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“ The moytp and one nostril were carefully clogeq by means
-of sticking-plaster, to prevent the poss; bility of a3 ﬁnding its
way through them, the other nostril wag inserted
cacutchong tube, abong three foef, long, a4 the end of which
Was fixed a heny glass tube of the same size, intgp which wag
povred 5 teaspoonfu] of water,

“The operator they took hold of the subject {(Which yrag

between the 1st and 31st of Janua.ry, there wepe iwenty-twe
operations,
AMPUTATIONS,

Casg L—A man of cachectie constitution, aged forty-six,
with Compoun] fracture of the tibiy gpnq fibula, at the junction
of the middle 4n4 lower third, QOp the 3rqd of J anumary, My,
Cock Performeq Amputation belgy the knee, t1,¢ skin having
ulcerated, and the sofy Part slougheq, The patient died five
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THE PHYSIOLOGIC BASIS FOR CARDIAC RESUSCIT.
FROM VENTRICULAR FIBRILLATION—METHOD
FOR SERIAL DEFIBRILLATION

CareL J. Wicerrs, M.D.
CreveLanp, OHIO

TE high incidence of death from ventricular fibrillation se

to eoronary occlusion and the increasing mortality from ac
eleetroeution resulting from the widespread use of electrieal ap
in our homes, on our farms, and in our trades and professiol
the subjeet of ventricular fibrillation of speeial interest in the
preventive and eurative medicine alike. It is obviously imperat
seientists should continue experimentation for the purpose of d
ing the conditions under which electrie eurrents become dange
attempting to render the ventricles less susceplible to fibrillating
and of devising means for the resnscitation of fibrillating hearts
the rescue of human lives has not yet been achieved, it ap)
many that we may be on the threshold of success, certainly in
cases. However, our hope of crossing that threshold does m
the eontinuanee of haphazard modes of experimentation, b
methodical approach based on an understanding of the phy
factors which determine suceess or failure in any given inst

Received for publication July 1, 1940.

METHODS OF DEFIBRILLATION AND RESUSCITATION

As Garrey? has properly emphasized, the idea of earlier investigators
that fibrillation is a terminal proeess when hearts do not recover spon-
taneously has been amply disproved by abrogating fibrillation in excised

earts by coolng, Dy reducllig the mass ol nbrillating tissue, or by per-
fusing hearts with potassium. chloride solution, followed by Locke’s
solution. It was, therefore, not entirely unexpected that the prompt
bl ng an excess of potassium might likewise abolish
ﬁRi mgt heart. Two problems existed, however: (1)
t#ge a¥si! ns to the fibrillating ventricle when the cireula-
tion 1s at a standstill and (2) either to remove the exeess potassium or
to neutralize it with caleium. The former was achieved in 1904 by
d’Halluin,®* who injeeted KCIl solution into a jugular vein and then
massaged the heart. Hooker,* following an earlier procedure of Crile,
introduced a weak solution of KCI into a carotid artery under pres-
sure, while I* injected it.directly into the ventricular cavities. These
various procedures generally proved efficacious in defibrillating the
ventricles, and the subsequent use of an excess of caleium sometimes
caused a resumption of sponta,neous coordinated beats Although such
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RESUSGITATION FROM ¢ IRREVERSIBLE ”
SHOCK BY INTRA-ARTERIAL
TRANSFUSION
ARNOLD DANZIGER

M.R.C.S., D.A.
AN/ESTHETIC REGISTRAR, THE LONDON HOSPITAL FORMERLY

[STRAR, KING GEORGE ¥ HOSPITAL, ILFORD

IF j on have been
repoReed from various
causes were the indications for Its USe: These causes
included g® orrhage, toxmmic states due to peritonitis

or to loss\Bf > ids. and postoperative ghock which
could not e ous transfusion.
All repOTLs Wt e he superiority of the

intra-arterial over the intravenous route : Tecovery
was more rapid and better sustained, and resuscitation
was successful when intravenous gransfusion had either
failed or held out DO prospect of success. Recovery is8
described in cases of very severe shock, in some of which

" cardiae and respiratory arrest had supervened (Negovsky

1945, Bilsland 1951, Haxton 1952, 1953, Good 1953,
Pryer 1953, Horton et al. 1953).

[oor. 1, 1955 701



CARDIO-RESPIRATORY RESUSCITATION

Alan Gilston and Leon Resnekov pp. xiii +275. William Heinemann Medical
Books Ltd., London, 1971;

In a dying person, first the res gnte lhﬁctd slows, so that blood
continues to circulate with a The usual immediate
cause of death from whatever condition is hypoxia of the brain, so that in resuscitation
the problem is to restart the respiration, and then the heart. The first 4 min after

cardiac arrest are always considered critical, because irreversible brain damage

occurs in normothermia in about that time. This is well recognized, and is part of the
catechism of every medical student.



