CASE SERIES OF PRE-HOSPITAL ACTIVATION OF STEMI PATHWAY IN A
PRIMARY PERCUTANEOUS CORONARY INTERVENTION CAPABLE CENTER
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capabilities and is part of a regional STEMI| Network. In 2019, F;::S

IUN engaged First Ambulance Services (FAS) that provides on- Q -3
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arrival, thus reducing time to treatment. '
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age of 46 to 60 with chest pain (CP) who were diagnosed with
acute STEMI from ECGs performed in the pre-hospital setting
and sent directly to IUN. 1 case was referred from a non-PClI
capable hospital ambulance. Time from chest pain onset to First
Medical Contact with ambulance services and ECG
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RESULTS Pre-hospital ECG to Balloon (EZB) time ranged Figure1:Modes of presentation, ischaemia tirhé&fIOwéhartforreperfusion strategy
from 68 to 100 minutes with an average of 88 minutes. Door to
Balloon (D2B) time ranged from 52 to 75 minutes with an
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DISCUSSION

pre-hospital setting, the ambulance system plays a crucial role ' vs
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Management patients presenting with STEMI recommends the CASE 3

maximum time from STEMI diagnosis to wire crossing (E2B) in

transferred patients is within 90 minutes. In our case series, the — "~ 7

E2B time was an average of 88 minutes with 100% survival to ’ | I : .,
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CONCLUSION Pre-hospital diagnosis of STEMI has the ~ ~ 7 oo oo m e

potential to reduce treatment delays and improve outcomes for ] CASE 4
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