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OZET

Kardiyak nedenlere bagli 6lim, ani Oliimlerin onde gelen
nedenidir. Dis merkez acil serviste kardiyak arrest sonrasi
30 dk kardiyopulmoner restisitasyon (KPR) uygulanan ve spontan
dolasim1 geri donen bilinci kapali hasta tetkik ve yogun bakim
takibi i¢in hastanemize gonderildi. Primer patolojinin erken
taninmas1 ve acil tedavisi onemlidir. Sorun ¢6ziimlenmedigi
siirece, etkin ve basarilt yapilan resiisitasyona ragmen sag kalim
azalir. Bu olgu sunumunda; kardiyak arrest nedenleri ve KPR
sonras! yogun bakimda tedavi ve takip basamaklar1 ele alinmustir.

Anahtar kelimeler: Kalp durmasi, Pndmotoraks,
Kardiyopulmoner resiisitasyon, Miyokardiyal Infarktiis, Akut
koroner sendrom

ABSTRACT

Cardiac death is the leading cause of sudden death. In this article
an unconscious patient who came to the emergency department
with cardiac arrest and underwent a CPR (Cardiopulmonary
Resusitation) for 30 minutes and then followed up in the intensive
care unit admission of the patient is discussed with the causes of
cardiac arrest. Failure to resolve the primary pathology causing
the disease with urgent and effective treatment directly affects
survival despite effective and successful resuscitation. In this case
report; causes of cardiac arrest and follow-up steps in intensive
care after CPR were discussed.

Keywords: Cardiac arrest, Pneumothorax, Cardiopulmonary
resuscitation, Myocardial infarction, Acute coronary sendrom

GIRIS

Primer kardiyak nedenlere bagli o6liimler, ani 6liim nedenleri
arasinda ilk siralarda yer alir. Erken tani ve tedavi yontemlerinin
gelismesi, ileri yasam destegi uygulamalarinin daha etkin ve
faydali yapilmasina karsin hastane dis1 kardiyak arrest olgularinda
sag kalim orani sadece % 1-10 kadardir . Koroner arter hastaligi
(KAH) diinyada ve iilkemizde en 6nde gelen dlim sebebidir.
Avrupa’da 75 yas alti 6liimlerin kadinlarda % 45, erkeklerde
% 38’inden kardiyovaskiiler hastaliklar sorumludur ®.

Bu olgu sunumunda akut koroner sendrom nedeniyle kardiyak

arrest gelisen, pandemi siireci ve yandas patolojiler nedeniyle altta
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yatan primer patolojiye ge¢ tani konulan, iki kez arrest gelisen
ve basaril resiisitasyonlar ile spontan dolasimi geri dondiiriilen
hastanin resusitasyon basamaklari ve yogun bakim takip-tedavi
stirecleri ele alinmistir. Akut koroner sendromlu olgularda erken
taninin 6nemi ve etkin tedavinin acil perkiitan koroner girisim
(PKG) oldugunu vurgulamak amaglanmuistir.

OLGU SUNUMU

56 yasinda erkek hasta dis merkez acil servise gogiis agrisi ile
bagvurur. Acil servis sedyesine alindigi sirada kardiyak arrest
gelisir ve kardiyopulmoner resiisitasyon (KPR) baslanir. Es
zamanli entiibe edilir. Soklanamaz kardiyak arrest ritmi oldugu
icin her 3 dakikada 1 mg iv adrenalin (toplam 10 mg) yapilir,
30 dk sonunda nabizsiz ventrikiiler tasikardi ritmi saptanir
ve 200 joule ile defibrile edilir. Spontan dolasim geri dénen
(SDGD) hastaya vazopressor baslanarak yogun bakim ihtiyact
nedeniyle 112 aracilifiyla hastanemize sevk edilir. Hastanemiz
acil servisinde; genel durumu kotii, bilinci kapali, sedasyon ve kas
gevsetici ilag uygulanmis, tansiyon: 160/110 mmHg (vazopressor
destegi altinda), nabiz: 146 atim/dk ve SpO, % 88, ates: 36 °C
olarak oOlc¢iildi. EKG’de siniizal tasikardi, DII-DIII ve aVF
derivasyonlarinda 0.5 mm ST elevasyonu ve bilateral akciger
seslerinde azalma tespit edildi. Pandemi kosullar1 nedeniyle
trakeal aspirattan COVID-19 PCR o6rnegi gonderildi ve toraks
tomografisi ¢ekildikten sonra hasta, yakinlar1 bilgilendirilerek ve
rizasi alinarak anestezi yogun bakim tinitesine (AYB) yatirildi.

