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definitive with chest
pain / chest pain equivalent and ECG
changes as determined by an
emergency department physician



By the

« Analyze th
patients experi
coronary syndrome.

Itions In
ms of acute

« Discuss five or more indications for the acquisition and
transmission of a 12 lead ECG per AHA guidelines and
local guidelines.

« Recognize the importance for anatomically consistent
and proper 12 lead ECG lead placement.



 Discuss uired 12
Lead ECG eclific
attributes.

« Explain the proper procedure for the acquisition of a 12
lead ECG per program guidelines.

« List four causes of low quality ECG recordings and
identify the appropriate corrective actions for each, as
recommended per class instruction (or manufacturer
guidelines).



variations which
three given scenarios.

anatomical
placement in



By the

« Appreciat
transmission
management of Ac

es in the

« Value the importance of the acquisition and transmission
of ECG’s in improving outcomes in the system of care for
acute coronary syndrome, per AHA recommendations and
program guidelines.



ment on three
simulated patien a clear 12 lead

Propose solutions to barriers that arise which can
prevent proper 12 lead ECG acquisitions in three given
scenarios.

In response to acquired 12 lead ECG, the student will
verbalize a proper destination decision according to the
locally approved guideline.



By the

* Inrespon e student

will correct a Impedes the
clear quality of the

* Inresponse to acquired 12 lead ECG, the student will
demonstrate the process identified in local protocols for
transmission.



Number of
Deaths

A Total CVD

B Cancer

C Chronic Lower Respiratory Diseases
D Diabetes Mellitus

E Alzheimer’s Disease

CDC/NCHS.
Heart Disease and Stroke Statistics - 2004 Update American Heart Association (AHA)



e Cha
heart

« Earlier restorati may reduce
damage to the heart muscle and reduce the
likelihood of sudden cardiac death.
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A | rm

Electrocar
generated interpr
recommended for this purpose

omputer-

If the ECG shows evidence of acute injury or
Ischemia, pre-hospital providers should relay the
ECG to a predetermined medical control facility
and/or receiving hospital



Capture of dynami INg) Injury patterns

Earlier activation of hospital intervention teams
Result is earlier definitive care

Time I1s muscle!



Chest
or Disco

Radiating pal rt rate
neck, shoulder, ba e / Near syncope
or either arm « Profound weakness

g:]eoezmle[?i?‘fic():tjlt * Previous cardiac history
- « Other cardiac risk

Breathin
J factors (HTN, Smoker,

Nausea, Vomiting Obesity, pertinent family
Epigastric Pain history)




myocar f chest
pain at time ospital

« Populations less likely to complain of chest pain
iInclude:

— Women

— Diabetics

— Older patients

— Patients with a prior history of heart failure

Canto JG, Shlipak MG, Rogers WJ, et. al. Prevalence, Clinical Characteristics, and Mortality Among Patients With Myocardial
Infarction Presenting Without Chest Pain JAMA. 2000;283(24):3223-3229.



cute
ndition

allows

Explain to patient CG should be
acquired and transmitted to the Physician

Place patient in position of comfort (semi-fowler’s or
supine preferred)

Expose patient chest retaining patient modesty with
sheet, gown or other method



5. Atta

« Keep

« Do notto ttachment to
)

 Remove body hair as nee
instead of razors)

« Dry skin if patient diaphoretic

« Gently rough skin with towel or electrode backing to improve skin
conductance

* Avoid close proximity to 60 Hz Alternating Current (AC) electrical
devices

guideline

clippers strongly recommended



Limb Lead Placement

RA = Right Arm
LA = Left Arm
RL = Right Leg
LL = Left Leg




W

Black —

Red — Left Leg

Green — Right Leg
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V1 -
ster

V2 - 4th

V3 — Directly be 3
V4 — 51 |CS at left mid-clavicular line
V5 — Level with V4 at left anterior axillary line

V6 — Level with V4 at left mid-axillary line



profes s on the
chest wal

« Skeletal muscle contractions, poor electrode
conductance, patient movement or 60 Hertz AC
electrical appliances may interfere with quality
ECG acquisition
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id: Datagual




Name: 12-Lead1 HR 67 bpm | * “Unconfirmed™
ID: 11701134309 ] 13:44:30 | *Electronic ventricular pacemaker
Incident: PR 8. 868s ORS 8. 166
Age: 98 Sex:  |UT/ATe 0.4385/8. 4625
P-0RS-T Axes 64° -51° 133°

o0 e 9




6. Verl

/. Have patie
« Avoid having pati S on metal stretcher

8. Acquire 12 lead EKG and transmit to pre designated
hospital



« Enter prior to

— Age
— Gender _
— Recommended — Patient Name

 If technologically possible, print or electronically transfer
copy of ECG for inclusion in prehospital patient care
report



— Aspirin Protocol

10. If alternate destination (i.e. PCI Center) is ordered,
provide clear explanation of reasons to patient and
family



11.Co rdiac

12. Monitor patien condition

13. Prepare to repeat 12 Lead EKG at 10 minute intervals
or for change in patient condition
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51

Pati
QEES

Intermitte after
shoveling sno

Pain woke patient at 0500
Profusely diaphoretic

Pain primarily between shoulder blades, also in
chest and arms

Denies N/V or SOB
12 lead acquired and transmitted to hospital




Name:
{D:
Patient ID:
Incident:

o

x1.8 .05-156Hz 25mim/sec

12-Lead 3
112207650416 ||
PRO. 138s
aT/Te
P-ORS-T Axes

HR 88 bpm | * ™ ACUTE M| SUSPECTED ***
05:19:57| * Abnormal ECG Unconfirmed™
QRS 0.688s | * Normal sinus rhythm
0.3405/8.411s | » ST elevation consider anterolateral
81°57° 18° ' injury or acute infarct
'l




=3
per

Scene ti
Early notification made to receiving hospital
Oxygen and aspirin by BLS

1V, nitro and morphine by paramedic with
decrease In patient discomfort



Patient su
after hospital arri ssful defibrillation

PCI performed

— 100% blockage of left anterior descending coronary
artery

— Blood flow restored and stent placed

Patient discharged home two days later



« 12 Lead EC
(rule out Acute C
paramedic response

reen patients
me) or to cancel
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« To Western etwork EMS
Clinical Coordinator, Blair Balmforth

« State of CT EMS Advisory Board, Education
and Training Committee






