had a clear distal wire perforation which was initially watched and subsequently brought 
back to the lab for re-look a few hours later. Echocardiography was reported as negative. The small 
wire perforation resulted from wire placement distally in a small vessel.. It is unclear as to why original 
stent was so short and why 3 stents were used an d not one longer stent. This potentially could have 
been due to difficult delivery. 

In regards to the wire perforation, from the report, it took multiple wires to cross into the distal vessel, 
and ultimately a PT Graphix was able to cross. This specific wire may be useful for crossing, but offers 
little support for the intervention and is prone to track into small vessels and cause wire perforations -
as the Operator noted very well in the cath report . Exchanging the wire with a microcatheter (if 
possible) for a more supportive wire (BMW, BHW or Wiggle) earlier may have offered more support 
while reducing the risk of perforation . I suspect the Op~rator would have considered this if they were 
able to do it. It may not have been possible at the time. 

Post PCI 
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Distal Wire 

Perforation 



Intra-procedural wire positions Guideliner and distal wire 

Distal wire perforation, dissection proximal to stented segment after wire removal·. No image with guideline r 

pulled back and wire still in place. 
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Identifier: EXA313 

Clinic"': !1istory:. 
A 75 y~ar .?.Id n,an \Nith a ~istory of coronary arte~y,disease wi.th prior stenting, peripheral vascular disease 
chronii: obstructive pulmonary disease, hypertension and elevated cholesterol was referred for cardiac 
catheterizations for chest pain and dyspnea. 

MACpAO Review Results: 
Visual assessment of 1:>ercent stenosis of PCI lesion 
Location 

3 = Distal RCA 

6 = 1 st Right posterior lateral 
branch 

PCI Annrooriateness 
Location 

3 = Distal RCA 

6 = 1 st Right posterior lateral 
branch 

PCI result: 
Complications: 

Additional Notes: 

Reviewer Operator Agreement? 

90 90 Yes 

90 90 Yes 

Angiographic Clinical AUC 

'Appropriate Appropriate Appropriate 

Appropriate Appropriate Appropriate 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 
None None 
Yes ·_ .. .. · 

Acute.mental·status changes.were lik~l.y_ the r~~u.lt of medications. Concern 
. appropriately ,raised for .acute CNS event,with .appropriate work. (Jp. ordered. 

·:\:JJtim,~telv 'resolyed:'with'oJdequii!'tae,or.'n,eecffor inie~e·n,ion .. ' 
' ' ' . . . . ... ' - , .. - . - . . - . . .. ; . - .. ~ ,, . , . . ,. ,. 

Catheterization Lab Report Documentation: Reviewer Agrees 

I 

Agree 1Nith stenosis severity_of PCI les~on? ~- ----~----~-~- _Y_f:_~~---- _ _ __ -----··. ___ . -· __ . 
Agree with stenosis severity ofnon-intervened vessels? ______ -~~~--------- _________________ .. _ .. 

.. J 

Agreewith_ documented Cath .. Re~or~ Out_come} ---·w· -~-- -~~~--------------------- _________ ,,_ __ 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes 

_ Reviewer agrees with the ope'.ator's_ACS diagnosis _____________ _ yes=~ agree_________ __ ____ _ ... . _ _ _ __ 

_ Typ~_of ACS: __________ --- _________ _ _________ . Unstable Angfna ---------------.. -------------- ___________ _ __ . J 

Documentation of consideration ofother possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 
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Reviewers Comments: 
Appropriate PCI for clinical unstable angina presentation with syncope. 
Techcnical comment: There appears to be an area of narrowing distal to the stent. This may be due to 
spasm, or incomoplete coverage of the lesion, which did appear to extend around the bend. 

Pre PCI: 

Post PCI: 
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Identifier: AOA750 

Clinicalhistory: 
A 53 year old woman with past medical histqry notable for coronary artery disease, chronic 

congestive heart disease. In the emergency room EKG demonstrated ST depression in the inferior 

lateral leads. The patient was started on acute coronary syndrome protocol and then taken to'the 

catheterization laboratory 

MA,PAQ Review Results: 
Visual assessment of 13ercent stenosis of PC!- lesion 

Location Reviewer- ·Operator Agreement? 

18 == Proximal Left circumflex 
80-90 90 Yes artery 

PCI Appropriateness 

L<>c::ation- Angiographic Clinical· AUC 

18 == Proximal Left circumflex 
Appropriate Appropriate Appropriate artery 

PCI result: Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

Complications: None 

Catheterization Lab Report Documentation: Reviewer Agrees 

_ Agree wit~_sten?sis se~er}iyof P~l_ l~s~on ~---- ~-----------· __ Y___es______ -------.. - ----··-- ~--· ---.-·-··-· 
Agree with stenosls severity of non-intervened vessels? Yes 

- ---··· ----- -~...--. - -- . -- -- ... - --. -------o.·-·---- ------- ----- ---~·---~ ~,,,. -....=------...---=-"--=~---~--~---··-----~--~ --·--.... .._-=·=---=-=---- ... ___ ,,_.,,....,..~--

_A]!~e-~it~-~CJ~U-~~-n~ec!£~~--~eport_putco_!_!IE!?_ ... ~---. _.1-f:~----·--·--·--·-·----.. _ .,. ___________________ . 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes 

- .~--------- -·· ..---~-- -~~--.-·,. __ .,_ .. ,-.--·---r----·--'•• • .. ·-·~~-· _ _,,_,_ .---~.-..,,CP _____ '•"""=----'~~·----.. ---.,,,.. .... --.-.---~=-··~~ ... • 

Re~!8g~_;~~hth~ OP!E~!o(s_AC?dia~n~sis ______ .Jes=: _agree-________ ------- _______ ........... -----
Type of ACS: 

----------•------------ ·--- ·- .. - _________ Non-Q-Wave_ mvoi:afdial ln~rc!iori ____ ·---·-····· __ 

Documentation of consideration of other possible treatm~nt 
(such as cardiac surgery or medical therapy}: Does NOT apply 

Reviewers Comments: 
Beautiful procedure. Excellent result. 

