Leadership Saves Lives
Early Identification and In-House Treatment of Patients with AMI

The Problem: As the Leadership Saves Lives guiding coalitions began to systematically
evaluate the root causes of mortality for their patients with AMI, they made a realization.
Although most hospitals had well-refined care processes for patientsarrivingin the
emergency departmentwith STEMI, they had highly poorly designed care processes for
patients with NSTEMI, and for patients developing an AMI after arrival.

The Response: Coalitions began to work together to create clearly defined care processes,
seekingto applythe same rigor and processimprovementapproaches that they had usedto
improve their door-to-balloon processes. We presentthree case examples.

Case Study 1: AMI Risk Stratification

As part of theirroot cause analysis, some LSL hospitals
identified the need forreliable classification of the most at risk
AMI patientsfor (1) tracking of performance improvement
over time and (2) proactive and multidisciplinary follow-up.
One hospital decided to compare use of the TIMI and Cadillac
scores. In additionto allowingthe coalition to stratify their root
cause analysis by patient acuity to check for anomalies, this
tool traveled with the patient, allowing care providersto
understand the history and severity of their presentationand
tailor theircare planaccordingly.
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the initial evaluation or at least within first 2-3 hours post admission
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In this toolkit

The toolkitincludes an editable PowerPointdeck on each of the three case studies, including
rationale for the approach, the resultingtool, reflections onimplementation experience,and a
note about the importance of tailoring this approach to your local hospital context.
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