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Activities   Day 2  

Medication     ▪Aspirin  ▪ Ticagrelor Clopidogrel  ▪ Prasugrel ▪ Beta blocker  ▪ Enoxprine/ Fondaparinux   ▪   (ACE) inhibitors/ (ARBs)  ▪ Statins ▪Nitrates  

Monitoring   ▪   Assess Vital Signs   2   hour (Blood Pressure, Heart R ate, Plus, Pain, SPO2) SPO2< 95 Give O2 via nasal  prongs/facemask       ▪   assess arrhythmia     ▪ Blood Glucose level           ▪ Intake and output (q8 hours)  

investigation   ▪   Echocardiogram       ▪ ECG   ▪ Blood tests ( o Cardiac biomarker   o Troponin (Tr op I/Trop T)    o Serum lipids o Glucose HBA1C o Electrolytes, urea and creatinine o Complete blood account    o Coagulation profile  

Chest Pain  Management        Monitor level of consciousness, vital signs, cardiac rate and rhythm, and oxygen saturation every 5  mi nutes until stable condition, every 30 minutes past three hours (and as need)      Assess and document of the patient’s chest pain hourly during episodes      Asses ECG if no change :   o   Administer O2 per nasal 2 to 4L/min if  SPO2 < 95   o   Give nitroglycerin IV (monitoring   Blood pressure)   o   Morphine Sulfate 2 - 5 mg if pain not relieved by nitroglycerin (watch hypotension and respiratory  depression)   o   Maintain a quiet environment, Position patient in comfort level, Ensure maintained bed rest   o   Instruct patient to report any further   episodes of chest pain   o   Clear liquids until pain free   If ECG change inform physicians .    

Mobilization   Bed rest   

Diet   Low saturated fat. Low salt (Low sugar if Patient DM)  

Education   Stress Management,   Instruct Patient to:   1. sit quietly in comfortable  position    2.close your eyes       3.Relax all  your muscle  4.Breathe through your nose. As you breathe out, say one silently to yourself. 5.Continue this process  for about 20min  6. Do not worry whether you are achieving deep relaxation.  

Variance  1.   2.   3.    

 (AM) Nurse  Name:………………………………………………………………………….Signature:……………………………   (PM) Nurse  Name:………………………………………………………………………….Signature:……………………………   (Night) Nurse  Name:………………………………………………………………………Signature:……………………………  
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Activities   Day 3  

Medication  ▪ Aspirin  ▪ Ticagrelor Clopidogrel  ▪ Prasugrel ▪ Beta blocker  ▪ Enoxprine/ Fondaparinux   ▪   (ACE) inhibitors/ (ARBs)  ▪ Statins ▪Nitrates  

Monitoring      Vital Signs every 4 hours (Blood Pressure, Heart Rate, Plus, Pain, SPO2) SPO2< 95 Give O2 via nasal  prong s/facemask            Assess arrhythmia              Glucose level          Intake and output (q8 hours)  

Investigation  ▪   Echocardiogram       ▪ ECG   ▪ Blood tests ( o Cardiac biomarker   o Troponin (Trop I/Trop T)    o Serum lipids o Glucose HBA1C o Electrolytes , urea and creatinine o Complete blood account    o Coagulation profile  

Mob iliz a t i o n  Bed rest  

D i e t  L o w   satur a t e d   f a t.  L o w   s alt (Low sugar if Patient DM)  

E du c a t i o n  D isc u ss p a tien t /   f a m ily   1.   Risk Fac t o r High cholesterol levels, High blood pressure (hypertensio n), Smoking., Diabetes, Age, Family  history of chest pain, heart disease, or stroke, Lack of exercise.   2.   Smoki n g   ces s ati o n    Instruct patient:   o   Make your home smoke - free.   o   Never have "just one" cigarette.   o   On a card, make a list of your reasons for not smoking.    o   Ask someone at home or work to help you with your plan to quit smoking.   o   Have something planned after you eat or have a cup of coffee. Take a walk or get other exercise to perk  you up. This will help to keep you from overeating.   o   Try a relaxation exercise t o calm you down and decrease your stress.   o   Find new activities to keep your hands busy. Play with a pen, coin, or rubber band.   o   Brush your teeth right after eating. This will help cut down the craving for the taste of tobacco after  meals. You can try mouthwa sh too.   o   Try gum, breath mints, or diet candy to keep something in your mouth.   3.   D iet   M a n a g e m ent:    o   Eat five servings of fruit and vegetables each day (400 - 500 grams daily)   o   Avoid salt and salty food   o   Eat more fiber   o   Eat at least two servings of oily fish a week    o   Limit alcohol   

Variance  1.   2.   3.   