Pre PCI: 
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Post PCI: 
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Identifier: ALM800 

Clinical ·1:1istory: 
A 47year: cild man with a history notable for Lyme disease who was admitted through the emergency room 
after cardia;c arrest. Reported -loss of conscious after biking, CPR was initiated by bystanders. EMS arrived 
rhythmnoted;toventricuJarfibrillation requiring cardiov~rsion back to normal.sinus. 

:MACPAQReview Results: . '' ,.-.· .... ,, , .. ' ' .. 
Visual .assessment ofoercent stenosis of PCI lesion 

:'Location I . Reviewer ·Operator Agreement? 
·., 

12 ,::::· i::froximal left anterior 
.80 80 Yes c:t.escending • 

., 

PC.A '. 1 · iooroor,ateness 
· .Location 

.. 
Angiographic Clinical AUC 

, .. 

12 = Proxim~!·J~ftant~rior 
Appropriate Appropriate Appropriate descending 

.: '1 ',, 

PCI result: Successful Stent (<10% resi(J,ual stenosis AND TIMI 3 flow) 
Complications: N.one. 

Catheterization Lab Report Documentation: Reviewer Agrees 
Yes Agree with stenosis severity of PCI lesion? 

-~~--~-:.·~~--........... ~ ' -· . - - -~ ~==-----~--...----= ---.·-... -·~-=-=-----~=-=--.... ---·-·-···----------··---
Agree wi_th ster:ic,sis seyeritv, of non-intervened. vessels? Yes 

--~-~------ ··-· . __..-=-<>~ ~ • . •· --------..-.-..-----~-----1-----·------------------------~------. 
Agree with documented Cath Report Outcome? Yes 

-- .;: ,t1 . ·:' ..,; \ -

C(inica.1 Pre~entation Driving l~tervention 
·. "was PCI dorie for--ACS? Yes 
_ Reviewer ~!ees with the operator's ACS diaftllosis -~------~= agr~ -··--··--~----~-=----------------
Type of ACS: Nolil-Q-Wave myocardial Infarction 

•- • .--. • .-•------ • --·.- - - - ·. ·--····-.,-·-· -- -~~~·--=~r,.........-,-,.,..._ .• .,,=-ro=-"<"<·"='-==---.,~-~--- --~--~----~----=~"="'==-•·-...,_------ •---~--=-•· 

Documentation of consideration. of oth~r:possible treatment 
(such as cardiac surgery or medical therapy):· Yes 

Reviewers Comments: 
VF presentation always clouds the_se types.of cases but no question this,prox LAD widow maker could 
easily have been the problem even without preceding, hx of UA (VF arrest occurred while pt was on · 

bike. He is an avid rider with no prior symptoms noted) 
Technical comment: 
LAD Stent even at 3.5 is likely undersized, but the enemy of good enough sometimes is better. IVUS 
can help clarify, though, if it is indeed good enough (i.e. opposed). Appropriate use of safety wire in 
Circ noted. Wire position ih LAD was in small branch and increases risk of complications 

(perforation/dissection) and unable to see distal LCX wire in images provided, to make sure similar 
issue does not occur. Would encourage Operator to frequently monitor wire position throughout case 
to avoid issues. Solid final result. 
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Pre PCI: Post PCI 

Safety wire in LCX given proximal LAD disease. 

Technical Comment 

Gudiewire in small branch in Lad 

Unable to see distal tip of LCX safety wire. 
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Technical Comment 

Gudiewire in small branch in Lad 

Unable to see distal tip of LCX safety wire. 

Technical Comment 

Both wires in small branches and wire 

doubled back 

Increasing the risk of dissection or 

wire perforation. 
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I. Introduction: 

This report summarizes the results of an external peer-review by the Maryland Academic Consortium for 

Percutaneous coronary Intervention Appropriateness and Quality (MACPAQ), for review of percutaneous 

coronary intervention as requested by Shore Medical Center at Easton meeting the Maryland COMAR 

10.17.24. MACPAQ is a MHCC-approved Peer review system. This report encompasses cases performed 

from January to June, 2021. 

All invasive angiograms, percutaneous coronary intervention and relevant clinical data were evaluated and 

assessed by an experienced board certified interventional cardiologist at the respective academic 

institutions, not affiliated with Shore Medical Center. 

II. Methodology: 

Percutaneous coronary interventional procedures (PCI) were selected for review in a random fashion in 

accordance with COMAR regulations. Briefly, a list of all Pet's (excluding primary PCI procedures for acute ST 

elevation myocardial infarctions) were forwarded to MACPAQ for random case selection. Five percent of these 

cases that were performed at Shore Medical Center were randomly selected by MACPAQ (as per COMAR 

10.17.24) for external review that included at least 6 cases per interventional physician (for the year) or all 

cases if the interventional cardiologist performed fewer than 6 cases per year. Shore Medical Center then 

provided the information on the randomly selected cases to MACPAQ. 

