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Clinical Pathway Summary
CLINICAL PATHWAY NAME: Chest Pain in the Adult

PATIENT POPULATION AND DIAGNOSIS: Adult patients experiencing chest pain with
suspicion of Acute Coronary Syndromes (ACS).

APPLICABLE TO: All Spectrum Health Sites

BRIEF DESCRIPTION: This clinical guideline outlines the management of chest pain with
suspected ACS and potential STEMI. Multiple algorithms and tables are provided for a
comprehensive guide to addressing treatment and management. Beginning guidelines direct
initial evaluation of suspected ACS in addition to ACS rule out strategies. High Sensitivity
Troponin results are reviewed. A stress test decision tree is provided in addition to a table
directing an algorithm to order noninvasive cardiac stress testing. The hypothermia treatment
algorithm for treatment of cardiac arrest to Cath Lab is provided.
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Clinical Pathways Clinical Approach

Initial Evaluation of ACS

Initial Evaluation of Suspected Non-ST Elevation
Acute Coronary Syndromes: Highly Sensitive
Troponin Assays (Hs-Tn)'?*47#911151718

Patient with chest pain
suspicious for ACS
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Inpatient Admission/

Cardiology Consult

AAt anytime either ECG or troponin findings indicate STEMI or NSTEMI, immediately implement appropriate treatment in accordance with the AHA & local hospital

recommendations.

*The use of shared decision making and the discussion of individualized patient risk level should be documented in medical decision making.
**Consider onset of symptoms when determining the necessary time intervals for serial troponin studies. Local assays and corresponding cutoffs must be evaluated to
differentiate between normal or elevated troponin findings. Serial troponin studies may continuein the ED, or could be completed in observation or inpatiert status as

appropriate/available.
AAHigh-risk patients should be admitted unless serial Hs-Tn studies demonstrate no significant increase and after
12.1.19 S. Mullennix, T. Cummings Approved C. Port, vl

cardiology consult.
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Rule Out Strategies for Suspected ACS

Rule out Strategies for Evaluation of Patient with chest pain
Suspected Acute Coronary Syndromes ( suspicioan for ACS
(ACS): Highly Sensitive Troponin
Assays (Hs-Tn)11:15:17:18
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~nt anytime either ECG of troponin findings indicate STEMI or NSTEMI, immediately implement sppropriate treatment in acoordance with the AHA & local
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*The use of shared decision making and the discussion of individu alized patient risk level should be documented in rred cal decision making.

**Corsider onset of symptoms when determining the necessary tire intervals for serial troponin stedies.
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High Sensitivity Troponin T: Stress Testing

Chest Pain Center/Emergency Department/Observation/Inpatient Unit Patients:

Key Points

e Elevated HsTn levels in the critical range (>100ng/L) or abnormal deltas (>=8ng/L) must be

confirmed and approved by a physician.

e If baseline HsTn levels are indeterminate (women: 14-99ng/L; men: 22-99ng/L), a 2-hour HsTn

level must be evaluated prior to stress testing.

e If patient’s symptom onset is less than 3 hours, a two hour follow up HsTn level must be

evaluated prior to stress testing.

e If patient’s symptom onset is greater than 3 hours, and baseline HsTn level is normal, no

additional serial troponin is required prior to proceeding to stress testing.

Spectrum Health High Sensitivity Troponin ED Algorithm

Indeterminate Troponin
Female (14 ng/L - 99 ng/L)
Male (22 ng/L - 99 ng/L)

Yes

A J

+ Cardiology Guidance
» Possible Admission/
Observation

Quantitative Use of High Sensitivity

Hs-cTn
(ng/L) Acute and Chronic conditions

Large AMI, myocarditis, Critical

1000
liness

Micro AMI, myocarditis,
Takotsubo, PE, shock, CHF,
hypertensive crisis, SAB, stable
CAD, etc

5 Healthy Individuals
Wildi et al. Clin Biochem. 2015; 48: 218-22.

“*Note Heart Score Predicts 6 week A of 20% significant
risk of MACE in ED Patients only*** when troponin critical




Stress Test Decision Tree

Can the patient walk at least & minutes on an inclined
treadmill?
fes Ho
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Stress Echo: Testing to evaluate patients for coronary artery disease by utilizing stress testing along with echocardiography to visualize the structure,

functicn and wall motion of the myocardium.,

-Treadmill Echo-Patients that can walk a treadmill »&min., are <350 pounds, and do not have a LBEB or pacemaker.

