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Uvodnik Editorial

Ovaj broj časopisa imao je dug put do objavljiva-
nja. Nasa je namera a utičemo na povećanje učešća 
inostranih autora, unapredjenje kvaliteta i dalji razvoj 
časopisa.
Sve navedeno jeste neodvojivo vezano za uopšte 
razvoj Resuscitacione medicine i stručne i naučne misli 
u navedenoj oblasti u Srbiji, uključujući tu i Urgentnu 
medicinu. Naravno da je to uslovljeno postojanjem i 
razvijenošću stručnih i naučnih istraživanja i posto-
janjem nastojanja pojedinaca, grupacija ali pre svega 
institucija da se navedenom oblasti 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 naša pažnja usmeri ka navedenim 
pitanjima a negde je u drugi plan došlo se ono što se 
zove istraživanje, objavljivanje ili organizovanje struč-

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, časopis 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 još uvek se bavimo, nadamo se ne još dugo mnogo 
čime ali ne previše publikacijama, časopisom i slično.
Nadamo se da će mo u drugoj polovini 2021 naći 
načina i vremena da budemo prisutniji i u ovim aktiv-
nostima, želimo to, jer će to biti znak da se život vraća 
u redovne tokove.

Dr Zlatko Fišer
Generalni sekretar RSS
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Pedijatrijska traka

Pediatric tape

Sažetak

Uvod
 Zbrinjavanje životno ugroženog deteta je uvek stresogeni 
događaj, a poseban problem predstavlja doziranje leko-
va, određivanje količine tečnosti za nadoknadu volumena 
i upotrebu medicinske opreme adekvatne veličine, koji se 
u pedijatriji određuju na osnovu telesne mase deteta, ko-
ja je u urgentnim situacijama često nedostupan podatak. 

Cilj
Naš cilj je bio napraviti pedijatrijsku traku, po ugledu na 
Broselow traku, prilagođenu našim uslovima i dostupnim 
lekovima, jer je sama Broselow traka nedostupna na na-
šim prostorima.

Metod i materijal
Za izradu naše pedijatrijske trake korišćena je originalna 
Broselow traka, gde je iskorišćena veza između dužine/
visine deteta i njegove telesne mase, te potom su izra-
čunate doze lekova i veličina opreme za uzrast, odnosno 
telesnu masu deteta.

Rezultati rada
Naša pedijatrijska traka se sastoji iz dva dela: merna tra-
ka sa zonama boja i kartončići koji prate  odgovarajuće 
boje. Traka je podeljena u devet zona boja sa preračuna-
tim dozama lekova, količinama tečnosti za nadoknadu 
volumena i veličinama opreme za svaku zonu

Zaključak
U nadi da će pedijatrijska traka naći široku upotrebu na 
našim prostorima, otvaramo diskusiju stručne javnosti 
za eventualne korekcije iste..

ABSTRACT

Introduction 
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.

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

Method and materials
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.

Discussion
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.
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Kornelija Jakšić Horvat1, Snežana Holcer Vukelić2

Uvod:
Zbrinjavanje životno ugrožene dece je uvek stresoge-
ni događaj. Poseban problem predstavlja  doziranje le-
kova, kao i određivanje količine tečnosti za nadoknadu 
volumena, koje se u pedijatriji određuje na osnovu tele-
sne mase deteta. Tokom zbrinjavanja  kritično obolelog 
deteta stvarna telesna masa je često nedostupan po-
datak, a merenje nije moguće. 
Orijentaciona telesna masa novorođenčeta je oko 3 kg, 
sa 5 meseci odojče udvostruči svoju telesnu masu tj, 
uzima se orijentaciono da odojče oko 5 - 6 meseci ima 
oko 6 kg, a jednogodišnjak oko 10 kg. Nakon prve go-
dine telesna masa deteta  se izračunava po dobro po-
znatoj formuli:
TM = (godine starosti + 4) x2
Međutim, u situacijama kada je dete životno ugrože-
no, izvođenje matematičkih radnji je haotično i često 
sa greškama, sa jedne strane i sa druge strane veliki je 
broj lekova, čija se doza mora znati i ordinirati  po kilo-
gramu telesne mase deteta.
Za brzu orijentaciju služi Broselow traka, koja se kao 
merna traka zasniva na bojama koje  povezuju deteto-
vu visinu izmerenu trakom sa telesnom masom - uk-
ljučujući doziranje lekova, veličinu opreme koja se tre-
ba koristiti i visinu šoka za defibrilaciju.
Originalnu Broselow traku je napravio dr Jim Broselow, 
lekar urgentne medicine u Hickory, North Carolina, još 
1980. godine. Radeći na urgentnom odelenju, suoča-
vao se sa donošenjem kritičnih odluka u urgentnim si-
tuacijama o proceni telesne mase, te želeo je da  olakša  
pravilno doziranja lekova u pedijatrijskih  pacijenata. Na 
taj način se  skraćuje vreme i eliminišu se greške u do-
ziranju lekova  u stresogenim situacijama pri zbrinjava-
nju  životno ugrožene dece (1).Kasnije u saradnji sa Ro-
bertom Lutenom pored adekvatne doze leka dodali su 
i podatke o veličini medicinske opreme koja je odgova-
rajuća za dete određene težine.
Broselow traka je namenjena deci do 12 godina staro-
sti koja imaju maksimalnu telesnu masu od oko 36 kg. 
Izuzetno veliki značaj ima u prehospitalnim uslovima 
(2) i pojednostavljuje donošenje odluka u hitnim sluča-
jevima eliminišući potrebu za procenom detetove tele-
sne mase,  koja se obično koristi za izračunavanje  pra-

vilne doze leka. 
Danas se u mnogim zemljama primenjuje i priznata je  
u većini medicinskih udžbenika i publikacija kao stan-
dard za urgentno lečenje dece.

Cilj:
Broselow traka nije dostupna na našim prostorima. Sto-
ga, smo napravili po ugledu na Broselow traku, pedija-
trijsku traku prilagođenu za naše uslove i dostupne le-
kove.

