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Nikdy neresuscitovany pacient ma VZDY
lepsi progndzu nez resuscitovany...




O cem bude rec...?

e akutni korondarni syndrom/infarkt myokardu
e plicni embolie
e tachykardie/bradykardie
e pitfalls/nastrahy



Co v uvodu funguje jiste...

e v€asheé rozpoznani rizikového pacienta
e kontinualni monitorace EKG

e 12 EKG u nestabilniho pacienta

e ABCDE pristup

e orientacni echokardiografie u pacienta v
kritickém stavu

e kauzalni lécba stavu/nemoci



Akutni koronarni syndrom

Working
diagnosis

Acute Coronary Syndrome

ST/T - normal f}r
ab liti undetermined
normalities ECG
Bio-chemistry troponin troponin
rise/fall normal
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Akutni infarkt myokardu

stav s prokazanou myokardialni nekrozou

+

vzestup/pokles hodnoty troponinu v kontrole
-+
symptomy ischemie
nové vzniklé signifikantni zmény ST-T
vyvoj patologickych Q viln
prukaz poruchy viability zobrazovaci metodou

prikaz koronarni trombozy (kat nebo sekce)

ESC NSTEMI 2015



Akutni infarkt myokardu

Type |: Spontaneous myocardial infarction

Spontaneous mycg
one or more of the
underlying severe (

aon related to atherosclerotic plaque rupture, ulceration, fissuring, erosion, or dissection with resulting intraluminal thrombus in
arteries leading to decreased myocardial blood flow or distal platelet emboli with ensuing myocyte necrosis. The patient may have
1 occasion non-obstructive or no CAD.
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Myocardial infarction associated with PCl is arbitrarily defined by elevation of cTn values >5 x 99" percentile URL in patients with normal baseline values (<99*
percentile URL) or a rise of cTn values >20% if the baseline values are elevated and are stable or falling. In addition, either (i) symptoms suggestive of myocardial

ischaemia, or (ii) new ischaemic ECG changes or new LBBB, or (iii) angiographic loss of patency of a major coronary artery or a side branch or persistent slow-
or no-flow or embolization, or (iv) imaging demonstration of new loss of viable myocardium or new regional wall motion abnormality are required.

Type 4b: Myocardial infarction related to stent thrombosis

Myocardial infarction associated with stent thrombosis is detected by coronary angiography or autopsy in the setting of myocardial ischaemia and with a rise and/
or fall of cardiac biomarkers values with at least one value above the 99" percentile URL.

Type 5: Myocardial infarction related to coronary artery bypass grafting (CABG)

Myocardial infarction associated with CABG is arbitrarily defined by elevation of cardiac biomarker values >10 x 99* percentile URL in patients with normal
baseline cTn values (99" percentile URL). In addition, either (i) new pathological Q waves or new LBBB, or (ii) angiogra
native coronary artery occlusion, or (jii) imaging evidence of new loss of viable myocardium or new regional wall motion z 4th def IM ESC 2018




Plicni embolie

kV 120
mAs 118.0




Suspected PE in a patient with haemodynamic instability=2 ESC PE 2019
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( Bedside TTE® j
—
(- RV dysfunction?® _)
- |
| |
Mo Yes
I I
Table 4 Definition of haemodynamic instability, which delineates acute high-risk pulmonary embolism (one of the
following clinical manifestations at presentation)

(1) Cardiac arrest (2) Obstructive shock®? - (3) Persistent hypotension
Meed for cardiopulmionary Systolic BP < 90 mmHg or vasopressors required Systolic BP < 90 mmHg or systolic BP drop =40
resuscitation to achieve a BP =90 mmHg despite adequate mmHg, lasting longer than 15 min and not caused by
filling status new-onset arrhythmia, hypovolaemia, or sepsis
And

End-organ hypoperiusion (altered mental status; cold,
clammnry skin; oliguriafanuria; increased serum lactata)

I 1
Positive Megative
Y l
Search for other causes of [ Treatment of p Search for other causes of
shock or instabilicy high-risk PE* shock or instabilicy

CESC H1G
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PATIENT WITH ACUTE PE j

'

!

HAEMODYNAMIC INSTABILITY?

