Implementing a 12-lead Program
Copyright 2002, Tom Bouthillet, all rights reserved

All over the country, EMS systems are making the transition to 12-leads. They’re
purchasing Lifepak 12’s, ZOLL M Series, or other 12-lead monitors, and bringing in
experts like Gary Denton, Tim Phalen, Cindy Tait, Bob Page, et al. to take their
paramedics to the next level of emergency cardiac care.[1]
Ask almost any organization about their 12-lead program, and they'll tell you a story
about a patient who presented to EMS with chest discomfort, received a pre-hospital 12lead ECG, was fast tracked to the cath lab or thrombolytic therapy in the emergency
department, and had a wonderful outcome. They might show you the before and after 12leads, or even the before and after angiograms. When we see this, we can't help but be
impressed. After all, we got into EMS to make a difference. A case like this restores our
faith in the EMS system, and it makes us look good in the eyes of the community.
But are stories like this a fair representation of our 12-lead programs? Oftentimes, on
closer inspection, we find out that one of the best paramedics was working that day.
Everyone's favorite emergency physician was on duty. The cath team had just finished an
elective procedure and the cardiologist was sitting in the emergency department when the
patient rolled through the door. Did the 12-lead program make the difference, or were the
stars in perfect alignment? It takes a lot of courage to answer this question honestly. It's
so much safer, and so much more gratifying to pat ourselves on the back. In our quest to
look good for our chiefs and City Hall, it's all too easy to lose sight of the reason we
exist, which is to improve patient outcomes consistently. This requires an ongoing
commitment to quality improvement. This is no time to rest on our laurels. We've come a
long way, but there's still a long way to go.
Since I first started teaching Acute Coronary Syndromes and 12-lead ECG's in April of
2000, I've been talking to people all over the country about their 12-lead programs. I find
it interesting that I hear the same story almost everywhere I go. The hospital isn't
listening to EMS. It seems like everyone thinks that their organization is falling behind,
and EMS must be more progressive elsewhere in the country. In every case, the
breakdown seems to happen between EMS and the receiving hospital. Why should this be
true all over the country? What are we doing wrong? I've come to the conclusion that a
12-lead program, in order to be successful, will necessarily contain four main
components. They are education, consensus building, process development, and
feedback.
1.) Education. Paramedics need to be taught to acquire, interpret, and transmit a 12-lead
ECG. They should also receive advanced training in the management of acute coronary
syndromes, so they fully understand why they are performing a 12-lead in the prehospital environment. It's a good idea to include the doctors and nurses. The goal here is
build a team. Get everyone on the same page whenever you can. It might be worth your
while to bring in an expert for the initial training. After that, it will be up to your Medical
Control Physician and EMS training officer to maintain, and ideally increase, everyone’s
level of understanding. The most important thing is to make sure the skills don't erode.[2]

2.) Consensus Building. Identify all of the key stakeholders in the process. You will need
the support of your Medical Control Physician, EMS administrator, EMS training officer,
forms control officer, the director of the emergency department, emergency physicians,
emergency nurses, paramedics and EMTs. Keep in mind that this is not an all-inclusive
list. It might be wise to include the unit secretaries at the emergency department,
especially if they are in charge of the fax machine. It's always helpful to include the
cardiologists at the hospital. They remember the "time is muscle" mantra when everyone
else seems to forget. In short, you want to cover all of the bases. The importance of this
cannot be overemphasized. If you fail to include any one of these "buying influences",
there is a possibility that they will confound the process.[3]
The Medical Control Physician is your best asset for communicating with the physicians
at the hospital. In the corporate world, this is known as "like rank" selling.[4] Depending
on your organizational structure, your administrator may be the only one who can bridge
the gap between training and operations in the event that a power struggle ensues. The
EMS training officer will have to believe in the project in order to devote the necessary
time and effort to educate the line personnel.
3.) Process Development. Interestingly, teaching paramedics to interpret a 12-lead ECG
is the easiest part of establishing a 12-lead program.[5] The hardest part is convincing your
paramedics that it's worth their while. Too many times they've been ignored on the radio,
denied orders for Morphine, or had their ECGs thrown on the little silver table next to the
patient's bed in the ER, never to be seen again. This all serves to build resentment
between paramedics and hospital personnel, or paramedics and the administrators who
fail to address the problem. The end result is a 12-lead program that doesn't work, or
worse, a demoralized workforce. None of this is conducive to quality patient care, and it's
totally avoidable. By carefully building consensus with all key stakeholders in advance,
you will become part of a dynamic process instead of an outsider looking in.
You can perform a 12-lead ECG with the first set of vital signs, fill out a chest pain
checklist, start an IV (or two), and execute your ACS protocol flawlessly, but it won’t
have the impact it should if it's not incorporated into existing clinical pathways in the
emergency department. Case in point: faxing a 12-lead to the emergency department
means nothing if no one's reading the 12-lead at the other end. It's not enough to purchase
12-lead monitors and throw them on the trucks. To have a real impact, we need to be
included in the emergency department's chest pain protocols. We need to make
recommendations, but we also need to listen.
The emergency physician has a very difficult and complex job. He needs to quickly and
accurately identify those patients at substantial risk, select the correct treatments and
medications, triage the patient to the correct unit in the hospital, and avoid unnecessary
admissions to ICU/CCU, while being careful not to send a patient with ACS home to
die.[6-8] Oftentimes in our quest to increase our own scope of practice, we fail to fully
appreciate the burden of this responsibility. Some EMS systems have even gone so far as
to abandon the idea of a 12-lead program after failing to win the necessary support to
administer pre-hospital thrombolytics. It’s unfortunate that some of us in EMS are so
shortsighted.

The pre-hospital administration of thrombolytic therapy, especially in areas with
reasonable transport times, is debatable.[9-13] Thrombolytic therapy requires an extensive
review of contraindications[13] and there are still a significant number of patients who
experience serious complications.[14] In spite of this, a pre-hospital 12-lead ECG has been
shown to significantly reduce door to treatment intervals[15,16] and was recently classified
as a Class I intervention by the AHA.[17] Eventually, medical science will probably come
up with the "magic bullet" for patients experiencing an acute heart attack; a therapy or
combination of therapies that will dissolve an acute thrombosis while creating a
minimum of undesirable side effects.[18] When they find it, those EMS services with a
functional 12-lead program in place will be the first to implement these treatments in the
pre-hospital setting. Those without will be rushing to catch up.
4.) Feedback. It's absolutely imperative that you create mechanisms to monitor the
progress of your program. This may take the form of direct feedback from stakeholders,
forms review, retrospective analysis of ACS patients,[19] case studies, and other quality
improvement mechanisms.[20] The thing to remember is that there will be problems that
need to be addressed. New processes tend to be fragile, and you need to be very vigilant
in the first weeks of implementation. If your 12-lead program starts out on the wrong
foot, and you're not there to correct the problems, your personnel will read you loud and
clear. This isn't something you're serious about.
This is the best chance EMS has ever had to bridge the gap between what we do in the
pre-hospital setting, and what they do inside the hospital. This is our chance to foster a
team approach to patient care, reduce duplication of effort, optimize resource allocation,
and improve patient outcomes.[21] The benefits can go far beyond any individual patient.
They can be realized in terms of a noticeable improvement in the quality of care,
improved relationships between paramedics and nurses, and most importantly, increased
job satisfaction. It's up to us. We can continue to reinforce stereotypes, or we can take our
rightful place as respected members of the health care team. We have a blank slate to
write upon. It’s time to lead, follow, or get out of the way.
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