Materijal i metodi:
Za izradu naše pedijatrijske trake, korišćena je Brose-
low traka, gde je po ugledu na nju iskorišćena veza iz-
među dužine/visine deteta i njegove telesne mase, te 
potom su izračunate doze lekova i veličina opreme za 
uzrast, odnosno telesnu masu deteta.

Diskusija i rezultati:
Po ugledu na Broselow traku napravili smo pedijatrij-
sku traku za naše uslove, koja sadrži i vitalne parame-
tre za zdravo dete određene dobi sa unapred izraču-
natim dozama lekova. Traka je podeljena u devet zona 
boja sa preračunatim dozama lekova, količinama teč-
nosti za nadoknadu volumena i veličinama opreme za 
svaku zonu (slika 1.). Koristeći zone boja nema potre-
be oslanjati se na memoriju i pamtiti doze lekova, kao 
i računati kako telesnu masu, tako i ukupnu dozu leka 
za dete u stresogenim situacijama. Cilj naše inicijative 
je razviti jednostavan, siguran, brz i efikasan način za 
akutnu primenu lekova.

Slika 1.

Slika 2.
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Naša pedijatrijska traka se sastoji iz dva dela: merna 
traka sa bojama (slika 2.) i kartončići koji prate  odgo-
varajuće boje (slika 3.).

Slika 3.

Na prednjoj strani kartončića prvo su navedeni starost, 
dužina, telesna masa deteta i adekvatni vitalni para-
metri za zdravo dete te starosne dobi: respiratorna fre-
kvenca, srčana frekvenca i sistolni krvni pritisak. Takođe, 
na prednjoj strani sa desne strane se nalaze preraču-
nate doze lekova neophodnih u resuscitaciji: Adrena-
lin,  Amiodaron,  Lidocain i Atropin; potom jačina šoka 
za defibrilaciju i kardioverziju - preračunato u J (džuli-
ma). Nakon toga slede podaci o veličini opreme za dete 
odgovarajuće starosti: ETT (endotrahealni tubus) - ve-
ličina i dubina insercije, LMA (laringealna maska) i I-gel. 
Sledeći podatak je količina tečnosti  za nadoknadu vo-
lumena (slika 4.).

Slika 4.

Sa druge strane kartončića se nalaze preračunate do-
ze lekova za anafilaksu, konvulzije, hipoglikemiju i anal-
go-sedaciju (slika 5.).

Slika 5.

Za pravilnu upotrebu Broselow Tape trake dete mora 
ležati na ravnoj površini (3) i voditi računa da kolena ne 
budu savijena. Jednom rukom držite kraj trake sa crve-
nom strelicom  tako da je ravna sa detetovom glavom. 
( zapamtite: „crvena strelica kod glave“). (slika 6.)

Slika 6.

Dok držite jednu ruku na vrhu detetove glave, slobod-
nom rukom pokrenite traku po dužini tela deteta dok ne 
bude ravna petama (ne prstima).
Zona boje koja je u visini detetovih peta daje podatke 
o približnoj telesnoj masi u kilogramima, dužini u cm i 
starosti deteta.
Nikada nemojte meriti dete u sedećem položaju. Ako 
je dete duže / veće nego što se može izmeriti trakom 
(TM > 36 kg), zaustavite se i nastavite kao i kod odra-
slog pacijenta.
Ako je dete previše gojazno na osnovu vizuelne procene  
uzima se u obzir sledeća zona boje za doziranje lekova, 
a za veličinu opreme se koristi izmerena boja pošto de-
te koje ima prekomernu težinu obično ne povećava ve-
ličinu svojih disajnih puteva (3,4).
Potrebna je odgovarajuća obuka sa trakom kako bi se 
smanjile greške. (5,6) Predlaže se i dokumentacija zone 
boje koja se koristi za primenu lekova, nadoknadu teč-
nosti i za određivanje veličine opreme .

Zaključak:
Nadamo se da će naša pedijatrijska traka naći široku 
upotrebu među našim kolegama, kako prehospitalno, 
tako i hospitalno, te da će omogućiti tačnije doziranje 
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lekova i upotrebu medicinske opreme adekvatne veli-
čine kod vitalno ugrožene dece. Ovim radom otvaramo 
diskusiju stručne javnosti za eventualne korekcije, da 
pedijatrijska traka stvarno odgovara našim potrebama 
kako prehospitalno tako i hospitalno pri zbrinjavanju ži-
votno ugrožene dece.
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Abstract
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.

Methods
After the approval of the Faculty Ethics Committee, Mersin Uni-
versity Faculty of Medicine, Adana Baskent Turgut Noyan Trai-
ning and Research Hospital, Dokuz Eylül 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.

Results
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.

Conclusion
 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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Introduction
Code Blue (CB) is a unique worldwide code used to ca-
ll 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.

Method and Materials
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 questionnaire consisting of 21 questions was 
prepared (Appendices 1).  . First 4 questions are about 
personal information, other 17 questions are about CB.  
All the questions 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 

unit (ICU) and Emergency Service on the internet 
(https://docs.google.com/forms/u/1/d/1nZGDE7l91D-
ngIB7HIxF5Ou3rvpe8X5WIbgiLWR8e5w8/edi-
t?usp=forms_home&ths=true ). 

Results
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 
9.
Question number 10 was asking true sentences about 
CB 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” (n=386, 95.1%), “Un-
conscious patient” (n=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-
ll?” 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 (n=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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(n=55, 22.2%), “More than 10 years ago” (n=25, 10.1%).
Table 4 shows the answers of last five questions.

Discussion
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-

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 
CPR in 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 1. Distribution of Personal Informations of the Participants

Personal Information            n         %

Profession
   Faculty member
   Specialist
   Medical practitioner
   Resident
   Nurse
   Total
Institution
    University hospital
    Foundation university
    Training and Research     Hospital
    Other
    Total
Department
     Surgical
     Internal
     Other
     Total
Professional Experience
     0-1 year
     1-5 years
     5-10 years
     >10 years
     Total

        94
        22
         3
       100
       185
       404
     
       329  
          2
        68
       
        4 
        403

        204
        120
          78  
        402

          29
          111
          66
          199
          405

  23.3
    5.4
    0.7
   24.8
   45.8

    
    81.6
      0.5
    16.9
 
       1

    50.7
    29.9
    19.4

   

     7.2
    27.4
    16.3
    49.1

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

Questions  True
   n

False
  n

Total
  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 
team?*

124 281 405

What is the maximum time of the 
Code Blue team to arrive the vic-
tim?*

198 201 399

Where must be the Code Blue 
emergency equipment?

