
Clinical Clinical deathdeath. . ResuscitationResuscitation



the scientific conclusions of which are used during the scientific conclusions of which are used during 
resuscitation in a clinic, or, more precisely, science resuscitation in a clinic, or, more precisely, science 
that studies the patterns of the dying and revitalization that studies the patterns of the dying and revitalization 
of the body in order to develop the most effective of the body in order to develop the most effective 
methods of preventing and restoring the extinct or just methods of preventing and restoring the extinct or just 
faded vital functions of the body.faded vital functions of the body.

ReanimatologyReanimatology is a theoretical is a theoretical 
disciplinediscipline



The term of "INTENSIVE THERAPY" 
includes measures for the temporary 
replacement of any inadequate vital 

functions in critical situations.

The concept of “RESUSTITATION" 
means a set of measures to restore 

the lost vital functions in the 
terminal state



Thomas Willis William Petty
(1623-1687 гг.)                                        (1622-1679 гг.)

December 14, 1650December 14, 1650
completed the first successful resuscitationcompleted the first successful resuscitation



ReanimatologyReanimatology was separated from thanatology as an independent was separated from thanatology as an independent 
science at the International Congress of Traumatology in Budapest in science at the International Congress of Traumatology in Budapest in 

1961.1961.

The generalization of the results of 
our own research, as well as the 
data of Soviet and foreign authors, 
made it possible to declare the 
emergence of a new medical 
science - resuscitation, the subject 
of study of which are pathology, 
therapy and prevention of terminal 
conditions.

Academician of RAMS 
Vladimir Alexandrovich Negovsky

(1909 - 2003)



Peter Safar Peter Safar 
in in 1968 formed the classical 1968 formed the classical 

scheme of resuscitation scheme of resuscitation 
(1924(1924--2003).2003).



1. Stop blood circulation (no pulsation in the 
main arteries);
2. The absence of spontaneous breathing (no 
excursions of the chest); 
3. Lack of consciousness;
4. Wide pupils; 
5. Areflexia (no corneal reflex and pupil 
reaction to light); 
6. Type of corpse (pallor, acrocyanosis).



 A (air way) - restoration of the airway;
 B (breathing) – mechanical lung ventilation;
 С (circulation) – chest compression and assist blood 

circulation

 D (drags) – drug therapy;
 E (ECG) – type of cardiac arrest
 F (fibrillation treatment) – external defibrillation DC 

100 - 400 J

 G (gauging) – condition assessment;
 H (human mentation) – restoration of consciousness;
 I (intensive cart) – correction of organ failure.



Initial description 
of the ABCs of 
resuscitation by 
Dr. Peter Safar in 
this classic 
publication in the 
Journal of the 
Iowa Medical 
Society.



АBC - the first stage is elementary life support (according to 
P.Safar), the primary resuscitation complex used by medical and 
non-medical personnel (according to AP Zilber, 1996);
DDD - the second stage - the further maintenance of life, the 
restoration of independent blood circulation; the normalization 
and stabilization of blood circulation and respiration parameters 
(according to P. Safar). Specialized resuscitation complex for all 
medical workers (according to A.Zilberu, 1996) ;.
GHI – the third stage is long-term maintenance of life, post-
resuscitation intensive care (after P.Safar), is performed by 
resuscitation specialists in intensive care units (according to AP 
Zilberu, 1996).
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 The most common cause of sudden cardiac arrest is 
ventricular fibrillation;

 The only effective method of eliminating ventricular 
fibrillation is electrical defibrillation;

 After a few minutes, ventricular fibrillation is 
transformed into asystole;

 From the first minutes of a sudden cardiac arrest, the 
likelihood of successful defibrillation decreases 
rapidly.



 D - electrical defibrillation should be performed as early as possible 
(within the first 5 minutes);

 С – 100 pressure per minute remains the standard, the ratio of chest 
compression and ventilation is 30: 2.

 А - unchanged, supplemented by capnometry and alternative options 
(laryngeal mask, esophageal-tracheal tube);

 В - for non-specialists, ventilation-free resuscitation is acceptable, 
hyperventilation is harmful and should be avoided (6–8 breathing cycles 
per minute);

 Post-resuscitation management.



1) Primary resuscitation complex (PRC), used by both 
medical and non-medical workers who have 
undergone special training.

2) Specialized resuscitation complex (SRC), the mastery 
of which today is necessary for all medical workers.

3) Post-resuscitation intensive care (PRIC), conducted 
by specialists in intensive care units.

The basic principle of resuscitation for each of these 
complexes is the triad –

“know,” “can,” “have.”





 The precordial thump is carried out when a specialist 
directly observes on the monitor the onset of ventricular 
fibrillation / ventricular tachycardia without a pulse (VF / 
VT without a pulse), and the defibrillator is currently 
unavailable.

 It makes sense only in the first 10 seconds of circulatory 
arrest. According to the results of a number of works, 
precardiac punch sometimes eliminates VF / VT without a 
pulse (mainly VT without a pulse), but most often is 
ineffective and, conversely, can transform rhythm into 
asystole.

 If the doctor has a defibrillator ready for work, it is better to 
refrain from precordial thump!



 The fundamental problem of artificial maintenance of blood 
circulation is a very low level (less than 30% of the norm) of 
cardiac output (CO), created during chest compression.