Resuscitation (1972), 1,1

The second step in resuscitation—the treatment
of the ‘pPost-resuscitation disease’

V. A. NEGOVSKy

Laboratory of Experimenta] Resuscitation, Academy of Medicar Sciences of the USSR,
9, October 25tk Street, Moscow, USSR

disease’, and to €Xamine it as ap independent nosological form, Indeed, irreversible
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Shout for HELP & assess patient

Call resuscitation team

Assess ABCDE
Recognise & treat
Oxygen, monitoring, iv access
CPR 30:2
with oxygen and airway adjuncts
G Call resuscitation team
Apply pads/monitor If appropriate
Attempt defibrillation if appropriate 1

Advanced Life Support

R . Handover to resuscitation team
when resuscitation team arrives

o
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Overleden

Overleven

Totaal

Overleden

Overleven

VF 6135% 5590% 3049% 31 51% VF 55 34% 49.89% 22 40% 33 60%
Polsloos VT 9 5% 6 67% 444% 5 56% Polsloos VT 3 2% 2 67% 1 33% 2 67%
Asystolie 2917% 1966% 26 90% 310% Asystolie 39 24% 19.49% 37 95% 2 5%
EMD 41 24% 2151% 3893% 3 7% EMD 42 26% 17 40% 40 95% 2 5%
Respiratoir 14 8% 1393% 6 43% 857% Respiratoir 9 6% 889% 4 44% 5 56%
Trauma 1.0,5% 0 0% 1 100% 0 0% Trauma 3 2% 267% 2 67% 1 33%
Drenkeling 3 2% 2 67% 2 67% 133% Drenkeling 1 0,6% 1100% 0 0% 1100%
Choking 5 3% 4 80% 4 80% 120% Choking 0 0%

Overigen 10 6% 6 60% 7 70% 330% Overigen M1 7% 11100% 4 36% 7 64%
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Unresponsive?
Not breathing or only occasional gasps

CPR30:2
Attach defibrillator/monitor
Minimise interruptions

Immediately resume: Immadlateiy resume:

-

DurinG CPR
* Ensure high-quality CPR: rate, depth, recoil
* Plan actions before interrupting CPR
* Give oxygen
# Consider advanced airway and capnography
* Continuous chest compressions when advanced alrway in place
*Vascular access (intravenous, intraosseous)
* Give adrenaline every 3-5 min
= Correct reversible causes

REVERSIBLE CAUSES
Hypooda

Hypovolaemia
Hypo-/hyperkalaemia/metabolic
Hypothermia

* Thrambesis - coranary or pulmanary
= Tamponade - cardiac

* Toxins

* Tension pneurnothorax

CPR for 2 min
Minimise interruptions

CPR for 2 min
Minimise interruptions |




Non-shockable
(PEA/Asystole)

—

IMMEDIATE POST CARDIAC Immediately resume:
ARREST TREATMENT CPR for 2 min

» Use ABCDE approach Minimise interruptions |
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PEA/Asystolie

C.A.US.E. exam

(4ch/subcostal)

I |
Collaps RV/LV
PE/Tamponade RV dilatatie/LE N . Bad contractility
Hypovolumie

Lung views
/pneumothorax

— T S



Normal Heart

Right
Ventricle

Fluid Filled

\ Pericardium

Collapsed Left
Ventricle

Left
Atrium

Hypovolemia

Normal Lung

pleura

Comet
tailing

Pneumothorax
Skin M: Parietal
— ——"pleura
Visceral ——m—=
pleura
Absence : Absence
ofcomet =™ of sliding

tailing sign
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Table 1 Technical aspects of echo in life support

Number Adequate Adequate Number within Success rate

(% of view view single 10 s (adequate view
View total) (n) (%) window and within 10 s)
Subxiphoid 40 (80%) 38 95% 38 95%
Parasternal 20 (40%) 19 95% 17 85%
Apical 4 (8%) 3 75% 2 50%

Combined 50 47 94% 45 90%
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Operatieversiag:

Patient komt in shock op de T Py
;JD::d een mediane :teﬁwofon)"i(er We? i::r:i._rw wel enigszins aanspreekbaar. Er wordt direct na inductie met
me bij openen: sinusritme. Pericard pral ges e —
\,:"‘399‘?_?‘ aald. Hiema verbetering van :enhaa[e?‘fazamngi:el:a openen grote hoevecthed bloed en grote sl
Arteniéle a nulatie via de aorta ascendens. Veneuze canulatie via het rechter atrium (two-stage). Venting via de
aortabasis. perfusietijd is 68 min. et wordt niet geklemd. Bj manipuleren ontstaat F i g
Er blijkt sprake van een g&f uptureerd aneurysma cof dis. De hele voorwand is een groot litteken en hierin is een
zwakke plek ontstaan waar e€n Klein blaasje zit ter grootte van €en hazelnoot en dat zeer dunwandig is. Hierin
zit ook een minimaal gaatje waaruit de lekkage is opgetreden. Het dafect wordt overhecht door aan weerszijden
twee reepjes vilt te plaatsen en dan het defect te sluiten met staande prolene 3/0 hechtingen en vervolgens
nod overhechting. Het defect is dan droog.
Ginusritme na defibrillatie. — e —
Wi ts met lage dosenng inotropica. Ri ji sluiten: sinus/tme.
:;a;:?;allnddigprl?:t gg‘:lﬁté:jr > drains in het p';»:ard. De ||Pkipleurla is dicht. De rechter pleura is dicht.
gr wordt 1ang gewiacht met duiten tot de stolling goed is. Sluiten In agen
e —

———
—

J‘____F___t___,_,_;—»—

(Luijten)-
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' Freq.: 1.7 MHz/3.4 MHz




(MoDERN MEDIGINE |

“Well, Bob, it fooks ke a f}aper cut, but fust

to be sure let’s do lots of tests.”