The de-identified (i.e. "blinded") blinded clinical data and invasive angiograms were processed (to ensure 

de-identification of patient, hospital, and physician information) and managed at the MACPAQ Core 

Center. The cases were assigned to at least one MACPAQ Reviewer (interventional cardiologist) not 

affiliated with Shore Medical Center or its health system. The invasive coronary angiograms (ICA) and 

clinical data were then transmitted to the blinded reviewers. 
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Appropriateness was evaluated by THREE separate criteria: 

1) Angiographic criteria= "AngiographicAppropriateness" 
-defined by the Reviewer's assessment as to whether the lesion was severe enough 

to warrant intervention based on the cine angiogram alone ( i.e. lesion greater than 
or equal to 70% diameter stenosis by visual assessment); 

2) Clinical standard of care = "Clinical Appropriateness" 
- defined by the Reviewers' clinical judgment, based on the combined clinical scenario 

and angiogram; 

3) ACCF/SCAI/STS/AATS/AHA/ASNC/HFSA/SCCT Appropriate Use Criteria for 

Coronary Revascularization = "AUC Appropriateness" 

- defined by the ACC/SCAI/AHA Appropriate Use Criteria (2016/2017) 

Several additional variables reported by the reviewer include: thoroughness and accuracy of the report 
and clinical documentation. 

Procedures that were assessed to be 'Rarely Appropriate' by a Reviewer were then assessed by a second 
Reviewer. If the two Reviewers' assessments were not concordant, then the case was additionally 
reviewed by a third Reviewer and adjudicated by agreement of 2 or more of the group. Other significant 
findings may have also triggered additional review. Reviewers may have also requested an additional 
Reviewer for specific cases. The consensus data was included in this report. When applicable, multiple 
Reviewer comments were included also in the report. It was determined by the group that through this 
mechanism, diligent review of both the invasive angiogram and clinical data a comprehensive review was 
accomplished. 
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Ill. Results 

A. Baseline Information 

A list of 89 cases were forwarded to MACPAQ for random selection, from 3 separate Operators. A total of 
11 patient cases (12%) were reviewed, meeting the COMAR required minimum 5% of the coronary 
interventions for External Review for this 6 month period. 

Shore Medical Center Number of PCI Cases 
Operator (MACPAQAssigned Reviewed 

Number) 

112 5 

113 3 

133 3 

Total 11 

After completion of initial MACPAQ Core Center processing and review, 11 cases were assessed by at least 
one of seven MACPAQ independent interventional cardiologists. Physician Peer Reviewers assessed the 
angiograms and relevant clinical case material in a blinded fashion. 

Of 11 patients cases reviewed, there were a total of 15 separate lesions or vessels intervened upon, 
including 2 case with 2 PCI lesions/vessels and one case with 3 lesions. 

1. Case Mix 
Summary of selected pre-procedural characteristics are listed below. 

a. Clinical Presentation 
Results - Baseline Information - Case Mix - Clinical Presentation 

% n 
Stable Angina 18% 2 

ACS 82% 9 

Unstable Angina 33% 3 

NSTEMI 44% 4 

STEM/ 22% 2 
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B. PCI Success 

Of lesion PCl 's submitted for review, 87% of interventions were assessed to be 'Successful' by COMAR 

definitions. To summarize the criteria : 

a) For stent procedures, "Success" was defined as <10% residual stenosis AND TIMI 3 flow. " Partially 

Successful" was defined as 10 to less than 50% residual stenosis and TIMI 3 flow. "Unsuccessful" was 

defined as >10% residual stenosis within a stent having less than TIMI 3 flow; >50% stenosis; or less 

than TIMI 2 flow. 

b) Fo r plain balloon angioplasty (POBA), "Success" was defined as <50% residual stenosis with TIMI 3 

flow. "Unsuccessful POBA" was defined as >50% residual stenosis OR less than TIMI 2 flow. 

Summary of Procedural Outcomes per lesion 

n % 

Successful stent 13 87% 

Partially successful stent 1 7% 

Successful POBA 0 0% 

Unsuccessful Stent 0 0% 

Unsuccessful POBA 1 7% 

C. Complications 

There were no cases with complications (0%} observed in the cases reviewed 
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TABLE 1 
PCI LESION SEVERITY (Reviewers') and Post-procedure Results 

Post PCI Procedure Successful? 

Reviewer Post-PCI TIMI 

Visual Residual Grade 

Patient ID Coronary Segment Estimate% Stenosis Flow 

ADT722 3 = Distal RCA 90 < 10% 3 Successful Stent 

14 = Distal left anterior 3 
Successful Stent AME139 

descending 
80-90 < 10% 

APF293 21 = 2 nd Obtuse marginal 70 * < 10% 3 Successful Stent 

AQC719 15 = 1 st Diagonal branch 80 < 10% 3 Successful Stent 

DRT795 3 = Distal RCA 100 < 10% 3 Successful Stent 

EME553 11 = Left main 90 < 10% 3 Successful Stent 

ESQ447 2 = Mid RCA 90 < 10% 3 Successful Stent 

12 = Proximal left anterior 3 Partially Successful 
FGC072 90 10-50% 

descending Stent 

13 = Mid left anterior 
FYG874 

descending 
75 < 10% 

3 
Successfu l Stent 

13 = Mid left anterior 3 
Successful Stent NQT448 

descending 
90 < 10% 

ZTN007 21 = 2 nd Obtuse marginal 90 < 10% 3 Successful Stent 

Second lesions 

ADT722 
13 = Mid Left anterior 

90 < 10% 
3 

Successfu l Stent 
descending artery 

AME139 20 = 1st Obtuse marginal 80 >50% 3 Unsuccessful POBA 

FGC072 
13 = Mid Left anterior 
descending artery 

SO * < 10% 
3 

Successful Stent 

Third Lesions 

FGC072 20 = 1st Obtuse marginal 80-90 10-50% 3 Successful Stent 

* DFR/IFR was performed for stenosis severity and met obstructive criteria 
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D. Other Important Assessments 

Below are the results of other important assessments that the Peer Reviewers made as part of the case 

review. These include required questions as stated in the most current COMAR 10.27.17 (11/2015). 

1. Agreement with Catheterization Report Stenosis Severity 100% (15 of 15 lesions) 
This assessment compares the Operators' documented stenosis severity (by angiography alone) of PCI 

lesion/s with the Peer Reviewer assessment. 

