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Uvodnik Editorial

Ovaj broj Casopisa imao je dug put do objavljiva-
nja. Nasa je namera a uticemo na povecanje ucesca
inostranih autora, unapredjenje kvaliteta i dalji razvoj
¢asopisa.

Sve navedeno jeste neodvojivo vezano za uopste
razvoj Resuscitacione medicine i stru¢ne i naucne misli
u navedenoj oblasti u Srbiji, ukljucujuci tu i Urgentnu
medicinu. Naravno da je to uslovljeno postojanjem i
razvijenoScu strucnih i naucnih istrazivanja i posto-
janjem nastojanja pojedinaca, grupacija ali pre svega
institucija da se navedenom ablasti bave.

Period korone, opteretio je osobe koje rade u ovoj
oblasti svakodnevnim bitkama za svoju egzistenciju i
napornim radom u COVID uslovima. Sve je to svaka-
ko uticalo da se nasa paznja usmeri ka navedenim
pitanjima a negde je u drugi plan doslo se ono Sto se
zove istrazivanje, objavljivanje ili organizovanje struc-

nih aktivnosti a da one nemaju kontakta sa COVID 19.
Mi smo proteklih godinu dana vodili svoje bitke i bitke
za svoje zdravlje i zdravlje pacijenata, stoga nas i
nije bilo, ¢asopis nije izlazio jer, kako rekoh postoja-
li su neki drugi prioriteti, ipak sve ovo mi radimo pre
svega iz svoga zadovoljstva a ne zato sto to jeste nas
osnovni posao, tako da u tim uslovima smo se bavili
i jos uvek se bavimo, nadamo se ne jos dugo mnogo
¢ime ali ne previse publikacijama, ¢asopisom i slicno.
Nadamo se da e mo u drugoj polovini 2021 nadi
nacina i vremena da budemo prisutniji i u ovim aktiv-
nostima, zelimo to, jer Ce to biti znak da se zivot vraca
u redovne tokove.

Dr Zlatko Fiser
Generalni sekretar RSS
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PEDIJATRIJSKA TRAKA
PEDIATRIC TAPE

Originalni rad

Kornelija Jaksi¢ Horvat’, Snezana Holcer Vukelic?

Zbrinjavanje zivotno ugrozenog deteta je uvek stresogeni
dogadaj, a poseban problem predstavlja doziranje leko-
va, odredivanje koli¢ine te¢nosti za nadoknadu volumena
i upotrebu medicinske opreme adekvatne velicine, koji se
u pedijatriji odreduju na osnovu telesne mase deteta, ko-
ja je uurgentnim situacijama cesto nedostupan podatak.

Cilj
Nas cilj je bio napraviti pedijatrijsku traku, po ugledu na
Broselow traku, prilagodenu nasim uslovima i dostupnim

lekovima, jer je sama Broselow traka nedostupna na na-
Sim prostorima.

Za izradu nase pedijatrijske trake koriscena je originalna
Broselow traka, gde je iskoriscena veza izmedu duzine/
visine deteta i njegove telesne mase, te potom su izra-
cunate doze lekova i velicina opreme za uzrast, odnosno
telesnu masu deteta.

Nasa pedijatrijska traka se sastoji iz dva dela: merna tra-
ka sa zonama boja i kartoncici koji prate odgovarajuce
boje. Traka je podeljena u devet zona boja sa preracuna-
tim dozama lekova, kolicinama tec¢nosti za nadoknadu
volumena i velicinama opreme za svaku zonu

U nadi da ce pedijatrijska traka naci Siroku upotrebu na
nasim prostorima, otvaramo diskusiju strucne javnosti
za eventualne korekcije iste..

USTANOVA AUTOR ZA
"Dom zdravlja Subotica - SHMP
20psta bolnica “Dr Radivoj Simonovic” Sombor KORESPODENCIU:

— Odeljenje za prijem, trijazu i zbrinjavanje

i f Kornelija Jaksi¢ Horvat
urgentnih stanja
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ABSTRACT

Care and management of a life threatened child is a stre-
ssful event per se, further aggravated by the need for pre-
cise calculation of medication doses, the amount of flu-
ids for volume replacement and choosing the rightsized
equipment based on child's weight and age, which is of-
ten an information unavailable at the scene of the emer-
gency event.

Our objective was to make a pediatric tape modeled by
Broselow tape, but madified for medications and overall
conditions present in our region. The original Broselow ta-
pe is not available in our country.

For tailoring this pediatric tape we used the original Brose-
low tape.The connection between length/height of a child
and its body weight was used in the same way, and then
doses of medications and sizes of medical equipment we-
re calculated for the appropriate age/body weight.

Our pediatric tape has two measuring parts: measuring ta-
pe with colored zones and cards that follow the appropria-
te color. Tape is divided into nine zones with calculated
doses of medications, the amounts of fluids for volume
replacement and sizes of equipment for each zone.

Conclusion

Hoping that this pediatric tape will find its place and use
in our region, we hereby open a discussion of our profe-
ssional community regarding this accessory and its futu-
re potential.

KLJIUCNE RECI: DATUM PRIJEMA RADA

pedijatrijska traka, Broselow traka, 20.03.2021.

Zivotno ugrozeno dete DATUM PRIHVATANIA RADA
20.05.2021.

KEY WORDS:

pediatric tape, Broselow tape, Life ?1‘?:;2“2103"“""“’“""‘

threatened child



Zbrinjavanje zivotno ugrozene dece je uvek stresoge-
ni dogadaj. Poseban problem predstavlja doziranje le-
kova, kao i odredivanje kolicine te¢nosti za nadoknadu
volumena, koje se u pedijatriji odreduje na osnovu tele-
sne mase deteta. Tokom zbrinjavanja kriticno obolelog
deteta stvarna telesna masa je Cesto nedostupan po-
datak, a merenje nije moguce.

Orijentaciona telesna masa novorodenceta je oko 3 kg,
sa 5 meseci odojce udvostruci svoju telesnu masu tj,
uzima se orijentaciono da odojce oko 5 - 6 meseci ima
oko 6 kg, a jednogodisnjak oko 10 kg. Nakon prve go-
dine telesna masa deteta se izracunava po dobro po-
znatoj formuli:

TM = (godine starosti + 4) x2

Medutim, u situacijama kada je dete zivotno ugroze-
no, izvodenje matematickih radnji je haoticno i Cesto
sa greskama, sa jedne strane i sa druge strane veliki je
broj lekova, cija se doza mora znati i ordinirati po kilo-
gramu telesne mase deteta.

Za brzu orijentaciju sluzi Broselow traka, koja se kao
merna traka zasniva na bojama koje povezuju deteto-
vu visinu izmerenu trakom sa telesnom masom - uk-
ljuCujuci doziranje lekova, velicinu opreme koja se tre-
ba koristiti i visinu Soka za defibrilaciju.

Originalnu Broselow traku je napravio dr Jim Broselow,
lekar urgentne medicine u Hickory, North Caroling, jos
1980. godine. Radeci na urgentnom odelenju, suoca-
vao se sa donosenjem kriticnih odluka u urgentnim si-
tuacijama o proceni telesne mase, te zeleo je da olaksa
pravilno doziranja lekova u pedijatrijskih pacijenata. Na
taj nacin se skracuje vreme i eliminisu se greske u do-
ziranju lekova u stresogenim situacijama pri zbrinjava-
nju zivotno ugrozene dece (1).Kasnije u saradnji sa Ro-
bertom Lutenom pored adekvatne doze leka dodali su
| podatke o velicini medicinske opreme koja je odgova-
rajuca za dete odredene teZine.

Broselow traka je namenjena deci do 12 godina staro-
sti koja imaju maksimalnu telesnu masu od oko 36 kg.
lzuzetno veliki znacaj ima u prehospitalnim uslovima
(2) i pojednostavljuje donosenje odluka u hitnim sluca-
jevima eliminisuci potrebu za procenom detetove tele-
sne mase, koja se obicno koristi za izracunavanje pra-
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vilne doze leka.

Danas se u mnogim zemljama primenjuje i priznata je
u vecini medicinskih udzbenika i publikacija kao stan-
dard za urgentno lecenje dece.

Cilj:
Broselow traka nije dostupna na nasim prostorima. Sto-
ga, smo napravili po ugledu na Broselow traku, pedija-

trijsku traku prilagodenu za nase uslove i dostupne le-
kove.

Za izradu nase pedijatrijske trake, koriscena je Brose-
low traka, gde je po ugledu na nju iskoriscena veza iz-
medu duzine/visine deteta i njegove telesne mase, te
potom su izracunate doze lekova i veli¢ina opreme za
uzrast, odnosno telesnu masu deteta.

Po ugledu na Broselow traku napravili smo pedijatrij-
sku traku za nase uslove, koja sadrzi i vitalne parame-
tre za zdravo dete odredene dobi sa unapred izracu-
natim dozama lekova. Traka je podeljena u devet zona
boja sa preracunatim dozama lekova, kolicinama tec-
nosti za nadoknadu volumena i velicinama opreme za
svaku zonu (slika 1.). Koristeci zone boja nema potre-
be oslanjati se na memoriju i pamtiti doze lekova, kao
i racunati kako telesnu masu, tako i ukupnu dozu leka
za dete u stresogenim situacijama. Cilj nase inicijative
je razviti jednostavan, siguran, brz i efikasan nacin za
akutnu primenu lekova.

Broselow zone

zona Telesna tezina u kg starost
siva 3kg,4kg,and5kg | <3 meseca
roza 67 kg 3-5 meseci
crvena 8-9kg 6—11 mes.
lilava 10-11 kg 12-24m.
12-14 kg 2 god.
15-18 kg 3 -4 god.
19-23 kg 5-6god
24-29 kg 7-9god.
30-36 kg 10— 11 god.

Slika 1.

~ PURPLE |

Pedijatrijska traka

Slika 2.

|271



Journal Resuscitatio Balkanica — godina VIl = broj 17.

Nasa pedijatrijska traka se sastoji iz dva dela: merna
traka sa bojama (slika 2.) i kartoncici koji prate odgo-
varajuce boje (slika 3.).

pedijatrijska traka

Slika 3.

Na prednjoj strani kartoncica prvo su navedeni starost,
duzina, telesna masa deteta i adekvatni vitalni para-
metri za zdravo dete te starosne dobi: respiratorna fre-
kvenca, srcana frekvenca i sistolni krvni pritisak. Takode,
na prednjoj strani sa desne strane se nalaze preracu-
nate doze lekova neophodnih u resuscitaciji: Adrena-
lin, Amiodaron, Lidocain i Atropin; potom jacina soka
za defibrilaciju i kardioverziju - preracunato u J (dzuli-
ma). Nakon toga slede podaci o veli¢ini opreme za dete
odgovarajuce starosti: ETT (endotrahealni tubus) - ve-
licina i dubina insercije, LMA (laringealna maska) i I-gel.
Sledeci podatak je koli¢ina tecnosti za nadoknadu vo-
lumena (slika 4.).

10-11 kg - lilava

 Starost: 11-18 meseci

* Duzina: 74 -84.5 cm

+ Tezina: 10-11 kg (srednja vrednost 10.5 kg)
Vitalni znaci (normalne vrednosti)

Resuscitacija

Adrenalin (1:10,000): 0.1 mg (1 ml) iv.

Amiodaron (50 mg/ml): 50 mg (1 ml) iv.

Lidocain 2% (20mg/m1):10 mg (0.5 ml) iv.

Atropin (0,1mg/ml): 0.21 mg (2.1 ml)

Defibrilacija (4/kg):40J

Kardioverzija (13/kg):10 J (prvi put) 20 J (drugi put)
ETT:4 (bez kafa) 3,5 (sa kafom)

Duzina insercije ETT:11 -12 cm

LMA:2  Igel:15-2

Respiratorna frekvenca: 20-30/min.
Sréana frekvenca: 110-170/min.
Sistolni krvni pritisak: 70-105 mmHg

IV teénosti

* Kristaloidi bolus (20 ml/kg): 200-220 ml
* Za odriavanje: 41-43 mlh

Chest tube:16-20 French

Slika 4.
Sa druge strane kartoncica se nalaze preracunate do-

ze lekova za anafilaksu, konvulzije, hipoglikemiju i anal-
go-sedaciju (slika 5.).
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+ Atropin (0,img/ml) : 0,21 mg (2,1 ml)
Lekovi za indukeiju

+ Etomidate (2mg/ml): 3,2 mg ( 1,6 ml)

+ Ketamine (10 mg/ml): 20 mg 2 ml)

* Propofol (10mg/ml): 32 mg (3,2 ml)

Lekovi za paraliza

* Succinylcholine (20 mgt/ml ): 20 mg (1 ml)
* Recuronium (10 mg/ml): 13 mg (1,3 ml)
OdrZavanje paralize

* Vecuronium (1 mg/mi):1 mg (1 ml)
Sedacija —odrzavanje

* Lorazepam (2 mg/mi):0,5 mg (0,25 ml)

Anafilaksa

Adrenalin ( 1:1000) - 0,15 ml im.
Metylprednisolon — 20 mg iv.