Yogun bakim kabuliinde Glaskow Koma Skoru 3 (GKS=
EIMI1VE) olan olgu mekanik ventilatére (P-SIMV Mod, FiO2

% 50 PEEP:6 cmH, O, Pressure Support: 12 cmH, O, Frekans: 14/
dk) baglandi. Kan, idrar ve endotrakeal aspirat kiiltlirii génderildi.
Hemogram, biyokimya, koagiilasyon testleri, kardiyak enzimler ve
arter kan gazi analizi istendi. Hastanin yogun bakima yatirildiktan
sonraki vital bulgulart; tansiyon: 173/112 mmHg, nabiz: 132
atim/dk, SpO, %90 idi. Cekilen toraks tomografisinde bilateral
pnomotoraks saptandi. Gogiis cerrahisiyle birlikte konsiilte edildi
ve bilateral tiip torakostomi uygulandi. Hastanin EKG’sinde
DII, DII ve aVF derivasyonlarinda ST elevasyonu ve kardiyak
enzimlerde high sensitive kardiyak troponin-I (hs-cTn-I) degeri
7483,7 ng/L (normal deger: 14-42 ng/L) CK-MB degeri ise 117,1
ng/ml (normal deger: 0.6-6.3 ng/ml) olmas1 nedeniyle kardiyoloji
konsiiltayonu istendi. Kardiyoloji tarafindan, tasikardiye ve
KPR’ye sekonder ST elevasyonu oldugu ve ekokardiyografik
goriintiilemede non-ekojen gogiis duvart nedeniyle goriintii elde
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edilemedigi bildirildi. Kardiyoloji dnerisiyle hastaya asetilsalisilik
asit (ASA) 300 mg yiikleme (nazogastrik sonda araciligiyla) 100
mg idame olacak sekilde ve diisiikk molekiil agirliklt heparin (0.4
ml SC) antikoagiilan- antiagregan tedavi baslandi. Troponin
takibi yapildi, mekanik ventilatér modu ve destekleri arteriyel kan
gaz1 degerlerine gore diizenlendi.

AYB izleminde midazolam 2mg/saat ve fentanil 50 pg/saat
iv inflizyon baglandi. Tasikardisi i¢in metoprolol 50 mg/giin
nazogastrik sondadan verildi. Yatisindan 6 saat sonra goriilen
kontrol EKG, hs-cTn-I : 33758 ng/L ve CK-MB>300 ng/ml
degerleri ile kardiyolojiye rekonsiilte edildi. Kontrol EKG siniis
ritminde (112 atim/dk hizinda) ve bir dnceki EKG'ye gore degisiklik
olmadig1 seklinde yorumlandi ve kardiyak enzim progresyonunun
KPR oykiisiine, bilateral pnomotoraksa ve hipoksiye sekonder
olabilecegi belirtilerek antiaggregan ve antikoagiilan tedavinin
devamu onerildi. Koroner anjiografi planlanmayan ve ndrolojik
muayenesinde bilinci agilmayan hastaya hedeflenmis sicaklik
yonetimi  (HSY) amaglanarak viicut sicakligmin 36°C’yi
gegmemesi i¢in konvansiyonel yontemlerle internal ve eksternal
soguk uygulandi. Takiplerinde viicut 1sisinin 35.5-36 °C oldugu
ve bu derecenin hastada ilk 24 saat iginde herhangi bir olumsuz
etki yaratmadigi gozlendi. Atesin 36 °C’yi gegmemesine 6zen
gosterildi. Yatisin 3.giinde norolojik muayenede vital bulgular
stabil ve biling kapali olarak degerlendirildi.

