
AMI and Acute
Coronary

Syndromes: Part II

RAPID ACCESS MANAGEMENT GUIDELINESExclusive to our subscribers

Guidelines for Effective Management of ST-Elevation MI

YES

TRIAGE ASSESSMENT

•  Pain Description  • Age  •  Sex  •  CAD Hx  
•  Cocaine  •  Risk Factors for CAD

NO Continued Medical Therapy

Evaluate and Treat Suspected
Etiology

Non-Ischemic
Non-Cardiac

Early PCI

ST-Segment Elevation or 
New or Presumably New Bundle-Branch Block

Dominant Strategy:
Institution capable of

Performing PCI
Persistent Symptoms

• Consider
reperfusion

• Aggressive
medical
therapy

Treat with:

< 12 hours > 12 hours
Chest Pain

Medical
Management

YESNO

YES

YES NO

NO

YES NO

YES NO

Recommend catheterization
followed by PCI or CABG as

clinically indicated:
- Recommend clopidogrel 

pretreatment
- Recommend abciximab 

plus UFH or enoxaparin
……………………………………

Door-to-balloon time 
< 90 minutes

Cardiac
Catheterization

Continued
Medical Mgmt.

• Tenecteplase
• Alteplase or
• Reteplase

* Unfractionated Heparin (alternative)

Contraindication to
Thrombolysis or 

Cardiogenic Shock

Clinical Evidence of Reperfusion
(Chest Pain and ECG with Resolution)

NO

Procedural
Coronary

Intervention or
CABG

CHEST PAIN TRIAGE
Original Guidelines Developed by Kurt Kleinschmidt,
MD, FACEP, for Emergency Medicine Reports
(November 2000)
“Acute Coronary Syndrome (ACS): Pharmacotherapeutic
Interventions For UA/NSTEMI— An Evidence-Based Review
And Outcome-Optimizing Guidelines For ACS Patients With
And Without Procedural Coronary Intervention (PCI)”

Fibrinolysis

Preferred Anticoagulant

Enoxaparin* plus

Patients With ST-Segment Elevation MI - With and Without PCI.
Adapted, updated, and based upon ACC/AHA Recommendations (September, 2000) for UA/NSTEMI and ACC/AHA 1999 MI Guidelines.

•  Recurrent Pain  •  CHF  •  Hemodynamic Instability
•  Sustained V-Tach  •  PCI within 6 months  •  Prior CABG

IF ANY ONE OF THE FOLLOWING:

•  Beta-blockers 
•  Nitroglycerin
•  Morphine sulfate

Door ➝➝ Needle  time < 30 Min.

Consider


