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Acute Coronary Syndromes
Algorithm

Advanced Cardiovascular Life Supportis /

( ~ Symptoms suggestive of ischemia or !nfarctlpn__ ‘_j

A
N
EMS assessment and care and hospital preparation

» Assess ABCs; be prepared to provide CPR and defibrillation
« Administer aspirin and consider oxygen, nitroglycerin, and morphine if needed
* Obtaina 12-lead ECG

— If there is ST-segment elevation, notify the receiving hospital with a transmission and

interpretation; note time of onset and first medical contact

- A 12-lead ECG should be acquired and interpreted within 10 minutes of first medical contact

— Ifthe initial ECG is nondiagnostic, serial ECGs (without delaying transport to a hospital) should
be performed during transport to the hospital, especially when clinical suspicion of ACS is high

de prehospital notification; on arrival, transport to ED/cath lab per protocol :

otified hospital should mobilize resources torespondto STEMI x

y

fibrinolytic checklist

Concurrent ED/cath lab assessment Immediate ED/cath lab general treatment
i (<10 minutes) If 0, sat <90%, start oxygen at 4 L/min, titrate
Activate STEMI team upon EMS notification Aspirin 162-325 mg (if not given by EMS)

Nitroglycerin sublingual or translingual
Morphine/fentanyl IV if discomfort not

Y
NSTE-ACS

Y

ST-segment elevation
~ strongly suspicious forinjury

Determine risk using validated

L J L
Normal ECG or nondiagnostic
changes in ST segmentor Twave;

ST-segment depression or dynamic
T-wave inversion, transient ST-
- segment elevation; strongly suspicious
~ forischemiaand/or high-riskscore

Consider admission to
ED chest painunitorto
urt

(Troponln elevated or high-risk patient
Consider early invasive strategy if

* Refractory ischemic chest discomfort
_« Recurrent/persistent ST-segment
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RelationShip of 12'&(.d ECG v ag\;&lcan
to Coronary Artery / iratomy Association.
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Localizing ischemla, Injury, or infarct using the 12-lead ECG: relationship to coronary artery anatomy,
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