Konvulzije

Lorazepam (2mg/m) — 1 mg (0.5 ml)

Midazolam (Smg/m1-0,2 mg/kg): 2,1 mg (0,42 ml)
Diazepam rectal (Smg/ml -0,5 m/kg max.10mg): Smg (1 ml)
Hipoglikemija

Dextrosa 10% (0,1 g/ml):5,25 g (52,5ml)
Glukagon( 1 mg/ml): 0,5 mg ( 0,5 ml)

Terapija bola

Morfijum (2mg/ml) - 1 mg ( 0,5mi)

Fentanyl (50 meg/ml) — 10 meg (0,2 mi)

1V Kateter (G):20-24

Baby sistem (G): 23-25

10:15G

Slika 5.

Za pravilnu upotrebu Broselow Tape trake dete mora
leZati na ravnoj povrsini (3) i voditi racuna da kolena ne
budu savijena. Jednom rukom drzite kraj trake sa crve-
nom strelicom tako da je ravna sa detetovom glavom.
(zapamtite: ,crvena strelica kod glave”). (slika 6.)

Slika 6.

Dok drzite jednu ruku na vrhu detetove glave, slobod-
nom rukom pokrenite traku po duzini tela deteta dok ne
bude ravna petama (ne prstima).

Zona boje koja je u visini detetovih peta daje podatke
0 pribliznoj telesnoj masi u kilogramima, duzini u cm i
starosti deteta.

Nikada nemojte meriti dete u sedecem polozaju. Ako
je dete duze / vece nego sto se moze izmeriti trakom
(TM > 36 kg), zaustavite se i nastavite kao i kod odra-
slog pacijenta.

Ako je dete previSe gojazno na osnovu vizuelne procene
uzima se u obzir sledeca zona boje za doziranje lekova,
a za velicinu opreme se koristi izmerena boja posto de-
te koje ima prekomernu tezinu obi¢no ne povecava ve-
licinu svojih disajnih puteva (3,4).

Potrebna je odgovarajuca obuka sa trakom kako bi se
smanijile greske. (5,6) Predlaze se i dokumentacija zone
boje koja se koristi za primenu lekova, nadoknadu tec-
nosti i za odredivanje veli¢ine opreme .

Nadamo se da ce nasa pedijatrijska traka naci Siroku
upotrebu medu nasim kolegama, kako prehospitalno,
tako i hospitalno, te da ¢e omoguciti tacnije doziranje



lekova i upotrebu medicinske opreme adekvatne veli-
¢ine kod vitalno ugrozene dece. Ovim radom otvaramo
diskusiju strucne javnosti za eventualne korekcije, da
pedijatrijska traka stvarno odgovara nasim potrebama
kako prehospitalno tako i hospitalno pri zbrinjavanju zi-
votno ugrozene dece.
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EVALUATION OF HEALTHCARE

PROFESSIONALS' KNOWLEDGE ON CODE
BLUE: A MULTI-CENTRE SURVEY STUDY

Originalni rad

Aslinur SAGUN", Nurcan DORUK', Handan BIRBICER', Sule AKIN* Gonul Tezcan KELES?, Sule OZBILGIN* Aysun Ankay YILBAS®, Yesim SENAYLI®

Introduction: The Blue Code practice provides increase in survi-
val rates and decrease in the rate of permanent sequelae after
cardiac arrest. There are issues that healthcare workers should
pay attention to in the Code Blue practice.

Aim

The primary purpose of this survey study is to determine the
knowledge levels of physicians and nurses about the Code Blue
and cardiopulmonary resuscitation in 6 centres. The secondary

aim is to determine the solutions that can be made to elimina-
te these deficiencies.

After the approval of the Faculty Ethics Committee, Mersin Uni-
versity Faculty of Medicine, Adana Baskent Turgut Noyan Trai-
ning and Research Hospital, Dokuz Eylul Univ. Faculty of Medi-
cine, Hacettepe University Faculty of Medicine, Gulhane Training
and Research Hospital, Manisa Celal Bayar Univ. Faculty of Me-
dicine, except for the doctors and technicians of the Depar-
tment of Anaesthesiology and Reanimation and the healthca-
re professionals working in the intensive care units, the doctors
and nurses working in other departments were asked to an-
swer the questions in the questionnaire via the internet with
the questionnaire form stated in Appendix 1.

AUTOR ZA
KORESPODENCIU:

USTANOVA

Mersin University Faculty of Medicine, Department of Anesthesiology
and Reanimation, Mersin, Turkey
* Baskent Univeristy Department of Anesthesiology and Reanimation,

Adana, Turkey

= Celal Bayar University Faculty of Medicine, Department of
Anesthesiology and Reanimation, Manisa, Turkey

“ Dokuz Eylul University Faculty of Medicine, Department of
Anesthesiology and Reanimation, lzmir, Turkey

= Hacettepe University Faculty of Medicine, Department of
Anesthesiology and Reanimation, Ankara, Turkey

6. MD, Associate Professor, Gulhane Training and Research Hospital,
Department of Anesthesiology and Reanimation, Ankara, Turkey
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A total of 415 participants responded the survey. Of them, 45.8%
were nurses, 24.8% residents, 23.3% faculty members, 5.4% spe-
cialist doctors and 0.7% general practitioners. Totally 86.6% of the
participants knew the Code Blue number. To the question ,What
is the Code Blue?", 92.7% of the participants gave the correct an-
swer to his question. ,Do you hesitate to intervene when you en-
counter a patient requiring emergency intervention?” 25.9% of the
participants answered ,Yes" to the question. ,Is there a form abo-
ut Code Blue in your clinic?” 41% answered ,No" to the question.

According to the results of the survey we conducted, we are of
the opinion that healthcare workers have insufficient knowledge
about the Code Blue. In order to solve these problems, it would
be appropriate to direct healthcare professionals to both in-hos-
pital and external training programs.
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Code Blue (CB) is a unigue worldwide code used to ca-
Il code team for deteriorating or cardiac arrest patients
in hospital [1]. The victims can be in-service patients,
relatives of the patients, hospital staff or others. Altho-
ugh the call numbers may differ between countries, the
number in our country is 2222.

The resuscitation team members should be trained for
basic and/or advanced life support and, ideally there
should be a doctor, an anaesthesia technician or a nur-
se, in our country due to the legal legislations also a pa-
ramedic staff and a security guard should be in the te-
am [2].

The survival of the patient is strictly dependent on the
time elapsed between the cardiac arrest to resuscita-
tion and it's estimated to be 3-5 minutes [3]. In additi-
on, until the team arrives, if possible, the person calling
the CB should begin basic life support skill.

The resuscitation equipments and specific drugs are
in the emergency box with the team but they also ha-
ve to be in all wards and specific places in the hospital.
The knowledge of the healthcare professionals and
hospital staff about CB and emergency situations sho-
uld be basically adequate, if not, it has to be improved
by trainings. For the purpose to evaluate the knowled-
ge of the healthcare professionals about CB and cardi-
opulmonary resuscitation (CPR), we conducted this sur-
vey in six central hospitals. According to the results of
this survey, actual courses or education programmes
can be organised and the level of knowledge and awa-
reness about CB can be increased.

After the approval of local ethics committee in Mer-
sin University Faculty of Medicine, Clinical Trials Ethics
Committee (Number: 78017789/050.01.04/1075579),
the survey was sent to responsible researchers of De-
partments of Anesthesiology and Reanimation of fi-
ve hospitals (Adana Baskent University Hospital Dokuz
Eylul University Faculty of Medicine, Hacettepe Univer-
sity Faculty of Medicine, Gulhane Training and Research
Hospital, Manisa Celal Bayar University Faculty of Me-
dicine). A guestionnaire consisting of 21 questions was
prepared (Appendices 1). . First 4 questions are about
personal information, other 17 questions are about CB.
All the guestions are multi-choice and the time requi-
red for answering the questions is about 5 minutes. The
data was collected between August and October 2019.
The survey was conducted to healthcare professionals
(doctors and nurses) except anaesthetists, anaesthe-
sia technicians, the doctors and nurses of intensive care
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unit (ICU) and Emergency Service on the internet
(https:/docs.google.com/forms/u/1/d/1nZGDE7I91D-
nglB7HIXF50u3rvpe8X5WIbgiLWR8e5w8/edi-
t?usp=forms_home&ths=true ).

The survey was conducted with 1600 healthcare pro-
fessionals in 6 hospitals. But totally 415 (25.9 %) parti-
cipants responded the survey. The participants did not
respond every question, some of the questions were
not ticked.

Personal informations about the participants (first fo-
ur questions) are shown in Table 1.

Table 2 shows the responds of questions 5, 6, 7, 8 and
S.

Question number 10 was asking true sentences about
(B and there was 6 options, only 2 of them were wrong.
Totally 402 (96.8) participants responded this question.
Only 6.4% (n=26) of them marked as wrong, the rest of
the participants responded truly.

The eleventh question is “In which of the following si-
tuations should Code Blue be called?” Totally 406 par-
ticipants replied this question and it's a multiple—cho-
ice one. The vast majority of the participants (n=391,
96.3%) marked "Respiratory arrest patient’, secondly
they marked "Pulseless patient” (=386, 95.1%), “Un-
conscious patient” (=212, 52.2%), "Patient with de-
creased oxygen saturation” (n=57, 14%), "Fainted pa-
tient” (n=36, 8.9%), "Patient with low blood pressure
or pulse” (n=20, 4.9%), "The relative of intensive care
patient relapses after crying in the waiting area who-
se and whose breathing and pulse are present” (n=5,
1.2%) respectively. Nobody marked "Vomiting patient”
option at this question.

The other question was “Who gives the Code Blue ca-
II?" and there were 5 choices. Most of the answers were
"Doctors” (n=383, 94.3%) and “Nurses” (n=382, 94.1%).
In consecutive, “Personnel” (n=186, 45.8%), “Security
staff” (n=146, 36%), "Secretary” (n=143, 35.2%) were
the answers.

Table 3 shows the distribution of questions about BLS
and ALS.

The following question was “If you had BLS education,
when?” and totally 359 participants replied. The majori-
ty of the participants (=238, 66.3%) marked "In the last
5 years’, respectively “In between 5 and 10 years ago”
(n=74,20.6%), "More than 10 years ago"” (n=47, 13.1%).
The next question was “If you had ALS education,
when?" and there were 248 answers. The majority of
the participants (n=168, 67.7%) marked "In the last 5
years', respectively “In between 5 and 10 years ago”
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Table 1. Distribution of Personal Informations of the Participants

Table 2. Responds of Question 5,6,7,8 and 9

Personal Information n %
Profession
Faculty member 94 233
Specialist 22 5.4
Medical practitioner 3 0.7
Resident 100 24.8
Nurse 185 458
Total 404
Institution
University hospital 329 816
Foundation university 2 0.5
Training and Research  Hospital 68 16.9
Other
Total 4 1
Department 403
Surgical 50.7
Internal 204 29.9
Other 120 19.4
Total 78
Professional Experience 402
0-1 year
1-5 years 29 7.2
5-10 years 111 27.4
>10 years 66 16.3
Total 199 49.1
405

(n=55, 22.2%), "More than 10 years ago"” (n=25, 10.1%).

Table 4 shows the answers of last five questions.

Although all of the participants were healthcare profes-
sionals, it was concluded that they did not have enough
information about CB and CPR in line with the answers
given. Even though the CB call number is a nationally
used one, it was observed that not all participants ga-
ve the correct answer to this question.

The vast majority of the participants knew what the CB
is. Only six participants answered this question incorre-
ctly. Another question about who must be in the CB te-
am was answered by half of the participants correctly
but a knowledge gap or confusion about this issue was
noticed. Almost every participants marked doctor and
nurse, ideally there must be a personnel and an anae-

Table 3. The distributions of answers of questions about BLS and
ALS

Questions Yes No Total
n n n

Have you ever take an edu- 354 (87.8%) 49(12.2%) 403
cation about Basic Life Sup-
port (BLS)?

