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03:15-03:48 

Dr. Langabeer: And it's the exact same thing we see with our body. And what happens 

is it materializes by reduced blood flow to…tends to be to the brain. And we end up 

with major problems such as a stroke or a heart attack. So, it's extremely important 

that we address it. But that being said, why doesn't it happen more in the emergency 

department? I think the issue has always been for an emergency medicine physician, 

someone who's practicing in an ED, is…they know how to treat acute symptoms.  

 

03:49-04:31 

Dr. Langabeer: So, if you are bleeding and you cut your arm, they can fix the bleed. If 

you're having a stroke, they will do their best to restore blood flow immediately. And 

with ASCVD, it tends to be seen as a more chronic condition and not an episode, not 

something acute, which we can treat right then. And so that being said, there's a scope 

of most people's practice, and a lot of emergency departments simply view it out of 

their scope of practice to provide something that they don't know much about except 

for that minor, you know, 30 minutes or an hour that they had them there sitting in the 

bed in the emergency department. So, I think that's why we're not seeing a lot of it 

right now.  

 

04:32-04:40 

Liz Olson: So, for emergency room staff, how would a patient present to them in the 

emergency room that would indicate they may need to be screened for ASCVD?  

 

04:41-06:22 

Dr. Langabeer: Well, that's a great question. So, I think, you know, today you go in 

and whether you're brought by EMS and you're unconscious, or you walk in, or you 

present with a family member, you tend to give your chief complaint you know, and 

that's what we call it, your primary complaints, your chief complaints. And those are 

the things you're concerned about. I don't believe most people come in complaining of 

a narrowing and hardening of our artery walls because we don't know that's our 

problem. So, this is the first problem: if we didn't know we had it in the first place, and 

we weren't being treated for it, when we go into the ED, we might be having other 

symptoms. So, you know, a very common one might be angina where you've got chest 

pain. And that's, of course, considered to be extremely...it's a red flag in an emergency 

department because you're going to get immediately triaged. And we want to make 

sure…we're going to put you on an EKG, and we’re going to make sure you're not 

having a heart attack, you know, an acute myocardial infarction. And that is probably 
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the way that they would present, is with one of these signs. And the signs, you know, 

sometimes it could be more general, like shortness of breath, but most of the time it 

would have to be, in order for it to be thought of in terms of ASCVD by a physician, it 

would have to be something that presents like cardiovascular pain or shortness of 

breath, or you know, if it were a stroke, of course, it's something that we would think of. 

But the prevention of it is less thought of by the physician than the immediate 

treatment of it. If that makes sense.  

 

06:23-06:49 

Liz Olson: So, for the patients that are coming into the emergency room, they're beingan the immediate 
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few more minutes for this. And so, again, you know, the focus of emergency 

departments has always been the acute treatment of a disease or a condition.  

 

08:37-09:05 

Dr. Langabeer: And these kinds of things are seen as much more symptomatic. They're 

much more comprehensive. They require kind of internal medicine thought processes, 

and that's why they're overlooked in many cases. And we've got to figure out how to 

turn that around. And there's lots of ways we can try to turn that around for 

emergency physicians to really get much more involved in this and to be more 

proactive. But I don't think today it's necessarily happening across the board.  

 

09:06-09:40 

Liz Olson: That's really interesting. And you spoke to this a little bit about, it sounds 

like there are some missed opportunities or potentially missed opportunities if there 

maybe aren't protocols in place or triggers in an EMR to maybe get additional 

information or help discharge that patient with certain educational information for 

their primary care provider. Can you talk a little bit more about some of maybe the 

common missed opportunities, or things that the emergency department team can do 

to be better prepared to educate these patients and discharge them safely to their 

continued care out of the hospital?  

