Basic Life Support & Automated
External Defibrillation

a0,

CP

Dr. Ruba Al hamad

4
R

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
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Check Carotid Pulses
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* Give effective breaths that make the chest
rise.

* Avoid excessive ventilation .

Chest Compressions

(®) Place the heel of one hand in
the centre of the chest
———> Shedd
®  Place other hand on top u:‘m
® Interlock fingers hord
e Compress the chest
— Rate 100 min-1(100-120)
— Depth 5-6 cm
— Equal compression : relaxation
® When possible change CPR
operator every 2 min

Continue CPR for 2 min

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
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Adult Advanced Life Support

@2 Resuscitation Council (UK)

uestions

r—
iy

o I\

ing
Ensure rian qualty chest compressions. Uivasound imaging
Give oxygon

Uso wavero: on transtenrestment

(=) coronary angiograpny ana
percutaneous coronary

Gz aarenaind 2very 55 min [E) Exvacomorea crr

Give Amiodarane afer 3 shocks

Tachy and Brady arrhythmias

Emergency Lectures

indicated

Repeat every 2 minutes
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Chest pain and Acute Coronary
Syndrome

Emergency Medicine lectures

The differential diagnosis of central chest pain other than Ischemic

"M Types of Chest Pain

Musculo-skeletal

Oesophageal

B

Aortic dissection

Cardiac—type chest pain

Typical description of cardiac type chest pain

* Central * >15 minutes ‘ * Not sharp
« Radiati <24 hours « Not stabbing
. eral type * Ache
= bl * Burning
- ® Pressure

~» Not movement
or breathing
related

...Heart Score for major cardiac event

« Highly Suspicious
ol o Moderorely Susplcpu.s
« Slightly or Non-Suspicious

131 5
)""’T « Significant ST-Depression
oAl « Nonspecific Repolarization
Yy Judy « Normal
Fi&TE Age « 265years
o « >45-<65years
L‘_ * <45years

riskJ! Risk Factors | + 2 3 Risk Factors or History of CAD
« 1 or2Risk Factors
* No Risk Factors
G
Troponin « 23 x Normal Limit
event P
* >1-<3xNormal Limit
next6 * < Normal Limit * 0 points
e Risk Factors: DM, current or recent (<one month) smoker, HTN, HLP, family
history of CAD, & obesity
2.5% MACE over next 6 weeks - Discharge Home
20.3% MACE over next 6 weeks > Admit for Clinical Observation
72.7% MACE over next 6 weeks - Early Invasive Strategies

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 patientiis eligible for
discharge without additional tests or
emergency invasive procedures should
be done .

Acute Coronary Syndromes

STEMI NSTEMI

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.

Unstable

angina

ACS

@ STABLEANGINA' € ONSTABLEANGINA € NSTEMI O siemi
/ / /
b & =
TROPONINS Normal Normal Elevated Elevated
Troponin needs 4 to 6h

e to get elevated which
Acute coronary syndrome consists of : Unstable angina , NSTEMI and STEM)| Means that pt can come:
with it still normal and
not elevated yet.
Stable angina is part from Ischemic heart disease that is characterized by trivial centra
chest pain that last between 15-20 minutes , increased with exertion and relieved by rest
or sublingual nitrates

We should do ECG

\ ER with chest pain,|
should send him to
 the Cath lab within

(90 mins) from his
arival, it no cath lab

in the hospital (pt

should o

Acute C y

Admission —>

Working
diagnosis

- STT normal or jl"":mm
ECG —> persisten /T~ Bundetermined (" the presentation
ST-elevation f§ abnormalities ECG —

Bio-chemistry — troponin troponin
T rise / fall normal

v l l
a q Unstable
NSTEMI
piagnosis o, STEM! - anolna




BLE ANGINA |i%i

PATHOPHYSIOLOGY THROMBUS

CHEST PAIN SYMPTOMS
Ruptured plague with © White * Acute chest pain
non-oeclus
thrombus* « Platelet-rich * With activity and rest

Progressive mechanical * Red + “Crescendoing angina”
obstruction Chest pain worsens
Fibrin-rich over days to weeks.

Same pathophysiology

as stable angina, + Should not occur at rest

D ETAB Ak TH SR T et
UNSTABLE ANGINA = TROPON B ag,

Pre/In-hospital management of
suspected ACS

Give the patient MONA
M: Morphin (pain management)
O : oxygen according to BTS protocol R

it

If we suspect ACS

(DonGtreltinelyadministenoxygen but MonItoroXyEENSaturationusing pulse oximetry as soon as
possible, ideally before Only offer oxygen to:

@ people with oxygen saturation (SpOy) of [ESSHENPA% who arcfiGEAETISKORVPErcaphic)
(respiratory failure. aiming for Sp02—

® people Withehronicobstructivepulmonaryidisease who are at risk of hypercapnic respiratory
failure, to achieve a (afgetSPOFGABE=Y2%MNtil blood gas analysis is available.