Have you ever take an edu- 241 (61%)
cation about Advanced Life
Support (ALS)?

154 (39%) 395
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Questions True False Total
n n n

What's the Code Blue number? 342 53 395

What's the Code Blue?* 401 6 404

Who should be in the Code Blue 124 281 405

team?*

What is the maximum time of the 198 201 399

Code Blue team to arrive the vic-

tim?*

Where must be the Code Blue 300 105 405

emergency equipment?

* Multiple options can be marked in these questions.

sthesia technician in the team.

In several studies it's showed that the initial time of
CPR, means early intervention and defibrillation, is very
important for survival [4, 5]. Every minute in cardiac
arrest is valuable. It is found more successful to start
CPRin 1.5-2 minutes than in more than 5 minutes [6].
When the maximum time for the CB team to arrive at
the scene was asked, most of the participants answe-
red this question correctly but not all of them. So, this
result showed that there should be trainings not only
about the cardiopulmonary resuscitation but also ge-
neral framework of CB implementation.

In-hospital cardiac arrests, the equipments or drugs are
used by the practitioners and CB team. And ideally, all
the supplies of emergency situation have to be in both
code blue CB team and wards [7]. There was a question
about the place where the equipments should be, very
few patients marked as in both CB team and in the war-
ds. The majority of the respondents thought that they
should be in all the services.

The healthcare worker detecting CB is responsible for
providing BLS to increase the rate of survival until the
team arrive [8]. For this purpose, there is a legislation
by Ministry of Health in our country, every health wor-
ker has to receive training on BLS once a year. The CB
team take information about the patient if available and
then take over the resuscitation [9]. Most of the par-
ticipants but not all of them, knew that staff who de-
tected Code Blue is responsible for providing basic life
support until the blue code team arrives. In this sur-
vey, very few of the participants marked “The only ta-
sk of the Code Blue team is to provide the patient’s ai-
rway (intubation)” Some of the healthcare workers think
that only endotracheal intubation is the procedure that
cannot be performed by other staff except anaesthe-
tists. Most of the participants marked "Before making



Table 4. Distribution of answers of five questions

Questions Yes No Total
n, (%) n, (%) n

Do you follow the resuscitation guidelines? 302, (77.6) 87 (22.4) 389
Do you hesitate to intervene when you encounter a patient 104 (25.9) 297 (74.1) 401
who needs emergent intervention?

Do you feel sufficient about knowledge and practice? 216 (53,7) 86 (46.3) 402
Do you have a form in your clinic regarding the Code Blue? 230 (59) 160 (41) 390
Is there an algorithm for the Code Blue in your institution? 307 (78.1) 86 (21.9) 393

a Code Blue call, the patient’s airway, breathing, circu-
lation (ABC) and consciousness status should be chec-
ked and if any of them have a problem, a Code Blue call
should be made!" But almost a quarter of the partici-
pants did not think so. The minarity of the participants
thought that nothing should be done until the team arri-
ves. It's not acceptable that a health worker doing no-
thing in a cardiac arrest patient.

The record of the resuscitation procedure is necessary
for several reasons such as collecting data, controlling
the procedure and legal aspects. There is a Code Blue
Notification Form in every hospital in Turkey. In addition
to this form, hospitals may use their own form for ar-
chive. This form should be filled completely by the te-
am leader. In this survey, lack of knowledge about this
form was found.

Ethically, if the CB is called for an in-patient, the res-
ponsible doctor of the patient should be informed [10].
However, three quarters of the participants agreed with
this, rest of them thought that it's unnecessary to in-
form the responsible doctor.

It's suggested to call CB in adults immediately for any
patient who's unresponsive, apneic, and/or pulseless.
But, in some cases, it should be called for deteriora-
ting patient. The answers of the question related to this
issue was marked as CB team should be called for pul-
seless and apneic patients. In fact, a confusion aboutin
which patients CB team should be called was detected.
There can be local protocols for summoning CB team
depending on hospital policies; all staff should call the
team in their institute. According to the survey findin-
gs, the participants thought the call should be given by
doctors or nurses.

Basic Life Support training is very essential for hospi-
tal staff. Their knowledge and performance can impro-
ve patients outcomes [9]. Also continuation of educa-
tion is very important actually. It's suggested to repeat
BLS trainings at every two years. Education programs of
institutes varies. In our hospital it is compulsory to give
this training to every new nurse who comes to the hos-

pital, schedules are prepared by head nurse responsible
for education. Most of the participants had BLS educa-
tions, but the ratio of staff taking this education within
five years is not sufficient. The number of participants
taking Advanced Life Support training is lower than BLS.
The guidelines for resuscitation eliminate chaos in car-
diopulmonary arrest scene, prevent unnecessary appli-
cations. Unfortunately a quarter of the participants did
notimplement the guidelines. At about half of the par-
ticipants feel themselves insufficient in CPR. It is anim-
portant problem for health system of the country.

Conclusion

There are serious problems about CB and CPR practices.

» Training programmes about legal aspects of CB
should be arranged.

»  Who should call the team? For which patients, the
CB team should be called? When the team should
be at the scene? These questions should be taught
to healthcare workers and the staff.

» Basic Life Support training should be done effecti-
vely, preferably with small groups (The staff can
be classified into two or three groups according to
number in each department). And also it's very im-
portant to provide the continuation of the trainings.

» Advanced Life Support trainings should be increa-
sed and the staff working in risky places should be
provided with this training.

= Ininstitutes, it's better to have algorithms and no-
tification forms to prevent chaos and collect heal-
thy data.

In conclusion, according to the results of the survey
conducted, it's considered that healthcare workers ha-
ve insufficient knowledge of the Code Blue. In order to
solve this problem, it would be appropriate to direct he-
althcare professionals to both in-hospital and/or exter-
nal training programs.
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[Ipo6neMpl ¢ TpaxeoCTOMNYECKNMY KAaHIOISIMH Y TTaI[ieHTOB
¢ COVID-19: mpuumHBI U CIOCOOBI pelIeHusl.

Avramov A.A., Zinina E.P, Kudryavtsev D.V., Koroleva Y.V.,, Melekhov AV.

Patients with severe lung injury due to COVID-19 are often

in need of mechanical ventilation. Due to the predicted length
of invasive respiratory support, tracheostomy is commonly
indicated to improve patient comfort, to reduce the need
for sedation and to allow safer airway care [7] [8] [15]. In
this article we report two clinical cases of patients with
COVID-19, who suffered cardiac arrest due to problems with
tracheostomy canula placement.

The first case report is regarding a 74-year-old patient, who
was transported to CT from the ICU. Problems first occurred
in the elevator, where specialist were forced to switch to bag
ventilation, when the oxygen supply ran out. As a result, an
episode of desaturation to 80% was registered. Upon arriving
in the ICU, the patient was connected to a mechanical venti-
lator, however ventilation was ineffective: peak pressure was
more than 40 cmH20 and the tidal volume was less than 100
ml. Debridement of the trachea was performed, the position
of the cannula was secured with no effect. While preparing for
oropharyngeal intubation, the patient’s saturation dropped to
70%, haemodynamics were unstable (BP 76/40), ECG showed
bradycardia of 30 bpm, which quickly turned to asystole. Cardi-
opulmonary resuscitation was performed and the patient was
intubated, mechanical ventilation was effective. The total time
of cardiac arrest was around 2 minutes, when ROSC was ac-
hieved and sinus rhythm was registered on the ECG. In 6 hours
after ROSC signs of acute coronary syndrome were registered,
the patient received treatment accordingly. Despite the com-
plications, the patient's condition improved and he was tran-
sferred to the therapeutics ward and later discharged home
with no signs of neurological impairment.

The second case presents a similar clinical situation with an
alternate outcome. A 32-year-old patient with COVID-19 was
transferred to ICU due to signs of respiratory distress. His con-
dition worsened and the patient was intubated, and soon per-
cutaneous dilatational tracheostomy was performed. On day 9
of treatment in ICU an episode of desaturation to 75% was re-
gistered. Debridement of the trachea was not possible due to a
block in the cannula. Due to rapid demise in the patient's condi-
tion, the cannula was removed and the patient was intubated.
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After bronchoscopy, re-tracheostomy was performed. During the
procedure, it was noted that the standard cannula was displa-
ced at an angle to the posterior wall of the trachea. The cannu-
la was replaced by an armored cannula. In the following hours,
hypoxemia was observed, as well as subcutaneous emphysema
of the patient's face and upper body. Applying a thoracic X-ray, a
left-side pneumothorax was diagnosed, which was urgently dra-
ined. In the following days of intensive care the patient's conditi-
on gradually improved, mechanical ventilation was effective and
signs of respiratory distress were fading. Neurologically the pa-
tient was responsive, able to perform simple tasks. Unfortuna-
tely, on the 15th day of ICU care the patient’s condition worse-
ned: his fever spiked to 39-40,2C, CRP was 149, and CT showed
signs of ARDS progression and vasopressors were administered
due to hemodynamic instability. An episode of desaturation to
88% was noted. It was assumed that the tracheostomy cannu-
la had been displaced, which was not proven by bronchoscopy.
Later that day, while turning the patient to the side, bradycar-
dia was noted on the monitor with progression to asystole. Car-
diopulmonary resuscitation was performed for 5 minutes un-
til ROSC. The tracheostomy cannula was then removed, due to
inadequate ventilation and the patient was intubated and ven-
tilated through an IT tube. After ROSC the patient's neurologi-
cal status was closely monitored. Without sedation the patient
was unconscious (coma), non-responsive, hyporeflexive with li-
ttle response to pain stimuli. In two weeks his neurological con-
dition was regarded as a vegetative state (GCS -6).
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MaumeHntbl ¢ Taxensimn dopmamu COVID-19 yvacto
HYX[OAKTCS B NPOBEAEHWN [NNTENbHON 1HBA3WNB-
HO wckycctBenHoi sentunauun nerkux (B). [7],
[8], [15]. B stux ycnosmax tpaxeoctomus obnapa-
et pagom npeumyuiects nepen, VIBJ1 yepes opotpa-
xeanbHyto TpybKky: MeHblUnii ypoBeHb Tpebyemoii
NaLMeHTy CeOaLumn i MeHbLLee KONYecTBo nHdekLm-
OHHbIX OCAIOXHEHWIT B CBA3M C bonee Nerknm yxooom
3a apixatensHeivi nytamu [1],[3],[14]. Tpaxeoctomu-
9 yBenmynBaer puck 0bpa3oBaHNS CTEHO30B Tpaxe-
W, cama npouenypa He NLIEHa PUCKOB remopparu-
yecknx ocnoxnenni[9],[10]. Yumteisas cneumndpmky
COVID-19, noteHumanbHbIM HEOOCTAaTKOM TPaxXeocTo-
MUN CTaHoBUTCa 6Onbluas notpebHoCTs B nposede-
HAN  a3po30b-reHepupytowmx npouenyp [2], [5],
[6]. Takxe, yuntbiBas perynspHyro HeobxoammocTs
nepemelLeHns nalumeHTa B NPoH-No3numo 1 obpar-
HO, BO3HIIKAOT JONOSTHIATESbHbBIE PUCKIA YTEPI KOHTPO-
ns Hag, apixatensHbivi nytamu[4][11], [13]. 3gecs mbl
PacCMOTPUIM [1Ba C/lyyas OCTaHOBKM KpOBOOBpaLLeHNs,
BbI3BaHHbIX PECMNPATOPHLIMI Npobiemamin 1 yTpatoi
KOHTPONA Haf, [bIXaTefibHbIMU NYTAMIA BO BpEMS
nepemelLLeHns NaLneHToB.

