PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

ACUTE MYOCARDIAL INFARCTION
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Purpose
1. This protocol establishes guidelines for Cardiac Alerts. The Cardiac Alert program was developed to provide activation of the cardiac catheter lab from the field based on the paramedic’s twelve lead assessment.
2. The goal of the program is to identify patients eligible for cardiac catheterization by the use of the specific inclusion criteria listed throughout this protocol, to limit on-scene time, ensure early hospital notification and significantly decrease the door to intervention time on arrival at the receiving facility.
3. There are two distinct levels of Cardiac Alert
a. Level 1:  No question that this patient is having an AMI, all cardiac alert criteria has been met; please activate the cath lab immediately.
b. Level 2:  Some question whether or not the patient is having an AMI (ex: criteria not completely met).  Emergent transport may still be indicated, but don’t activate the cath lab until reviewed by the ER physician.
Cardiac Alert Criteria
1. Evidence of ST Elevation Myocardial Infarct (STEMI) in 12 lead ECG

a. 1mm ST elevation in two or more contiguous limb leads

i. L-II & L-III, L-III & AVF, V6 & L-I, L-I & AVL

b. 2mm ST elevation in two or more contiguous precordial leads

i. V1 & V2, V2 & V3, V3 & V4, V4 & V5, V5 & V6,

2. A patient with a DNR order or Advanced Directive will not qualify for a Level 1 Cardiac Alert.  However they may still qualify for a Level 2 Cardiac Alert.

3. No LBBB

4. Not a ventricular paced rhythm

5. Reasonable attempts to rule out Pericarditis have taken place through history and physical exam.  If Pericarditis is strongly suspected, a Level 1 Cardiac Alert would not be indicated.  However a Level 2 Cardiac Alert may still be appropriate.

If Patient Meets Cardiac Alert Criteria
1. The paramedic will determine the need for a Cardiac Alert and the level of alert as soon as possible after arrival on the scene and completion of a twelve lead ECG.  The attending paramedic will contact the receiving ER after initiating emergent transport.
Treatment
1. Treat patient for chest pain (see chest pain protocol).

2. Obtain a 12 lead ECG – consider transmission of EKG if capable (Parkview, St. Mary Corwin, and St. Thomas More hospitals have transmission capabilities).
3. 
4. Transport emergently to requested ER.  If requested ER is not the closest ER, the patient (or patient’s representative) should be advised of this so that informed consent is obtained.

5. Perform blood draw during the establishment of the second IV (as time permits) to include: lavender top, blue top, light green top and yellow top vacutainers.

6. The attending paramedic will make contact with the receiving ER via med channel to give a patient report as soon as practical once enroute to the receiving facility.  In addition to normal radio report content, be sure to include specific location of AMI and level of activation (Level 1 or Level 2 Cardiac Alert) being requested.

At The Receiving Facility
The attending paramedic will provide the ER staff the following: 

1. Original tracing of the 12 lead ECG.  Copies of the 12 lead ECG tracing must still be attached to your PCR.

2. Blood tubes drawn should be given directly to phlebotomist if possible.

3. The AMR crew will maintain responsibility for patient care until the patient is transferred to either the Cath lab table or ER bed.
Special Notes
1. If the patient does not meet criteria for a cardiac alert, treat per applicable protocol and transport to appropriate facility.

2. The receiving facility and AMR’s CES Department will review all Cardiac Alerts.

3. Pericarditis is commonly confused with AMI.  On a 12 Lead ECG, there will generally be PR segment depression and ST elevation, sometimes making if difficult to differentiate from STEMI.  There may also be notching at the J point.  Often times those ECG changes will be generalized to include a large area of the heart (diffuse ST elevation), but occasionally will be isolated in a smaller area, more closely mimicking an AMI.  So your physical exam and history will have to play a major role in your attempts to differentiate.  Pericarditis patients generally present with “flu like” symptoms for past few days or more.  They will present with chest pain, caused by the inflamed pericardium rubbing against the heart.  The pain is usually diminished by sitting up and leaning forward.  The pain is generally described as pleuritic in nature: a sharp, stabbing pain.  It may radiate to the neck, shoulder, back or abdomen.  The pain often increases with deep breathing and lying flat; and it may increase with coughing and swallowing.  They may have breathing difficulty when lying down (the patient prefers standing or sitting upright).  They also may splint their ribs (bending over or holding the chest).  They will often times present with fever as well.
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(A) ST segment elevation and PR segment depression typical in pericarditis; (B) ST segment elevation typical in myocardial infarction. 
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