
Hot Topics in 
Cardiac Arrest 

Should the patient go 

To the Cath Lab ? 









Tim Russert 1950-2008 
Host of NBC’s “Meet the Press” 

 

 

Sudden Cardiac Arrest  : Autopsy showed plaque rupture in his LAD 

 ( per LA Times, June 23, 2008 ) 



James Gandolfini 1961 – 2013 
“ Sopranos “ Actor Dies of SCA 

 
Sudden Cardiac Arrest  : Autopsy showed Actor died of a MI 



North Carolina Sudden Cardiac 
Arrest ( SCA ) Data 

5-8,000 Cases per year 

35 % obtain ROSC (Return of Spontaneous Circulation) 

20 % reach Emergency Room 

11 % admitted to Hospital 

< 5 % survive to discharge 



ST Elevation 
Myocardial Infarction 

Approach 
 

“ STEMI ” 



STEMI and Sudden Cardiac Arrest 

Co-Incidence not coincidence 

 

Often seen in approx. 60 % of cases 



Paris PROCAT Registry 
( Dumas et al, 2010 Circulation Intv 3:200 ) 

 Single center experience, 2003-2008 

714 patients with BOTH 

OHCA = out-of-hospital cardiac arrest 

ROSC = return of spontaneous circulation 

60% with presumed “primary” cardiac arrest 

40% with “secondary” cardiac arrest 

Drowning, CNS, Overdose, Trauma, 
Respiratory 

 



Paris PROCAT 
60% went to the Cath Lab 

31% of Post-ROSC 

EKG were STEMI ( + ) 

• 96% had one coronary 
stenosis > 50% 

 

• 74 % had successful PCI 

69% of Post-ROSC 

EKG were STEMI ( - ) 

• 58% had one coronary 
stenosis > 50% 

 

• 25 % had successful PCI 



Multivariable logistic regression analysis of early predictors of survival in patients with OHCA 

without obvious extracardiac causes.  

Dumas F et al. Circ Cardiovasc Interv 2010;3:200-207 

Copyright © American Heart Association 



Better Prognostic Signs 

Time from collapse to BLS < 5 minutes 

Time from BLS to ROSC < 15 minutes 

Non-Diabetic 

Age < 59 y/o 

Initial Arrest Rhythm Not Astyole / PEA 

Presence of ST Elevation 

Successful PCI 

 

 

 

 



Invasive Cath Approach warranted 
in Sudden Cardiac Arrest for; 

STEMI, New LBBB, Suspected MI as causative of SCA 
 
 

Studies suggesting Invasive approach consideration for all 
independent of post SCA Neuro Status, but appropriate use criteria, 
hazard adjustment of 19 times higher mortality and 45 % patients do 

not make it to discharge alive 



Options for Transport of Patients With STEMI and 
Initial Reperfusion Treatment 

EMS Transport 

Onset of 
symptoms of 

STEMI 

9-1-1 
EMS 

Dispatch 

EMS on-scene 
• Encourage 12-lead ECGs. 
• Consider prehospital fibrinolytic if 

capable and EMS-to-needle within 30 
min. 

GOALS 

PCI 
capable 

Not PCI 
capable 

Hospital fibrinolysis:   

Door-to-Needle  

within 30 min. 

Inter-
Hospital 
Transfer 

Golden Hour = first 60 min. Total ischemic time: within 120 min. 

Patient EMS Prehospital fibrinolysis 
EMS-to-needle 
within 30 min. 

EMS transport 
EMS-to-balloon within 90 min. 

Patient self-transport  
Hospital door-to-balloon  

within 90 min. 
Dispatch 

1 min. 

5  
min. 

8  
min. 



Time is Therapy for Code STEMIs 

• The sooner you identify a STEMI the sooner the 
hospital can be alerted. 

 

• Ideally, the activation can occur in the field for EMS. 

 

• This is especially important on nights, weekends, 
holidays to allow time for cath lab activation of 
personnel from home 

 

• The concept is parallel processing 

 

 

 

 



Increase Mortality by 1 % every 10 
minutes 



When to perform EKG ? 

With the FIRST set of vitals and before Oxygen and 
Nitroglycerin ( Unless in Respiratory Distress ) 

 

Ideally, the 12 Lead EKG should be captured within 5 
minutes of making patient contact ( the “at patient 

time” ). 



Where to perform EKG ? 

Do this As Soon As Possible 

 

On the scene, prior to relocating the patient to the 
ambulance, as feasible. 







The 3 Lead EKG Looks Good…. 





The 12 Lead EKG can wait until she 
is loaded into the Ambulance…right ? 





Wrong 
 
 

You would have missed an Acute 
Anteroseptal STEMI 



The Old Concept : 

Put the patient on the 
monitor 



The New Concept 

Get a 12 Lead EKG on the 
patient FIRST 



STEMI recognition 

Defined as 1mm ST segment elevation in 2 
consecutive limb leads or 

2 mm ST segment elevation in 2 consecutive 
precordial leads 

Must be present in anatomically contiguous 
leads 

Confounders: RBBB, LBBB, Repolarization, 
Ventricular Paced Rhythm, mimickers 



Reciprocal changes 

Makes STE more likely to represent AMI 

Stems from reflection of ischemia or infarction 
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ST elevation in Anterior Leads V3 & V4 

 

 

 

 

 

 

 


























