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Evidence-Based, Outcome-Effective Management of Acute Coronary Syndromes


Management of ST-Elevation Myocardial Infarction





CEVAT (Centers for Excellence in Arterial and Venous Thrombosis) Leadership Council Guidelines and Protocols





PATIENT PRESENTS WITH CHEST PAIN OR POTENTIAL CHEST PAIN EQUIVALENT


(Jaw, shoulder, arm, back, or epigastric pain;


unexplained dyspnea; syncope;


palpitations, etc)





PROMPT 12- OR 15-LEAD ELECTROCARDIOGRAM





NO





Evaluate hemodunamic status and perfusion


Lung auscultation for rales, ronchi


Evaluate for possible alternative dianoses (chest wall pain, pneumonia, PE [evidence of DVT], muscoskeletal, etc)


Cardiac examination





Nature of presenting episode and time course


Cardiac risk factors (previous MI, HTN, lipids, smoking, diabetes, family history) and related past medical (ASCVD, CVA, PVD) and surgical history (PCI/CABG)


Comorbidities and quick review of systems (to suggest alternative diagnoses such as lung infection or infarction, chest wall or GI pain)





15-lead ECG may detect right ventricular or posterior infarctions early


Request previous ECG, if available, for comparison





Physician’s Physical Examination





CHEST PAIN TRIAGE





Physician’s History























The publisher does not assume any responsibility for clinical accuracy, clinical outcomes, or safety if any changes are made to the pathways, drugs, or dosages in the preceding guidelines, and advises that such changes may affect outcomes in unpredictable and/or adverse ways. The guidelines as presented are guidelines only and their implementation should be monitored according to principles of clinical judgement and patient needs. 








See pathway for management of


Non ST-elevation myocardial infarction











ST-Segment Depression


>0.05mm OR


Transient ST-Segment Elevation


NOT Meeting Fibrinolytic Criteria





Ischemic Symptoms


Present > 12 Hours








See pathway �for ongoing risk-oriented evaluation



























































ECG is �Nondiagnostic �or Normal








YES





* GUSTO-V supports the use of 1/2 dose


TNKase plus abciximab in STEMI patient <


75 years of age and non-diabetic. Risk of


hemorrhage increased.








•  Enoxaparin


   or UFH





•  and tPA, rpA,


   or TNKase








•  Enoxaparin


   30mg IV then


   1mg/kg SQ q


   12h and





•  TNKase


   30-50mg


    based on


    weight








�





•  Enoxaparin


   or UFH


�•  Consider


    IIb/IIIa


    receptor


    blockade in


    cath lab


�•  Administer


   clopidogrel


   as indicated


   in  �   catheterization  


   lab





Secondary


Alternative


Strategy*





Fibrinolysis Via


Conventional


Protocol
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Primary


Alternative


Strategy





Fibrinolysis Via


ASSENT-3


Protocol





Dominant


Strategy








PCI/Mechanical


Reperfusion





Consider Maximal Medical


Therapy, Including Fibrinolysis


or PCI/Mechanical Reperfusion


as Clinically Indicated








Cath Lab and Personnel


Available to Meet Door-To-Balloon Time of < 90 Min








Ischemic Symptoms


Present < 12 Hours








Aspirin 160-325mg PO


Nitroglycerin SL/TC/IV for ischemic pain


-blockers if not contraindicated


Morphine sulfate for immediate relief of pain





Pharmacologic Intervention








Intravenous access


Oxygen and pulse oximetry


Continuous ECG monitoring


Send biomarker tests (Troponin I or T +/- CPK and CPK-MB)





Assessment and Stabilization








INITIAL MANAGEMENT








ST-Segment Elevation Meeting Fibrinolytic


Criteria OR New/Presumably New LBBB


OR Evidence of Acute Posterior MI