300 105 405

* Multiple options can be marked in these questions.

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

Questions Yes
n 

No 
n 

Total
n 

Have you ever take an edu-
cation about Basic Life Sup-
port (BLS)?

354 (87.8%) 49 (12.2%) 403

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

241 (61%) 154 (39%) 395
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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 minority 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 about in 
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 
not implement the guidelines. At about half of the par-
ticipants feel themselves insufficient in CPR. It is an im-
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.

• In institutes, 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. 

Conflict of Interest: 
None 

Table 4. Distribution of answers of five questions

Questions Yes
n,  (%)

No
n, (%)

Total
n 

Do you follow the resuscitation guidelines? 302, (77.6) 87 (22.4) 389

Do you hesitate to intervene when you encounter a patient 
who needs emergent intervention?

104 (25.9) 297  (74.1) 401

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
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Abstract
 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 cmH2O 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. 

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). 



Введение
Пациенты с тяжелыми формами СOVID-19 часто 
нуждаются в проведении длительной инвазив-
ной искусственной вентиляции легких (ИВЛ). [7], 
[8], [15].  В этих условиях трахеостомия облада-
ет рядом преимуществ перед ИВЛ через оротра-
хеальную трубку: меньший уровень требуемой 
пациенту седации и меньшее количество инфекци-
онных осложнений в связи с более легким уходом 
за дыхательными путями [1],[3],[14]. Трахеостоми-
я увеличивает риск образования стенозов трахе-
и, сама процедура не лишена рисков геморраги-
ческих осложнений[9],[10]. Учитывая специфику 
COVID-19, потенциальным недостатком трахеосто-
мии становится бóльшая потребность в проведе-
нии аэрозоль-генерирующих процедур [2], [5], 
[6]. Также, учитывая регулярную необходимость 
перемещения пациента в прон-позицию и обрат-
но, возникают дополнительные риски утери контро-
ля над дыхательными путями[4][11], [13]. Здесь мы 
рассмотрим два случая остановки кровообращения, 
вызванных респираторными проблемами и утратой 
контроля над дыхательными путями во время 
перемещения пациентов. 

Хороший неврологический исход 
после остановки кровообращения
Пациент С, 74 года, находился на лечении в отделе-
нии общего терапевтического профиля с верифици-
рованной коронавирусной двусторонней полисег-
ментарной пневмонией, поступил на 15-й день 
болезни. По данным компьютерной томографи-
и (КТ) объем поражения легочной ткани составлял 
25-50%. Из сопутствующих заболеваний имелась 
гипертоническая болезнь II ст, 3 ст, высокого риска, 
распространенный атеросклероз, перенес стентиро-
вание сонных артерий. На вторые сутки пребывани-
я в стационаре переведен в отделение реанимаци-
и интенсивной терапии (ОРИТ) в связи с развитием 
острой дыхательной недостаточности 3 ст, синдро-
мом системного воспалительного ответа. 
При повторной КТ органов грудной клетки отмечено 
прогрессирование двусторонней вирусной пневмо-
нии, с субтотальным объемом поражения. На следу-
ющий день в связи с невозможностью обеспечения 
адекватной оксигенации с помощью высокопоточной 
инсуффляции кислорода были выполнены интуба-
ция трахеи и перевод на ИВЛ. Учитывая большой 
объем поражения лшегочной ткани, предпола-
гаемую длительность ИВЛ на 7-е сутки пребы-
вания в стационаре пациенту была выполнена 
пункционно-дилатационная трахеостомия. Прово-
дилась комплексная интенсивная терапия, седаци-
я пациента для обеспечения синхронизации с 
аппаратом ИВЛ. ИВЛ проводилась в прон-пози-

ции в максимально допустимом объеме, на фоне 
чего отмечалась некоторая положительная динами-
ка по показателям кислотно-основательного состава 
артериальной крови (КОС). 
На 10-е сутки пребывания в стационаре состояние 
пациента по системе ABCDE: 

А: Дыхание через трахеостомическую канюлю, 
проводится с обеих сторон.

В: Pressure SIMV с параметрами: PSV 16 см Н2О, 
Fr 14/min, tin/tex=1/1,5, РЕЕР 14 см Н2О, FIO2 40%, на 
этом фоне Vt 0,6 – 0,65 л. С респиратором на фоне 
проводимой седации синхронен.

С: артериальное давление (АД) 138/82, часто-
та сердечных сокращений (ЧСС) 72 в мин. Ритм 
синусовый.

D: Проводится медикаментозная седация.
E: SOFA 9 баллов, Язык влажный. Живот мягкий, 

