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Syndromes Suggestive of Ischemia or Infarction

EMS assessment and care and hospital prEparation*
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ECG Interpretation**
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ST-elevation MI (STEMI) High-risk unstable angina/non-ST-elevation Low-fIntermediate-risk ACS
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ECG Interpretation®*
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ST-elevation M1 (STEMI) High-risk unstable angina/non-ST-elevation Low-/Intermediate-risk ACS

MI (UA/NSTEMI
Start adjunctive theraples (UA/ : ) Consider admission to ED chest pain unit

as indicated . or to appropriate bed and follow:
Do not delay reperfusion @& Serial cardiac markers (induding troponin)

i } Troponin elevated or high-risk patient “ i & Repeat ECG/continuous ST-segment monitoring
Consider early invasive strategy If: & Consider noninvasive diagnostic test

Refractory ischemic chest discomfort

Time from onset Recurrent/persistent ST deviation v
of symptoms Ventricular tachycardia

< 12 hours? Hemaodynamic instability

Signs of heart failure

* Dynamic ECG change
! consistent with ingps la
h 4 « Troponin elevated
Start adjunctive treatments as indicated

Develops 1 or more:
+ Clinical high-risk features

Mitroglycerin
Heparin (UFH or LMWH)
Anaiotensin-converting enzyme inhibitors =
HMG-CoA reductase Inhibitors Hhrmrmal (iagnm‘tlc
Conslder: PO B-blockers noninvasive Imaging or
Consider: P2Y,, inhibitors physiologic testing?
Consider: Glycoprotein b/l inhibitor

Reperfusion goals: ]

First medical contact-to-balloon . i
v

Inflation (PCIy*** goal of 90 minutes 3 2 4 . Ifno evidence.ofischemia or
g Admit to monitored bed. Assess risk status. Continue

Door-to-needle (fbrinokysis) 3 . & infarction by testing, can
goatof 30 minutes ASA, heparin, and other therapies as indicated. discharge with follow-up
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LOW RISKAGS

No high risk or intermediate features :

» Normal or unchanged EFG during episode
of chest pain

Suggested treatment:
ASA; heparin (optional); observation. Early stress testing.

Antman et al., JAMA 2000; 284-835
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INTERMEDIATE RISK ACS

No high risk features :
» Previous history of coronary intervention

> Increased baseline risk diabetes, elderly (>
/0 years old)

» Minimally elavated troponin (> 0.01 and 0.1)

> T wave inversion > 1 mm in > 3 leeds
excluding V1

Suggested treatment: ASA; heparin (LMWH prefered); clopidogrel,;
decisionre intervension after stress testing.

Antman et al., JAMA 2000; 284-835 29



HIGH RISK PATIENTS

Include one or more features:

« Transient SST Elevation or depression > 1 mm sustained or
transient ST depression

« Acceleratingtempo of symtoms within 48 hours

. Positive biocemical markers (T troponin, CPK MB)

 Recurrent/refractory myocardial ischemiadespitetherapy

 Recenty acute myocardial infarction (within 4 weeks)

e Pain with ECG ST changes

« Hemodynamic compromise with ongoing chest pain (heart
faillure or hypotension)

Suggestedtreatment: ASA; Clopidogrel (unless CABG likely); heparin
(LMWH preferred); GP IIB/llIAreceptor antagonist; early coronary
Intervention

Antman et al., JAMA 2000; 284-835 3()



Admission

Working
diagnosis

ECG

Biochemistry

Risk
stratification

Treatment

Secondary
prevention

YRR

Chest pain

Suspition of Acute Coronary Syndrome

Persistent No persistent Normal or
ST -elevation ST -elevation Undetermined
Troponin _ ECG
(CKMB) Troponin — Troponin
l Twice negative

(+) High Risk  (-) Low Risk | Probably not ACS

Acute coronary syndromes : initial assesment

ESC ACS Guideline %(;]&



Acute Coronary Syndrome (ACS)

No ST Elevation

Unstable
Angina
Pectoris

National Heart Foundation of Australia, Cardiac Society of Australia and New Zealand.

ST Elevation
MI (NSTEMI) MI (STEMI)
¥ A
No Q-wave Q-wave

Med J Aust 2000;173 (suppl):S65-S88
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JALUR DIAGNOSIS DAN TERAPI

Dugaan klinis SKA

|

C PE, EKG, EKO )
|

( S'I"VEMI ) ( NS'!'EMI )

| '

(' Fibrinolisis PCI ) Aspirin, clopidogrel,
LMWH, B blocker, nitrat

(Resiko tinggi> (Resiko rendah>
GP lib/llla, < Tropmm 3 >
koronarografi

1 v
Posmf Negatif

es stress,
koronarografi
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KELUHAN UTAMA SINDROM KORONER AKUT

Sakit dada atau nyeri hulu hati yang berat, asalnyanon-traumatik,
dengan ciri-ciri tipikal iskemiamiokard atau infark :
« Dada bagian tengah/substernal rasatertekan atau sakit seperti
diremas
 Rasa sesak, berat/tertimpabeban, mencengkeram, terbakar,
sakit.
« Sakit perutyg tdk dpt dijelaskan, sendawa, nyeri hulu hati
* Penjalaran ke leher, rahang, bahu, punggung atau 1 atau ke2
lengan
* Disertai sesak
* Disertai mual dan/atau muntah
 Disertai berkeringat

45



TUJUAN PENATALAKSANAAN SKA
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TIGA FASE PENATALAKSANARN

& Perawatan emergenm

“r Perawatan |allllll
*] - kematian, komplikasi
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PERAWATAN EMERGENSI

i Diagnosis : klinis, EKG, enzim

@ Hilangkan nyeri dada, sesak nafas,
~ ansietas: oploid

@ Cardiac arrest : BCLS, ACLS




HILANGKAN GHEST PAIN

¢

Morfin sulfat : iv 2,9-9 my (titrasi)

*“!‘i

¢

im 10-19mg

dosis total 20 myg

TIlIaI( untuk inferior

Pethidin - im 25-50mg

¢

bhisa diulang 10 - 30 menit

hisa diulang tiap 3 - 10 menit
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PERAWATAN AWAL
= N

‘“7 Tromlmlll( vasodilator, PTGA, CABG

Tangani komplikasi :

@ Gagal jantung, syok, ruptur, aritmia,
‘“7 tromhoemboli

[ Terapi profilaksis :
g Antiplatelet agregasi, anti aritmia,

=% B blocker




