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ABSTRACT 

The situation after cardiopulmonary resuscitation (CPR) is one of the most complex and 

unresolved medical problems, with world statistics showing that more than 61% of patients who 

undergo CPR die within the first 24 hours. Although 39% of patients survived, various 

complications were observed, of which only 16% of patients fully recovered, and the remaining 

84% of patients retained various complications [1-8]. Despite the improvement of the 

pulmonary-cardiac-cerebral resuscitation (PCCR) algorithm, the lack of knowledge and 

practical experience in conducting PCCR to patients has led to a high mortality rate of patients 

and a high level of complications. In some sources it is known that in cases of late onset of 

pulmonary heart resuscitation, the patient's vital functions are fully restored, depending on the 

patient's age, ambient temperature, resistance to hypoxia, first aid provided by non-medical 

personnel around the patient [9-18]. Objective of the study: To study modern intensive care in 

the treatment of post-resuscitation complications resulting from cardiac arrhythmias. 
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INTRODUCTION 

Case study: Patient A., 30 years old, was brought to the Bukhara branch of the Republican 

Scientific Center of Emergency Medicine (BBRSCEM) on December 26, 2021 at 23:10 in a road 

car in case of clinical death. 

From the anamnesis, the patient has been drinking alcohol and energy drinks regularly during the 

last 4-5 days while attending wedding ceremonies. 20 minutes before arriving at the hospital, he 
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came out of the kitchen and collapsed and fainted while talking to his colleague. The patient was 

transported by colleagues to the BBRSCEM in his car on 26.12.2021 at 23:10 and was taken to 

the shock ward of the admission department. Pulmonary cardiopulmonary resuscitation was 

started immediately due to the absence of pulsation in the central carotid arteries in the shock 

chamber, shortness of breath, asystole in the cardiomonitor. The patient's heart function was 

restored in 20 minutes. The patient's hemodynamics was transferred to the Department of 

Surgical Resuscitation at 01:30 on 27.12.2021 in case of maintenance under the influence of 

high-dose vasopressor drugs. 

From the anamnesis of life, the patient denies hereditary diseases, which he grew up in 

satisfactory conditions. Does not consume regular medications. 

When he arrives, the patient is not conscious. Body structure is normostenic, subcutaneous fat 

layer is moderately developed. The skin and visible mucous membranes are cyanotic. There are 

no scars on the body. Deformations in the musculoskeletal system are not detected. Temperature 

36.0 0S. Maximum pupil dilation OD = OS, photoreaction is not called. Atonia.Areflexia. 

Breathing-abs. Saturation - abs. Heart sounds are not audible, no pulse is detected in the central 

arteries. Asystole is detected in the cardiomonitor. ABP-not detected. The tongue is wet, clean. 

There are no vomit masses in the oral cavity. The abdomen is soft, the liver and spleen cannot be 

felt. Involuntary defecation and urinary incontinence are not detected. 

In the shock chamber of the reception department of the BBRSCEM reception of the patient, 

there was no pulsation in the central carotid arteries, no breathing, asystole in the cardiomonitor. 

External cardiac massage was initiated and tracheal intubation was performed using an bu7.5 

intubation tube while simultaneously breathing with an Ambu copy. Artificial Lung 

Ventilation(ALV) apparatus Hamelton C3, A / S Volume mode. DO-600 ml, f-18 times per 

minute, PSV-14 mambr, PEEP-2, FiO2 -100%. In order to restore cardiac function, r-r 

Adrenaline-0.18% -1.0, r-r Atropine sulfate-0.1% -1.0 were used 3 times in 5 minutes. For 

maintenance of blood pressure and vasopressor therapy, r-r Dexamethasone-8 mg every 5 

minutes, r-r Dopamine 40 mkg.kg.min., R-r Noradrenaline-2,0 mkg.kg.min. started at. Due to the 

observed ventricular fibrillation on the cardiomonitor at 18-19 minutes of pulmonary-cardiac 

resuscitation, 3 defibrillations + external cardiac massage + defibrillation + external cardiac 

massage + defibrillation were performed with a current of 200-250-300 Dj. At 20 minutes, after 

3 defibrillations, normal heart function was restored. The patient's heart function was restored in 

20 minutes. As the patient's vital signs began to breathe with resistance to the ALV apparatus, 

sodium oxybutyrate-4 g, Sibazon-10 mg, morphine hydrochloride-10 mg were administered 

intravenously, the patient was adapted to the ALV apparatus and transferred to the intensive care 

unit against vasopressors. 

