PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

CHEST PAIN
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Specific information needed
1. Pain -- nature, severity, duration, location, onset, radiation, aggravation, alleviation, relationship to exertion.

2. Associated symptoms -- nausea, vomiting, diaphoresis, respiratory difficulty, cough, fever.

3. Past history -- previous cardiac or pulmonary problems, medications, drug allergies.

Specific objective findings
1. Vital signs.

2. General appearance -- color, apprehension, sweating.

3. Signs of heart failure -- neck vein distention, peripheral edema, respiratory distress.

4. Lung exam by auscultation -- rales, crackles, wheezes, or decreased sounds.

5. Chest wall tenderness, abdominal tenderness.

6. Leg swelling or tenderness (to consider Pulmonary Emboli). 

Treatment
1. Reassure and place patient at rest, position of comfort.

2. O2, moderate flow (4-6 L/min).  Titrate to pulse oximetry > 90%.

3. If patient's history suggests a cardiac origin to the chest pain:

a. Monitor cardiac rhythm.

b. Obtain 12 lead EKG.

c. IV -- Saline lock, TKO or as needed based on patient condition.

d. Normalize pulse by treating tachycardia > 150 or bradycardia < 60 according to protocols.

e. Aspirin (see aspirin protocol).

f. Nitroglycerin (see nitroglycerine protocol).

g. Morphine sulfate if pain persists after second nitroglycerin and BP > 100 systolic (see morphine protocol).

h. Consider lidocaine for malignant PVCs (see lidocaine protocol).

i. Consider the possibilities of intervention.  Notify the ED of potential AMI patient to prepare for possible interventions.

4. If AMI is confirmed by 12 lead, emergent transport and early hospital notification is indicated (see STEMI protocol).  Otherwise, and if the patient's condition is stable, transport promptly without use of lights or siren.

5. Monitor cardiac rhythm and vitals enroute.

Specific precautions
1. picion of an AMI is based mostly on history.  Do NOT be reassured by a "normal" monitor strip.  Conversely, "abnormal" strips in three lead monitoring (particularly ST and T changes) can be due to technical factors or non-acute cardiac diseases.  ST elevation that changes after nitroglycerin administration can be significant.  Changes should be documented and relayed to physician on arrival at ED.

2. Constant monitoring is essential.  As many as 50% of patients with AMIs who develop ventricular fibrillation may have no warning dysrhythmias. 

3. Lidocaine, for PVCs, should not be given if:

a. Blood pressure < 90 systolic, or

b. Heart rate < 60/minute, or

c. Periods of sinus arrest or any A-V block are present, or

d. Patient rhythm is atrial fibrillation.

4. If patient develops depressed respirations following morphine sulfate administration, be prepared to actively support airway and ventilations.

5. Consider causes other than cardiac for chest pain - pulmonary embolus, dissecting aneurysm, pneumothorax, pneumonitis, etc.

6. In patient’s having an anterior MI, be particularly cautious to avoid excessive fluids.  However, in patients having an inferior or right ventricular MI, fluid boluses may be needed to reverse hypotension.

7. Patient’s that have chest wall pain (reproducible and made worse with palpation or respiration) may still be having an AMI.  This occurs in as many as 15-20% of these patients.  Treatment modalities should be the same as chest pain. 
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