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ABSTRAK 

ASUHAN KEPERAWATAN GAWAT DARURAT PADA PASIEN STROKE NON 

HEMORAGIK DENGAN MASALAH KEPERAWATAN RISIKO PERFUSI 

SEREBRAL TIDAK EFEKTIF 

 

 

OLEH : 

AZIZAH NUR LISDYANA 

22613574 

 

 

Stroke non hemoragik merupakan gangguan neurologis akibat sumbatan aliran 

darah ke otak, yang dapat menyebabkan risiko perfusi serebral tidak efektif. 

Permasalahan ini memerlukan intervensi keperawatan yang cepat dan tepat untuk 

mencegah komplikasi lebih lanjut. 

Metode penelitian ini secara studi kasus dengan kualitatif menggunakan teknik 

penulisan deskriptif melalui proses keperawatan mulai dari pengkajian, diagnosa 

keperawatan, intervensi, implementasi hingga evaluasi. Penelitian ini dilakukan selama 

3 hari dimulai tanggal 25 Juni sampai 27 Juni 2025 di RSUD Dr. Harjono Ponorogo. 

Hasil pengkajian menunjukkan pasien mengalami kelemahan ekstremitas kanan, 

hipertensi, bicara pelo, dan lesi hipodense pada CT scan. Diagnosis keperawatan yang 

diambil adalah risiko perfusi serebral tidak efektif. Intervensi utama berupa manajemen 

peningkatan tekanan intrakranial, seperti pemberian posisi head-up 30° selama fase 

akut, monitoring MAP, serta kolaborasi pemberian terapi infus NaCl dan obat-obatan 

seperti citicoline dan ranitidine. Ditemukan kesesuaian antara gejala klinis pasien 

dengan teori risiko perfusi serebral tidak efektif, terutama akibat riwayat DM. 

Intervensi keperawatan menunjukkan hasil positif berupa kondisi pasien yang lebih 

stabil dan kesadaran membaik. Implementasi asuhan keperawatan secara komprehensif 

mampu mencegah komplikasi lanjutan. Asuhan keperawatan gawat darurat ini 

diharapkan dapat dijadikan acuan dalam meningkatkan mutu pelayanan serta 

menambah wawasan tenaga kesehatan dalam penatalaksanaan stroke. 

Kata kunci : Keperawatan gawat darurat, risiko perfusi serebral, stroke non 

hemoragik. 
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ABSTRACT 

EMERGENCY NURSING CARE FOR NON-HEMORRHAGIC 

STROKE PATIENTS WITH NURSING PROBLEMS OF RISK OF INEFFECTIVE 

CEREBRAL PERFUSION 

 

 

By 

AZIZAH NUR LISDYANA 

22613574 

 

 

Non-hemorrhagic stroke is a neurological disorder caused by a blockage in blood 

flow to the brain, which can lead to the risk of ineffective cerebral perfusion. This 

condition requires prompt and appropriate nursing intervention to prevent further 

complications. 

This research method was a qualitative case study using descriptive writing 

techniques through the nursing process starting from assessment, nursing diagnosis, 

intervention, implementation, and evaluation. This study was conducted for 3 days 

starting from June 25 to June 27, 2025 at Dr. Harjono Ponorogo Regional Hospital. 

The assessment results showed that the patient had right extremity weakness, 

hypertension, slurred speech, and hypodense lesions on CT scan. The nursing 

diagnosis was risk of ineffective cerebral perfusion. The main interventions were 

management of increased intracranial pressure, such as providing a 30° head-up 

position during the acute phase, monitoring MAP, and collaboration with NaCl 

infusion therapy and medications such as citicoline and ranitidine. The patient's 

clinical symptoms were consistent with the theory of risk of ineffective cerebral 

perfusion, primarily due to a history of diabetes mellitus. 

The nursing interventions demonstrated positive results, resulting in more stable 

patient conditions and improved consciousness. Implementing comprehensive nursing 

care can prevent further complications. This emergency nursing care is expected to 

serve as a reference for improving service quality and broadening healthcare 

professionals' knowledge of stroke management. 

Keywords: Emergency nursing, cerebral perfusion risk, non-hemorrhagic stroke.  
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