On arrival Total blood test: hemoglobin-123 g / l; erythrocytes-4.0 x 1012 / l; color index-0.92; 

hematocrit-37%; blood clotting time: start-2:58, end-3:24; platelet-133.0 x 109 / l; leukocyte-5.3 

x 109 / l; rod nucleus neutrophils-2%; segment nuclear neutrophils-38%; Eosinophils-2%; 

Lymphocytes-51%; monocytes-7%; erythrocyte sedimentation rate-4 mm / s. Biochemical blood 

test: Total protein-58 g / l; glucose-7.1 mmol / l; urea-6.0 mmol / l; bilrubin: total-29.0 mmol / l, 

bound-9.0 mmol / l; ALT-277 Ed / l; AST-291 Ed / l; Calcium-2.3 mmol / l; fibrinogen-4.4 g / l. 

General urine analysis: color-yellow, clear; relative density-1020; rN-7.0; protein-0.066 g / l; 

glucose-negative; ketone bodies-positive (+); blood unit detection reaction-positive; bilrubin - 
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negative; epithelial cells in a drying area - flat-0-1; leukocytes -8-9 in a drying area; erythrocytes 

unchanged in a drying area-6-7. Chest X-ray findings: Bronchitis; Conclusion of abdominal 

ultrasound examination: Parenchymatous organ injury and free fluid in the abdomen were not 

detected at the time of examination; Conclusion of cerebral MSKT examination: No organic or 

traumatic structural changes in brain tissue were detected. 

TABLE 1 HEMOGLOBIN AND HEMATOCRIT CONDITION 

 

As a result of intensive therapy, clinical and laboratory parameters improved in dynamics: In the 

analysis of whole blood: hemoglobin-121 g / l; erythrocytes-4.1 x 1012 / l; color index-0.9; 

hematocrit-39%; coagulation time: start-4:10, end-4: 30; platelet-176.0 x 109 / l; leukocyte-8.5 x 

109 / l; rod nucleus neutrophils-2%; segment nuclear neutrophils-70%; Eosinophils-1%; 

Lymphocytes-25%; monocytes-2%; erythrocyte sedimentation rate-8 mm / s. Biochemical blood 

test: Total protein-70 g / l; glucose-6.4 mmol / l; urea-6.0 mmol / l; bilirubin: total-11.4 mmol / l, 

bound-1.8 mmol / l; ALT-95 Ed / l; AST-57 Ed / l; Calcium-2.2 mmol / l; fibrinogen-3.8 g / l. 

General urine analysis: color-yellow, clear; relative density-1016; protein traces; glucose-

negative; ketone bodies-negative (-); blood unit detection reaction-negative; bilirubin - negative; 

epithelial cells in a drying area - flat-0-1; leukocytes -4-6 in a drying area; erythrocytes 

unchanged in a drying area-1-2. Chest X-ray findings: Bronchitis; Conclusion of abdominal 

ultrasound examination: No echopathology was detected in the abdomen at the time of 

examination; Conclusion of cerebral MSKT examination: No organic or traumatic structural 

changes in brain tissue were detected. ECG: Sinus rhythm. YuQS-84 times per minute. Mild 

metabolic changes were detected in the myocardium. 

TABLE 2 CHANGES IN THE DYNAMICS OF ALT AND AST ANALYZES 
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The patient continued intensive care in the surgical intensive care unit from 01:30 on 27.12.2021. 

