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Life Threatening conditions
in patient with chest pain

Acute coronary syndrome

Acute aortic dissection

©

Acute pulmonary embolism

Rupture esophagus

Tension pneumothorax

Acute pericarditis
& temponade



Characteristic of chest pain

Substernal, Sudden, severe, tearing,
Radiating to arm radiating to back
DOE, diaphoresis Unequal arm BP > 20 mmHg

Wide mediastinum

Sudden, pleuritic, dyspnea
Tachycardia, tachypnea
Hypoxia

Evidence of DVT

Hx of cancer



Characteristic of chest pain

Rupture esophagus

Severe, Sudden, sharp, pleuritic
increase with swallowing Decrease breath sound
Fever, abdominal pain And chest excursion
vomitting Hypoxia

Hx of endoscopy,
FB ingestion or trauma

Sudden, pleuritic

Better with sitting forward
Radiating to back
Hypotension




Focused
Physical examination

Focused
History taking

12-lead ECG within 10 mins
After first medical contact

ECG monitoring with defibrillator capacity is indicated
as soon as possible in all patients with suspected STE-ACS
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ACS : Typical chest pain

All of the 3 following

® Chest discomfort
Pain on exertion

Relieved with rest/nitrate

Atypical chest pain : have 2/3
Elderly, DM patients
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® |nferiorwall STE-ACS Posterior wall STE-ACS

Additional lead of EKG in STE-ACS




Maximum target time s

| Total ischaemic time I

| Patient delay ||I EMS delay | System delay |
FMC: EMS
‘ N— ,.QE_‘
-——O

X < 90 min
<10 min Primary
— <120 min —p PCI —= Reperfusion

strategy (Wire crossing)
STEMI
diagnosis Tiiié
to PCI?
1 0 min < 10 min

- = 120 min ——p FOMNONSIS o Ronerfision

strategy (Lytic bolus)
< 10 min F < 60 min
Prinary Reperfusion
— — PCI ) A
(Wire crossing)
strategy
FMC: PCI center STEMI
diagnosis
| Patient delay || System delay |

| Total ischemia time |

Rev Esp Cardiol. 2017;70:1039-45



00 o 77
I

Management

* Don’t forget patient’s chief complaint
* Reliveve symptoms
* Nitrate sublingual
e Titrated |V opioids to relieve pain
* Hypoxemia?
* Routine O,is not recommended in patients with
Sa0,>90%



Management -

* Anti-plateletloading
 ASA162-325 mg chew
« Potent P,Y,, inhibitor
* Prasugrel(10) 6 tabs oral
« Ticagrelor(90)2 tabs oral
« Clopidogrel(75)8 tabs oral

* Anti-coagulant loading (usually depend on interventionist)
- UFH
« 70-100 1U/kg IV bolus when
 Enoxaparin
 0.5mg/kg |V bolus
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Diagnosis

Abrupt onset of thoracic Mediastinal and/or aortic Variation in pulse and/or
or abdominal pain with Widening on CXR Blood pressure
Sharp, tearing character
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Management

* |V opiate analgesia
* Decrease aortic wall stress
* ControlHR
* |V b-blocker, nondihydropyridine CCB
 Target HR 60 bpm
* Control BP
e Target: near normal
* Refer
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Acute pulmonary embolism

e Clinical presentation
e Sudden dyspnea
e Acute chest pain
* Pre-syncope or syncope
 Hemoptysis

 Risk stratification
» Shock or hypotension = high risk

Refer




Life Threatening conditions
in patient with chest pain

Acute coronary syndrome Rupture esophagus

Acute aortic dissection Tension pneumothorax
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Acute pulmonary embolism Acute pericarditis
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Management

Needle thoracostomy
CD
Refer

Tube open to

atmosphere \

vents air v\

Tube from patient
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Tube to Tube open to
vacuum atmosphere
source vents air

Tube from patient

Straw under
20 cmH,0

Fluid
drainage
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Diagnosis

* Very high BP: >200/120 mmHg

* Associated with target organs damage

05

Large
arteries



Management : BP lowering

Clinical presentation
Malignant hypertension with or without

TMA or acute renal failure
Hypertensive encephalopathy

Acute ischaemic stroke and BP >220 mmHg
systolic or >120 mmHg diastolic

Acute ischaemic stroke with indication for
thrombolytic therapy and BP
>185 mmHg systolic or >110mmHg
diastolic

Acute haemorrhagic stroke and systolic BP
>180 mmHg

Acute coronary event

Acute cardiogenic pulmonary oedema
Acute aortic disease

Eclampsia and severe pre-eclampsia/HELLP

Time line and target BP

Several hours, MAP -20% to -25%
Immediate, MAP -20% to -25%
1h, MAP -15%

1h, MAP -15%

Immediate, systolic 130<BP
<180 mmHg
Immediate, systolic BP <140 mmHg

Immediate, systolic BP <140 mmHg

Immediate, systolic BP <120 mmHg
and heart rate <60 b.p.m.

