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Objectives 

 At the end of the lecture , participants should be able  
to demonstrate : 

– How to assess the collapsed victim. 

– How to perform chest compression and rescue breathing. 

– How to operate an Automated External Defibrillator safely. 

– How to place an unconscious breathing victim in the 
recovery position. 

 

  *  REFRENCES : AHA AND EUREPEAN RESUSCITATION     

       COUNCIL GUIDLINES 

Background 

 
• Survival to hospital discharge presently 

approximately 5-10% 
 

• Bystander CPR is a vital intervention before 
arrival of emergency services 
 

• Early resuscitation and prompt defibrillation 
(within 1-2 minutes) can result in >60% 
survival 

 

 

Chain Of Survival  

C-A-B  The three SSS’s: safety, shake, shout 

• Safety : Approach safely 

• Shake : Check response 

• Shout for help 

• 30 chest compressions 

• 2 rescue breaths 

 

 

Approach Safely! 

Scene 
 

Rescuer 
 

Victim 

 

Bystanders 

 

Check Response and Breathing 



Call For Help Check Carotid Pulses 

Start a High-Quality CPR  

• Start compression within 10 seconds of 

recognition of cardiac arrest . 

• Push Hard, Push Fast. 

• Allow complete chest recoil 

• Minimize interruption . 

• Give effective breaths that make the chest 

rise. 

• Avoid excessive ventilation .  

30 Chest Compressions 

Chest Compressions 

• Place the heel of one hand in 

the centre of the chest 

• Place other hand on top  

• Interlock fingers 

• Compress the chest 

– Rate 100 min-1 (100-120 ) 

– Depth 5-6 cm 

– Equal compression : relaxation 

• When possible change CPR 

operator every 2 min 

 

2 Rescue Breaths 

Continue CPR for 2 min Defibrillation 

Attach AED 

Follow voice prompts 



Switch on AED 

• Some AEDs will automatically switch themselves on 

when the lid is opened 

Attach Pads to Victim’s Bare Chest 

   Shock Indicated 

• Stand Clear 

• Deliver Shock 

Shock Delivered  OR No Shock Advised 

Follow AED Instructions 

       30          2 

Manual Defibrillation 150 J If the victim starts to breathe NORMALLY 

place him in the Recovery Position 



Questions 

 Summary 
Tachy and Brady arrhythmias

Emergency Lectures 

How to approach Tachy-arrhythmias
Can be supraventricular 

tachycardia,nodal tachycardia 

like AV tachycardia,and 

ventricular tachycardia 

Examples: sinus 

tachycardia,Multifocal Atrial 

Tachycardia (MAT)

Systolic less than 
90,diastolic than 60 

بالعادة رح يكونو جايين 

المرضى ب خفقان نغز 

تسارع وجع بالصدر و ممكن 

ضيق بالنفس

If less than 48 h then you can do cardio version 

(Rythm control) because mostly no thrombus 

formed

If more than 48 h or unknown presentation 

then don’t do cardio version,do TEU or give 

anticoagulation
So here we 
fix the rate 

not the 
rhythm ; give 
BB or CCB

Cardioversion is 2 types: 
electrical or by drugs 

which are amiodarone 
and procainamide so 
never give them to a 

stable arrhythmic patient 
with a presentation that is 
more than 48h except if 

he was already on 
warfarin or other anti 

coagulants …

هاد يا رح يكون sinus tachycardia و هون منعالج ال 

cause او Atrial flutter و علاجها نفس ال A fib  و ممكن 

 :paroxysmal SVT و هاي برضو بسموها AVNRT يكون

بهاي منبدا العلاج ب modified vulsalva maneuvers و 

adenosine ازا ما زبطت منعطي



Chest pain and Acute Coronary 

Syndrome 

Emergency Medicine lectures

The differential diagnosis of central chest pain other than Ischemic 

chest pain 

MI,PE &aortic dissection are the 

serious ones than should be 

excluded

Cardiac–type chest pain
Typical description of cardiac type chest pain 

Heart Score for major cardiac event 
هاد مش 

داخل و 

ما 

مانستخد

مه عشان 

نقرر ازا 

المريض 

يضل ولا 

يروح و 

هاد بس 

بحكي عن 

 riskال

 of

 cardiac

 event

 in the

 next 6

 weeks

Note:

The HEART score is a scoring system 

for patients presenting with chest pain 

at the emergency department.