2. Agreement with procedural outcome documented 93% (14 of 15 lesions) 

This compares the Operators' documented outcome with the Peer Reviewer assessment. 

3. Agreement with Operator Diagnosis of ACS versus non-ACS 100% {11 of 11 cases) 

Of cases that were performed for Acute Coronary Syndrome (ACS) indications, the Reviewers agreed 

with the diagnosis of an ACS in all cases. 

4. Agreement with Operator Diagnosis of ACS type (if applicable) 100% (9 of 9 ACS cases) 

ACS Type Number of cases Agreement (%) 

Non-Q wave Ml 4 100% 

ST-Elevation Ml 2 100% 

Unstable Angina 3 100% 

5. Agreement with Catheterization Report Stenosis Severity of Non-intervened lesions/vessels 

This assessment compares the Operators' documented stenosis severity (by angiography alone) of PCI 

lesion/s with the Peer Reviewer assessment. "Not applicable" may be in cases that complete 
diagnostic images were not available or no lesions were present. 

Assessment N Percent 
Agree 11 100% 
Disagree 0 0 
Not Applicable 0 ,Q 
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6. Alternative Therapy to PCI could be considered (Reviewer Opinion): 

Not Applicable 

Applicable 
Consideration of alternative WAS documented 
Consideration of alternative NOT documented 

91% 

9% 

0% 
9% 

(9 of 11) 

{2 of 11) 
(0 of 11) 

(2 of 11) 

Reviewers assessed the patient record to determine whether treatment other than PCI, such as cardiac 

surgery or medical therapy, was documented to have been considered in cases where it would have been 

appropriate to consider alternative treatment, based on current Guidelines (i.e. coronary artery bypass 

surgery or medical therapy) or clinical standards. This question was not applicable (based on the 

Reviewer's opinion) in 9 of 11 cases sent for review. In other words, the Reviewers felt that PCI was the 

most appropriate revascularization strategy in these cases, and that alternatives {CABG or medical 

therapy) were not reasonable to consider. In the remaining cases, the Reviewers assessed the 

documentation in the patient record to determine whether treatment other than PCI, such as cardiac 

surgery or medical therapy, was considered in cases where it would have been appropriate to consider 

alternative treatment. This question applied in 2 cases, of which neither had documentation describing 

the consideration of bypass surgery or medical therapy as a treatment alternative prior to PCI. In one of 

the cases, consideration of medical therapy or CABG was suggested by 2 different reviewers., with PCI 

being also reasonable. 
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E. Procedure Appropriateness Results: 

The summary of the appropriateness ratings is listed below and the appropriateness ratings were 

assessed per lesion/vessel. For example, if a patient had 2 vessels intervened upon, there were 2 

separate assessments. The summary of the appropriateness ratings {per lesion/vessel) are listed below. 

See TABLE II and Table Ill for individual Operator Results. 

Summary of Appropriateness Ratings (per lesion). 

1) Angiographic Appropriateness (lesion severity and suitability for PCI) -Per lesion 

Based on the percentage of stenos is, given accepted guidelines that stenosis of 70 percent or greater 
is appropriate for treatment, stenosis between 50 to 69 percent may be appropriate for treatment, 
and stenosis less than 50 percent is rarely appropriate for treatment 

% n 

93% 

7% 

0% 

14 

1 

0 

interventions were judged to be appropriate+ 

intervention were judged to be of uncertain/ may be appropriate 

interventions were judged to rarely appropriate 

2) Clinical Appropriateness (based on standard clinical practice) 

See individual case descriptions and assessments in Appendix B for cases determined to be 
"uncertain/may be appropriate" and "rarely appropriate) 

% n 

80% 

20% 

0% 

12 

3 

0 

interventions were judged to be appropriate 

intervention were judged to be uncertain/ may be appropriate 

intervention were judged to be rarely appropriate 

3. ACC/ AHA Appropriate Use Criteria for PCI (AUC Criteria) 

See individual case descriptions and assessments in Appendix B for cases determined to be 
"uncertain/may be appropriate" and "rarely appropriate) 

% n 

87% 

13% 

0% 

0% 

13 

2 

0 

0 

interventions were judged to be appropriate 

Interventions were judged to be uncertain/ may be appropriate 

intervention was judged to be rarely appropriate 
intervention not addressed in current AUC guidelines 
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TABLE II 

Appropriateness Ratings by Individual Operator 
Below is a summary of the individual Operator Appropriateness performance. 
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Patient cases : 11 Total lesions: 15 
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100% 93 % 7% 0% 80% 20% 0% 87% 13% 0% 0% 

* The original AUC term "inappropriate" had been used in the 2009 and 2011 PC/ AHA/ACC Clinical AUC 

Guidelines. AUC terminology evolved. The term "inappropriate" has now been replaced by "rarely appropriate" 
to acknowledge individual circumstances where the procedure could be considered reasonable. Assessments were 
made on the case data available to the Reviewers. 
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TABLE Ill 

Appropriateness Ratings by Individual Operator: Percent of Cases 
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Below is a summary of the ind ividual Operator Appropriateness performance 

ANGIOGRAPHIC 
APPROPRIATENESS 

CII ... 
11) 

·.:::: 
a. 
0 ... 
a. 
a. 
<( 

100% 

80% 

100% 

14 

93% 

CII ... 
11) 

·.:::: 
a. 
0 ... 
a. 
a. 
<( 

CII 
..c 
> 
11) 

~ 

0% 

20% 

0% 

1 

7% 

0% 

0% 

0% 

0 

0% 

CLINICAL 

APPROPRIATENESS 

CII ... 
11) 
·.:::: 
a. 
0 ... 
a. 
a. 
<( 

CII ... 
11) 