не вздут, питание через назогастральный зонд 
усваивает. Моча отводится по уретральному катете-
ру, обычного цвета, диурез сохранен. 
Кислотно-основной статус (КОС, артериальная кровь, 
FiO2 40 %, в прон-позиции):  рН  7,41; рСО2 52,8 мм 
рт.ст.;  рО2 112  мм рт.ст.; глюкоза  8,9  ммоль/л; 
лактат 1,52 ммоль/л; ВЕecf 9,1  ммоль/л; НСO3 33,9 
ммоль/л, индекс оксигенации (ИО) 280.
Для проведения контрольной КТ пациент в сопро-
вождении реанимационной бригады был транспор-
тирован в рентгенологическое отделение. Во время 
перемещения использовался транспортный аппарат 
ИВЛ с подачей 100% кислорода.  При возвраще-
нии в ОРИТ возникла проблема с лифтом, закон-
чился запас взятого с собой кислорода, вентиляци-
я продолжена воздухом (осуществлялось в течение 
5 мин), на фоне чего сатурация снизилась до 80%.  
При возвращении в ОРИТ пациент переключен на 
стационарный ИВЛ аппарат, FiO2  100%. Во время 
перекладывания отмечалось дальнейшее сниже-
ние сатурации до 70%, снижение АД до 76/40 мм 
рт.ст. ИВЛ через трахеостому в прежних режимах 
была неэффективна, Pпик более 40 см H2O, VT 
менее 100 мл.  Проведена попытка санации трахео-
бронхиального дерева (ТБД), коррекции положени-
я трахеостомической канюли – безуспешно. Сатура-
ция достигла 64%, на ЭКГ синусовая брадикардия с 
ЧСС 30 в минуту, введено 1,0 мг атропина. 
В связи с неэффективностью вентиляции через 
трахеостомическую канюлю было принято решени-
е о проведении интубации трахеи с использова-
нием виделарингоскопа. Отмечено исчезновение 
пульсации на сонных артериях, по ЭКГ – асистоли-
я. Начаты реанимационные мероприятия в виде 30 
компрессий грудной клетки, с последующей оротра-
хеальной интубацией, трахеостомическая канюля 
удалена.  Было возобновлено ИВЛ через интуба-
ционную трубку (ИТ). При клинической оценке: 
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дыхание аускультативно проводится с обеих сторон. 
Выполнено ещё 30 компрессий грудной клетки. 
На мониторе отмечено возникновение синусово-
го ритма, ЧСС 102 в мин. Восстановлена пульсаци-
я на сонных артериях, спонтанное кровообращение. 
Общее время остановки кровообращения составило 
около 2 мин.  
Состояние пациента по системе ADCDE после возоб-
новления спонтанного кровообращения (ROSC):

А: Дыхание через ИТ, проводится по всем легоч-
ным полям.

В: ИВЛ в режиме VOLUME A\S с параметрами: 
Vti 0,6; P peak 38; tin/tex=1/3; РЕЕР 12 см Н2О; ЧДД 14; 
FIO2 50%; SpO2 92%.

С: синусовая тахикардия с ЧСС 102 в минуту, 
депрессия сегмента ST V4-V6. Проводится инфузия 
норадреналина 0,2мкг/кг/мин, АД 105/73 мм рт.ст.

D: Пациент в медикаментозной седации пропо-
фолом.

Е: Кожный покров сухой, бледный. Язык 
влажный. Диурез сохранен, моча по катетеру, 
желтая. Живот мягкий, не вздут.
КОС (артериальная кровь, FiO2 70 %): рН 7,325; 
рСО2  58,7 мм рт.ст.;  рО2 67 мм рт.ст.;  глюкоза 9,6 
ммоль, лактат 4,1 ммоль/л; ВЕecf 2,8  ммоль/л; 
НСO3 38,6, К+ 3,94; Na 141; ИО 95.
Через 6 часов после ROSC по данным кардиомонитора 
синусовая тахикардия (98 ударов в минуту), с надже-
лудочковыми экстрасистолами, нарастание депрессии 
сегмента ST V4-V6 >2 мм. АД 140/75 мм рт.ст. 
Учитывая повышение уровня высокочувствительно-
го тропонина с 0,024 до 2,6 пг/мг был диагностирован 
острый инфаркт миокарда без Q зубца. Недоступ-
ность ангиографии и реваскуляризации в услови-
ях ковидного госпиталя обусловило консерватив-
ную тактику ведения. В течение суток проводилась 
инфузия нитроглицерина (30 мкг/мин), добутами-
на (3-5 мкг/кг/мин), норадреналина до 0,1 мкг/кг/
мин, медикаментозная седация. Спустя 48 часов 

отмечалась положительная динамика в виде стаби-
лизации гемодинамики: АД 103-126/60 мм рт.ст., 
ЧСС 68 в минуту, инфузия нитратов прекращена. 
При оценке неврологического статуса вне седации 
отмечалось глубокое оглушение (ШКГ – 12 баллов). 
Выполнена ретрахеостомия.
КОС (артериальная кровь, FiO2 50%): рН 7,34; рСО2  
76,2 мм рт. ст;  рО2 98 мм рт.ст.;  глюкоза 6,49 ммоль, 
лактат 0,89 ммоль/л; ВЕecf  15,8  ммоль/л; НСO3  
41,7; К+ 3,27; Na 142,4; ИО 196. 
Через две недели после остановки кровообращени-
я состояние пациента стабилизировалось, дыхание с 
минимальным уровнем респираторной поддержки. 
Неврологический статус пациента так же с положи-
тельной динамикой: ясное сознание, выполня-
ет простые инструкции, астенизирован, умерен-
но некритичен. Пациент вскоре был переведен на 
самостоятельное дыхание с последующим перево-
дом в профильное отделение, а затем выписан из 
стационара. Динамика состояния пациента отобра-
жена на рисунке №1.

 
Плохой неврологический исход 
после остановки кровообращения
Пациент Х, 32 года, поступил в стационар с внеболь-
ничной двусторонней полисегментарной пневмони-
ей на 7-й день болезни. Коронавирусная этиология 
пневмонии верифицирована ПЦР назофарингеаль-
ного мазка. Сопутствующая патология – ожирение II 
ст (ИМТ – 38,6), умеренна артериальная гипертен-
зия. На 9-й день болезни переведен в ОРИТ связи с 
нарастанием объема поражения легочной ткани по 
данным КТ с 50 до 80%, дыхательной недостаточ-
ности до III степени.
Несмотря на применение иммуномодулирующих 
препаратов (тоцилизумаб), отмечалось нарастани-
е объёма поражения по данным КТ с 50 до 80 % 
(КТ3, затем КТ 4). На 10-й день болезни выпол-