-Dobutamine Echo-Patient’s that cannot walk a treadmill =&6min., and do not have a LEBE or pacemaker, or for patients >350 pounds (treadmill
wh. limit is 3502)

- (Medicated test in which patients are given Dobutamine to increase heart rate to a minimum of 85% of age predicted max heart ratg)

Myocardial Perfusion Imaging: Muclear stress testing that evaluates a patient for coronary artery diseasze by visualizing perfusion and function of the
myocardium,

-Treadmill Nuclear-Patients that can walk a treadmill =&min., are <350 pounds, and do not have a LBEE or pacemaker

-Lexiscan Nuclear-Fatient’s that cannot walk a treadmill =émin., or for patients that have a LEBE or pacemaker.

- [Medicated test in which patients are given Lexizcan to dilate the coronary arteries to assess blood flow to the heart- do not nesd to increase
heart rate|

Other testing offered at SH-CVI: Huclear MUGA imaging, GXT-treadmill stress testing (no imaging) and vascular testing (Vascular tests include: Carotid
duplex tests, Renal Doppler studies, Upper and Lower Venous and Arterial studies, and ABI testing.




Algorithm for Ordering Noninvasive Cardiac Stress Testing

@D Indicates recommend stress test to order
TS i

prior stent without prior Ml

" 5 . Exercise Chemical :
Patient Exercise Chemical Non Imaging
e Echo Echo Nuclear Nuclear SPECT Treadmill CTA
o SPECT MPI MPI
Patient with know CAD/

Cardiomyopathy/
resting wall motion
abnormalities

Patient with conduction
abnormalities, especially
LBBB, A fib and ventricular
paced rhythm

Patient has poor echo
windows (eg. Patient
morbid obese BMI >40,
COPD, emphysema, or
breast implants)

Patient has poor exercise

tolerance/unable to achieve

maximum exertion/unable
to reach 7 mets (ex.
duration of 5 mins)

Patients with renal
inusufficiency/failure or
allerigic to contrast dye

Patients with known
valvular stenosis or
significant regurgitation

Low risk < 40 yrs of age
male

>60 yrs of age

Pregnant




Hypothermia Initiation to Cath Lab

C

Hypothermia For Cardiac Arrest ED to Cath Lab

Inclusion Critenia
1. Age =18 years.
2. Cardiac arrest requining CPR
3. Retum of spartansous
circilation
4. Mot following commands
5. Core temp > 33 degrees C.

Exclusion Crilena
1. Severe ghock requinng high
doges of multiple
VaASOPIessons.
2. Core temp <32 degreas C.
3. Unconbrolled bleeding ar
hemanhagic shock.
4. Pregnancy (relative
contraindication- see
i eling)
5. Patient is DNF.

areal.

YES ROSC

hypathenmia
prolocol?

Patient o EDpost| o oo

)

Consider ED
aclivason aof
ECMOvShock Call

Proceed with ED
evaluation.

Per Power Plan
1. Cold Saline IV
(30mLS kg wp to 2L)
2. lce packs 1o
axillee & groins
3. Tylenol per reciism
4. Propafal
5. Norcurnon

1. Nolify CTCC inensivisl.
2. Initiale Post Cardiae
Arrest Hypathermia Power
Plan induding 12 lead ECG.
{Serial ECGa as indicated g
15

Give STEMI Meds

2. Brilinta per OG bube
3. Heparin bolug

1. Aspirin rectal or pes O lube

suspciols histony )

suggesting ischemic
Irigger?

Activate Cath Lab by caling

the hospital cpesator and
request “STEMI Activation”.

If EMS-type airway present,
replace with endolracheal tulbe
prior bo transfer to cath lab.

CT Head

L 3

Advige that the patient is
being cooled.

«  Page Interventionist

*STEMIZ1T
¥

ED Physician oontacts

CTCC Inensivist through

admission process

«  CTCC team invoived
n ED care as neaded

'

Cath Lab Team Arives

- Preps cath lab suite

- Calls ED for patient
wihen resdy

l

ED gealivers patient 1o
the Cath Lab.

Operator pages out STEMI

«  Calh Lab Team activated
(inciudes “patient being
cooad” in comments
section of the page)

Cath Lab Team Activales Cath Lab Fiap Team upon

patient armval to Cath Lab

=  Cath Lab rap beam responds to assess amd
assist with cooling measures

Transfer io ICLL
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