Xopowmnii nesponornuecknii ncxon
nocne ocraHoBKM Kposoobpawenns

Mauwment C, 74 rona, HAXOOMNCS HA NNeYeHn B oToene-
Hum obLuero TepaneBTyeckoro npoduns ¢ sepudum-
POBaHHOV KOPOHA3BWPYCHOIW [OBYCTOPOHHE nonucer-
MEHTapHON MNHEBMOHWEe, NocTynun Ha 15-i OeHb
bonesHn. Mo AaHHbIM KOMMbLHOTEPHOW TOMOrpadu-
n (KT) obbem nopakeHns neroyHoii TKaHn coCTaBass
25-50%0. VI3 conytcrBytowmx 3abonesanunii nmenacs
runepToHmnyeckas bonesksb Il ¢, 3 1, BbICOKOrO pUCKa,
PacnpoCTPaHEeHHbIi aTepoCKNepo3, NepeHec CTeHTNPO-
BaHWe COHHbIX apTepuii. Ha BTopbie cyTki npebbiBaHm-
S B CTaLLMOHApe nepeBeneH B OTAENEeHNe peaHuMaLm-
1 nnteHcnsHoii Tepanun (OPUT) B cBs3m ¢ passutnem
OCTPOIl AbIXaTesbHOV HeO0CTaTOYHOCT 3 CT, CUHOPO-
MOM CCTEMHOrO BOCNanMTENbHOrO OTBETa.

[pwn nostopHom KT opraHoB rpygHoii KNetkn oTMeyeHo
nporpeccmpoBaHne AOBYCTOPOHHEN BUPYCHOW MHEBMO-
HUK, c cybToTanbHbiM 0bbemom nopaxenus. Ha cneny-
FOLLLIA OeHb B (BSA3U C HEBO3MOXHOCTLH 0becneyeHuns
a[,eKBaTHOI OKCMreHaLLMN C MOMOLLHD BbICOKOMOTOYHOI
NHcydbpnaumm kncnopona beinu BeINOAHEHbI NHTYba-
ums Tpaxen un nepesof, Ha VIBJ1. Yuutbisas bonboii
obbem nopakeHMs MLIEroyHom TKaHW, npemnona-
raemyto pgnutensHocts VIBJ1 Ha 7-e cytkm npebbl-
BaHWS B (TaLMOHape nauneHTy bbiNa BbINONHeHa
NYHKLMOHHO-OMNATaLNoHHas Tpaxeoctomus. [1poso-
LNack KOMNEKCHas MHTEHCMBHAS Tepanuns, cegaL-
S nauuneHta gns obecneyeHns CUHXPOHM3ALUKM C
annapatom VIBJ1. VIBJ1 npoBogunacs B npoH-no3su-

LK B MakCManbHO gonyctumom obveme, Ha doxe
yero oTMeyanacb HekoTopas NoNoXnTeNbHas oUHaMM-
Ka No NokKa3aTtensiM KMCIO0THO-0CHOBATESbHOMO COCTaBa
aprepuansHoii kposu (KOC).

Ha 10-e cytkun npebbiBaHus B CTaLuoHape cocTosiHMe
naumenta no cucreme ABCDE:

A: [lbixaHne Yyepe3 TpaxeoCTOMUYECKYH KaHHIH,
npoBoguTCs C 0benx CcTopoH.

B: Pressure SIMV ¢ napametpamu: PSV 16 cvi H.0,
Fri4/min, t /t_=1/1,5 PEEP 14 cm H.0O, FIO,40%0, Ha
sToM poHe VI 0,6 - 0,65 n. C pecnupatopom Ha poHe
NPOBOOMMOINA CenaLn CUHXPOHEH.

C: aprepuansHoe pasnexne (AIl) 138/82, vacro-
Ta cepaeutbix cokpaweHuin (UCC) 72 8 muH. Putm
CUHYCOBBIIA.

D: [NpoBooutcs MenykaMeHTo3Has cegaLus.

E: SOFA 9 bannos, A3bik BnaxHblii. XXnBoT MArkui,
He B3MyT, MUT3HWE Yepe3 HA30racTpanbHbIA 30HL,
ycsamsaert. Moua 0TBoauTCcs N0 ypeTpanbHOMYy kaTteTe-
py, 0bbluHOrO LiBeTa, ouypes COXPaHeH.
KucnotHo-ocHosHo cratyc (KOC, aprepunasnbHas kposb,
FiO, 40 %, B npo-nosuuun): pH 7,41; pCO, 52,8 Mm
pT.CT,; pO2 112 MM pr.CT.; roko3a 8,9 mmonb/n;
naktat 1,52 mmone/n; BEecf 9,1 mmone/n; HCO, 33,9
Mmonb/n, niaekc okcurenaumn (10) 280.

[ng nposeneruns koHtponbHoii KT nauueHT B conpo-
BOXO,EHNI peaHnMaLMoHHoR bpuragkl bbin Tpaxcnop-
TPOBaH B peHTreHonormyeckoe orgenexune. Bo spems
nepemMeLLeHns NCNonb30BaNCs TPAHCNOPTHLIN annapar
BJ1 ¢ nomaveii 100% kucnopoga. [pu Bo3Bpalue-
Hun B OPUT Bo3Hmkna npobnema ¢ nudrtom, 3aKoH-
Ynncs 3anac B3sToro ¢ coboil KMCNopoaa, BEHTUASLM-
9 NPof0SIXeHa Bo3ayxoM (0CyLLECTBAANOCL B TeYeHe
5 MUH), Ha doHe Yero caTypaums cHusunacs oo 809%0.
Mpwu Bo3spaiwerun B OPVIT nauneHT nepekntoyeH Ha
craumoHapHbii VIBJT annapar, Fi0, 100%. Bo spems
nepeknanbiBaHns OTMeYanoch banbHeilee CHuxXe-
Hue catypauumn 0o 709%0, cHxenne ALl no 76/40 mm
pr.ct. VIBJ1 yepes tpaxeoctomy B NpexHUX pexumax
beina HespcpekTmeHa, Pnuk bonee 40 cvi HO, VT
mMeHee 100 mn. [poBeneHa NonbITKa CaHaLLMK TPAXeo-
bponxuansHoro gepesa (TB[), koppekuun nonoxeHn-
s TpaxeocToMmyeckoii KaHronm - besycnewwro. Catypa-
ums mocturna 64%0o, Ha IKT cnHycoBas bpagukapams ¢
YCC 30 B MuHyTy, BBEO,EHO 1,0 Mr aTponuHa.

B cBa3u ¢ HeIdeKTNBHOCTLIO BEHTUNALWMA Yepe3
TPaxeoCTOMUYECKYH KaHHI bblno NPUHATO peLleHu-
e 0 nposefeHuK WHTYbauum Tpaxewm C MCNONb30Ba-
HueM Bugenapunrockona. OTMeyeHo wcyesHoBeHMe
NynbCaLnm Ha COHHbIX apTepusx, no IKI - acucronu-
5. Hauatbl peaHumaLioHHble MeponpusTis B Buge 30
KOMRNPpeccuin rpyLHOV KneTku, C nocnenyoLLeii opotpa-
X€anbHOW MHTybaLmeli, TpaxeocToMumyeckas KaHins
yoaneHa. bbino Bo3obHonero VIBJ1 yepes uHtyba-
uuonnyto Tpybky (UT). Mpu knnHWYeckoii oueHke:



LbIXaHuNe aycKynbTaTUBHO NPOBOAMTCS ¢ 0berx CTOpoH.
BbinonHeHno ewg 30 komnpeccuii rpymHOM KNeTku.
Ha MoHWTOpe OTMEeYeHO BO3HWKHOBEHWE CUHYCOBO-
ro putma, YCC 102 B muH. BocctaHoBneHa nynbcaum-
1 Ha COHHbIX apTEpUsX, CNMOHTaHHOe KpoBoobpalleHme.
Obuiee BpeMs 0CTaHOBKY KpOBOODpALLEHNS COCTaBUIIO
0KOJ10 2 MIH.

Cocrognue naumenta no cucreme ADCDE nocne Bo306-
HOBJIeHNs cnoHTaHHoro kposoobpaterns (ROSC):

A: bixaHve yepes VT, npoBoauntcs no Bcem neroy-
HbIM NONSIM.

B: VIBJ1 B pexxume VOLUME A\S ¢ napametpamu:
VFi 0,6; P peak 38; t /r_=1/3; PEEP 12cm H.O; Y[ [0, 14;
FI0, 50%b; Sp0, 92%.

C: cnnycoBas Taxukapgous ¢ YCC 102 B mMuHyty,
nenpeccns cermenta ST V -V [posoautcs nHdysns
HopagpeHanuHa 0,2mkr/kr/muH, ALL 105/73 mm pr.cT.

D: MauneHT B MeguKaMeHTO3HOI cegaLuy npomno-
donom.

E: KoxHbii nokpos cyxol, bnemHbli. HA3bik
BNaxHblil. [lnype3s coxpaHeH, Moya no Katetepy,
xentas. XXBoT MArkuii, He B34yT.

KOC (aprepuansHas kposs, Fi0, 70 %): pH 7,325;
pCO, 58,7 mm pr.ct,; pO, 67 Mm pr.cT.; mIOKo3a 9,6
MMOnb, naktat 4,1 mmone/n; BEecf 2,8 mmons/n;
HCO, 38,6, K+ 3,94; Na 141; 10 95.

Yepes 6 yacos nocne ROSC no gaHHbIM KapOyioMoHITOpa
CUHycoBast Taxukapaus (98 yaapos B MUHYTY), € Hamxe-
NyO,04KOBLIMI IKCTPACUCTONAMI, HAPACTaHe Oenpecciin
cermenta STV ,-V_>2 mm. ALl 140/75 mm pr.cT.
Y4nTbiBas NOBbILLIEHNE YPOBHS BbICOKOUYBCTBUATENBHO-
ro TponoHmHa ¢ 0,024 0o 2,6 nr/mr bbin AMarHocTNpoBaH
ocTpbIi HdapkT Muokapaoa bes Q 3ybua. Hepocryn-
HOCTb aHrmorpacpun 1 peBackynspu3aLnun B ycioBu-
X KOBWZHOTO rocnurans obycnoBuno KoHcepBatnBe-
HYHO TaKTUKy BefdeHus. B TeyeHue cyTok npoBoaunack
nHdy3ms HuTpornuuepuHa (30 mkr/mMuH), mobytamu-
Ha (3-5 mkr/kr/muH), HopagpeHanuHa ao 0,1 mkr/kr/
MUH, MefnkameHTo3Has cegaums. Cnycrs 48 vacos
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OTMeyanach NonoXuTensbHas guHamMuka B suae crabu-
nu3aumn remoguHamukmn: ALl 103-126/60 mm pr.cT.,
UYCC 68 B MUHyTYy, UHY3US HUTPATOB NpeKpaLLeHa.
[py oueHke HeBPOMOrMYeckoro Cratyca BHe cepauum
otmeuyanock mybokoe ornywenune (LLUKT - 12 6annos).
BbinonHeHa petpaxeoctomMus.

KOC (aprepuansHast kposs, FiO, 50%0): pH 7,34; pCO,
76,2 MM pT. CT; pO2 98 MM pT.CT.; 111H0K03a 6,49 MMOJb,
naktat 0,89 mmone/n; BEecf 15,8 mmons/n; HCO,
41,7 K+ 3,27: Na 142,4; /10 196.

Yepes nge Hemenu nocsie 0CTaHOBKM KpOBOObpaLLLeHN-
S COCTOSIHIE NaLleHTa cTabunmsnpoBanock, abixaHue ¢
MUHUMarbHbIM YPOBHEM PECNPATOPHOI NOLAEPXKKI.
HeBponorunyecknin ctatyc nauyeHTa Tak xe ¢ nonoxu-
TeNbHOM [OWHAMUKON: SICHOE CO3HaHWeE, BbINOMHS-
€T NpOCTble WHCTPYKLMW, 3CTEHN3NPOBAH, YMepeH-
HO HekpuTyeH. [NauueHT Bckope bbin nepeBeneH Ha
camocTosTeNbHOe [bIXaHue C nocneLyou M nepeso-
LLOM B npodpunbHoe oToeneHne, a 3aTeM BbINACaH 13
craymoHapa. [uHamuka coctosHis nauyeHTa otobpa-
eHa Ha pucyHke NOT.

NMnoxoii HeBponomuecknii ncxon
nocne ocraHoBKMN KpoBoobpawienns
Maument X, 32 rona, noctynun B CTaLMoHap ¢ BHebosb-
HYHOI [BYCTOPOHHEl NOMNCErMEHTAPHOW NHEBMOHU-
el Ha 7-1 neHb bonesnu. KopoHaBupycHas 3tnonorns
nHeBMoHuM BepucuumposaHa NP HazodapuHreans-
Horo ma3ka. ConyTcTBytoLLas natonorus - oxupenue |l
v (IMT - 38,6), ymepeHHa apTepuasnibHas ranepreH-
31s. Ha 9-1 neHb bonesHn nepeseneH 8 OPUT cBsizn ¢
HapacTaHrem obbema nopakeHuns NEroYHo TKaHN no
OaHHbIM KT ¢ 50 go 80%0, obixaTenbHOWM HeOocTaToy-
Hocty oo |l creneHn.