Рис .1. Динамика состояния 
пациента С. в период 
пребывания в ОРИТ.
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нена интубация трахеи, переведен на ИВЛ. Через 
сутки проведена пункционно-дилятационная трахе-
остомия. По данным КТ – острый респираторный 
дистресс-синдром (ОРДС) и критическое пораже-
ние легких (Рис.2).
На 9-е сутки в ОРИТ, около 6:00 после санаци-
и и смены повязок у пациента по монитору ИВЛ 
отмечен рост пикового давления в дыхательных 
путях, по капнографу отсутствие волны, снижение 
сатурации до 75%. Проведена ревизия трахеосто-
мической трубки, попытка провести санационный 
катетер безуспешна, причина окклюзии не установ-
лена. Трахеостомическая трубка удалена, затем 
выполнена оротрахеальная интубация без техниче-
ских трудностей, продолжена ИВЛ. На трахеостоми-
ческую рану наложена окклюзионная наклейка. 
После интубации КОС (артериальная кровь, FiO2 50 
%): рН 7,359; рСО2 57 мм рт.ст.;  рО2 75,2 мм рт.ст.; 
глюкоза 8,3 ммоль/л; лактат 1,02 ммоль/л; ВЕecf 
16,7 ммоль/л; НСO3  42,4. ИО 114.
Далее была выполнена ретрахеостомия пункци-
онно-дилатационной методикой под контролем 
фибробронхоскопии (ФБС). Установлена новая 
стандартная трахеостомическая канюля. При 
переходе на ИВЛ через канюлю отмечено высоко-
е давление вдоха. При эндоскопическом контроле 
отмечено неадекватное положение трубки: дисталь-
ный ее срез расположен под углом к задней стенке 
трахеи. Причиной этого явилась большая толщи-
на претрахеальных тканей вследствие ожирения. 
В связи с невозможностью проведения адекватной 
вентиляции принято решение об установке армиро-
ванной трубки с изменяемой глубиной установ-
ки «Portex UniPerc». Под контролем ФБС выпол-
нена замена трахеостомической трубки, во время 
выполнения манипуляции эпизодов десатураци-
и не отмечалось. При дальнейшем наблюдени-
и у пациента, несмотря на ИВЛ 100% кислородом, 
сохранялась тенденция к гипоксемии, снижение 
сатурации достигало 85%.
В ближайшее время после замены трубки появи-
лась подкожная эмфизема на лице и передней 
поверхности грудной клетки. Рентгенографически - 
массивный пневмоторакс слева. Проведено экстрен-

ное дренирование левой плевральной полости. 
Эти мероприятия привели к увеличению ИО по 
данным КОС артериальной крови (до 285), фракци-
я кислорода во вдыхаемой смеси была снижена до 
45%. На 20-й день болезни прекращена седаци-
я пропофолом, пациент был доступен элементарно-
му контакту, пытался выполнять простые команды, 
но с задержкой, зрачки симметричные. Очаговой 
неврологической симптоматики не выявлено. 
На 23-й день болезни отмечен эпизод десату-
рации до 78-82%, сброс воздуха через ротовую 
полость. Для исключения дислокации трахеостоми-
ческой трубки выполнена ФБС: положение канюли 
адекватное, проведена санация ТБД. Десатураци-
я сопровождалась подъемом температуры тела до 
39,0-40,20С, плохо поддававшейся купированию 
парацетамолом. 
КОС (артериальная кровь, FiO2 85%): рН 7,4; рСО2 
41,2 мм рт.ст.; рО2 71 мм рт.ст.; глюкоза 6,7 ммоль/
л; лактат 1,4 ммоль/л; ВЕecf  0,7 ммоль/л; НСO3  
25,7, ИО 84. На фоне стойкой лихорадки нарастала 
азотемия, ферментемия, уровень СРБ (до 149), что 
было расценено как прогрессирование ОРДС.
В 17.00 при повороте пациента на левый бок по 
монитору зафиксирована брадикардия с перехо-
дом в асистолию. Пациент был повернут на спину, 
начаты реанимационные мероприятия: непря-
мой массаж сердца, в/в адреналин 0,1 % 1мл   
дважды с интервалом в 3 мин, ИВЛ с FiO2 100%. 
Через 5 минут восстановлена сердечная деятель-
ность. Синусовая тахикардия с ЧСС 120-135 в мин АД 
125/78-136/105 мм рт.ст. на фоне инфузии норадре-
налина 1 мкг/кг/мин.
После ROSC у пациента по монитору ИВЛ отмечалось 
нарастание пикового давления в дыхательных путях, 
по капнографу отсутствие капнограммы, сниже-
ние сатурации до 65-76%.  Проведена очередная 
ревизия трахеостомической трубки, попытка прове-
сти санационный кататер безуспешна. Трахеостоми-
ческая трубка вновь удалена, выполнена оротрахе-
альная интубация без технических трудностей. При 
ФБС проведена репозиция интубационной трубки. 
Карина прямая, подвижная. Бронхи справа и слева 
проходимы, стенки эластичные, слизистая незна-

Рисунок 2. КТ органов грудной 
клетки пациента Х. в динамике. 
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чительно гиперемирована с обеих сторон. Секрет с 
обеих сторон слизистого характера, мутный, вязкий.
После ROSC

А: Дыхание через интубационную трубку, прово-
дится по всем полям.

В: ИВЛ в режиме Volume-SIMV через трахеосто-
мическую трубку с параметрами вентиляции: f 14/
min,  Vt – 600 ml, I: Е =1:1,3  PEEP 15 смH2O,  FiO2 100 
%, SpO2 93%.

С: Гемодинамика нестабильна, поддерживает-
ся инфузией норадреналина 0,5-0,7 мкг/кг/мин, 
на этом фоне АД 94/56-100/72 мм рт.ст. Синусова-
я тахикардия с ЧСС 112-118 в минуту, неспецифиче-
ские изменения зубца Т, QT 324 мс.

D: Проводится седация, вне седации сознание не 
восстанавливает. Уровень сознания-кома. На осмотр 
не реагирует, продуктивному контакту не досту-
пен. На болевой раздражитель реагирует сгибани-
ем конечностей. Боль не локализует. Не синхронен 
с ИВЛ. Зрачки широкие, на свет реакция замедлен-
ная. Мышечная гипотония, адинамия, гипорефлек-
сия. 