Distinguish low- from intermediate-risk PE? J

CHECK @ and ©:
@ CLINICAL SIGNS OF PE SEVERITY, @ RV DYSFUNCTION
OR SERIOUS COMORBIDITY? ONTTE OR CTPA?*®
Yes: > PESI Class llI-IV or sPESI z1¢
HIGH RISK*® > Alternatively: 2| Hestia criterion of PE

severity or comorbidity fulfilled?

© or O present Neither @ nor @ present:

LOW RISK®

No other reasons for

( Perform troponin test!  |————— hospitalization’®

Troponin positive

+ RV dysfunction:
INTERMEDIATE-
HIGH RisK®

Reperfusion
treamment

haemodynamic
support

Family or social support?®
Easy access to medical care?
Troponin negative:
divy _b. " 2| not true Yes, all true
Y A\ 4
~
EARLY DISCHARGE
BOSHTACEE HOME TREATMENT

RESC 019

ESC PE 2019



ritPA

ESC PE 2019

6.6 Recommendations for acute-phase treatment of
high-risk pulmonary embolism®

Recommendations Class® Level®

It is recommended that anticoagulation with
UFH, including a weight-adjusted bolus injec-
tion, be initiated without delay in patients with

Regimen
100 mg over 2 h

0.6 mg/kg over 15 min (maximum dose 50 mg)*
e ot s i g 1 ey e 2 -
thrombolysis is contraindicated or has failed **' -
Percutaneous catheter-directed treatment
should be considered for patients with high-

lla C
risk PE, in whom thrombolysis is contraindi-
cated or has failed.
M inephri dfor dobutamine should be
orepinephrine and/or do ine shou lla c

considered in patients with high-risk PE.
ECMO may be considered, in combination with
surgical emnbolectomy or catheter-directed treat-
ment, in patients with PE and refractory arcula-
tory collapse or cardiac arrest” =

£IESC 2019




ERC 2015

Tachykardie

= Assess using the ABCDE approach
= Give oxygen if appropriate and obtain IV access

= Monitor ECG, BP, SpO,, record 12 lead ECG
= Identify and treat reversible causes (e.g. electrolyte abnormalities)

Synchronised DC ~ Assess for evidence of adverse signs
Shock* « Unstable 1. Shock 3. Myocardial ischaemia
Up to 3 attempts 2.Syncope 4. Heart failure

Stable

A
= Amiodarone 300 mg IV i

.

over 10-20 min and repeat
shock; followed by: Is QRS narrow (< 0.12 sec)?
= Amiodarone 900 mg over - ~

24 h Broad | k Narrow |

v




Bradykardie

e nejedna se o ,,fyziologickou” sinusovou
bradykardii?

 nejedna se o dusledek akutniho infarktu?
e je pritomen vysoce rizikovy EKG nalez?

* AV blokada 2. stupne Mobitz Il.
AV blokada 3. stupné s SIROKYM QRS komplexem
 pauza mezi QRS komplexy vétsi nez 3 vteriny




Bradycardia Algorithm

m Assess using the ABCDE approach

m Give oxygen if appropriate and obtain IV access

m Monitor ECG, BF, 5p0O,, record 12 lead ECG

m Identify and treat reversible causes (e.g. electrolyte abnormalities)

Assess for evidence of adverse signs

1. Shock 3. Myocardial iIschaemia
2. Syncope 4. Heart fallure

L 4

Atroplne
500 mecg IV

ERC 2015



ERC 2015

Bradykardie

L

Atropine
500 mcg IV

Satisfactory Risk of asystole?
I LR m Recent asystole
m Mobitz Il AV block
m Complete heart block with
broad QRS
- r -\"
e YES m Ventricular pause > 3s
m Atropine 500 mcg IV repeat - -
to maximum of 3 mg
-1 P =
m soprenaline 5 mcg min™ IV l NO
m Adrenaline 2-10 mcg min™ IV
m Alternative drugs*
OR

m Transcutanenus pacing

Arrange transvenous pacing



Nastrahy

e EKG zmény u krvaceni do CNS casto napodobuiji
myokardialni ischemii

e prilozenim magnetu na ICD zablokujeme defibrilacni
funkci, ale stimulacni je zachovana

e absence pulzu u pacienta s LVAD neni znamkou
zastavy obéehu



Co tedy jesteé funguje...nejen v uvodu

e |&Cit pacienta nikoliv Cisla
e echokardiografie brzo (a opakované...)
e kauzalni [écCba



Dékuji za pozornost ©