Immediate, systolic BP < 160 mmHg
and diastolic BP <105 mmHg

e

I

1st line treatment

Labetalol
Nicardipine
Labetalol
MNicardipine
Labetalol
Nicardipine
Labetalol
Nicardipine

Labetalol

Nicardipine

Mitroglycerine

Labetalol

Mitroprusside or Nitroglycerine
(with loop diuretic)

Esmolol and Nitroprusside or
Nitroglycerine or Micardipine

Labetalol or Nicardipine and
Magnesium sulphate

Alternative

Nitroprusside
Urapidil
Nitroprusside

Nitroprusside

Nitroprusside

Urapidil
Urapidil
Urapidil (with loop

diuretic)
Labetalol or Metoprolol

BF, blood pressure; HELLP, haemolysis, elevated liver enzymes and low platelets; TMA, thrembetic microangiopathy.
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Tachycardia & Bradycardia
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Adult Tachycardia With a Pulse Algorithm

1
Assess appropriateness for clinical condition.
Heart rate typically >150/min if tachyarrhythmia.
2 l

Identify and treat underlying cause

e Maintain patent airway; assist breathing as necessary

e Oxygen (if hypoxemic)

e Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry

A

Persistent 4
tachyarrhythmia causing:

Hypotension? : .
Acutely altered mental status? * Consider sedation

Signs of shock? o If reg.ular narrow.complex,
Ischemic chest discomfort? Gogsidegadenesls
Acute heart failure?

No

® |V access and 12-lead ECG
if available
e Consider adenosine only if
regular and monomorphic
e Consider antiarrhythmic infusion
e Consider expert consultation

5 Y
Wide QRS?
>0.12 second

No

7 ¥

* |V access and 12-lead ECG if available
* Vagal maneuvers
* Adenosine (if regular)
* B-Blocker or calcium channel blocker
* Consider expert consultation
© 2015 American Heart Association

Adult Bradycardia Algorithm

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

l

Identify and treat underlying cause
* Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)
» Cardiac monitor to identify rhythm; monitor blood pressure and oximetry
* IV access
* 12-Lead ECG if available; don’t delay therapy
+ Consider possible hypoxic and toxicologic causes

P ~
( Synchronized cardioversion ‘\_M°""°' andobserve |
Yes

© 2020 American Heart Association

!

Persistent
bradyarrhythmia causing:

No * Hypotension?

* Acutely altered mental status?
* Signs of shock? Doses/Details

* Ischemic chest discomfort? : .
Atropine IV dose:
Ac ilure?
e ute heart failure? First dose: 1 mg bolus.

Repeat every 3-5 minutes.

Yes Maximum: 3 mg.
A ) Dopamine IV infusion:
Vs ~ & £ 2
( Atropine Usualinfusionrate is

5-20 mcg/kg per minute.
Titrate to patient response;

taper slowly.

Epinephrine IV infusion:
2-10 mcg per minute infusion.
Titrate to patient response.

J Causes:

* Myocardial ischemia/

infarction

¥ « Drugs/toxicologic (eg,
= calcium-channel blockers,

Consider: beta blockers, digoxin)

« Expert consultation *:Hypouia

B s « Electrolyte abnormality
[ANSVEHIOUS BAcHIg (eg, hyperkalemia)

if atropine ineffective:

* Transcutaneous pacing
and/or

* Dopamine infusion

or
* Epinephrine infusion
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Hemoptysis s

Massive hemoptysis
« 100-600 ml
* Respiratory compromise

Need ICU admission
Cause of death : asphyxia

 Management
* |dentify bleeding side = bleeding lung down
* Maintainairway 2 ETT No.8 up
 When bleeding come from one lung = one lung
intubation to non-bleeding side
« Consider sedationin agitated patient
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Indication for intubation

e Tajyela
* yelalung

« Rapid shallow breathing
 Abdominal paradox

* Slow shallow breathing
* Air hunger

e Shock + uau
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Transfer intubated patient * 5
P . 3 W

Airway Circulation

ETT mark? IV site
Ventilation Monitor
Adequate oxygen BP, HR, O,sat

Ambule bag




Transfer intubated patient

 Medication

Consider to stop

- Muscle relaxant - Vasopressor - Resuscitation drug
- Parenteral nutrition | - |V fluid
- Insulin

- Hydrocortisone



Transfer ICD patient

« Check skin marking and
good strap

« Pneumothorax
- should not clamp

e Hemothorax or effusion
- clamp

sure-regulatin ate
bottle bottle bottle






