
Optimalisation of preclinical,
clinical and chronic care for
patients with acute MI:
MISSION! possible

Recent guidelines regarding the management of patients with acute
myocardial infarction (AMI) advocate aggressive reperfusion strategies

and administration of aspirin, β-blockers, lipid-lowering drugs and
angiotensin-converting enzyme inhibitors during follow-up. Furthermore,
programmes to interact with lifestyle issues (such as smoking, diet and
exercise) should be implemented.1,2 Several studies have shown that
improved adherence to guidelines reduces the morbidity and mortality of
AMI patients.3-5 However the gap between evidence-based medicine and
practice is well recognised, resulting in a significant number of patients
being treated far less than optimally.6,7 In other words, although guidelines
have been developed, acceptance and implementation in routine clinical
practice is a complex and difficult process. To improve adherence to current
guidelines the Leiden MISSION! project was developed.

The aim of MISSION! is to improve the care of AMI patients in the area
serviced by the Regional Ambulance Service ‘Hollands Midden’, by
bringing more evidence-based medicine into daily practice. The MISSION!
protocol is developed based on the most recent European Society of
Cardiology and American College of Cardiology/American Heart
Association guidelines for AMI.1,2 While most implementation programmes
focus on one or two aspects of AMI care, MISSION! contains all aspects:
the prehospital, in-hospital, and postclinical phase (up to one year). This
design makes the MISSION! protocol unique in its kind. As MISSION!
covers both the acute and chronic phases, all regional healthcare providers
are involved in the MISSION! project. The ‘Hollands Midden’ Region
has 750,000 inhabitants and covers an area of approximately 80 by 40
km. To improve AMI care an intensive collaboration has been established
between general physicians, regional ambulance service, three community
hospitals (without PCI facilities), three cardiac rehabilitation centres and
the Leiden University Medical Centre (LUMC, serving as the PCI facility).

MISSION! is designed to restructure and optimise AMI care, concentrating
on early and aggressive reperfusion therapy, active lifestyle improvement and
implementation of guidelines; the prehospital phase is focused on reduction
of the treatment delay by early AMI diagnosis, prehospital triage of patient’s
eligibility for primary PCI or thrombolysis, and direct transfer to one of the
four centres for an aggressive and appropriate reperfusion therapy. In order
to achieve reduction of treatment delay, electronic data communication has
been established between the ambulances and the LUMC coronary care
unit. The in-hospital phase is focused on early administration of evidence-
based medication, active involvement of the patient in changing his/her
lifestyle (such as smoking cessation, healthy diet, weight management and
exercise) and is supported by a nurse practitioner. Furthermore, attention is
paid to early and safe discharge of the uncomplicated patient. The postclinical
phase is focused on regular and structured outpatient’s visits during the first
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year following AMI. According to the protocol a number of functional tests
are carried out. The medical and lifestyle goals achieved are monitored and
when necessary the physician and nurse practitioner emphasise the principles
of secondary prevention. Following discharge, all patients are offered an
outpatient rehabilitation programme.

To enhance adherence to the MISSION! protocol we customised the
following guideline orientated care tools: flowcharts for all MISSION! phases,
a guideline-based electronic data management system (CARIS 5.8, Leiden
University Medical Centre), standard orders, chart stickers, patient’s folders
and a MISSION! website for patients and professionals.8 MISSION!
adherence indicators are created to assess the quality of care. These
MISSION! adherence indicators are based on key indicators used in previous
studies, but in an enlarged version in accordance with the recent guidelines.9,10

The design of the MISSION! protocol started in October 2003 and the
first patients were enrolled in February 2004. Until now 150 patients have
been included in the clinical and postclinical MISSION! protocol. The
communication between ambulances and the LUMC started as a pilot in
September 2004 and will be operational in January 2005. The initial results
from the pilot have already demonstrated that a significant reduction in
treatment delay can be achieved as door-to-balloon time reduced from 94
min ± 33 before vs. 58 min ± 18 after implementation of the pilot. Four
patients died during in-hospital stay. The duration of hospitalisation was
3.7 days ± 2.6. Of the patients, 64% were discharged within three days. Drug
therapy on discharge was 98% aspirin, 86% β-blockers, 93% ACE inhibitors,
99% clopidogrel and 99% lipid-lowering drugs. In 91% of the patients, a
blood pressure <140/90 mmHg was achieved and at 30 days’ follow-up
a cholesterol <4.5 mmol/l-1 was achieved in 80% of the patients (at
admission 19%). 67% of the smokers (51%) quitted smoking and 84% were
participating a rehabilitation programme. One patient died after discharge.

Although guidelines for the treatment of AMI patients have been developed
and several studies have shown that adherence to guidelines reduces
morbidity and mortality, a significant number of patients are still treated
far less than optimally. Implementation of guidelines is a complex and
difficult process. However, the preliminary data from MISSION! suggest
that this guideline implementation programme stimulates adherence to
evidence-based medicine. MISSION! is unique in its kind, as all phases of
AMI care are addressed by MISSION! It is, however, extremely important
to recognise that successful implementation of guidelines into clinical practice
depends on close collaboration between all the different health care providers
and requires an aggressive approach. It will soon be time to think of an
effective way to disseminate the MISSION! approach nationwide. ■
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