Implementation of a Cardiogenic Shock Protocol and Data Review Process is Associated with Improved In-Hospital Survival
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* Volume increased by 257% from 2018 (146 cases, annualized
volume based on June-Dec) to 2019 (521 total cases)

* CS in-hospital mortality rate decreased from 50% to 21% across the
study period, an average of 1.0 percentage point decrease per month
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Numeric values on the graph are mortality rates at the beginning and end of the study time period
and the highest and lowest rates over the course of the study. Trend line y = -0.0103x + 0.425.

Conclusions

* Following implementation of a CS protocol at two hospitals in a large
Integrated health system, CS diagnosis increased and mortality
decreased

« Ongoing work includes identifying CS diagnosis from discharge
diagnosis, stratifying patients by shock stages, and improving the
transfer process from other hospitals