·.:::: 
a. 
0 ... 
a. 
a. 
<( 
CII 

..c 
> 
11) 

~ 

100% 0% 

60% 40% 

75% 25% 

12 3 

80% 20% 

0% 

0% 

0% 

0 

0% 

CII ... 
11) 
·.:::: 
a. 
0 ... 
a. 
a. 
<( 

100% 

60% 

100% 

13 

87% 

ACC/AHA 
APPROPRIATENESS 

(AUC- Guideline) 

CII ... 
11) 

·.:::: 
a. 
0 ... 
a. 
a. 
<( 
CII 

..c 
> 
11) 

~ 

0% 

40% 

0% 

2 

13% 

0% 

0% 

0% 

0 

0% 

* The original AUC term "inappropriate" had been used in the 2009 and 2011 PC/ AHA/ACC Clinical AUC 

Guidelines. AUC terminology evolved. The term "inappropriate" has now been replaced by "rarely 
appropriate" to acknowledge individual circumstances where the procedure could be considered 
reasonable. Assessments were made on the case data available to the Reviewers. 
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EXECUTIVE SUMMARY COMMENTS /RECOMMENDATIONS 

The Reviewers felt that the overall procedural performance of the physicians reviewed and the hospital 

was very good There were 11 patient cases reviewed which included a total of 15 separate lesions / 

PCl's. Of the 15 lesions treated, 87% were successful. There were no complications observed in the 

cases reviewed. 

On a per-lesion basis (n=15), the assessment of lesion severity (i.e. percent of blockage) of the PCI lesions 

was accurate, with 100% of the readings by the Operators in agreement with the Reviewers' (Appendix 

A). In regards to lesion assessment of non-PCI vessels, the Reviewers agreed with the Operator in 100% 

of cases. 

Based on Angiographic criteria, 93% were considered to be "appropriate", and 7% (n=1) was assessed as 

"may be appropriate". 

Based on clinical criteria, 80% (12 of 15 lesions) of lesions were-considered to be "appropriate, and 20% 

(n=3) were "may be appropriate". There were no PCI lesions considered "rarely appropriate 

Based on Guideline/ Appropriate Use Criteria (AUC), 87% of lesions were considered "appropriate", 13% 

(n=2) "may be appropriate". There were no PCI lesions considered "rarely appropriate 

Documentation and diagnosis of the presence of an 'Acute Coronary Syndrome" was 100% (9 of 9 cases) 

based on the provided documentation. Documentation of procedural outcomes were 93% accurate. 

Documentation of treatment alternatives to PCI, such as CABG or medical therapy, was not assessed to 

be required 9 of 11 cases. In the cases where the reviewer thought it would be reasonable to consider 

alternative therapy such as medical therapy or CABG (n=2), there was documentation that such a 

consideration was not made in either case (0%). Invasive lesion assessment with DFR was used in 2 

cases. 

Of note, there were 2 cases that were primary PCI interventions for ST elevateion myocardial infarctions 

(ST elvation on ECG and occluded coronary artery, with primary PCI). These cases were reviewed, but per 

COMAR regulations, generally should be replaced by non-primary PCI cases for purposes of 

appropriateness review. 

The Reviewers assessed the the Operators to be technically very good. There werer no cases with 

complications . 
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Appendix A 

Stenosis Severity of PC/ lesions as assessed by the Reviewers and 
C I t . 'th D t d C th t . t . R rt orre a ,on w, acumen e a e enza 10n epo 

OE?.erator 
Cath Agree with the Agree with the 

Reviewer Rell.Ort Catheterization Catheterization reE?.ort 

Visual Stenosis Rell.Ort stenosis ol the vessels 
Estimate Severity Stenosis not intervened UE?.On? 

Patient ID Segment# % % {Yes or Nol 

ADT722 3 = Dista l RCA 90 90 Yes Yes 

AME139 
14 = Distal left anterior 

80-90 85 Yes Yes 
descending 

APF293 21 = 2 nd Obtuse marginal 70* 70 Yes Yes 

AQC719 15 = 1 st Diagona l branch 80 80 Yes Yes 

DRT795 3 = Dista l RCA 100 100 Yes Yes 

EME553 11 = Left main 90 90 Yes Yes 

ESQ447 2 = M id RCA 90 90 Yes Yes 

FGC072 
12 = Proximal left anterio r 

90 85 Yes Yes 
descendi ng 

FYG874 
13 = M id left ante rio r 

75 75 Yes Yes 
descending 

NQT448 
13 = Mid left ante rior 

90 90 Yes Yes 
descending 

ZTN007 21 = 2 nd Obtuse margina l 90 90 Yes Yes 

Second Lesions 

ADT722 
13 = M id Left ante rio r 

90 90 Yes Yes 
descending artery 

AME139 20 = 1 st Obtuse marginal 80 80 Yes Yes 

FGC072 
13 = Mid Left anterio r 

SO* 50-60 Yes Yes 
descending artery 

Third Lesions 

FGC072 
20 = 1st Obtuse marginal 80-90 85 Yes Yes 

* DFR/IFR was performed for stenosis severity and met obstructive criteria 
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Invasive Lesion Measurements 

APF293 
133 70 

FGC072 
113 50-60 

70 Yes - FFR 

50 Yes - FFR 
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DFR = 0.85 

DFR = 0.76 of mid lesion 

post proximal LAD stent. 

More proximal disease 

may have contributed to 

result 



Appendix B 
Selected Individual Cases and Images 
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Identifier: AME139 

Clinical history: 
An 80-year-old woman with history of diabetes, history of hepatitis, coronary artery disease 

including prior stenting approximately 10 years ago, hypertension and elevated cholesterol who 

presented with progressive exertional dyspnea. A cardiac myocardial perfusion showed mild 

ischemia with an ejection fraction of 45%. 

