DUNN MEMORIAL HOSPITAL

AMI PROTOCOL 


DATE: ____________
TIME: ____________


ORDERS:
1. Admit as an  Inpatient  to:  _______________________________________DX: AMI
         Allergies: ______________________________

         Advance Directive addressed:______________
         Cardiologist Consult:_____________________

2.    LABS/DIAGNOSTICS ON ADMISSION:   (Indicate with an X in the box)  
 FORMCHECKBOX 
  AMI Admission Tests: (CBC, CMP, PT, PTT, CXR, EKG, BNP, Chest Pain Triage, AMI Panel (8& 22 hour     

      Troponin, CK that reflexes to MB), D-Dimer, Magnesium, Hepatic Panel   

3.     AMI Medications: (Other meds – see below) 

               FORMCHECKBOX 
 Aspirin 81 mg x4 chewable on admission (if not received in ER)

               FORMCHECKBOX 
 Enteric Coated ASA 325 mg. p.o. daily (START A.M. AFTER ADMISSION)

               FORMCHECKBOX 
 Nitroglycerin: __________________________________________________________________________
               FORMCHECKBOX 
 ACE Inhibitor/ or Contraindication:___________________________________________________________ 
                                                                                   OR

         FORMCHECKBOX 
 Angiotensin Receptor Blockers/ or Contraindication: _____________________________________________

         FORMCHECKBOX 
 Beta Blocker/ or Contraindication: ___________________________________________________________     

         FORMCHECKBOX 
 Pharmacy Consult if contraindication of Ace Inhibitor or Beta Blocker

         FORMCHECKBOX 
 Antiplatelet agent: ________________________________________________________________________
         FORMCHECKBOX 
 Heparin Protocol-Medical
               FORMCHECKBOX 
 Lovenox :_______________________________________________________________________________
               FORMCHECKBOX 
  Colace 100 mg p.o. daily for constipation
                   FORMCHECKBOX 
  IV Fluids:______________________________________________________________________________


Additional Medications: _______________________________________________________________________________    
               ____________________________________________________________________________________________________

 FORMCHECKBOX 
  Morphine Sulfate 2 mg IV every hour prn if pain unresolved, may repeat but not to exceed 10 mg in 10  

      minutes. Notify MD if pain is not resolved.
              FORMCHECKBOX 
  Vistaril 50 mg p.o. qid prn. 

              FORMCHECKBOX 
  Restoril 15 mg p.o. HS prn sleep may repeat 1 time.

              FORMCHECKBOX 
  Tylenol 325mg 1-2 q4 hrs po prn. Tylenol 650 mg rectally q 4 hrs prn if unable to take p.o

 FORMCHECKBOX 
  Nitroglycerin  0.4mg SL prn chest pain, may repeat x2, 5 minutes apart.

              FORMCHECKBOX 
  Compazine 5-10 mg IV q 8h prn for nausea
              FORMCHECKBOX 
  Laxative of choice___________________________                                       
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LABS/DIAGNOSTICS FOR FOLLOWING DAY: (Fasting-Routine in AM of Day 2) 
        FORMCHECKBOX 
 EKG   
        FORMCHECKBOX 
 CMP    
        FORMCHECKBOX 
 Phosphorus 
        FORMCHECKBOX 
 CBC  
        FORMCHECKBOX 
 Lipid profile in the morning/fasting 12-14 hrs) 

        FORMCHECKBOX 
 hsCRP 
        FORMCHECKBOX 
 Uric Acid 
        FORMCHECKBOX 
 Other:_________________________________________________________________________________
      5. Stat EKG for unrelieved chest pain.
       6.   FORMCHECKBOX 
 Echocardiogram if not done in last 6 months Date:__________ EF:__________% 
Physician Signature:________________________________Date & Time:_____________________

Nurse/Unit Secretary Signature:_______________________Date & Time:_____________________
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Standards of Care

· Call Physician as needed per Physician Notification Policy 

· Stat EKG for unrelieved chest pain
· Initiate 2 IV access sites

· Initiate BLS and ACLS according to policy
     Advance Directive placed on chart

     Telemetry

· Keep HOB at 30 degrees unless contraindicated or specifically ordered otherwise/for   

         comfort
· Activity:  complete bedrest for first 24 hrs, activity as tolerated if no chest pain after 24 hrs

     Daily Weights 

     Accurate I&O 

     If foley, may dc as patient activity increases, call for sustained urine output < 0.5 ml/Kg/hour  

        x 2hours. Review need for Foley daily.
     Vital Signs every 1hr x 4hrs, then every 2hrs x 12hrs, then every 4hrs or more frequently as

        condition warrants.
· Diet: Heart Healthy until physician/dietician changes order, if diabetic-NCS 
· Dietitian Assessment

· Case Management Consult
· Home Health referral if applicable
     AMI Education Packet and documentation

     Inpatient Cardiac Rehab Consult

     Smoking Cessation Counseling, even if have quit smoking within the last year

     O2 Protocol

· Pharmacy Consult
· Pneumonia vaccine (if 65 years of age, > 5 yrs since last dose) 
· Between the ages of 2-64 years with concomitant disease states, or are in special living situations
· Pregnant patients with high risk pregnancies
· Flu vaccine (if has not had) October through February




      ____________________________________________________                             
Physician Signature
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