Yatiginin 7. gliniinde bilinci kapali olan, hipoksi gelisen ve solunum
paterni bozulan hastaya sedasyon ilaglarina ek olarak rokiironyum
30 mg/saat iv infiizyon baglandi. Néromuskiiler bloker ve sedatif
ilaglar aralikli kesilerek norolojik muayene yapildi.

AYB izleminin 11. giiniinde kan gazi analizi ve hemodinamik
verileri stabil hale gelen hastanin bilinci agildi. Spontan
solunumu yeterli olan hasta ekstiibe edilerek maske ile oksijen
destegine alindi. Biling agik, koopere, vitalleri stabil olarak AYB
izlemine devam edildi. Toraks tiipii gogiis cerrahisi goriisii ile
¢ekildi. Atelektazi gelismemesi i¢in aralikli olarak non invaziv
ventilasyon ve solunum fizyoterapisi yapildi (Yatisindan bu
doneme kadar olan kardiyak enzim diizeyleri Tablo 1’de
Ozetlenmistir). Stabil seyreden vital bulgular ile ekokardiyografik
ve anjiografik degerlendirme amaciyla kardiyolojiye rekonsiilte
edildi. EKG siniis ritminde 103/dk hizinda V1-V5’de QS, DIII
ve aVF’de patolojik Q mevcuttu. Ekokardiyografik bakisinda
apeks, apikoseptum, septum, anterior, anteroseptum, anterolateral
akinetik goriiniimde, apikoseptum ve anteroseptum anevrizmatik,
1 derece mitral yetmezlik, 1 derece aort yetmezligi, sol ventrikiil
ejeksiyon fraksiyonu (LVEF) % 30 olarak degerlendirildi ve ek
olarak ramipril tablet 2.5 mg/giin 6nerildi. Kisitli mobilize olan
ve vitalleri stabil seyreden olguya taburculuk planlandig: sirada
yatisinin 13. giiniinde AYB’de ani kardiyak arrest gelismesi
tizerine KPR baslandi. Es zamanli endotrakeal entiibasyon
yapildi. Her 3 dakikada 1 mg iv adrenalin yapildi (toplam 16
mg) ve KPR’nin 45. dk da ventrikiiler fibrilasyon ritmi gozlendi.
Sirasiyla 150J-200J ve 200J ile 3 kez defibrile edilen hastada
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spontan dolagimin donmesi lizerine KPR sonlandirildi. Hizlica
yeniden kardiyolojiye konstilte edildi ve acil anjiografi planlandi.
Acil kateter laboratuvarina alinan hastaya perkiitanz koroner
goriintileme (PKG) yapildi. PKG sonucu koroner damarlardaki
tikaniklik, sag koroner arter % 40, sirkumfleks arter % 40, ve sol
koroner arter % 100 retrograd dolumlu olarak degerlendirildi.
Sol koroner arterin total okliizyonu nedeniyle PKG sonrasi stent
yerlestirildi ve tam agilma saglandigi belirtildi. Kardiyolojinin
istegi lizerine olgu anjio laboratuarindan entiibe olarak mekanik
ventilator destegi ile bundan sonraki tedavi ve takipleri yapilmak
tizere koroner yogun bakimda izleme alindi.

TARTISMA VE SONUC

Ani o6limlerin nedenleri i¢inde birinci sirada primer kardiyak
nedenler yer alir. Tiim Diinya’da ve bizim tilkemizde KAH bagh
olim oranlar1 oldukca yiiksektir. Bu olgu, Covid-19 pandemi
stirecinin 2.ayimnda, tim yogun bakimlarin dolu oldugu, elektif
islemlerin durduruldugu, PCR testinin negatif ¢ikmasina karsin,
farklr klinik bulgular i¢in Covid-19 ayirici tanisinda zorlanildigi
bir siiregte yogun bakimimiza yatirildi. Baslangigtaki kardiyak
enzim ylksekligi, kardiyoloji ekibi tarafindan non-kardiyak
kokenli olarak yorumlandigi i¢in acil PKG planlanmadi. Bu
olguda da goriildiigii lizere; kardiyak arrest nedeni olan primer
neden tam olarak ¢oziimlenmedigi siirece, spontan dolasimi
dondiiren basarili resiisitasyon ve resiisitasyon sonrasi bakim ¢ok
iyi olsa bile hastanin yeniden arrest olma ihtimali ¢ok yiiksektir.
Akut koroner sendromlarda, miimkiin olan en kisa siirede PKG
uygulanmalidir.