HecmoTpsi Ha MpuMeHeHNe VMMYHOMOZYNNPYHOLLAX
npenapatos (Touunusymab), oTMeyanock HapactaHu-
e 0bbéma nopaxeHus no paHHsiM KT ¢ 50 go 80 %
(KT3, 3atem KT 4). Ha 10-ii geHb BonesHn Bbinon-
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HeHa uHTybaums Tpaxew, nepeseneH Ha VIBJ1. Yepes
CYTKI NPOBEAEHA NYHKLNOHHO-OMNSTALLNOHHAS TPaxe-
octomus. Mo paHHbiM KT - ocTpbI pecninpaTtopHblii
aucrpecc-cnHapom (OPIOC) v kputnyeckoe nopaxe-
Hue nerkux (Puc.2).

Ha 9-e cytkm B OPWUT, okono 6:00 nocne caHauu-
1 1 CMEHbl MOBS30K Yy nauueHta no Moxutopy V1BJ1
OTMEYEeH POCT NWKOBOMO [OABMEHUS B ObIXATeNbHbIX
nyTsx, No KanHorpady OTCYTCTBME BOJSHbI, CHUXEHWE
catypauun oo 75%o. lNposeneHa peBu3ns Tpaxeocto-
Muyeckolid TpybKu, MOMbITKa MPOBECTU C3aHALMOHHBbIN
kaTetep be3ycnellHa, NpUYMHA OKKITHO3MI He YCTaHOB-
neHa. Tpaxeoctomuyeckas Tpybka ypaneHa, 3aTtem
BbINOSIHEHA OpoTpaxeanbHas UHTybauns bes TexHuye-
CKux TpyHocteld, npogonxeHa VIBJ1. Ha tpaxeoctomu-
YeckyH paHy HanoXeHa OKKIT3MOHHAs HaKnelka.
Mocne untybaumn KOC (aprepunansHas kposb, FiO, 50
%): pH 7,359; pCO, 57 mm pr.ct,; pO, 752 MM pr.cT;
rnrokosa 8,3 MMmonb/n; naktat 1,02 mmons/n; BEecf
16,7 mmone/n; HCO3 42,4. 10 114.

[anee bbina BbINONHEHA peTPaxeocToMust MyHKLN-
OHHO-OMNATaUNOHHO MeTOOMKOA Nof, KOHTpOonem
cubpobporxockonun  (PBC).  YcraHosneHa Hosas
(TAaHOAPTHAs  TpaxeoctoMuyeckas  KaHwons.  [lpu
nepexofe Ha VIBJ1 yepes kaHNH 0TMEYEHO BbICOKO-
e nasneHve Booxa. [1pu 3HIOCKONNYECKOM KOHTpONe
OTMeYeHO HeafeKkBaTHoe NosoxeHue Tpybku: oucrans-
HbIli ee Cpe3 pacnonioXeH Nof, YrioMm K 33[Hell cTeHke
Tpaxeu. [lpuymHon 3toro sBUnace bonbwas Tonwwm-
Ha MpeTpaxeanbHbiX TKaHel BCIELCTBUE OXUNPEHUS.
B BSA31M ¢ HEBO3MOXHOCTLHO NPOBEOEHS 3LEKBATHON
BEHTUNALMNN NPUHATO peLleHne 0b ycTaHoBKe apMupo-
BaHHOW TPYbku € wn3meHsemoli rmybuHoii ycTaHoB-
ku «Portex UniPerc». lNopn, koHtponem ®BC Bbinon-
HeHa 3aMeHa TPaxeocToMuYeckoii Tpybku, BO Bpems
BbINOMHEHUS MaHUNYNSUMA 3NW3000B AecaTypauu-
1 He otmevanoch. [pu panbHelwem HabnropeHu-
1 y nauueHTa, HecmoTps Ha VIBJ1100% kucnopogom,
COXPaHANach TEHOEHUMS K TUMNOKCEMUMN, CHUXEHUe
catypauum gocturano 859%0o.

B bnuxaiiwee Bpems nocne 3ameHsb! Tpybku nosisu-
nacb NoOKOXHash 3MdU3emMa Ha NuLe 1 nepepHei
NOBEPXHOCTY rPyaHON KneTku. PeHtreHorpacuyeckn -
MacCMBHbI NHEBMOTOPAKC ceBa. [1poBenEeHO 3KCTPEH-

HOe LpeHpOoBaHe NeBoli NNEBPANbHO NOMOCTL.

Jn meponpustus npusenu K ysenuyeHuto VIO no
nanHbim KOC aprepuansHoit kposu (0o 285), bpakum-
9 KNCNOpOA,a BO BLbIXaeMoli cMec bbina cHikeHa oo
459%0. Ha 20-1 peHb bonesHu npekpalieHa cemaum-
9 nponod0noM, NaumneHT bbin [OCTyNEH 3NeMeHTapHO-
MY KOHTaKTy, MbITANCs BbINOMHAT NPOCTble KOMaHMbI,
HO C 3a4ep>XKol, 3pauku cummetpuyHble. Oyarosoi
HEeBpOJIOTMYECKoii CUMNTOMATUKI HE BbISIBIEHO.

Ha 23-n peHb bonesHm oTMeyeH 3nu3opn, Oecaty-
paunn no 78-829%0, cbpoc Bo3myxa uyepes pOTOBYH
nofocTb. [Ns NckNioYeHNs gucnoKaLymm TpaxeocToMmi-
yeckoli Tpybku BbinonHeHa @BC: nonoxeHre KaHwoNW
anekBaTHoe, npoBeneHa caHaums Tb[. [lecarypauu-
S CONPOBOXO,aNack NOALEMOM TEMNEPATypbl Tena o0
39,0-40,2°C, nnoxo nopaBaBLUelics KynupoBaHWH
napaLeTamosom.

KOC (aprepuansHas kposs, FiO, 85%0): pH 7,4; pCO,
41,2 MM PT.CT.; pO2 71 MM PT.CT.; [ItOK03a 6,7 MMOnb/
n; naktat 1,4 mmons/n; BEecf 0,7 mmons/n; HCO3
25,7, 1O 84. Ha doHe cToiikoil Nuxopaaku Hapacrana
asotemus, pepmentemus, yposeHs CPB (oo 149), uto
bbino pacuereHo kak nporpeccposatme OP[IC.

B 17.00 npu nosopoTe nmauueHTa Ha nesbln HOK Mo
MOHUTOpY 3adumkcmpoBaHa bpagukapous ¢ nepexo-
LoM B acuctonuto. MaumeHt bbin NOBEPHYT Ha CNUHY,
HayaTbl PEaHVMALNOHHbIE MeponpusaTUS: Henps-
MO Maccax cepgua, B/B agpeHanuH 0,1 % 1mn
OBaxnpl ¢ nHtepeanom B 3 MuH, VIBJT ¢ FiO2 100%0.
Uepe3 5 MUHYT BOCCTAaHOBNEHA CEpAeYHas LesTenb-
HocTb. CuHycoBas Taxukapaous ¢ YCC120-135 8 muH ALL
125/78-136/105 MM pT.cT. Ha poHe nHY3MK Hopaape-
HanuHa 1 MKr/Kr/MuH.

MocneROSCy naumerta no monutopy VIBJTotmevanocs
HapacTaHue NKOBOro A3BEHIIS B ObIXaTeNbHbIX NYTSX,
no KanHorpady OTCYTCTBME KAMHOTPaMMbl, CHUXE-
Hue catypauun oo 65-76%0. [lpoBeneHa oyepenHas
peBM3Ks TpaxeocToMmyeckoli Tpybkm, nonsiTka npose-
(TN CaHALLMOHHbINA kaTaTep besycneluHa. Tpaxeoctomu-
yeckasi Tpybka BHOBb y[O,aNeHa, BbINOSIHEHa OpOTpaxe-
anbHas nHTybaums bes TexHuyecknx TpygHocteit. [pu
®bC npoeeneHa penosmums UHTYbaLMOHHON TPYybKI.
KapuHa npsmas, nogsuxHas. bpoHxu cnpasa un cnesa
NPOXOAMMbI, CTEHKV 3MACTUYHbIE, CNW3WCTAsS He3Ha-

Pucynox 2. KT opraHos rpyHoii
KNeTku nauumeHta X. B AUHaMUKe.



YnuTenbHO rUnepemupoBaHa ¢ obemx ctopoH. Cekper ¢
obeunx CTOpoH CNM3NCTOro XapakTepa, MyTHbIN, BA3KUIA.
Mocne ROSC

A: [1bixaHune yepe3 nHTybaLoHHYyO TPYbKY, NpoBo-
LTCS N0 BCEM MOSSIM.

B: IBJ1 B pexxume Volume-SIMV yepe3s tpaxeocto-
Muyeckyto Tpybky ¢ napametpamu BeHtunsuun: f 14/
min, Vi -600ml, I: E=1:1,3 PEEP 15 cmH_ O, FiO, 100
%, Sp0, 93%.

C: TemogumHamuka HectabunbHa, nogmepxmnBaet-
(s nHdy3meii HopagpeHanuHa 0,5-0,7 MKr/Kr/MuH,
Ha atom cpoHe ALl 94/56-100/72 mm pr.c1. CuHycoBa-
s Taxukapous ¢ YCC 112-118 B MuHyTY, Hecneunduye-
ckne n3meHenns 3ybua T, QT 324 mc.

D: [1poBogutcs cenaums, BHe CefaLymn CO3HaHMe He
BOCCTAHaBNMBaeT. Y poBeHb (03HaHMs-koMa. Ha ocmoTp
He pearupyeT, NMpOLYKTUBHOMY KOHTaKTy He O0CTy-
neH. Ha bonesoin pasppaxutens pearupyert crubanu-
em KoHeuHocTeid. bonb He nokanusyet. He cuHxpoHeH
¢ VIBJ1. 3pauku wmpokue, Ha cBeT peakLms 3ameneH-
Has. MblleyHas rmunotoHns, aguHamus, runopednek-
s,

E: Asbik BnakHbin. XKMBOT MSrkuin, paBHOMEpPHO
y4yacTByeT B akTe [ObIXaHWsi, He B3OyT, HA NaNbnaLui
He pearupyer. [TutaHne B Ha3oracTpasnbHbIA 30HL,
MouencnyckaHne yepes ycTaHOBMEHHbI ypeTpanbHbIi
KateTep, ONUTYpUs ¢ NocienyoLLeli aHypuen.

KOC (aprepmanshas kposb, FiO, 809%0): pH 7,250;
pCO, 60,5 mm pr.ct.; pO, 87 mm pr.cT.; mtoko3a 9,95
MMonb/N; nakrat 3,2 mmons/n; BEecf 0,9 mmonb/n;
HCO3 26,5: K 3,80; Na 146,7; 10 108..

HeBponoruyeckuii ctaTyc Yepes CyTKi Nocne 0CTaHOB-
KN KpoBooDpalleHNs: ypoBEHb CO3HAHMS - KOMa
(LLIKF 6 6annos). Ha ocmotp apmeksatHoi peakuyin
HeT, NPOLYKTVBHOMY KOHTaKTy He goctyneH. CrnoHTaH-
HO OTKPbIBAET 111333, a[LeKBATHOI peakLun Ha obpalle-
Hue n ocMoTp  HeT. KopHuansHble pednekcsl coxpa-
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HeHbl. 3paukn cpegHeil BENNYMHBI, CUMMETPUYHbIE,
Ha cBeT peakuus 3amenfieHHas. MbllleyHbIn TOHYC B
KOHEYHOCTSIX MOBbILLEH, OTMEYaeTcs 3NN304MYeckii
KPaTKOBPEMEHHbIVi TPEMOP, HaMpsiXeHune XeBaTesnb-
HOW MYCKYyNnaTypsl.

Uepes 48 yacos nocne CJ1P ypoBeHb co3HaHMs - koMa
(LLKT 8 6annos). Ha ocmotp He pearupyert, npofayk-
TUBHOMY KOHTaKTy He pgoctyneH. Ha bonesoin pa3gpa-
Xutenb pearupyet crubaHnem KoHeuHocteil. bonb He
nokanusyert. He cuuxporen ¢ VIBJ1. 3paukn wupokue,
Ha CBET peakuus 3amenneHHas. MblleyHas runoToHu-
9, aoyHamus, runopednekcus.