With the HEART score it is immediately 

clear which patient is eligible for 

discharge without additional tests or 

emergency invasive procedures should 

be done .

Acute coronary

syndrome consists of : 

Unstable angina , 

NSTEMI and STEMI . It 

is part of Ischemic 

heart diseases that if 

left untreated it will 

lead to acute cardiac 

event and death. 

ACS 

Acute coronary syndrome consists of : Unstable angina , NSTEMI and STEMI 

Stable angina is part from Ischemic heart disease that is characterized by trivial central 

chest pain that last between 15-20 minutes , increased with exertion and relieved by rest 

or sublingual nitrates 

Troponin needs 4 to 6h 

to get elevated which 

means that pt can come 

with it still normal and 

not elevated yet.

We should do ECG 

within (10 mins) for 

any pt who presents 

to ER with chest pain, 

if we found STEMI we 

should send him to 

the Cath lab within 

(90 mins) from his 

arrival, if no cath lab 

in the hospital (pt 

should be sent to 

other hospitals cath 

lab within no more 

than (120 mins), if 

these time windows 

can’t be followed then 

we give the pt 

THROMBOLYTICS(st

reptokinase,Alteplase

) and these should be 

given within(1h) from 

the presentation



Pre/In-hospital management of 

suspected ACS 

Give the patient MONA 

M: Morphin (pain management)

O : oxygen according to BTS protocol 

N : Nitroglycerin for pain management 

A : Anti-platelets (Aspirin )

Anti-thrombin   

If we suspect ACS 

STEMI management

مونا صارت قديمة و اهم ٣ اشياء بتنعطى هي بس الnitrates و ال Anti platelets and anti coagulants, الباقي حسب الحاجة

If MI or typical unstable angina we give dual anti platelets therapy



STEMI ? Distribution of leads

Anterior STEMI Lateral MI

Inferior MI Posterior MI

Inferolateral STEMI. Posterior extension is suggested by:

Horizontal ST depression in V1-3

Tall, broad R waves (> 30ms) in V2-3

Dominant R wave (R/S ratio > 1) in V2

Upright T waves in V2-3

Posterior MI using posterior leads

Marked ST elevation in V7-9 with Q-wave formation confirms involvement of the 

posterior wall, making this an inferior-lateral-posterior STEMI (= big territory infarct!).

RV Wall MI



De Winter T Wave

Note:

The de Winter ECG pattern is an anterior STEMI equivalent that 

presents without obvious ST segment elevation.

Diagnostic Criteria : 

Tall, prominent, symmetric T waves in the precordial leads

Upsloping ST segment depression >1mm at the J-point in the precordial leads

Absence of ST elevation in the precordial leads

ST segment elevation (0.5mm-1mm) in aVR

“Normal” STEMI morphology may precede or follow the deWinter pattern

Wellens Syndrome

• Wellens syndrome is a pattern of deeply inverted or biphasic T 
waves in V2-3, which is highly specific for a critical stenosis of the 
left anterior descending artery (LAD).

• Patients may be pain free by the time the ECG is taken and have 
normally or minimally elevated cardiac enzymes; however, they are 
at extremely high risk for extensive anterior wall MI within the 
next few days to weeks.

• Due to the critical LAD stenosis, these patients usually require 
invasive therapy; do poorly with medical management; and may 
suffer MI or cardiac arrest if inappropriately stress tested.

If NSTEMI is suspected 



If NSTEMI is suspected 
Many scoring systems are used 

to stratify the risk of cardiac 

events like GRACE and TIMI 

scors

NSTEMI final managemant

 

الفكرة انه هدول الscores كلهم ما بقدرو يحكولي ازا اعمل admitton لللمريض ولا لا ،بس بتنبأو بال future risk تبعه 
اما بخصوص ازا نروح المرضى ولا ندخلهم ف هاد بعتمد ازا كانو واحد من تلت اشياء:
* ازا في STEMI او اي ECG changes
*ازا troponin positive
* و حتى لو ما عندو اي تغيرات لا عال 
ECG nor troponin but he has very classic chest pain that came with rest and not being relieved with nitrates