 Properly performed compression maintains systolic blood 
pressure at 60-80 mm Hg, while diastolic blood pressure rarely 
exceeds 40 mmHg and, as a result, causes a low level of 
cerebral (30-60% of normal) and coronary (5-20% from the 
norm) blood flow.

 When compressing the chest, the coronary perfusion pressure 
rises only gradually, and therefore, with each regular pause 
required for breath-by-mouth, it quickly decreases. However, 
carrying out several additional compressions leads to the 
restoration of the initial level of cerebral and coronary 
perfusion.



 Combine the closed heart massage with artificial ventilation of the 
lungs:

 Depth of indentation should be at least 5 cm for adults and at least 
one third of the diameter of the chest for children and infants 
(approximately 4 cm in infants and 5 cm in children).

 After 30 compressions, reopen the airway, using the extension of the 
head and the lifting of the chin;

 Using your index finger and thumb, pinch the victim's nose;
 Open the patient's mouth, leaving his chin raised.
 Do a regular exhale to the patient's mouth for one second, as in 

normal breathing, watching the movement of his chest.
 Leaving the patient's head in the same position and straightening 

somewhat, follow the movement of the patient's chest during 
exhalation.





Shockable rhythms
 Ventricular fibrillation
 Ventricular tachycardia without a pulse.

Non-shockable rhythms
 Асистолия
 Электрическая активность без пульса.



 Defibrillation is the passage of an electric current of the
corresponding magnitude through the myocardium to
depolarize the critical mass of the myocardium and
restore the coordinated electrical activity.

 During treatment for circulatory arrest (VF / VT), use
epinephrine 1 mg after the third discharge of the
defibrillator, along with an indirect heart massage and
then every 3-5 minutes (during the CPR cycles).
Amiodarone 300 mg is also used after the third
discharge.



 The energy of the first discharge, which is currently 
recommended ERC'2010, should be 360 J for 
monopolar defibrillators, as well as all subsequent 
discharges, which contributes to a greater 
probability of depolarization of the critical 
myocardial mass.

 The initial energy level for bipolar defibrillators 
should be 150–200 J, followed by an escalation of 
energy to 360 J at repeated discharges, with a 
mandatory assessment of the rhythm after each 
discharge.



• Atropine is Atropine is NOT RECOMMENDED NOT RECOMMENDED for routine use in for routine use in asystoleasystole or or 
pulseless electrical activity.pulseless electrical activity.

• It is • It is NOT RECOMMENDED NOT RECOMMENDED to administer medication through an to administer medication through an 
endotracheal tube.endotracheal tube.

• If intravenous access cannot be established, drugs should 
be injected intraosseally (IO).

• Sodium bicarbonate is recommended to be administered in a 
dose of 50 mmol (50 ml of 8.4% solution) in case of 
circulatory arrest associated with hyperkalemia or overdose 
of tricyclic antidepressants.

• Euphyllin 2.4% - 250-500 mg (5 mg / kg) IV with asystole and 
bradycardia resistant to atropine.

• Magnesium sulfate - in case of suspected hypomagnesemia
(8 mmol = 4 ml of 50% solution).

• Calcium chloride - in a dose of 10 ml of a 10% solution with 
hyperkalemia, hypocalcemia, overdose of calcium channel 
blockers.



Biological death Biological death -- an irreversible cessation of an irreversible cessation of life, life, 
that that is, the final stage of the existence of a living is, the final stage of the existence of a living 
system of the body. Its objective signs are system of the body. Its objective signs are 
hypostatic hypostatic stains (stains (llivorivor mortis, mortis, postmortem postmortem 
lividitylividity,, suggillationsuggillation), ), lowering of temperature lowering of temperature 
and and rigor mortis rigor mortis of muscles.of muscles.



"On approval of the Rules for determining 
the time of death of a person, including 
criteria and procedures for establishing 
a person’s death, Rules for terminating 
resuscitation measures and the form of 
a protocol for establishing a person’s 

death"

Resolution of the Government of the Russian Resolution of the Government of the Russian 
Federation of September 20, 2012 N Federation of September 20, 2012 N 950, 950, MoscowMoscow



3. Resuscitation measures are terminated if they are 
deemed absolutely unpromising, namely:
while stating the death of a person on the basis of 

brain death;
with the ineffectiveness of resuscitation measures 

aimed at the restoration of vital functions, within 30 
minutes;
in the absence of a newborn heartbeat after 10 

minutes from the start of resuscitation in full 
(mechanical ventilation, heart massage, drug 
administration).

Decree of the Government of the Russian Federation September 20, 2012 950 Moscow "On 
approval of the Rules for determining the moment of death of a person, including criteria 

and procedures for establishing the death of a person, Rules for terminating resuscitation 
and the form of the protocol for establishing the death of a person"

Rules for determining the moment of death of a person



4. Resuscitation is not carried out:
in the presence of signs of biological death;
in the state of clinical death against the background 
of progression of reliably established incurable 
diseases or incurable consequences of acute trauma 
incompatible with life.
5. Information about the time of termination of 
resuscitation and (or) ascertaining death is entered in 
the medical records of the deceased person.

Decree of the Government of the Russian Federation September 20, 2012 950 
Moscow "On approval of the Rules for determining the moment of death of a 

person, including criteria and procedures for establishing the death of a person, 
Rules for terminating resuscitation and the form of the protocol for establishing 

the death of a person"
Rules for determining the moment of death of a person