YunTbiBas HapacTaHne sBREHW NOYeYyHON HemoCTa-
TOYHOCTY, aHypUO NpoBeaeHa remonunadunbTpaLms ¢
xopowm 3ddektom B OTHOWeEHUN MeTabonnyecknx
nokasaTesei, LWnakos..

KOC (aprepuansHas kposb, FiO, 50%): pH 7,38;
pCO, 44,4 mm pr.ct.; pO,72 mm pr.ct.; mMHoko3a 6,69
MMonb/n; naktat 1,14 mmons/n; BEecf 1,0 mmone/n;
HCO3 26,3; K 4,41; Na 146,0; 10 144.

Uepes 2 Hemenn comatnyeckoe COCTOSHUE NaLyeHTa
ynyyLlwmnocs. Yoanock CHA3NTL YPOBEHb pecnupaTop-
HOI NOA,LEep XK, reMOANHAMMNKE CTabunun3npoBanace,
noyeyHass yHKUMS COXpaHeHa. Hesponoruyeckuii
cTatycnauyeHTa bes cyLecTBEHHON LUHAMUKIA: YPOBEHb
cosHaHms - koma (LUKI 6 6annos). Ha ocvorp
a[leKBaTHOW peakuuny HeT, NpPOLYKTUBHOMY KOHTaKTy
He poctyneH. CnoHTaHHO OTKPbIBAET rnasa, afeksar-
HOI1 peaku i Ha obpaLeHune n ocMotp Het. KopHeans-
Hble pedpbnekcbl COXpaHeHbl. 3paykul CpeLHel Bennyu-
Hbl, CUMMETPUYHbIE, HA CBET PeakLns 3aMeLfIeHHas.
MbILLEeYHbIN TOHYC B KOHEYHOCTSIX NOBbILLEH, OTMeYaeT-
€S 3NN30AMYECKIIA KPATKOBPEMEHHbIN TPEMOP, Hanpsi-
XEHIe XeBaTeNbHO MyCKyNnaTypbl.

KOC (aprepuansHas kposs, FiO, 30%0): pH 7,36; pCO,
46 mm pr.ct.; pO, 84 mm pr.cT.; mioko3a 4,7 Mmonk/
n; naktat 0,52 mmons/n; BEecf 1,0 mmons/n; HCO3
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26,5; 10 280.

Maumnent nposen B8 OPWT bonee 30 cyrok,
nanee bbin nepeseneH B NpodunbHOE yuypexmeHne
0Ng nansHeiwen peabunurauum. duHamuka coctos-
Hns naumenta B OPUIT otobpaxeHra Ha pucyHke NO3.

B 0bonx paccMOTpeHHbIX Crydyasix pa3BuTe OCTaHOB-
K1 KpoBOObpaLLeHns bbino cBS3aHO ¢ pecnpaTopHbI-
MU npobnemamu, ¢ yTpaToii KOHTPONS Hag, AblxaTtenb-
HeIMU NyTSIMU. B (B3 ¢ TsXensbiM nopaxeHnem
nerknx y OaHHbIX NaLMEHTOB faxe KpaTkoBpeMeHHoe
HapyLUeH/e ObiXaHNs BELET K TSXKeNbIM NocneacTsu-
M BNIOTh [10 OCTAHOBKM KpoBoobpatueHns[12].
Llns BOCCTaHOBNEHWS KOHTPONS HAL, OblXaTeNbHbIMU
nyTsMI B 060X PacCMOTPEHHbIX CyYasix NPUXOLUNOCH
BbIMOMHATL OpOTpaxeanbHyt UHTybaumw. Bo3amox-
HO, MpW Hanuuuy B cBobogHOM moCTyne 3HO0CKONa B
otnenenun OPUT 24/7 ypanocs bbl n3bexats vactu
OCSTOXKHEHWIA, CBA3aHHbIX C HEOMTUMaNbHbLIM MOM0Xe-
Huem kaHronu. OgHako, B ycnosusx nangemumn COVID-
19 3T BO3MOXHOCTI OrpaHunyeHbl 13-3a Heobxogumo-
(TN COKpaLLeHns npebbiBaHMS NepcoHana B KpacHol
30He, KOSIMYeCTBa 3a3p030Jib-NPOLYLPYHLLMX NpoLe-
ZYp.
B cnyvae naumenta C. (6naronpusatHbin  ucxom),
obpatumas npuunHa Hescbdektnsron CIP (runokcn-
9) BblNa ycTpaHeHa B TeYeHe 1 MUHYTbI, OJIUTENbHOCTb
OCTAHOBKIM KPOBOODPALLLEHNS TakxXe COCTaBUna MeHee
LBYX MUHYT. B cnyyae ¢ HebnaronpusitHbiM HeBpono-
rMYECKNM NCXOLOM A1 NONHOTO YCTpaHeHus obpatu-
MoUi npuumHbl HeacbekTnsHoii CI1P notpebosanocs
bonble BpemeHn. Bpems octaHoBky kpoBoobpalue-
HIS COCTaBWNMO YyTb bonee 5 MUH.
B KkayecTBe OCHOBHbIX BbIBOLOB MOXHO OTMETUTH
cnepytoLLee:
*  Hecmotps Ha OrpaHuyeHus, HakNamblBaeMbl-
e naHgemMuen, Heobxoomo obecneynTs BO3MOX-
HOCTb KPYrIOCYTOYHOTO MPOBEAEHNS 3HO0CKONNN
B OPUT. OcobeHHo ocTpo ctout Bonpoc obyyexu-
S peaHuMartonoros 6azoBbIM 3HO,0CKONNYECKIIM
HaBbIKaM.
OueBnpoHa  HeobxoOuMOCTb  MaKCUManbHOTO
KOHTPONS 33 LbIXaTeNbHbIMUN NYTAMUN Npu Nrobom
N3MEHEHNI NONTOXKEHNS TeNa NaLNEHTa.
OueHb BakeH NpaBusbHbIV BbIDOP B 11 pa3me-
pa TPaxeoCTOMWYECKON KaHwonu, ocobeHHo y
naumeHnTtos ¢ Bbicokum IMT 1 bonbLuon ToNLWHON
NOO,KOXHO-XVPOBOI KNeTyatkn B 0bnacru wew.
OueHb Bbicoka ponb kauectBeHHoi CJTP npu
Pa3BUTUAN OCTAHOBKIN KPOBOODPALLLEH NS, BbINOMHE-
HIS KAQYeCTBEHHbIX KOMMNPeCCUii ¢ MUHUMANbHbI-
MU NepepbIBaMU N MaKCUManbHo bbicTpoe ycTpa-
HeHve obpatMbix npuynH HeacbdekTusHou CITP.
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UPUTSTVO AUTORIMA ZA

PRIPREMU RADA

UPUTSTVO AUTORIMA

Journal Resuscitatio Balcanica je kvartalni interdisciplinarni

medicinski asopis i sluzbeni je list Resuscitacionog Saveta Srbije.
Objavljeni radovi se odnose na etiologiju, patofiziologiju i prevenciju
srtanog zastoja, obuku za reanimaciju, klinicku reanimaciju i siste-
me brzog odgovora.

Istrazivacki radovi za eksperimentalnu reanimaciju (ukljucujuci
studije na Zivotinjama) se objavljuju povremeno, ali samo ako su
izuzetno interesantni i direktno se odnose na klinicku kardiopul-
monalnu reanimaciju.

Radovi koji se odnose na traumu objavljuju se povremeno, ali
vecina njih se tice specificnog traumatskog sr¢anog zastoja.
Dobrodosla su pisma urednika, posebno u vezi sa clancima koji
su objavljeni u Journal Resuscitatio Balcanica. Journal Resuscitatio
Balcanica ne objavljuje izvestaje o slucajevima.

Urste radova koje se objavljuju u casopisu:

1. Originalni nau¢ni (stru¢ni) rad. Pod originalnim nau¢nim radom se
podrazumeva rad u kome se prvi put objavljuju rezultati sopstve-
nih istrazivanja.

2. Kratko ili prethodno saopStenje Sto podrazumeva originalni
naucni rad punog fomata ali manjeg obima.

3. Pregledni rad koji sadrzi originalan, detaljan i kriticki prikaz istra-
zivatkog problema ili podrucja u kome je autor vec ostvario
odredeni doprinos, prikazan u vidu autocitata.

4. Naucna kritika, odnosno polemika na odredenu naucnu temu
zasnovanoj na naucnoj argumentaciji.

5. Pisma uredniku

LIMIT RECI (isklju€ujuéi apstrakt i reference)

Originalni nau¢ni (stru¢ni) rad * 3000
Kratko ili prethodno saopstenje * 1500
Pregledni rad * 4000

Editorial 1200

Pismo uredniku 500

TABELE / LIMIT ILLUSTRACHE

Originalni naucni (stru¢ni) rad * 6
Kratko ili prethodno saopstenje * 3
Preglednirad * 8

Uvodnik 1

Pismo uredniku 1

REFERENTNA LIMITA

Originalni naucni (strucni) rad * 40

Kratko ili prethodno saopstenje * 20

Preglednirad * 75

Uvodnik 30

Pismo uredniku 5

Ukoliko je rad deo magistarske teze, odnosno doktorske disertaci-
je, ili je uraden u okviru nau¢nog projekta, to treba posebno nazna-
¢iti u napomeni na kraju teksta. Takode, ukoliko je rad prethodno
saopsten na nekom stru¢nom sastanku, navesti zvanican naziv
skupa, mesto i vreme.

Rukopise treba pripremiti u skladu sa "Vankuverskim pravili-
ma" "UNIFORM REQUIREMENTS FOR MANUSCRIPTS SU BM IT
TEDTOB |0 MEDICAL JOURNALS', koje je preporucio ICMIJE (Inter-
national Committee of Medical Journal Editors - Ann Intern Med.
1997;126:36-47.)

Rukopise u elektronskoj verziji slati na adresu E -poste:
office@resuscitatio.org.rs

Uz rukopis ¢lanka treba priloZiti potvrdu o autorstvu. Urednistvo
daje sve radove na stru¢nu recenziju. U radovima gde moze doci do
prepoznavanja opisanog bolesnika, treba pazljivo izbeci sve detalje
koje ga mogu identifikovati, ili pribaviti pismenu saglasnost za
objavljivanje od samog bolesnika ili najblize rodbine. Kada posto-
ji pristanak, treba ga navesti u ¢lanku. Radovi se ne vracaju i ne
honorisu.

TEHNICKI ZAHTEVI

Celokupni tekst, reference, naslovi tabela i legende slika treba da
budu u jednom dokumentu. Tekst fajlovi pripremiti u Microsoft
Office Word programu font Times New Roman, veli¢ine 12 ppt.
Paragraf pisati tako da se ravna samo leva ivica (Alignment left).
Ne deliti reCi na slogove na kraju reda. Ne koristiti uvlacenje celog
pasusa (Indentation). Ubaciti samo jedno prazno mesto posle
znaka interpunkcije. Ostaviti da naslovi i podnaslovi budu porav-
nani uz levu ivicu. Svaki naslov u tekstu rada: uvod, metodologija,
cilievi rezultati diskusija zaklju¢ak i klju¢ne reci postaviti na sredi-
nu tj centrirati.

Grafikoni, sheme (crtezi) sa natpisom ispod grafikona npr. grafikon
br 1 izradivati u programu Excel, Koristiti font veli¢ine 10pt i prilo-
ziti u originalnom programu - fajlu sa tabelom iz koje se konstruise
grafikon (ne uvoziti i ne linkovati iz drugih programa). Sheme raditi
u programu Corel DrawH3 ili ranijoj verziji (ne uvoziti i ne linkovati u
Corel Draw iz drugih programa), ili gotovu shemu snimiti ili skenira-
ti u rezoluciji 300dpi u jpg formatu oznaditi ih arapskim brojevima
po redosledu pojavljivanja u tekstu i navesti naziv.

