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DISORDER/DISEASE PROCESs Myocardial Infarction (MI)

Alterations in
Health (Diagnosis)

-Shortness of breath

Pathophysiology Related
to Client Problem

An abrupt interruption of oxygen to the heart muscle produces myocardial ischemia.
Ischemia can lead to tissue necrosis (infarction) if blood supply and oxygen are not
restored. Ischemia is reversible. An infarction results in permanent damage. When the

er
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Health Promotion and
Disease Prevention

-Maintain an exercise routine to remain physically active. Consult with a provider
before starting any exercise regimen.

-Chest pain that radiates to the jaw
-Nausea
-Excruciating headache

ASSESSMENT

Risk Factors

Male sex or clients, ethnic sedentary lifestyle, hypertension, tobacco use,
hyperlipidemia, obesity, excessive alcohol consumption, metabolic disorders (DM, hyperthyroidism),
methamphetamine or cocaine use, stress (with uneffective coping skills), an increased risk of CAD exist
for older adult clients who are physically inactive, have one or more chronic diseases (HTN, HF, & DM), or
have lfestyle habits (smoking and diet) that contribute to atherosclerosis, atherosclerotic changes related
to aging predispose the heart to poor blood perfusion and oxygen delivery, incidence of cardiac disease
increases with age, especially in the presence of HTN, DM, hypercholesterolemia, elevated
homocysteine, and highly sensitive CRP.

Laboratory Tests

-Myoglobin: earliest marker of injury to cardiac or skeletal muscle.
Levels no longer evident after 24 hr.

-Creatine kinase-MB: peaks around 24 hr after onset of chest pain.
Levels no longer evident after 3 days.

-Troponin | or T: any positive value indicates damage to cardiac tissue
and should be reported.

-Troponin I: Levels no longer evident after 7 to 19 days.

-Troponin T: Levels no longer evident after 10 to 14 days.

PATIENT-CENTERED CARE

Nursing Care

~Monitor VS Q5 mins until stable, then Q1 hr, ECG, continuous cardiac
monitoring, location, precipitating factors, severity, quality, and duration of
pain, hourly urine output (>30mL/hr = renal perfusion), lab (Cardiac enzymes,
electrolytes, ABGS)

-Administer 02 (2-4 Limin).

-Obtain and maintain IV access.

-Promote energy

Cluster nursing int

cardiac muscle suffers ischemic injury, cardiac enzymes are released into the blood
stream, providing specific markers of MI.

Medications

-Vasodilators
-Analgesics
-Beta-blockers
-Thrombolytic
agents

diet restrictions.

-Promote smoking cessation.

Expected Findings

Anxiety, feeling of impending doom, chest pain: substernal or
precordial (can radiate down the shoulder or arm, or present as jaw
pain, can be described as a crushing or aching pressure), nausea,
dizziness, females can experience atypical angina, which is
characterized by pain between the shoulders, ache in the jaw, or
sensation of choking with exertion, pallor, cool, and clammy skin,
tachycardia and heart palpations, tachypnea and shortness of breath,
diaphoresis, vomiting, decreased LOC.

Diagnostic Procedures

~Transthoracic echocardiography: use to diagnose valve disorders and cardiomyopathy; evaluate the
size, shapre and motion of teh structure of the heart; and measure the ejection fraction
~Transesophageal Echocardiography: provides clearer ultrsonic images, because the waves pass
through less tissue. A small transducer is passed through the mouth and into the esophagus to provide
images of the heart.

-Hemodynamic monitoring: special indwelling catheters, which provide information about blood volume
and perfusion, fluid status, and how well the heart is pumping.

-Angiography: cardiac catherization, is an invasive diagnostic procedure used to evaluate the presence
and degree of coronary artery blockage.

-Vascular access: VAD is by the i of the

minimize the number of catheter insertions and teh risk for adverse reactions.
~Electrocardiogram (ECG): recording of electrical activity of the heart over time.

-Stress test: exercise electrocardiography. Client tolerance of activity is tested using a treadmill, bicycle,
or medication to evaluate response to increased heart rate.

therapy. The goal is to

Client Education

~Cardiac rehabilitation should be consulted for a specific exercise program
related to the heart.

-Nutritional services, such as a dietitian, can be consulted for diet modification
or weight management.

-Monitor and report findings of infection (fever, incisional drainage, redness).
-Avoid straining, strenuous exercise, or emotional stress when possible
-Regarding response to chest pain: follow instructions on use of sublingual
nitroglycerin.

~Consider smoking cessation, if applicable.

-Remain active and to exercise regularly.

-Antiplatelet

agents
-Anticoagulants
-Glycoprotein
IB/IA
Inhibitors

Therapeutic Procedures

-Percutaneous
transluminal coronary
angioplasty (PTCA)
-Bypass graft (CABG)
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Interprofessional Care

-Pain management services can be consulted if
pain persists or is uncontrolled.

-Cardiac rehabilitation care can be consulted if the
client has prolonged weakness and needs
assistance with increasing level of activity.
-Nutritional services can be consulted for diet
modification to promote food choices low in sodium
and saturated fat.

-Have cholesterol level and blood pressure checked regularly.
~Consume a diet low in saturated fats and sodium. Consult with a provider regarding

SAFETY
CONSIDERATIONS

-Beta-blockers can
cause bradycardia
and hypotension. Hold
the medication if the
apical pulse rate is
less than 60bpm, and
notify the provider.

-If angina is not
relieved by rest or
nitroglycerin, notify the
provider immediately.
-Nitroglycerin taken
with antihypertensives
can increase risk of
hypotensive effects.

Complications

-Acute MI: complication of
angina not relieved by rest
or nitroglycerin.

-Heart Failure/cardiogenic
shock: injury to the left
ventricle can lead to
decreased cardiac output
and heart failure.
-Ischemic mitral
regurgitation: development
of a new cardiac murmur.
-Ventricular
aneurysms/rupture: d/t
necrosis from MI.
-Dysrhythmias: an inferior
wall Ml can lead to an injury
to the AV node, resulting in
bradycardia and
second-degree AV heart
block.
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