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Table. Chest Pain Clinical Practice Guideline

If symptoms atypical (positional,
migratory, stabbing, etc.) consider
other etiologies:
• Musculoskeletal
• GERD
• Anxiety
• Etc.

History and physical

Initiate ED CP Order Sheet:
• Initial orders
• ASA 325 mg to chew
• Nitrates, oxygen + beta blocker

Always consider alternative
life-threatening diagnoses:
• Aortic dissection
• Aortic stenosis
• Pulmonary emboli
• Pneumothorax, etc.

Calculate TIMI Risk Score:
1 point for presence of:
• Age > 65 years
• Prior stenosis > 50%
• > 3 CAD risk factors
• Elevated biomarkers
• ASA in last 2 days
• > 2 anginal events in last 24 hrs
• ST deviation

Low Risk:
TIMI Score: 0-2

Moderate Risk
TIMI Score: 3-4

Thrombolytics if:
• Door to balloon > 90
min AND
• No contraindications
Thrombolysis Orders
TMK + LMWH or UFH

STEMI PCI Orders
• Clopidogrel 300 mg po x 1
• UFH as per protocol
• GP IIb/IIIa inhibitors
• eptifibitide or abciximab • Troponins q6 hrs x 3

• Lopressor 5 mg IV q 5 mins x3
then 25-50 mg po
• Enoxaparin 1 mg/kg sq q12 hrs
(UFH instead if CrCl < 40 ml/mm
or pt going directly to cath
• Clopidogrel 300 mg po x 1 then
75 mg qd (unless high suspicion
CABG will be needed)

• Monitor on telemetry; troponins
q4-6 hrs x 2 (last one at least 8
hrs after the onset of pain)
• If recurrent or refractory CP,
consult General Cardiology
• If troponin > 01. ng/mL or
dynamic EKC changes, to go the
High Risk Pathway

• Monitor on telemetry; Troponins
q4-6 hrs x 2 (last one at least 8
hrs after the onset of pain)
• If recurrent or refractory CP,
consult General Cardiology
• If troponin > 0.1 ng/mL or
dynamic EKG changes, to the
High Risk Pathway

High Risk:
TIMI Score: 5-7

If symptoms resolve and tro-
ponins negative, then d/c
home; Outpatient ETT;F/U with
primary MD or Cardiology
within 1 week

If symptoms resolve and troponins
negative, then ETT + imaging or
Cardiology consult if ETT is not
available

Emergency Cath If:
• Door to balloon < 90
min OR
• Age > 75 years OR
• Cardiogenic shock OR
• Contraindications to
thrombolytics

Initial 12 or 15 lead EKG (15 lead if
suspected RV or posterior MI)

Nondiagnostic or Normal EKG

ST Elevation
• ST elevations > 1 mm
• New LBBB
• Acute posterior MI

Contact interventional Cardiology

Non ST Elevation 
• Dynamic ST depressions
< 0.5 mm
• Transient ST elevations

If ETT negative or indeter-
minate and still question,
consult Cardiology. Low
suspicion ACS d/c home

If positive,
admit to
Medicine/
Cardiology

Recurrent/ongoing
CP, EKG changes?

Contact interventional
Cardiology; consider GP
IIb/IIIa inhibitors (eptifi-
batide or abciximab)

Admit to
Medicine/
Cardiology

Yes
No

Figure used with permission from: University of Massachusetts Memorial Medial Center.
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Table. CVA/TIA Clinical Practice Guideline

Patient with signs/symptoms of stroke:
• Page stroke team
• R/O other diagnoses* (see Differential DX)
• Stat: Platelets, PT/PTT, INR, glucose, BUN,
Creatinine
• Head CT: CTA of head/neck if < 3 hours; MRI/MRA
acute stroke protocol (3-12 hours)
• EKG, CXR
• Guaiac Stool
• Complete Initial Acute Stroke Worksheet (by ED
unless stroke occurs in the inpatient setting)
• All stroke patients are admitted to Neurology
Service or co-managed by Neurology Consult Service

Complete history and physical ASAP

Neurosurgery consult as 
appropriate

Medical stabilization, O2, airway, BP,
temp and glucose control****
Prescribe antiplatelet agent within 48
hours, unless dysphagic, bleeding or
anticoagulated

Administer IV rt-PA per IV rt-PA
Administration & ICU Workflow

Intracranial 
hemorrhage

present?

IV rt-PA candidate?
- Onset of signs/symptoms within 3
hours
- Meets t-PA selection protocol

Is patient 
medically stable?

Is patient at risk
for aspiration?***

Is it anticipated
that enteral tube

feeding will be > 1
week?

Discharge

Consult Interventional
Neuroradiologist STAT

Confirm presumed pathophysi-
ological diagnosis:
• Large vessel
• Cardioembolic
• Lacunar
• Other (tumor, infection, etc.)

• Admit/transfer to
Neurology/Medicine/Family
Medicine–Cross
Consultation
• Consult Rehab Services
as appropriate

Prevent 
Complications

Assess:
bowel, bladder, DVT
prophylaxis, nutrition,
skin, splinting, tone

Complete remaining workup:
CTA/MRA Diffusion/perfusion MR
US/TCD Hypercoag Eval**
Angio/Telemetry/Cardiac Echo
Fasting glucose, lipids, and homocysteine
CRP
Dysphagia screen***

Initiate treatment for
acute/recurrent stroke:
• Antiplatelet
• Anticoagulation
• Risk Factor Management:
HTN, A-Fib, hyperlipidemia,
DM, smoking cessation

Rehab Services
Consider rehabilitation medicine

consultation

Assess pt. for post-acute care

• Complete diagnostic workup
• Obtain/record NIHSS Score
• Establish neurologic stability
• Feeding tube placement if neces-
sary and patient/family agree
• Pt. education and risk factor modifi-
cation
• Finalize stroke prevention measures
• Establish follow-up needs

Continue
TF/Speech Therapy

GI Consult for PEG
Placement if patient
and family agree

Key:
** See Stroke Mgmt Worksheet
*** See Aspiration Risk Pathway
**** See ED Stroke Mgmt
Protocol

CTA head and neck
show carotid or

basilar occlusion?

Admit ICU or 
ICU stepdown

Monitor vital signs * Differential Diagnosis
• Post-ictal state
• Brain tumor
• Subdural hematoma
• Metabolic disorders
• Post-cardiac arrest ischemia
• Heat stroke
• Meningoencephalitis
• Migraine with persistent 
neurological signs

Yes

No

Yes

No

Yes

No

No

Yes

Yes

No
No Yes

Figure used with permission from: University of Massachusetts Memorial Medial Center.