MACPAQ Review Results: 

--

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

14 = Distal left anterior 
80-90 85 Yes descending 

20 = 1 st Obtuse marginal 80 80 Yes 

PCI Appropriateness 

Location Angiographic Clinical AUC 

14 = Distal left anterior 
Appropriate Appropriate Appropriate descending 

20 = 1 st Obtuse marginal Appropriate Appropriate Appropriate 

PCI result: 
Successful Stent {<10% residual stenosis AND TIMI 3 flow) 

Unsuccessful POBA (OM) 
Complications: None None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 
--- ---

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? No 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? No 
----- -- --·--- ------- --·--

Reviewer agrees with the operator's ACS diagnosis Not Applicable 

Type of ACS: Not Applicable 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy): No 
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Reviewers Comments: 
Reviewer 1: 80 year old female with known CAD and previous LAD stents x 3 over 10 years ago. She 
had mild ischemic cardiomyopathy now with progressive exertional dyspnea suggestive of angina. She 
is referred for left heart cath and also renal angiogram due to resistant hypertension (on 5-6 meds) . 
She had a prior unremarkable nuclear test, but results and date of that test are not available. Her 
symptoms could have been exacerbated or completely due to her resistant hypertension. On 
angiography, the most severe lesion was the LAD, though the LCX was also tight but technically more 
difficult and higher risk given the ostial nature of the OMl lesion and dominant LCX. The Operator 
attained a very nice result in the LAD. The OM was very tortuous and calcified, and not an easy lesion. 
I may have chosen to try to treat this medically at this time . Due to her symptoms and her reduction in 
ejection fraction, this would make the procedure AUC appropriate (i .e. higher risk stress even though 
no stress was done). 

Reviewer 2: Diabetic with reportedly reduced LV function . Despite age and some comorbidities labs 
are normal. She is not anemic and has good kidneys. A surgical drum roll would have been appropriate. 
Targets are good 

Technical comment: 
The Operator pre-dilated the difficult OMl lesion with 2.0 balloon then tried to deliver a stent which 
would not cross - likely due to tortuosity, calcium and residual stenosis. There was still significant 
stenosis after balloon dilation . The lesion will likely require calcium modification or more aggressive 
pre-dilat ion/guide support/ wire support to deliver a stent. 

Pre-LAD PCI: 
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Post LAD PCI: 

Pre LCx PCI: 

Retained wire in RAO cranial view, 

without wire in caudal view, good 
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POBA, stent would not cross post POBA Stent attempt, could not 

Post POBA PCI : >50% residual stenosis. 
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Identifier: FGC072 

Clinical history: A 72-year woman with a history of hypertension, diabetes elevated cholesterol and 

known coronary artery disease with accelerating angina and abnormal stress nuclear scan showed 

ischemia in the anterior wall. 

MACPAQ Review Results: 
Visual assessment of Qercent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

12 = Proximal left anterior 
90 85 Yes descending 

13 = Mid Left anterior 
50* 50-60 Yes descending artery 

20 = 1st Obtuse marginal 80-90 85 Yes 

* DFR/IFR was performed for stenosis severity and met obstructive criteria (0.76 DFR} 

PCI AQQroQriateness 

Location Angiographic Clinical AUC 

12 = Proximal left anterior 
Appropriate Appropriate Appropriate descending 

13 = Mid Left anterior 
Maybe appropriate * Maybe appropriate+ Maybe appropriate descending artery 

20 = 1st Obtuse marginal Appropriate Maybe appropriate Maybe appropriate 

+ DFR used post proximal stent to assess mid lesion. DRF was obstructive, however Reviewer could not 

exclude a contribution by a residual more proximal lesion leading to positive DFR. 

Successful Stent 

PCI result: Successful Stent 

Partially Successful stent 

Complications: None None None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? No 
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Reviewer agrees with the operator's ACS diagnosis 

Type of ACS: I 
Not Applicable 

Not Applicable 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy) : No 

Reviewers Comments: 
Good use of FFR post PCI for second mid LAD lesion. Proximal LAD stent doesn 't seem fully expanded or 

more like ly there was geographic miss of the most proximal portion of the lesion or plaque shift proximal to 

the newly deployed stent. IVUS could have been helpful to define this with or without an additional 

angiographic view. This residual stenosis or plaque may have contributed to the positive DFR, so clinical 

appropriateness is still "may be appropriate", though using DFR was an excellent idea . Follow mid LAD2 .5 

mm stent overlap nicely post dilated with a 3.0 balloon to ensure stent overlap apposition. 

Pre PCI of proximal LAD Pre-stent, balloon of diagonal 
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Stent deployment location of proximal LAD: partial geographic miss of more proximal disease 

Post proximal LAD PCI, note mid LAD Pre- PCI mid LAD 

long mid LAD lesion 50-60%. 

FFR / DFR w as 0.76 (obstructive) 
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In -stent or 

immediately 

proximal to stent, 

stenosis or plaque. 

residual stenosis 

Pre PCI LCX: 
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Post PCI : 
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Identifier: DRT795 

Clinical history: 61-year-old Caucasian male with multiple risk factors for coronary disease who presents the 
hospital with several days of recurrent indigestion. The patient developed significant substernal chest pain 
several hours prior to presenting to the emergency room. An EKG revealed ST elevation inferior STEMI. The 
patient was referred for emergent invasive coronary angiography. 