Е: Язык влажный. Живот мягкий, равномерно 
участвует в акте дыхания, не вздут, на пальпацию 
не реагирует. Питание в назогастральный зонд. 
Мочеиспускание через установленный уретральный 
катетер, олигурия с последующей анурией.  
КОС (артериальная кровь, FiO2 80%): рН 7,250; 
рСО2 60,5  мм рт.ст.;  рО2 87 мм рт.ст.; глюкоза 9,95 
ммоль/л; лактат 3,2 ммоль/л; ВЕecf  0,9 ммоль/л; 
НСO3 26,5; К 3,80; Na 146,7; ИО 108. 
Неврологический статус через сутки после останов-
ки кровообращения: уровень сознания – кома 
(ШКГ 6 баллов). На осмотр адекватной реакции 
нет, продуктивному контакту не доступен.  Спонтан-
но открывает глаза, адекватной реакции на обраще-
ние и осмотр  нет. Корниальные рефлексы сохра-

нены.  Зрачки средней величины, симметричные, 
на свет реакция замедленная. Мышечный тонус в 
конечностях повышен, отмечается эпизодический 
кратковременный тремор, напряжение жеватель-
ной мускулатуры. 
Через 48 часов после СЛР уровень сознания - кома 
(ШКГ 8 баллов). На осмотр не реагирует, продук-
тивному контакту не доступен. На болевой раздра-
житель реагирует сгибанием конечностей. Боль не 
локализует. Не синхронен с ИВЛ. Зрачки широкие, 
на свет реакция замедленная. Мышечная гипотони-
я, адинамия, гипорефлексия. 
Учитывая нарастание явлений почечной недоста-
точности, анурию проведена гемодиафильтрация с 
хорошим эффектом в отношении метаболических 
показателей, шлаков.  
КОС (артериальная кровь, FiO2 50%): рН 7,38; 
рСО2 44,4  мм рт.ст.;  рО2 72 мм рт.ст.; глюкоза 6,69 
ммоль/л; лактат 1,14 ммоль/л; ВЕecf 1,0 ммоль/л; 
НСO3 26,3; К 4,41; Na 146,0; ИО 144. 
Через 2 недели соматическое состояние пациента 
улучшилось. Удалось снизить уровень респиратор-
ной поддержки, гемодинамика стабилизировалась, 
почечная функция сохранена. Неврологический 
статус пациента без существенной динамики: уровень 
сознания – кома (ШКГ 6 баллов). На осмотр 
адекватной реакции нет, продуктивному контакту 
не доступен.  Спонтанно открывает глаза, адекват-
ной реакции на обращение и осмотр  нет. Корнеаль-
ные рефлексы сохранены.  Зрачки средней величи-
ны, симметричные, на свет реакция замедленная. 
Мышечный тонус в конечностях повышен, отмечает-
ся эпизодический кратковременный тремор, напря-
жение жевательной мускулатуры. 
КОС (артериальная кровь, FiO2 30%): рН 7,36; рСО2 
46 мм рт.ст.;  рО2 84 мм рт.ст.; глюкоза  4,7 ммоль/
л; лактат 0,52 ммоль/л; ВЕecf  1,0  ммоль/л; НСO3 

Рис.3 Динамика состояния 
пациента Х. в период 
пребывания в ОРИТ.
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26,5; ИО 280.
 Пациент провел в ОРИТ более 30 суток, 
далее был переведен в профильное учреждение 
для дальнейшей реабилитации. Динамика состоя-
ния пациента в ОРИТ отображена на рисунке №3.

Обсуждение и выводы
В обоих рассмотренных случаях развитие останов-
ки кровообращения было связано с респираторны-
ми проблемами, с утратой контроля над дыхатель-
ными путями. В связи с тяжелым поражением 
легких у данных пациентов даже кратковременное 
нарушение дыхания ведет к тяжелым последстви-
ям вплоть до остановки кровообращения[12].
Для восстановления контроля над дыхательными 
путями в обоих рассмотренных случаях приходилось 
выполнять оротрахеальную интубацию.  Возмож-
но, при наличии в свободном доступе эндоскопа в 
отделении ОРИТ 24/7 удалось бы избежать части 
осложнений, связанных с неоптимальным положе-
нием канюли. Однако, в условиях пандемии COVID-
19 эти возможности ограничены из-за необходимо-
сти сокращения пребывания персонала в красной 
зоне, количества аэрозоль-продуцирующих проце-
дур.
В случае пациента С. (благоприятный исход), 
обратимая причина неэффективной СЛР (гипокси-
я) была устранена в течение 1 минуты, длительность 
остановки кровообращения также составила менее 
двух минут. В случае с неблагоприятным невроло-
гическим исходом для полного устранения обрати-
мой причины неэффективной СЛР потребовалось 
больше времени. Время остановки кровообраще-
ния составило чуть более 5 мин.
В качестве основных выводов можно отметить 
следующее:
• Несмотря на ограничения, накладываемы-

е пандемией, необходимо обеспечить возмож-
ность круглосуточного проведения эндоскопии 
в ОРИТ. Особенно остро стоит вопрос обучени-
я реаниматологов базовым эндоскопическим 
навыкам.

• Очевидна необходимость максимального 
контроля за дыхательными путями при любом 
изменении положения тела пациента.

• Очень важен правильный выбор вида и разме-
ра трахеостомической канюли, особенно у 
пациентов с высоким ИМТ и большой толщиной 
подкожно-жировой клетчатки в области шеи.

• Очень высока роль качественной СЛР при 
развитии остановки кровообращения, выполне-
ния качественных компрессий с минимальны-
ми перерывами и максимально быстрое устра-
нение обратимых причин неэффективной СЛР. 
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UPUTSTVO AUTORIMA ZA  
PRIPREMU RADA
UPUTSTVO AUTORIMA 
Journal Resuscitatio Balcanica je kvartalni interdisciplinarni 
medicinski časopis i službeni je list Resuscitacionog Saveta Srbije. 
Objavljeni radovi se odnose na etiologiju, patofiziologiju i prevenciju 
srčanog zastoja, obuku za reanimaciju, kliničku reanimaciju i siste-
me brzog odgovora.
Istraživački radovi za eksperimentalnu reanimaciju (uključujući 
studije na životinjama) se objavljuju povremeno, ali samo ako su 
izuzetno interesantni i direktno se odnose na kliničku kardiopul-
monalnu reanimaciju. 
Radovi koji se odnose na traumu objavljuju se povremeno, ali 
većina njih se tiče specifičnog traumatskog srčanog zastoja. 
Dobrodošla su pisma urednika, posebno u vezi sa člancima  koji 
su objavljeni u Journal Resuscitatio Balcanica. Journal Resuscitatio 
Balcanica ne objavljuje izveštaje o slučajevima.