 (AM) Nurse  Name:………………………………………………………………………….Signature:……………………………   (PM) Nurse  Name:………………………………………………………………………….Signature:……………………………   (Night) Nurse  Name:………………………………………………………………………Signature:……………………………  
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Activi ties   Day 4 - 5  

Medication  ▪ Aspirin  ▪ Ticagrelor Clopidogrel  ▪ Prasugrel ▪ Beta blocker  ▪ Enoxprine/ Fondaparinux   ▪   (ACE) inhibitors/ (ARBs)  ▪ Statins ▪Nitrates  

Monitoring      Vital Signs every 4 hours (Blood Pressure, Heart Rate, Plus, Pain, SPO2) SPO2<  95 Give O2 via nasal  prongs/facemask            Assess arrhythmia              Glucose level          Intake and output (q8 hours)  

Mob iliz a t i o n  Bed to side  

D i e t  Low saturated fat, Low salt. ( low sugar if patient DM)  

E du c a t i o n  Discuss patient/ family   1.   Blood pr essure control   •   Lifestyle changes   o   Control weight.   o   Avoid smoking.   o   Stay physically active.   o   Reduce the amount of salt diet.   o   Reduce stress.   o   Control any chronic conditions, such as high cholesterol or diabetes.   o   Reduce your alcohol intake.   •   Medicines   Several medic ines (antihypertensive medicines) are available, if needed, to bring blood pressure within a  normal range.   2.   Teach signs and symptoms to notify MD   3.   Discuss lifestyle changes   4.   Referral Patient to stop smoking clinical (if Patient smoking)   5.   Medication instruction s   6.   Discharge instructions  

Variance  1.   2.   3.  

 (AM) Nurse Name:………………………………………………………Signature:…………………………   (PM) Nurse Name:………………………………………………………Signature:…………………………   (Night) Nurse Name:…………………………………………………… Signature:……………………………  
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Activities  Day 2      

Medication  ▪ Aspirin  ▪   Ticagrelor Clopidogrel   ▪   Prasugrel  ▪   Beta blocker   ▪   Enoxprine/ Fondaparinux   

 ▪   (ACE) inhibitors/ (ARBs)   ▪   Statins  ▪ Nitrates    

Monitoring  ▪   Assess Vital Signs  2 hour   (Blood Pressure, Heart Rate, Plus, Pain, SPO2) SPO2< 95 Give O2 via nasal  

 prongs/facemask     

 ▪   assess arrhythmia  ▪   Blood Glucose level  ▪   Intake and output (q8 hours)   

investigation  ▪   Echocardiogram  ▪   ECG   ▪   Blood tests ( o Cardiac biomarker  o Troponin (Trop I/Trop T)   

 o Serum lipids o Glucose HBA1C o Electrolytes, urea and creatinine o Complete blood account   

 o Coagulation profile     

Chest Pain  •  Monitor level of consciousness, vital signs, cardiac rate and rhythm, and oxygen saturation every 5  

Management   minutes until stable condition, every 30 minutes past three hours (and as need)   

 •  Assess and document of the patient’ s chest pain hourly during episodes   

 •  Asses ECG if no change :    

 o  Administer O2 per nasal 2 to 4L/min if SPO2 < 95   

 o  Give nitroglycerin IV (monitoring Blood pressure)   

 o  Morphine Sulfate 2 - 5 mg if pain not relieved by nitroglycerin (watch hypoten sion and respiratory  

  depression)     

 o  Maintain a quiet environment, Position patient in comfort level, Ensure maintained bed rest   

 o  Instruct patient to report any further episodes of chest pain   

 o  Clear liquids until pain free    

 If ECG change inform physicians .    

Post PCI   Post radial PCI:    

Observation  1.  Dressing can be removed after 24 hours. Subsequently leave open to air.   