Svi podaci kucaju se u fontu Times New Roman 12. | grafikone i
sheme dostaviti uz rad u elektronskom obliku i navedenom forma-
tu, a u radu naznaciti mesto gde grafikoni ili sheme treba da budu
postavljeni (npr. Grafikon 1.., Shema 1... crvenim slovima).
KoriScene skracenice objasniti u legendi ispod grafikona ili sheme
na srpskom i engleskom jeziku. Sve tabele raditi u programu Word
(ne uvoziti i ne linkovati u Word iz drugih programa), sa proredom 1
(single). Sa natpisom tabela br 1 iznad same tabele. | tabele dosta-
viti uz rad u navedenom formatu u radu naznaciti mesto gde tabele
treba da budu (npr. Tabela 1) crvenim slovima. Same tabele, slike
i grafikone se mogu umetnuti u tekst na mestu gde treba da se
pojave u radu

Slike se oznatavaju se arapskim brojevima redosledom navodenja u
tekstu (Slika 1) i sa nazivom na srpskom i engleskom jeziku. Fotografi-
je snimati digitalnim fotoaparatom u jpg formatu ili skenirati sa rezolu-
cijom 300 dpi, u dovoljnoj velicini ne manjoj od 6 cm x 8 cm i priloziti
uz rad kao poseban fajl, a u radu naznaciti mesto gde slika-fotografi-
ja treba da bude (npr. Slika 1, Fotografija... crvenim slovima). Ukoliko je
slika ili fotografija vec negde objavljena, citirati izvor.

Uvod, Cilj rada, Metod, Rezultati, Zakljucak;

svaki od navedenih segmenata pisati kao poseban pasus koji
pocinje boldovanom reti.

PRVA STRANICA sadrzi: potpuni naslov. Naslov treba da Sto verni-
je opiSe sadrzaj ¢lanka. U interesu je ¢asopisa i autora da se koriste
reCi prikladne za indeksiranje i pretrazivanje. Ako takvih re¢i nemau
naslovu, pozeljno je da se naslovu pridoda podnaslov. Kracu verzi-
ju naslova (do 70 slovnih mesta); ime srednje slovo i prezime svih
autora; naziv, mesto i adresu institucija iz kojih su autori, (brojevi-
ma u zagradi povezati sa imenima autora); eventualnu zahvalnost
za pomoc u izradi rada; predlog kategorije rukopisa (originalni rad,
pregledni ¢lanak, prikaz slucaja i dr); ime i prezime i srednje slovo,
godinu rodenja autora i svih koautora, punu adresu, broj telefona i
e-posta autora za korespodenciju.

DRUGA STRANICA sadrzi: sazetak (ukljuc¢uje naslov rada, imena
autora i koautora i imena ustanova iz kojih su autori) se sasto-



ji od najvise 250 reci. Sazetak ne moze imati fusnote, tabele, slike
niti reference. U sazetku treba izneti vazne rezultate i izbeci opste
poznate cinjenice. Sazetak treba da sadrZi cilj istrazivanja, material
i metode, rezultate i zakljucke rada. U njemu ne smeju biti tvrdnje
kojih nema u tekstu ¢lanka. Posle sazetka napisati 3 do 8 kljucnih
reci na srpskom jeziku.

Klju€ne reci su termini ili fraze koje najbolje opisuju sadrzaj ¢lanka
za potrebe indeksiranja i pretrazivanja. Treba ih dodeljivati s oslon-
cem na neki medunarodni izvor (popis, recnik ili tezaurus) koji je
najsire prihvacen ili unutar date naucne oblasti, npr. u oblasti
medicine Medical

Subject Headings, ili u nauci uopste, npr. lista klju¢nih rec¢i Web of
Science.

TRECA STRANICA sadrzi: prosireni sazetak na engleskom jeziku
(extended summary) i 3 do 8 klju¢nih reci na engleskom jeziku (key
words) .

NAREDNE STRANICE: Oznacite dalje rednim brojem sve preosta-
le stranice rukopisa. Svako poglavlje zapocnite na posebnom listu.
UVOD mora biti kratak, s jasno izloZzenim ciljem ¢lanka i kratkim
pregledom literature o tom problemu.

MATERIJAL | METODE moraju sadrzati dovoljno podataka da
bi drugi istrazivaci mogli ponoviti slicno istrazivanje bez dodat-
nih informacija. Imena bolesnika i brojeve istorija bolesti ne treba
koristiti, kao ni druge detalje koje bi omogucili identifikaciji bolesni-
ka. Treba navesti imena aparata, softvera i statistickih metoda koje
su koriscene.

REZULTATE prikazite jasno i sazeto. Ne treba iste podatke prikazi-
vati i u tabelama i na grafikonima. Izuzetno se rezultati i diskusija
mogu napisati u istom poglavlju.

U DISKUSIJI treba raspravljati o tumacenju rezultata, njihovom
znacenju u poredenju sa drugim, sli¢nim istrazivanjima i u skladu
sa postavljnim hipotezama istrazivanja. Ne treba ponavljati vec
napisane rezultate. Zakljucke treba dati na kraju diskusije ili u
posebnom poglavlju.

PRILOZI UZ TEKST Svaka tabela ili ilustracija mora biti razumljiva
sama po sebi, tj. i bez ¢itanja teksta u rukopisu.

Tabele: Iznad tabele treba da stoji redni broj i naslov (npr: Tabela
1. Struktura ispitanika). Legendu staviti u fusnotu ispod tabele i tu
objasniti sve nestandardne skracenice.

llustracije (slike), Fotografije moraju biti ostre i kontrastne. Broj
crteza i slika treba ograniciti na najnuznije (u principu ne vise od 4
- 5). Ukoliko se slika preuzima sa interneta ili nekog drugog izvora,
potrebno je navesti izvor. Ispod ilustracije treba staviti redni broj
iste i naslov, a ispod ovoga legendu, ukoliko postoji. Naslove i tekst
u tabelama i grafikonima dati i na engleskom jeziku

ZAHVALNICA. Navesti sve saradnike koji su doprineli stvaranju
rada a ne ispunjavaju merila za autorstvo, kao Sto su osobe koje
obezbeduju tehnicku pomo¢, pomo¢ u pisanju rada ili rukovode
odeljenjem koje obezbeduje opStu podrsku. Finansijsku i materijal-
nu podrsku u vidu sponzorstva, stipendija, poklona, opreme, lekova
i drugo, takode treba navesti.

Propratno pismo. Uz rukopis obavezno priloziti pismo koje su
potpisali svi autori, a koje treba da sadrZi: izjavu da rad prethod-
no nije publikovan i da nije istovremeno podnet za objavljivanje u
nekom drugom Casopisu, te izjavu da su rukopis procitali i odobri-
li svi autori koji ispunjavaju merila autorstva. Takode je potrebno
dostaviti kopije svih dozvola za: reprodukovanje prethodno objav-
lienog materijala, upotrebu ilustracija i objavljivanje informacija o
poznatim ljudima iliimenovanje onih koji su doprineliizradi rada.
REFERENCE: Sastavni delovi referenci (autorska imena, naslov
rada, izvor itd.) navode se u svim ¢lancima objavljenim u ¢asopi-
su na isti nacin, u skladu sa usvojenom formom navodenja. Prepo-
rucljiva je upotreba punih formata referenci koje podrzavaju vodece
medunarodne baze namenjene vrednovanju, kao i Srpski citat-
ni indeks, a propisani su uputstvima: APA - Publication Manual of

the American Psychological Association. Numerisu se redosledom
pojave u tekstu. Reference u tekstu obeleziti arapskim brojem u
uglastoj zagradi[ ... ]. U literaturi se nabraja prvih 6 autora citiranog
¢lanka, a potom se pise "et al”. Imena ¢asopisa se mogu skraciva-
ti samo kao u Index Medicus -u. Skraenica asopisa se moze naci
preko web sajta http:/www.nIm.nih.gov/. Ako se ne zna skraceni-
ca, ime ¢asopisa navesti u celini.

Literatura se navodi na sledeéi nagin:

Clanci u ¢asopisima

[1] Ross P, Nolan J, Hill E, Dawson J, Whimster F. Upotreba AED-a
policijskih sluzbenika u gradu Londonu. Resuscitation 2001; 50:
141-6.

[2] Bernard SA, Grey TW, Buist MD, Jones BM, Silvester W, Gutte-
ridge G, et al. Lecenje komatoznih prezivelih van bolnickog sr¢ane
akcije sa indukovanom hipotermijom. N Engl ] Med 2002; 346:
557-63.

Knjige

[3] Armitage P. Statisticke metode u medicinskim istrazivanjima.
London: Blackwell Scientific Publications; 1971.

Poglavlja

[4] Phillips SJ, Whisnant JP. Hipertenzija i mozdani udar. U: Laragh
JH, Brenner BM, urednici. Hipertenzija: patofiziologija, dijagnoza i
upravljanje. 2. izd. Njujork: Raven Press; 1995, str. 465-78.
Reference na elektronske publikacije

[5] Radna grupa Saveta za oZivljavanje (UK). Hitan tretman anafi-
laktickih reakcija. Smjernice za pruzaoce zdravstvenih usluga.
London, Savet za ozivljavanje (UK), 2008. (pristupljeno 11. avgusta
2008, na http:/www.resus.org.uk/pages/reaction.pdf)

[6] Oguro M, Imahiro S, Saito S, Nakashizuka T. Podaci o smrtnosti
japanske hrastove bolestii okolnih Sumskih kompozicija, Mendeley
Data, v1; 2015. http:/dx.doi.org/10.17632/xwj98nb39r.1
Numeracija referenci za licna komunikacija, neobjavljeni podaci ili
rukopisi kaji su “u pripremi” ili “podneseni za objavljivanje” su nepri-
hvatljivi.

Sve osobe koje su navedene kao autori rada treba da se kvalifi-
kuju za autorstvo. Svaki autor treba da ucestvuje dovoljno u radu
na rukopisu kako bi mogao da preuzme odgovornost za celokupan
tekst i rezultate iznesene u radu.

Autorstvo se zasniva samo na: bitnom doprinosu koncepci-
ji rada, dobijanju rezultata ili analizi i tumacenju rezultata; planira-
nju rukopisa ili njegovoj kritickoj reviziji od znatnog intelektualnog
znacaja u zavrsnom doterivanju verzije rukopisa koji se priprema
za stampanje.

Sakupljanje podataka ili generalno nadgledanje istraZivacke grupe
sami po sebi ne mogu opravdati autorstvo.

Svi drugi koji su doprineli izradi rada, a koji nisu autori rukopisa,
trebalo bi da budu navedeni u zahvalnici s opisom njihovog rada,
naravno, uz pisani pristanak.

Ukoliko je rad deo magistarske teze, odnosno doktorske diserta-
cije, ili je uraden u okviru naucnog projekta, treba posebno nazna-
Citi u napomeni na kraju teksta. Takode, ukoliko je rad prethodno
saopsten na nekom stru¢nom sastanku, navesti zvanican naziv
skupa, mesto i vreme odrzavanja.

JRB tasopis Resuscitacionog Saveta Srbije.
Veselina Maslese 140/12, 21000 Novi Sad.
E- posta: office@resuscitatio.org.rs
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Instruction to the authors:

Journal Resuscitatio Balcanica is quartal interdisciplinary medical
journal and is the official journal of the Serbian Resuscitation
Council.

The papers published deal with the aetiology, pathophysiology and
prevention of cardiac arrest, resuscitation training, clinical resusci-
tation, and rapid response systems.

Experimental resuscitation research papers (including animal
studies) are published occasionally, but only if they are of excep-
tional interest and related directly to clinical cardiopulmonary
resuscitation.

Papers relating to trauma are published occasionally but most of
these concern specifically traumatic cardiac arrest.

Review articles and Letters to the Editor, particularly relating to
articles previously published in Journal Resuscitatio Balcanica, are
welcome. We do not publish case reports..

Types of articles published in this journal

1. Original Paper . Original scientific paper is the paper in which the
results of their own research are first published.

2. Short Paper or prior announcement, which implies the original
scientific work of a full-fledged, but smaller volume.

3. Areview paper containing an original, detailed and critical view of
aresearch problem or area in which the author has already made a
certain contribution, presented in the form of autocities.