1.2.4 Assessment in hospital for people with a suspected acute coronary syndrome -

1241 Take aresting @2SEEAIECGand a bioodisamplefGRIFGPONIN | or T measurement (see section 1.2.5) on
arrival in hospital.

1242 Carry out a physicalexaminationto determine:

@ haemodynamicstatus

® signsoficomplications. for example y oedema, shock and
@ signSOMNONECOTONANYICAUSESIO acute chest pain, such as aortic dissection.

1.2.4.3 Take a detailed clinical history unless a STEMI is confirmed from the resting 12-lead ECG (that is,
regional ST-seg; T pi n&« LBBB). Record:

the characteristics of the pain

other associated symptoms

any history of cardiovascular disease

any cardiovascular risk factors and

« details of previous or for similar of chest pain.
1.2.6 Making a diagnosis
1.2.5 Use of biochemical markers for diagnosis of an acute coronary syndrome 1261 Wh MI, use the universal dfiINORORVOCATAIANATATEHIon 2. This is (iEdetectiononrse)
N and/or fall GfCardiacbiomarkers (PreferabIyitroponin) with at least one value above the 99th percentile

1251 Takea blood sample fo-easurement oninitial assessment in hospital. These are the s

of the upper reference limit, together idence of ia with at least one of the

‘preferred biochemical markers to diagnose acute MI.
125.2 @akeasecondbloodsampleror troponin | or T measurement @ symptoms of ischaemia
e VPO @ ECGchanges of new ia (new ST-T changes or new LBBB)
. development of pathological Q wave changes in the ECG
(@ imaging evidence of new loss of viable my or new regional wall motion abnormality!%).
3

Anti-platelet and antithrombin
therapy

iplatelet

unless allergic)
300mg (unless very low risk)

Antithrombin

¢ Fondaparinux 2.5 mg sc
* (Unfractionated Reparinyif PCI within 24 hours
¢ Reduce dose if significant bleeding risk

¢ Monitor clotting to guide dose if significant
renal impairment (creatinine > 265 pumol/I)

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
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Inferolateral STEMI. Posterior extension
.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

‘v it
\,._r

i
|

Posterior Ml using posterior leads
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ith Q-wave formation confirms involvement of the
posterior wall,
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Repeat ECG of the same patient with V4R electrode position:
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* There is ST elevation in V4R consistent with RV infarction

oL

%
Example 1b fy

o X
9\/\;} De Winter T Wave

o dr e
‘WWWU\W

4

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

oo X
5;;. Wellens Syndrome
e

* 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 Ml 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 Ml or cardiac arrest if inappropriately stress tested.
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Wellens Syndrome (Type A Pattern)

« Biphasic precordial T waves with terminal negativity, most prominent in V2-3.
« Minor precordial ST elevation.
« Preserved R wave progression (R wave in V3 > 3mm)
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Wellens Syndrome (Type A Pattern)

« The biphasic T waves in V2-3 are characteristic of Wellens syndrome.
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Example 3
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Wellens Syndrome (Type B Pattern)

« There are deep, symmetrical T wave inversions throughout the anterolateral leads (V1-6, |, aVL).
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If NSTEMI is suspected

+ 3000 asthedagnois f unstaleanina o NSTEM s e ndapirnandanithrombin heray hve

(beenoffered, formally assessindividuabriskof futureadversecardiovasculareventsusing an established risk

scoring system that pred| ict.nortality (for example, Global Registry of Acute Cardiac Events
[GRACE]).




If NSTEMI is suspected

Many scoring syste?ns are used
to stratify the risk of cardiac
events like GRACE and TIMI
antithrombin O

therapy

Risk assessment (GRACE Score

Antiplatelet and

Heart Rate

Systolic Blood Pressure
Creatini
Assess 6-month reatinine

mortality
(GRACE score)

Heart failure
Cardiac arrest at presentation

Cardiac enzyme elevation

oa
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PCl or medical
therapy alone

ST deviation
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ECG nor troponir} but he has very classic chest pain that came with rest and not being relieved with nitrates . N STE M I fi n a I m a n a ge m a nt
TIMI UA/NSTEMI RISK SCORE

1) Age =65 1 point _

2) =3 risk factors for CAD 1 point ¢ Intermediate or higher risk

3) Use of ASA (last 7 days) 1 point e Ischaemia returns

4) Known CAD (prior stenosis =50%) 1 point * Ischaemia on stress testing

o srment doiaton o
a CONservative

6) ST-segment deviation 1 point

7) Elevated cardiac markers 1 point * Low risk
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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
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