 2.  If minor oozing occurs late, apply a band - aid.    

 3.  No lifting greater than 5 lbs. with affected arm for 7 days.   

 4.  If late, severe bleeding occurs, hold manual pressure proximal to skin puncture site and call for medical assistance:  

  thumb te chnique is taking opposite thumb and placing it lengthwise over the puncture site, holding firm pressure  

  against bone.     

     

Mobilization  Bed to side     

      

Diet  Low saturated fat. Low salt (Low sugar if Patient DM)   

Education  Stress Managem ent,  Instruct Patient to:  1.sit quietly in comfortable position   2.close your eyes  3.Relax all  

 your muscle  4.Breathe through your nose. As you breathe out, say one silently to yourself. 5.Continue this  

 process for about 20min 6. Do not worry whether you are achieving deep relaxation.   

Variance  1.      

 2.      

 3.      

   

 (AM) Nurse Name:………………………………………….Signature:……………………………   

 (PM) Nurse Name:…………………………………………Signature:……………………………   

 (Night) Nurse  Name:………………………………………Signature:……………………………   
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Activities  Day 3       

   

Medication  ▪ Aspirin  ▪   Ticagrelor Clopidogrel   ▪   Prasugrel  ▪   Beta blocker   ▪   Enoxprine/ Fondaparinux   

 ▪   (ACE) inhibitors/ (ARBs)   ▪   Statins  ▪ Nitrates    

   

Monitoring  •  Vital Signs every 4 hours (Blood Pressure, Heart Rate, Plus, Pain, SPO2) SPO2< 95 Give O2 via nasal   

  prongs/facemask      

 •  Assess arrhythmia  Glucose level  Intake and output (q8 hours)   

Investigation  ▪   Echocardiogram  ▪   ECG  ▪   Blood tests ( o Cardiac biomarker  o Troponin (Trop I/Trop T)   

 o Serum lipids o Glucose HBA1C o Electrolytes, urea and creatinine o Complete blood account   

     

Mobilization  Bed Ambulate in room     

   

Diet  Low saturated fat. Low salt (Low sugar if Patient DM)   

Education  Discuss patient/ family     

 1.    Risk Factor High cholesterol levels, High blood pressure (hypertension), Smoking., Diabetes, Age,   

  Family history of chest pain, heart disease, or stroke, Lack of exercise.   

 2.  Smoking cessation     

 Instruct patient:      

  o  Make your home smoke - free.    

  o  Never have "just one" cigarette.    

  o  On a card, make a list of your rea sons for not smoking.   

  o  Ask someone at home or work to help you with your plan to quit smoking.   

  o  Have something planned after you eat or have a cup of coffee. Take a walk or get other exercise to   

  perk you up. Th is will help to keep you from overeating.   

  o  Try a relaxation exercise to calm you down and decrease your stress.   

  o  Find new activities to keep your hands busy. Play with a pen, coin, or rubber band.   

  o  Brush you r teeth right after eating. This will help cut down the craving for the taste of tobacco after   

  meals. You can try mouthwash too.    

  o  Try gum, breath mints, or diet candy to keep something in your mouth.   

 3.  Diet Management:     

  o   Eat five ser vings of fruit and vegetables each day (400 - 500 grams daily)   

  o   Avoid salt and salty food    

  o  Eat more fiber     

  o   Eat at least two servings of oily fish a week   

  o  Limit alcohol     

Variance  1.        

 2.        

 3.        

   

 (AM) Nurse Name:………………………………………………….Signature:……………………………   

   

 (PM) Nurse Name:…………………………………………………Signature:……………………………   

 (Night) Nurse Name:…………………………………………………Signature:……………………………   
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Activities  Day 4 - 5     

  

Medication  ▪ Aspirin  ▪   Ticagrelor Clopidogrel   ▪   Prasugrel  ▪   Beta blocker   ▪   Enoxprine/ Fondaparinux  

 ▪   (ACE) inhibitors/ (ARBs)   ▪   Statins  ▪ Nitrates   

  

Monitoring  •    Vital Signs every 4 hours (Blood Pressure, Heart Rate, Plus, Pain, SPO2) SPO2< 95 Give O2 via nasal  

 prongs/facemask    

 •   Assess arrhythmia  Glucose level  Intake and output (q8 hours)  

Mobilization  Ambulate in Hall    

  

Diet  Low saturated fat, Low salt. ( low sugar if patient DM)  

Education   Discuss patient/ family    

 1.  Blood pressure control   

 •  Lifestyle changes    

  o  Control weight.   

  o  Avoid smoking.   

  o  Stay physically active.   

  o   Reduce the amount of salt diet.   

  o  Reduce stress.    

  o   Control any chronic conditions, such as high cholesterol or diabetes.  

  o   Reduce your alcohol intake.   