4. Commentary and Concepts, on a particular scientific subject
based on scientific argumentation.

5. Letters to the editor

INORD LIMIT (excluding abstract and
references)

Original Paper* 3000

Short Paper* 1500

Review* 4000

Commentary and Concepts* 2000
Editorial 1200

Letter to Editor 500

TABLES/ILLUSTRATION LIMIT
Original Paper* 6

Short Paper* 3

Review* 8

Commentary and Concepts* 3

Editorial 1

Letter to Editor 1

REFERENCE LIMIT

Original Paper* 40

Short Paper* 20

Review* 75

Commentary and Concepts* 20

Editorial 30

Letter to Editor 5

If the article is a part of a master's theses or a part of a dissertation,
or it is made through a scientific project, it should be emphasized
in a reference at the end of the text. Likewise, if an article has been
presented at scientific convention, precise information of the time,
place and title of the event should be noted. Manuscripts should be
prepared according tothe Vancouver Recommendation s “ UNIFOR
M REQUIREMENTS FOR MANUSCRIPTS SUBMITTED TO BIOMED-
ICAL JOURNALS" recommended by ICMIJE (International Commit-
tee of Medical Journal Editors — Ann Intern Med. 1997;126:36-47.)
With the manuscript a certificate of authorship should be attached.
Editorial staff forwards all the articles to the expert peer review-
ers. Publisher doesn't return manuscripts and doesn't provide fees.

TECHNICAL DEMANDS

Complete text, references, titles of the charts and picture legends
should be in one document. Text files should be typed in Micro-
soft Office Word program (extension.doc), using font Times New
Roman size 12, with left alignment and no indentation. The words
should not be cut at the end of the row, and after punctuation one
character spacing should be made. Every title and subtitle (intro-
duction, methodology etc.) should be centered. If the text contains
special characters (symbols), Symbol font should be used. Do not
use commercial names of drugs and other medicaments. Instru-
ments (equipment) should be referred to by their trade names,
producer’s name and address, typed in parenthesis. Abbreviations
should not be used unless absolutely necessary. Full term should
be given in first appearance in the text for each abbreviation used,
except for standard units of measurement. Numbers should be
rounded to one decimal whenever possible. For decimal numbers
coma should be used as a decimal separator in Serbian text, but
period in English text as well as in tables, graphs and other illus-
trations. Measure units should be given according to Internation-
al System of Units SI, Temperature should be specified in degrees
Celsius (°C), the amount of substance in moles (mole), and blood
pressure in millimeters of mercury (mm Hg).

Charts should be made in Microsoft Office Excel program, using
font size 10, and attached to the original file, along with the table
from which the chart is constructed (do not import and insert links
from other programs). They should be marked with Arabic numer-
als in order of appearance and titled in both Serbian and English.
All the data within charts should be typed with Times New Roman
size 12 in both Serbian and English. Abbreviations used in graphs
should be explained in a legend below it in both languages.
Diagrams should be made by Corel Draw H3 program or earli-
er version (do not import or insert links from other programs into
Corel Draw), or previously prepared diagram could be record-
ed and scanned with resolution 300 dpi in jpeg format, marked
with Arabic numerals in order of appearance and titled. All the data
should be typed with Times New Roman size 12, in both Serbian
and English. Abbreviations used in graphs should be explained in a
legend below it in both languages.

Charts and diagrams should be submitted with the manuscript in
electronic form (specified format), with the indication of their exact
place in the text (e.g. Chart 1, Diagram 1... written in red). Abbrevi-
ations used in the text should be explained in the legends beneath
the charts and diagrams in Serbian and in English.

Tables should be prepared in MO Word (do not import or insert links
into Word document from other programs) with single line spacing.
Titled tables should be submitted along with the manuscript in
electronic form and specified format with indication of their exact
place in the text (e.g. Table 1 written in red).

Pictures and photographs should be marked with Arabic numer-
als in order of appearance with titles in both Serbian and in English.
Photographs should be taken by digital camera formatted as .jpg
file or scanned in resolution 300 dpi, sized adequately (at least
6-8cm) and submitted with manuscript as a separate file, with
indication of their exact place in the text (e.g. Picture 1, Photo
2... written in red). If the photograph has already been published
elsewhere, reference of the source should be documented.

Every chart or illustration should be self-explanatory, i.e. under-
standable even without reading the text of the article. Legends
should be in the footnotes beneath, with explanation of all
nonstandard abbreviations. Number of graphs and illustrations
should be limited to 4 or 5 necessary. Note that all charts, schemes
and pictures can be inserted directly onto their position in the text



MANUSCRIPT PREPARATIONS

FIRST PAGE should be the title page of your manuscript file. The

title should be short, clear and informative, corresponding to

the content of the paper and it should not contain abbreviations.
Subtitles should be avoided. It is best to use words appropriate

for searching and indexing, in best interest of the journal and the

author. If the title doesn't have such words, it would be advisa-
ble to add a subtitle — shorter version of the title (up to 70 charac-
ters). First page also contains full names of all authors, names and

addresses of institutions where they work (use numbers in brack-
ets to link them with names of authors), gratitude note possibly for
the help in article realization, suggestion of the article type (origi-
nal article, case report, review ...) and e-mail of the correspond-
ing author.

SECOND PAGE should contain a structured abstract (including

again the title of the article, names of authors and coauthors and

names of institutions in which each of them works) written in both

Serbian and English. If the original article is in Serbian language, it
is desirable to provide the expanded translation of the abstract, a

kind of a summary.

It states the objective of the work, basic methods of research and

analysis, used materials, important results (statistic relevance) and

main conclusion. The abstract cannot contain footnotes, figures,
pictures or references. Statements that do not exist in the article

text should be avoided, as well as general known facts. Abstracts

of original articles should have 250 words and following subti-
tles: Introduction, Aim, Method, Results and Conclusion. Each

of these parts should be written as a separate paragraph that
begins with a bolded word. Three to six keywords or short phrases

which summarize the content of the paper should be given under
.Keywords" below the Abstract.

KEY WORDS are terms or phrases that describe adequately the

contents of the article for the purpose of indexing and search-
ing. They should be appointed relying on an international source

(index, vocabulary or thesaurus) accepted within specific scientific
field, e.g. in medical circles Medical Subject Headings, or generally

(e.g. key words index Web of science). The text should be paginated

from one onwards, commencing with the Title Page within bottom

margin.

SUBSEQUENT PAGES should contain the remaining sections. Every

section should be on a separate page. An original work should

have the following subtitles: Introduction, Aim, Method, Results,
Discussion, Conclusion, References.

INTRODUCTION should be concise, with a brief argumentation of
the reasons for the study or research clearly stating the objec-
tive and a brief literature overview of the theme. A hypothesis, if
there is one, and the aims of the work deriving from that hypoth-
esis should be noted.

METHOD AND MATERIALS section must contain enough informa-
tion for other researchers to repeat the investigation. All the details

that could enable recognition of the patient should be avoided.
Identify methods, apparatus (producer’'s name and place in paren-
thesis) as well as procedures, statistical methods and software in

order to enable other authors to repeat the results. When report-
ing on experiments on humans, it should be emphasized that the

procedure was done in accordance with the Declaration of Helsinki

and Recommendation for Conduct of Clinical Research from 1975,
revised in 1983. The compliance of the authorized ethics commit-
tee is also obligatory. Names, initials or patients' card numbers
should never be published, especially if the material is illustrated. If
there is a possibility of recognizing the patient, all details that can

provide identification should be excluded, unless written consent
for publishing is acquired from the patient or his relatives, which

should be emphasized in the manuscript. You should also state if
the principles of animal protection according to laws and regula-

tions were followed in experiments. A detailed account of statis-
tical methods used should be given in order to enable that a well-
informed reader can check the results. Whenever possible, quantify
the results and also state the corresponding statistical flaw index
(e.g. SD, SE or credibility borders). Avoid relying only on statistical
testing of the hypothesis, such as r value, which does not provide
relevant quantitative data. Always discuss the plausibility.
RESULTS should be presented clearly and concisely. Do not repeat
all the data from the tables or illustrations in the text, emphasize or
summarize only significant observations. The results and discus-
sion can be presented in the same section.

DISCUSSION should contain interpretation of the results accord-
ing to assumed hypothesis, their significance in relation to other
similar researches. Do not repeat results that have already been
presented. Do not repeat in detail the data and material previous-
ly disclosed in Introduction or Results. Implications of findings and
their restrictions, including those of relevance for future research,
should be included in Discussion. Observations should be connect-
ed to other relevant studies, in particular those done within the last
three-year period, and only in special cases older than these.
CONCLUSIONS can be given at the end of the discussion or in a
separate section. Relate the conclusions to the aims of the paper.
When appropriate, recommendations can be included.
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COVER LETTER

Along with the manuscript a cover letter should be submit-
ted, signed by all qualified authors. It should contain a state-
ment that the article hasn't been previously published or submit-
ted for publishing in another journal. The letter should also include
a statement that all those designated as authors (who meet the
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Regular components of references (authors’ names, article title,
source etc.) are noted in the same way in every article published
in the journal, according to accepted form of referencing. The use
of format supported by leading international bases of referenc-
ing, and Serbian Citation Index, following in fact the instructions of
APA (Publication Manual of the American Psychological Associa-
tion), is highly recommended. References should be listed in order
of appearance. Identify references in text, tables and legends using
ordinal numbers in square brackets [1]. If the number of authors
exceeds six then six should be named and the rest should be
referred to as “et al” Names of the journals can be abbreviated
only according to Index Medicus. Abbreviations can be found at
http:/ www.nlm.nih.gov/. Full title of the journal should be written
if the abbreviation is unknown.

References should be listed in order of appearance in the text. The
number of references should not exceed 30, except in reference
overview where there could be up to 50. Most of the cited works
should not be older than 5 years. All data on cited literature must
be correct. All works, regardless of their original language, are to
be cited in English, with reference to the source language in paren-
thesis after the title (e.g. in Serbian, in Russian, in French, etc.). The
style of citing should be the same as in Index Medicus (see the
examples below). Citations from abstracts, secondary publications,
oral announcements, unpublished papers and certified and classi-
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fied documents are not accepted. References to papers accepted
but not vet published are acceptable, but should be designated as
.in press” and with the name of journal.

EXAMPLES OF CORRECT REFERENCE FORMS

The following are sample references:

Articles in Journals

[11Ross P, Nolan J, Hill E, Dawson J, Whimster F. The use of AEDs by
police officers in the City of London. Resuscitation 2001;50:141-6.
[2] Bernard SA, Gray TW, Buist MD, Jones BM, Silvester W, Gutter-
idge G, et al. Treatment of comatose survivors of out-of-hos-
pital cardiac arrest with induced hypothermia. N Engl J Med
2002;346:557-63.

Books

[3] Armitage P. Statistical methods in medical research. London:
Blackwell Scientific Publications; 1971.

Chapters

[4] Phillips SJ, Whisnant JP. Hypertension and stroke. In: Laragh
JH, Brenner BM, editors. Hypertension: Pathophysiology, diagno-
sis, and management. 2nd ed. New York: Raven Press; 1995, p.
465-78.

References to electronic publications

[5] Working Group of the Resuscitation Council (UK). Emergen-
cy treatment of anaphylactic reactions. Guidelines for healthcare
providers. London, Resuscitation Council (UK), 2008. (Accessed 11
August 2008, at http:/www.resus.org.uk/pages/reaction.pdf)

[6] Oguro M, Imahiro S, Saito S, Nakashizuka T. Mortality data
for Japanese oak wilt disease and surrounding forest compo-
sitions, Mendeley Data, v1; 2015. http:/dx.doi.org/10.17632/
xwj98nb39r.1

Numbered references to personal communications, unpublished
data or manuscripts either 'in preparation’ or 'submitted for publi-
cation’ are unacceptable. If essential, include this material at the
appropriate place in the text.

AUTHORSHIP

Allindividuals listed as authors should qualify for authorship. Each
author should have participated sufficiently in the work to take
public responsibility for the article content and presented results.
One or more authors should take responsibility for the integrity of
the work as a whole, from inception to published article. Authorship
credit should be based on substantial contributions to conception
or design of the work, or the acquisition, analysis, or interpretation
of data for the work; and drafting of the work or revising it criti-
cally for important intellectual content; and final approval of the
version to be published. Gathering of the data or just supervision
of the research team is not enough to justify authorship. All other
persons who have made substantial contributions to the work
reported in this manuscript (e.g., data collection, analysis, or writing
or editing assistance) but who do not fulfill the authorship criteria
should be named with their specific contributions and affiliations in
an acknowledgment of the manuscript, with written permission of
course. If the article is a part of master's theses or dissertation, or it
came out from a certain scientific project, it should be noted at the
end of the text. Likewise, if the article has already been presented
ata scientific convention, precise name of the event, as well as time
and place where it happened should be noted.
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