MACPAQ Review Results: 

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

3 = Distal RCA 100 100 Yes 

PCI Appropriateness 

Location Angiographic Clinical AUC 

3 = Distal RCA Appropriate Appropriate Appropriate 

PCI result: 

Complications: 

Successful Stent {<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Not Ai:,plicable 

Type of ACS: ST-Elevation Myocardial Infarction 

Documentation of consideration of other possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 

Appropriate PCI for inferior STEMI. Appropriate PCI for inferior STEMI. 
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Pre PCI : 

Post PCI : 
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Identifier: EMESS3 

Clinical history: A 52-year-old man with a history of hypertension, elevated cholesterol, diabetes, and 

coronary artery disease with previous coronary artery bypass x 2, previous PCls. Now with ongoing severe 

angina, hypotensive, in cardiogenic shock and acute ST elevation in the infero-lateral leads presenting with 

chest pain .. He was referred for emergent LHC and PCI 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

11 = Left main 90 90 Yes 

PCI Appropriateness 

Location Angiographic Clinical AUC 

11 = Left main Appropriate Appropriate Appropriate 

PCI result: 
Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 
Agree with stenosis severity of PCI lesion? Yes 

- --•·- - --·---- ...... ____ ---
Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Yes= agree 
·---

Type of ACS: ST-Elevation Myocardial Infarction 

Documentation of consideration of other possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
lnferolateral ST elevation Ml with hypotension. Appropriate PCI. The culprit was thrombus in the terminal 

LM and into a large non-grafted ram us intermedius and LCX, and involving the ostium of the large LCX, 

which also does not appear to be bypassed, with large OM and appears left dominant. Intervention is 

performed prior to knowledge of entire anatomy, which sometimes is necessary in STEMI. A PDA was never 

clearly seen in this patient with inferior STEMI. The patient was reportedly in shock on pressors. Given this, 

consideration of an IABP at the end of the procedure may have been beneficial. The Operator states that 

ventriculography was normal, but no image was provided. Follow up echo showed preserved LV function. 

'----"""Tf~·hmea~~~ie+egi5-t-stffl'tccl wt1:h-a-s+ftgk 'o'tireifl tt'le-lef 
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have likely put a second wire down into the circumflex, and balloon the ostium to establish flow and assess 

the anatomy and dominance. Following stenting of the ram us, if single stent approach was chosen to be 

used, final kissing balloon of the side branch to improve flow into the circ. Restenosis will likely occur at 

the ostium of the circumflex and there appears to be residual thrombus/ lesion. 

Reviewer 2: The LCX is large, and appears dominant. The left PDA appears occluded also, which may have 

been able to be addressed prior to LM -to-ram us PCI. In the second image after wiring of the LM into the 

large ramus, the thrombus is dramatically improved and the ramus does not really appear to be diseased, 

suggesting the culprit was the LM plaque and thrombus. Aspiration thrombectomy followed by IVUS may 

have been able to define the culprit lesion and avoid having to stent from the LM into the ramus and 

compromising/jailing the LCX. That said, in STEMI with shock, circumstances can certainly necessitating 

immediate stenting based on the Operators judgement of the situation. 

Pre- PCI image of RCA: unable to engage, but likely non-dominant 
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Pre PCI: 

Dom inant 

LCX 

Image after wiring, improved thrombus and visualization of the LCX, occluded distal LCX likely into PDA 
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Ramus: 

improved . No 

clear lesion . 



Post PCI, occlusion of distal LCX into left PDA 
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Dominant 

LCX, distal 

LCX/PDA still 

occluded . 



Following PCI, images of RCA and LIMA 

RCA: Likely non-dominant with few collaterals to distal left sided PCI 

LIMA to diagonal and LAD {CABG x 2 - distal anastamosis) 
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Identifier: NQT448 

Clinical history: A 57-year-old Caucasian male with history of elevated cholesterol, coronary artery 

disease and HIV who presented the hospital with severe substernal chest pain. The patient's myocardial 

perfusion image study was notable for reversible defect in the apical septum. The patient develops 
episodes of rest substernal chest pain consistent with unstable angina. EKG showed inverted T waves in 

the inferior leads. He was brought urgently to the cardiac catheterization laboratory. 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

13 = Mid left anterior 90 90 Yes descending 

PCI Appropriateness 

Location Angiographic Clinical AUC 

13 = Mid left anterior 
Appropriate Appropriate Appropriate descending 

PCI result: 
Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 
·-· - --

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Yes= a~_ree 
--· -

Type of ACS: Non-Q-Wave myocardial Infarction 

Documentation of consideration of other possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 

----

good case. Not sure this patient required a stress test to qualify for cath since cardiac enzymes were 

elevated. Technical comment: technically sound 
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Pre PCI: 

Post PCI: 
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Identifier: ADT722 

Clinical history: An 89-year-old man with history of hypertension, chronic kidney disease who presented 
to the hospital several weeks ago with acute coronary syndrome. An angiogram was performed which by 
report was noted to show severe coronary artery disease. The patient was noted to have significant COPD 
and chronic renal disease. His films were reviewed by interventional cardiology and cardiothoracic surgery. 
It was felt that he was a high risk for open heart surgery and their recommendation was to proceed with 
coronary artery intervention. 

MACPAQ Review Results: 
Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

3 = Distal RCA 90 90 Yes 

13 = Mid Left anterior 90 90 Yes descending artery 

PCI Appropriateness 

Location Angiographic Clinical AUC 

3 = Distal RCA Appropriate Appropriate Appropriate 

13 = Mid Left anterior 
Appropriate Appropriate Appropriate descending artery 

PCI result: Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

Complications: None None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Yes= agree 

Type of ACS: Non-Q-Wave myocardial Infarction 

Documentation of consideration of other possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
Reasonable MV PCI for ACS w multiple potential culprits. 
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Pre PCI : 

Post PCI: 
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Pre PCI : 

Post PCI : 
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Identifier: APF293 

Clinical history: A 36-year-old woman with a 30-year history of diabetes, stable bicuspid aortic valve 
with moderate aortic stenosis admitted with chest pain. Echocardiogram demonstrated a mean gradient 
on last echo was 30 mm Hg with evidence of moderate aortic stenosis and a valve area of approximately 
1 to 1.1 cm2. The patient ruled in for a NSTEMI. 