The patient's hemodynamics were captured under the influence of vasopressors. The patient was 

discontinued vasopressor therapy at 14:00 on 30.12.2021 against the background of a decrease in 

the dose of vasopressors. The patient's consciousness was completely restored from coma II to 

29.12.2021 to coma I, 31.12.2021 to sopor level, 02.01.2022 to mild numbness, 03.01.2022. The 

patient's consciousness was maintained in constant analgo-sedation until it improved to a mild 

level of numbness and was awakened from time to time to determine the level of consciousness. 

The patient underwent tracheostomic tube implant surgery on 29.12.2022 in order to improve the 

sonication of the tracheobroncheal tree, reduce the volume of the dead cavity, to prevent 

disruption of the oral microflora. The patient was transferred to independent breathing on 

03.01.2022 through a tracheostomy. On 05.01.2022, the tracheostomy tube was removed and the 

ligament was burned. The patient was voluntarily discharged home on 06.01.2022 without 

cognitive dysfunction. 

Based on the results of objective examination and laboratory-instrumental examination, the 

following diagnosis was made: Acute toxic myocarditis of alcoholic etiology? Complications: 

Ventricular fibrillation. Asystole. Condition after pulmonary heart-brain resuscitation. 

Postreanimation disease. Keeping the patient in complete hypothermia to the treatment plan; for 

neuroprotection: citicoline; In order to improve metabolism in organs and tissues: cytoflavin; In 

order to maintain and improve the activity of brain cells remaining in ischemia: amantadine 

sulfate; for membraneostabilization: lidocaine, dexamethasone; for dehydration: hypertonic 

sodium chloride solution, furasemide; For antioxidant therapy: Ascorbic acid; For antibacterial 

therapy: ceftriaxone, levofloxacin; In order to improve the rheology of the mine: rheosorbilact, 

heparin; For construction and power supply: Melkam; For nebulizer therapy: decasan, 

nebutamol; For analgo-sedation: Sodium oxybutyrate, profol, verzepam, midozalam, metamizole 

sodium, fentanyl, promedol, morphine hydrochloride; For muscle relaxation: Arduan; For the 

treatment of hyperthermia: Taken paracetamol. 

TABLE 3 PHARMACOTHERAPY IN POST-RESUSCITATION DISEASE 

The name of the drug Day 

December 2021 January 2022 

 26 27 28 29 30 31 1 2 3 4 5 6 

Cyticolin             

Cytoflavin             

Amantadine sulfate             

Lidocaine             

Dexamethasone             

Sodium 7.5% -200.0             

Furasemide             

Ceftriaxone             

Levofloxacin             

Reosorbilakt             

Heparin             

Nebulizer therapy             
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CONCLUSIONS: 1. All over the world, it is accepted that the time norm of clinical death is 3-8 

minutes, but due to the achievements of modern medicine, this time can be extended to 10-15 

minutes. This could allow thousands of patients in the community to return to social life without 

cognitive dysfunction, without social death. Intensive therapies performed in 4 patients in our 

practice in patients who remained in a state of clinical death for 10-15 minutes gave a positive 

result. 

2. Intensive therapy of post-resuscitation disease should be carried out in combination with 

treatment of post-anoxic encephalopathy and treatment of polyorgan deficiency, which develops 

in complex forms of post-resuscitation disease. 

3. Treatment of postanoxic encephalopathy includes neurotropic therapy: a combination of 

antihypoxants, antioxidants, sedative drugs, and energy sources. 

4. Restoration of brain activity after clinical death depends on maintaining cerebral perfusion in 

the 1-2 stages of the disease after resuscitation in a slightly higher than normal and early onset of 

neuroprotective drugs. 

5. In patients with pulmonary resuscitation and the restoration of cardiac function, the initiation 

of cerebral therapy from the first minutes restores the function of nerve cells in hypoxia and 

ischemia, as well as a sharp decrease in the incidence of cognitive impairment. 
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