 

09:41-10:45 

Dr. Langabeer: Sure, yeah. I think that's the key. How do we build on and create some 

opportunities for emergency physicians to do a much better job because everybody 

wants to do a really good job at this. And, you know, I think the problem is if you come 

in for chest pain, and you get a full workup, including an EKG, and then we're going to 

take your blood, and we're going to do a full, comprehensive panel, and that tends to 

come sometimes with a lipid panel if there's thought of "This could be cardiovascular in 

nature, let's run a lipid panel." And that may come back and show us some level of 
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10:46-11:22 

Dr. Langabeer: Instead, the conversation can be much more proactive in terms of 

finding a way to educate the patient on the risks of cardiovascular disease and the 

ABCDEs of cardiovascular disease and really use that as an opportunity, as well. Now 

that we have connected systems, in most cases, the hospital EDs are part of large 

health systems. And even the freestanding or urgent care centers are often part of 

these systems where we can go in and flag patients for follow up by another 

physician.  

 

11:23-12:52 

Dr. Langabeer: And I think that needs to occur a lot more often. That's really what we 

consider to be population health—notifying the system that a patient meets certain 

kinds of criteria and notifying the physician who is ultimately responsible. And there's 

usually one person responsible unless they've only been into this health system one 

time. They have an internal medicine or a family medicine or an OB/GYN or whoever is 

their primary care person. And that person is triggered with a workflow, an alert 

through the electronic health record that says, “I need somebody in my staff to follow 

up with this person and bring them in,” or at least have a follow up conversation on the 

phone and say, “Tell me about what happened, you know, at the emergency 

department the other night, and Dr. So-and-So would like to see you here.” And I think 

that's where we need to get a lot more proactive. The systems are now in place. The 

processes are not. And so, you know, we've got the systems that can do all these fancy 

alerts and workflows, but right now it's not being done widespread across the 6,000 

hospitals we have in the United States. It's just not. And so there's a huge opportunity 

for population health within the emergency setting that can work better with the 

primary care and even specialist care for patients that presented in the ED the night 

before. And that's the opportunity. That's where we've really got to go if we want to 

improve the state of emergency care in the United States.  

 

12:53-13:17 

Liz Olson: 
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density and high-density lipoproteins are the same as what we observed in the ED. Or 

are there significant differences?  

 

16:07-16:45 

Dr. Langabeer: And a lot of times the stress can elevate things and not fasting in the 

ED could elevate things so that when we took a screen the first time, it may be totally 

different than the second time. Of course, most of the time it's not, but it's possible. So, 

you want to repeat that. And then with your normal regular physician, your ongoing 

primary care, then we want you to create a course of action. And that course of action, 

we call it the ABCDEs, but it's basically: Do you need to be on an aspirin or 

antiplatelet? And most people with cardiovascular disease could benefit from a baby 

aspirin.  

 

16:46-18:02 

Dr. Langabeer: Of course, your physician needs to be working with you on that. That's 

the A. The B is blood pressure because blood pressure is highly related to the level of 

blood flow that goes through your arteries. So, monitoring that on a daily basis is 

something a caregiver or a patient should be doing. If I was diagnosed with potential 

for hyperlipidemia or high blood pressure in the ED, I would want to test that on a 

normal basis two to three times a day, every single day and write that down. I would 

check my cholesterol again. I would make sure you limit the cigarettes, and then I 
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18:13-18:14 

Dr. Langabeer: Thank you very much. I enjoyed being here.  

 

18:14-18:31 

Liz Olson: This has been ASCVD perspectives. To learn more about managing ASCVD 

for yourself, a loved one, or your patients, you can visit American Heart Association's 

website at heart.org/quality for tools, resources and more. I'm Liz Olson with the 

American Heart Association. Thank you for listening.  

 

18:32-19:10 

Narrator: This ASCVD podcast is brought to you by the American Heart Association 

with support from Novartis Pharmaceuticals. The views expressed in this podcast do 

not necessarily reflect the official policy or position of the American Heart Association. 

For transcripts of this podcast and more information on cardiovascular disease and 

lifestyle management tips to reduce ASCVD risk, visit us at heart.org/quality.  

 

 