MACPAQ Review Results: 

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

21 = 2 nd Obtuse marginal 70* 70 

* DFR/IFR was performed for stenosis severity and met obstructive criteria 

PCI Appropriateness 

Location Angiographic Clinical 

Yes 

AUC 

21 = 2 nd Obtuse marginal Appropriate Maybe appropriate Appropriate 

PCI result: 
Complications: 

Successful Stent {<10% residual stenosis AND TIMI 3 flow) 
None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 
Agree with stenosis severity of non-intervened vessels? Yes 

·---

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 
Reviewer agrees with the operator's ACS diagnosis Yes= agree 

Type of ACS: Non-Q-Wave myoc~rdial Infarction 

Documentation of consideration of other possible treatment 
{such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 

---

A 36-year-old woman admitted with diabetic ketoacidosis now with evidence of elevated troponin. Her 
picture is consistent with a type 2 myocardial infarction related to marked hypotension, dehydration 
related to diabetic ketoacidosis. There was one episode of chest pain the prior week. The Operator 
performed DFR which confirmed the angiographically obstructive lesion at 0.85. Successful PCI. It 
would have also been reasonable to try to treat medically. 

Reviewer 2 
Positive iFR not withstanding and regardless of history of CP 1 week prior this pts acute issue was 
related to DKA. Especially given young age and a reason for troponemia, cath could have been deferred 
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Pre PCI: 

Post PCI: 
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Identifier: AQC719 

Clinical history: 
An 87-year-old man with known coronary artery disease including RCA stenting, previous Ml, 

hypertension who presented to ER with chest pain and recent ACID firing. 

MACPAQ Review Results: 
Visual assessment of oercent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

15 = 1 st Diagonal branch 80 80 Yes 

PCI Aoorooriateness 

Location Angiographic Clinical AUC 

15 = 1 st Diagonal branch Appropriate Appropriate Appropriate 

PCI result: 
Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow} 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Yes= agree 

Type of ACS: Unstable Angina 

Documentation of consideration of other possible treatment 
(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
Appropriate PCI for UAP w possible ischemia mediated VT w ICD shock. Diagonal is actually bigger than 
LAD. 
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Pre PCI : 

Post PCI : 

pg.40 



Identifier: FYG874 

Clinical history: A 53-year-old woman with a history of hypertension congestive heart failure with 

admitted with progressive chest discomfort over the past few weeks. Initial [presentation was 

respiratory felt to be due to volume overload. An echocardiogram demonstrated markedly reduced LV 

function of 30-35%. 

MACPAQ Review Results: 

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

13 = Mid left anterior 
75 75 Yes descending 

PCI Appropriateness 

Location Angiographic Clinical AUC 

13 = Mid left anterior 
Appropriate Appropriate Appropriate descending 

PCI result: 

Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 
--· 

Reviewer agrees with the operator's ACS diagnosis Yes= agree 

Type of ACS: Unstable Angina 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 

Reasonable PCI for presumptive ischemia mediated pulmonary edema (though global LV dysfunction 
speaks to multifactorial CHF. 

Technical comment: 

---

Sad reflection of the world in which we live that the operator fe It obligated to perform FFR to justify PCI 

pg.41 



Pre PCI: 

Post PCI: 
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Identifier: ESQ447 

Clinical history: 
An 68-year-old woman with medical history significant for coronary artery disease s/p DES, 

hypertension and HLD who presented to the ER complaining of atypical chest pain. Work up in the 

ER showed normal trop and elevated BNP at 343. EKG showed nonspecific ST-Twave changes. 

MACPAQ Review Results: 

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

2 = Mid RCA 90 90 Yes 

PCI Appropriateness 

Location Angiographic Clinical AUC 

2 = Mid RCA Appropriate Appropriate Appropriate 

PCI result: 
Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 
Was PCI done for ACS? Yes 

Reviewer agrees with the operator's ACS diagnosis Yes= agree 
-

Type of ACS: Unstable Angina 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
Appropriate PCI for acute coronary syndrome with positive exercise treadmill test. 
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Pre PCI: 

Post PCI: 
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Identifier: ZTN007 

Clinical history: A 66-year-old man male with history of hypertension and TIA with significant dyspnea on 

exertion and chest heaviness with activity. An EKG demonstrated ST-T changes compatible with ischemia. 

Cardiac enzymes were within in normal limits 

MACPAQ Review Results: 

Visual assessment of percent stenosis of PCI lesion 

Location Reviewer Operator Agreement? 

21 = 2 nd Obtuse marginal 90 90 Yes 

PCI Appropriateness 

Location Angiographic Clinical AUC 

21 = 2 nd Obtuse marginal Appropriate Appropriate Appropriate 

PCI result: 

Complications: 

Successful Stent (<10% residual stenosis AND TIMI 3 flow) 

None 

Catheterization Lab Report Documentation: Reviewer Agrees 

Agree with stenosis severity of PCI lesion? Yes 
-- - -- -- ---

Agree with stenosis severity of non-intervened vessels? Yes 

Agree with documented Cath Report Outcome? Yes 

Clinical Presentation Driving Intervention 

Was PCI done for ACS? Yes 
Reviewer agrees with the operator's ACS diagnosis Yes= agree 

Type of ACS: Non-Q-Wave myocardial Infarction 

Documentation of consideration of other possible treatment 

(such as cardiac surgery or medical therapy): Does NOT apply 

Reviewers Comments: 
Appropriate PCI for NSTEMI with obvious culprit. 
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A lot of retained guide wires 

Pre PCI: 

Post PCI: 
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