Vrste radova koje se objavljuju u časopisu:
1.  Originalni naučni (stručni) rad. Pod originalnim naučnim radom se 

podrazumeva rad u kome se prvi put objavljuju rezultati sopstve-
nih istraživanja. 

2.  Kratko ili prethodno saopštenje što podrazumeva originalni 
naučni rad punog fomata ali manjeg obima. 

3.  Pregledni rad koji sadrži originalan, detaljan i kritički prikaz istra-
živačkog problema ili područja u kome je autor već ostvario 
određeni doprinos, prikazan u vidu autocitata. 

4.  Naučna kritika, odnosno polemika na određenu naučnu temu 
zasnovanoj na naučnoj argumentaciji. 

5.  Pisma uredniku

LIMIT REČI  (isključujući apstrakt i reference)
Originalni naučni (stručni) rad * 3000
Kratko ili prethodno saopštenje * 1500
Pregledni rad * 4000
Editorial 1200
Pismo uredniku 500

TABELE / LIMIT ILLUSTRACIJE
Originalni naučni (stručni) rad * 6
Kratko ili prethodno saopštenje * 3
Pregledni rad * 8
Uvodnik 1
Pismo uredniku 1

REFERENTNA LIMITA
Originalni naučni (stručni) rad * 40
Kratko ili prethodno saopštenje * 20
Pregledni rad * 75
Uvodnik 30
Pismo uredniku 5
Ukoliko je rad deo magistarske teze, odnosno doktorske disertaci-
je, ili je urađen u okviru naučnog projekta, to treba posebno nazna-
čiti u napomeni na kraju teksta. Takođe, ukoliko je rad prethodno 
saopšten na nekom stručnom sastanku, navesti zvaničan naziv 
skupa, mesto i vreme.
Rukopise treba pripremiti u skladu sa “Vankuverskim pravili-
ma” “UNIFORM REQUIREMENTS FOR MANUSCRIPTS SU BM IT 
TEDTOB IO MEDICAL JOURNALS”, koje je preporučio ICMJE (Inter-
national Committee of Medical Journal Editors - Ann Intern Med. 
1997;126:36-47.) 

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

Uz rukopis članka treba priložiti potvrdu o autorstvu. Uredništvo 
daje sve radove na stručnu recenziju. U radovima gde može doći do 
prepoznavanja opisanog bolesnika, treba pažljivo izbeći sve detalje 
koje ga mogu identifikovati, ili pribaviti pismenu saglasnost za 
objavljivanje od samog bolesnika ili najbliže rodbine. Kada posto-
ji pristanak, treba ga navesti u članku. Radovi se ne vraćaju i ne 
honorišu.

TEHNIČKI 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, veličine 12 ppt. 
Paragraf pisati tako da se ravna samo leva ivica (Alignment left). 
Ne deliti reči na slogove na kraju reda. Ne koristiti uvlačenje 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, 
ciljevi rezultati diskusija zaključak i ključne reĉi postaviti na sredi-
nu tj centrirati.
Grafikoni, sheme (crteži) sa natpisom ispod grafikona npr. grafikon 
br 1 izrađivati u programu Excel, Koristiti font veličine 10pt i prilo-
žiti u originalnom programu - fajlu sa tabelom iz koje se konstruiše 
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 označiti ih arapskim brojevima 
po redosledu pojavljivanja u tekstu i navesti naziv.
Svi podaci kucaju se u fontu  Times New Roman 12. I grafikone i 
sheme dostaviti uz rad u elektronskom obliku i navedenom forma-
tu, a u radu naznačiti mesto gde grafikoni ili sheme treba da budu 
postavljeni (npr. Grafikon 1..., Shema 1... crvenim slovima).
Korišćene skraćenice 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. I tabele dosta-
viti uz rad u navedenom formatu u radu naznačiti 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 označavaju se arapskim brojevima redosledom navođenja 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 veličini ne manjoj od 6 cm x 8 cm i priložiti 
uz rad kao poseban fajl, a u radu naznačiti mesto gde slika-fotografi-
ja treba da bude (npr. Slika 1, Fotografija... crvenim slovima). Ukoliko je 
slika ili fotografija već negde objavljena, citirati izvor.

Uvod, Cilj rada, Metod, Rezultati, Zaključak; 
svaki od navedenih segmenata pisati kao poseban pasus koji 
počinje boldovanom reči.