 •  Medicines    

  Several medicines (antihypertensive medicines) are available, if needed, to bring blood pressure within a  

  normal range.    

 2.  Teach signs and symptoms to notify MD   

 3.  Discuss lifestyle changes   

 4.  Referral Patient to stop smoking clinical (if Patient smoking)  

 5.  Medication instructions   

 6.  Discharge instructions   

   

Variance  1.      

 2.      

 3.      

  

 (AM) Nurse Name:………………………………………………………Signature:…………………………  

 (PM) Nurse Name:…………………………………… …………………Signature:…………………………  

 (Night) Nurse Name:…………………………………………………… Signature:……………………………  
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Activities   Day 1  

Medication   ▪ Aspirin  ▪ Ticagrelor Clopidogrel  ▪ Prasugrel ▪ Beta blocker  ▪ Enoxprine/ Fondaparinux   ▪   (ACE) inhibitors/ (ARBs)  ▪ Statins ▪Nitrates    

Monitoring   ▪   Assess Vital Signs hourly (Blood Pressure, Heart Rate, Plus, Pain, SPO2 ) SPO2< 95 Give O2 via nasal  prongs/facemask       ▪   assess arrhythmia     ▪ Blood Glucose level           ▪ Intake and output (q8 hours)  

investigation   ▪   Echocardiogram       ▪ ECG   ▪ Blood tests ( o Cardiac biomarker       o  Troponin (Trop I/Trop T)    o Serum   lipids o Glucose HBA1C o Electrolytes, urea and creatinine o Complete blood account    o Coagulation profile  

Chest Pain  Management        Monitor level of consciousness, vital signs, cardiac rate and rhythm, and oxygen saturation every 5  minutes   until stable co ndition ,  every  30 minutes past three hours (and as need)      Assess and document of the patient’s chest pain   hourly during episodes      Asses ECG if no change :   o   Administer O2 per nasal 2 to 4L/min   if  SPO2 < 95   o   Give nitroglycerin IV (monitoring Blood pressure)   o   Morp hine Sulfate 2 - 5 mg if pain not relieved by nitroglycerin (watch hypotension and respiratory  depression)   o   Maintain a quiet environment, Position patient in comfort level, Ensure maintained bed rest   o   Instruct patient to report any further episodes of chest pa in   o   Clear liquids until pain free      If ECG change inform physicians .  

Post  Thrombolyti c   Observation      Assess vital signs, distal pulses muscle weakness, headache   hourly      Assessing Vital Neurological Sign hourly      Avoid any IM injections for 24 hours       Assess punct ure sites for bleeding. Treat minor bleeding by apply direct pressure.       Assess body fluids, including urine, vomitus, and feces, for evidence of bleeding; frequently assess for  changes in level of consciousness and manifestations of increased intracranial  pressure, which may  indicate intracranial bleeding.      Notify Physician for signs of bleeding  

Mobilization   Bed rest    

Diet   Soft diet  

Education      Explain all procedures, routines and equipment      Teach patient to avoid valsalva      Instruct patient about signs and   symptoms to report to nurse You have profuse sweating without cause.  You have unexplained: Heartburn or indigestion, Shortness of breath or difficulty breathing, Nausea or  vomiting, Fatigue, Feelings of nervousness or anxiety, Weakness, Diarrhea, You have   sudden light - headedness or dizziness.  

Variance  1.   2.   3.    

 (AM)  Nurse  Name:………………………………………………………………………….Signature:………………………… …   (PM)  Nurse  Name:………………………………………………………………………….Signature:………………………… …   (Night)  Nurse  Name:………………………………………………………………………Signature:…………… ………………  

Thrombolytic care pathway Indication :   □  ST elevation Myocardial    □    Post thrombolytic     □   Stable condition  

Patient Name:   Age:   Gender:    

STEMI Post Thrombolytic Care Pathway      Patient keep in this pathway:  □ Yes  □ No  …………………….  

Care pathways   never replace clinical judgement.   Care outl ined in this pathway must be altered if it is not clinically appropriate for the individual patient.  


