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IDENTIFY and MANAGE  
ACUTE CORONARY SYNDROMES: 

 STEMI        

 NON-STEMI 

CP-LOW RISK 

UNSTABLE      

ANGINA 







PATIENT  EVALUATION 

ÅINITIAL APPROACH  (SHOCK SURVEY) 

ÅABCs 

ÅCHIEF  COMPLAINT 

ÅSECONDARY  EVALUATION 

ïRAPID, FOCUSED ASSESSMENT 

ïPAIN / PRESSURE / BREATHING / SYMPTOMS ? 

 

 

        







 FAIL  the  SHOCK  SURVEY ? 
 

 F   RAPIDLY  FIND   AND  TREAT   

  THE  ROOT  CAUSE . . .   WORK  TO  
RAPIDLY  IDENTIFY            THE  CAUSE  
OF  SHOCK. 

 
 





. . . . . Move on to  
άw¦[LbD h¦¢ !/{έ  
By conducting the . . .  
 

INITIAL EVALUATION: 
1.  ASSESSMENT 
2.  RISK STRATIFICATION 
3.  ECG 
4.  CARDIAC MARKERS 
 
 

ON-GOING  E.D.  EVALUATION 
-REPEAT  EKGs 
-REPEAT  CARDIAC MARKERS 
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PASSED  SHOCK  SURVEY: 





CHIEF  COMPLAINT 

KEY  WORDS: 
 
ά/I9{¢Υ   t!Lb κ I9!±Lb9{{ κ tw9{{¦w9κ 
C¦bb¸ C99[LbD LbΣέ  ŜǘŎΦ 
 
SHORTNESS  BREATH  
 
DIZZINESS / LIGHTHEADEDNESS 
 
ETC.  ETC.  ETC. 







BEWARE  of  the patient with  

ñINTERMITTENT  CHEST  PAINò . . . .    M 



ATYPICAL SYMPTOMS of ACS  

 

  

             ? ? ?  
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TROPONIN  IS  NEGATIVE. 











 ECG  EVALUATION  for  ACS: 
 
STEP 1:  EVALUATE  WIDTH of  QRS 
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IF  THE  QRS   

IS  TOO  WIDE . . . . . . .  

(   GREATER  THAN  120  ms  )    

.  .  .  .  IS  the QRS morphology:   

LEFT BUNDLE BRANCH BLOCK     
                                     -   OR   - 

RIGHT BUNDLE BRANCH BLOCK 
                                       ????? 



WIDE QRS 
COMPLEXES 
ALTER  THE 
-J POINTS 
-ST SEGMENTS 
-T WAVES 
 
Of the ECG . . .  
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IF THE QRS COMPLEXES ON THE EKG  
ARE OF NORMAL WIDTH  (<120 ms) : 
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ALL  KINDS  of 
WEIRD  
ST  SEGMENT  and 
T  WAVE 
VARIATIONS  . . . .  
ALL CAN SPELL 
T-R-O-U-B-L-E.   
 
άLC L¢Ω{ bh¢  

NORMALΣ  ƛǘΩǎ 

ABNORMAL ! 
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WHEN EVALUATING   
for   
ST  SEGMENT  
 ELEVATION . . . . . . . . . . . . .    

From:   
AMERICAN HEART ASSOCIATION   
ACLS  2005  REVISIONS 









ECG  COMPUTER  DOES  NOT  NOTICE  THE  CONVEX  J-T  APEX  SEGMENTS  !   









ECG Patterns associated with  
ά9!w[¸ tI!{9 aLΥέ   
 
ÅJ-T  Apex abnormalities  
ÅDynamic ST-T Wave 

Changes on Serial ECGs 





3. Dynmamic  ST-T Wave Changes in  

     Serial ECGs.     Recorded at SRRMC 

1st ECG                     2nd ECG              1st ECG                     2nd ECG              



   Acute  In -Stent  

  Thrombus  

  Proximal  LAD  





HYPERACUTE 
T  WAVES 
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Helpful Clue: Hyper-Acute T Waves 

ÅGLOBAL  Hyper-acute T Waves (in leads 
viewing multiple myocardial regions / arterial 
distributions)  favors HYPERKALEMIA 

 



 



Helpful Clue: Hyper-Acute T Waves 

ÅGLOBAL  Hyper-acute T Waves (in leads 
viewing multiple myocardial regions / arterial 
distributions)  favors HYPERKALEMIA 

 

ÅHyper-acute T Wave noted in ONE ARTERIAL 
DISTRIBUTION ( Anterior / Lateral / Inferior ) 
favors TRANSMURAL ISCHEMIA / Early Phase 
Acute MI     









Cath  Lab  findings: 





ECG CRITERIA for DIAGNOSIS of STEMI:   

(ST ELEVATION @ J POINT) 
 

*LEADS V2 and V3:   

MALES AGE 40 and up ------ 2.0 mm 

(MALES LESS THAN 40 ------- 2.5 mm) 

FEMALES  ----------------------- 1.5 mm 
 

ALL OTHER LEADS: 1.0 mm or more,  

    in TWO or more  

    CONTIGUOUS LEADS  
 

     * P. Rautaharju Ŝǘ ŀƭΣ άStandardization and Interpretation  

         of the ECGΣέ   W!// нллфΤόроύbƻΦммΥфун-991 

 



ST  SEGMENT  ELEVATION: 

3  COMMON  PATTERNS  of 
ST  SEGMENT  ELEVATION 
From   ACUTE  MI: 





Reciprocal S-T Segment Depression may or 
may not be present during AMI.    
 
The presence of S-T Depression on an EKG 
which exhibits significant S-T elevation is a 
fairly reliable indicator that AMI is the 
diagnosis.   
 
However the lack of Reciprocal S-T 
Depression DOES NOT rule out AMI.   





STEMI  CASE  
 STUDIES 

































CASE PROGRESSION: As the patient was being prepared for transport to 

the Cardiac Cath Lab, she experienced an episode of Ventricular Fibrillation.   











 

 

[1] ñUse of the Electrocardiogram in Acute Myocardial Infarction,ò Zimetbaum, et al, NEJM 348:933-940 

F  THERE ARE TWO IMPORTANT CLUES that the patientôs BLOCKAGE is in the PROXIMAL LEFT ANTERIOR DESCENDING ARTERY: 

1. When ST elevation is noted in leads I and aVL in cases of ANTERIOR WALL STEMI, it is a good indicator that the FIRST DIAGONAL 

BRANCH is included in the zone of infarction. 
Å  RECIPROCAL ST DEPRESSION in the INFERIOR LEADS (II, III, and/or aVF) is an indication that the LAD is blocked proximal to the FIRST 

DIAGONAL BRANCH.[1]   

 



WHILE  WAITING  FOR  THE  RETEVASE  TO  WORK,  THE  

PATIENT BEGAN  VOMITING.   SKIN  BECAME  ASHEN  &  

DIAPHORETIC.   REPEAT  BP =  50/30.     

-WHAT THERAPEUTIC  INTERVENTIONS  SHOULD BE  

  IMPLMENTED  AT  THIS  POINT ?  

  

 





PLUS:  EXTENSION  OF  THROMBUS  LOAD  INTO  THE  

LEFT  MAIN  CORONARY  ARTERY . . . .  