PRIPREMA RUKOPISA:
PRVA STRANICA sadrži: potpuni naslov. Naslov treba da što verni-
je opiše sadržaj članka. U interesu je časopisa i autora da se koriste 
reči prikladne za indeksiranje i pretraživanje. Ako takvih reči nema u 
naslovu, poželjno je da se naslovu pridoda podnaslov. Kraću 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 pomoć u izradi rada; predlog kategorije rukopisa (originalni rad, 
pregledni članak, prikaz slučaja i dr); ime i prezime i srednje slovo, 
godinu rođenja autora i svih koautora, punu adresu, broj telefona i 
e-pošta autora za korespodenciju.   
DRUGA STRANICA sadrži: sažetak (uključuje naslov rada, imena 
autora i koautora i imena ustanova iz kojih su autori) se sasto-
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ji od najviše 250 reči. Sažetak ne može imati fusnote, tabele, slike 
niti reference. U sažetku treba izneti važne rezultate i izbeći opšte 
poznate činjenice. Sažetak treba da sadrži cilj istraživanja, material 
i metode, rezultate i zaključke rada. U njemu ne smeju biti tvrdnje 
kojih nema u tekstu članka. Posle sažetka napisati 3 do 8 ključnih 
reči na srpskom jeziku.
Ključne reči su termini ili fraze koje najbolje opisuju sadržaj članka 
za potrebe indeksiranja i pretraživanja. Treba ih dodeljivati s oslon-
cem na neki međunarodni izvor (popis, rečnik ili tezaurus) koji je 
najšire prihvaćen ili unutar date naučne oblasti, npr. u oblasti 
medicine Medical
Subject Headings, ili u nauci uopšte, npr. lista ključnih reči Web of 
Science. 
TREĆA STRANICA sadrži: prošireni sažetak na engleskom jeziku 
(extended summary) i 3 do 8 ključnih reči na engleskom jeziku (key 
words) .
NAREDNE STRANICE: Označite dalje rednim brojem sve preosta-
le stranice rukopisa. Svako poglavlje započnite na posebnom listu. 
UVOD mora biti kratak, s jasno izloženim ciljem članka i kratkim 
pregledom literature o   tom  problemu.
MATERIJAL I METODE moraju sadržati dovoljno podataka da 
bi drugi istraživači mogli ponoviti slično istraživanje bez dodat-
nih informacija. Imena bolesnika i brojeve istorija bolesti ne treba 
koristiti, kao ni druge detalje koje bi omogućili identifikaciji bolesni-
ka. Treba navesti imena aparata, softvera i statističkih metoda koje 
su korišćene. 
REZULTATE prikažite jasno i sažeto. 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 tumačenju rezultata, njihovom 
značenju u poređenju sa drugim, sličnim istraživanjima i u skladu 
sa postavljnim hipotezama istraživanja. Ne treba ponavljati već 
napisane rezultate. Zaključke 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 čitanja 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 skraćenice. 
Ilustracije (slike), Fotografije moraju biti oštre i kontrastne. Broj 
crteža i slika treba ograničiti na najnužnije (u principu ne više 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 što su osobe koje 
obezbeđuju tehničku pomoć, pomoć u pisanju rada ili rukovode 
odeljenjem koje obezbeđuje opštu podršku. Finansijsku i materijal-
nu podršku u vidu sponzorstva, stipendija, poklona, opreme, lekova 
i drugo, takođe treba navesti. 
Propratno pismo. Uz rukopis obavezno priložiti pismo koje su 
potpisali svi autori, a koje treba da sadrži: izjavu da rad prethod-
no nije publikovan i da nije istovremeno podnet za objavljivanje u 
nekom drugom časopisu, te izjavu da su rukopis pročitali i odobri-
li svi autori koji ispunjavaju merila autorstva. Takođe je potrebno 
dostaviti kopije svih dozvola za: reprodukovanje prethodno objav-
ljenog materijala, upotrebu ilustracija i objavljivanje informacija o 
poznatim ljudima ili imenovanje onih koji su doprineli izradi rada.
REFERENCE: Sastavni delovi referenci (autorska imena, naslov 
rada, izvor itd.) navode se u svim člancima objavljenim u časopi-
su na isti način, u skladu sa usvojenom formom navođenja. Prepo-
ručljiva je upotreba punih formata referenci koje podržavaju vodeće 
međunarodne baze namenjene vrednovanju, kao i Srpski citat-
ni indeks, a propisani su uputstvima: APA - Publication Manual of 

the American Psychological Association. Numerišu se redosledom 
pojave u tekstu. Reference u tekstu obeležiti arapskim brojem u 
uglastoj zagradi [ ... ]. U literaturi se nabraja prvih 6 autora citiranog 
članka, a potom se piše “et al”. Imena časopisa se mogu skraćiva-
ti samo kao u Index Medicus -u. Skraćenica časopisa se može naći 
preko web sajta http://www.nlm.nih.gov/. Ako se ne zna skraćeni-
ca, ime časopisa navesti u celini. 

Literatura se navodi na sledeći način: 
Članci u časopisima
[1] Ross P, Nolan J, Hill E, Dawson J, Whimster F. Upotreba AED-a 
policijskih službenika u gradu Londonu. Resuscitation 2001; 50: 
141-6.
[2] Bernard SA, Grey TW, Buist MD, Jones BM, Silvester W, Gutte-
ridge G, et al. Lečenje komatoznih preživelih van bolničkog srčane 
akcije sa indukovanom hipotermijom. N Engl J Med 2002; 346: 
557-63.
Knjige
[3] Armitage P. Statističke metode u medicinskim istraživanjima. 
London: Blackwell Scientific Publications; 1971.
Poglavlja
[4] Phillips SJ, Whisnant JP. Hipertenzija i moždani 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 oživljavanje (UK). Hitan tretman anafi-
laktičkih reakcija. Smjernice za pružaoce zdravstvenih usluga. 
London, Savet za oživljavanje (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 bolesti i okolnih šumskih kompozicija, Mendeley 
Data, v1; 2015. http://dx.doi.org/10.17632/xwj98nb39r.1
Numeracija referenci za lična komunikacija, neobjavljeni podaci ili 
rukopisi koji su “u pripremi” ili “podneseni za objavljivanje” su nepri-
hvatljivi. 

Autorstvo. 
Sve osobe koje su navedene kao autori rada treba da se kvalifi-
kuju za autorstvo. Svaki autor treba da učestvuje 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 tumačenju rezultata; planira-
nju rukopisa ili njegovoj kritičkoj reviziji od znatnog intelektualnog 
značaja u završnom doterivanju verzije rukopisa koji se priprema 
za štampanje. 
Sakupljanje podataka ili generalno nadgledanje istraživačke 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 urađen u okviru naučnog projekta, treba posebno nazna-
čiti u napomeni na kraju teksta. Takođe, ukoliko je rad prethodno 
saopšten na nekom stručnom sastanku, navesti zvaničan naziv 
skupa, mesto i vreme održavanja.

Adresa uredništva:
JRB časopis Resuscitacionog Saveta Srbije. 
Veselina Masleše 140/12, 21000 Novi Sad.  
E- pošta: 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. A review paper containing an original, detailed and critical view of 
a research 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

WORD 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 ICMJE (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, diagrams and pictures
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
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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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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 
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examples below). Citations from abstracts, secondary publications, 
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fied documents are not accepted. References to papers accepted 
but not yet published are acceptable, but should be designated as 

„in press” and with the name of journal.
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public responsibility for the article content and presented results. 
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cally  for important intellectual content; and final approval of the 
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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 
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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 
at a scientific convention, precise name of the event, as well as time 
and place where it happened should be noted.
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