Akut miyokard infarktiis (AMI) terimi, miyokardiyal iskemi
ile uyumlu bir klinikte nekroz ve miyokardiyal hasar bulgulari
(kardiyak troponindegerlerininenaz I tanesinin{istreferans degerin
tizerinde olmasi) oldugunda kullanilmaktadir®. Reperfiizyon
tedavisi gibi acil tedavi stratejilerinin hizla uygulanmasi igin
persistan gogiis agrisi ya da iskemiyle uyumlu diger semptomlarin
ve en az 2 ardistk ST segment elevasyonu olan STEMI
vakalariin taninmasi onemlidir®. Iskemik kalp hastaliklari,
tilkeler arasi farkliliklar gostermesine ragmen Avrupa’da her yil
tiim Sliimlerin %20’sine ya da yaklasik olarak 1.8 milyon 6liime
neden olmaktadir ®. STEMI sonrasi erken safhada ¢ogu 6liim
ventrikiiler fibrilasyona bagli gozlenmektedir ©. Kardiyak arrest
gelisen ve EKG’de ST segment elevasyonu gelisen hastalarda
primer PKG oncelikli diigtiniilmelidir . Koroner okliizyonlarin
yiliksek yayginligi ve kardiyak arrest sonrasi hastalarda EKG’yi
yorumlamadaki potansiyel zorluklar g6z Oniine alindiginda,
kardiyak arrest sonrast spontan dolagimi geri dénen hastalar igin
enfarkt sliphesi yiiksek oldugunda (arrest Oncesi gogiis agrisi
olmasi, anormal ya da kesin olmayan EKG sonuglari varligi gibi)
acil anjiografi ilk 2 saat i¢inde diisiiniilmelidir. Spontan dolagim
geri dondiikten sonra ¢ekilen EKG’de ST segment elevasyonu
veya sol dal blogu olan hastalarda akut koroner lezyon prevalansi
yiiksektir. Bu hastalarda erken invaziv girisim en yararl olacak
islemdir. Mevcut verilere dayanarak EKG’de ST segment
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elevasyonu olan siipheli kardiyak orijinli hastane disi kardiyak
arrest sonrasinda spontan dolagim geri donmiis eriskin hastalarda
acil kardiyak kateterizasyon yapilmalidir ®.

Ani kardiyak oOlim sebepleri iskemik kalp hastaliklari
(miyokardiyal infarkt ya da anjinali koroner arter hastaliklari,
koroner arter embolisi, aterojenik olmayan koroner arter
hastaliklar1 (arterit, disseksiyon, konjenital anomaliler), koroner
arter spazmi), iskemik olmayan kalp hastaliklar1 (hipertrofik
kardiyomyopati, dilate kardiyomyopati, valviiler kalp hastaliklari,
konjenital kalp hastaliklari, aritmojenik sag ventrikiiler displazi,
myokardit, akut perikardiyal tamponad, akut myokardiyal riiptiir,
aort disseksiyonu), yapisal olmayan kalp hastaliklar1 (idiopatik
ventrikiiler fibrilasyon, Brugada sendromu, uzun QT sendromu,
preeksitasyon sendromu, komplet kalp blogu, ailesel ani kardiyak
Olim, gogiis duvart travmasi), kardiyak olmayan hastaliklar
(pulmoner emboli, intrakranial hemoraji, bogulmalar, Pickwickian
Sendromu, Ilag iliskili ani 6liim, santral havayolu obstriiksiyonu,
Ani infant 6lim sendromu, epilepside ani agiklanamayan 6lim
sendromu) seklinde siralanabilir ©.

Bu grup olgularda 6ncelik PKG yapmaktir. Yapilan randomize
calismalar, hastalarin yiiksek kalitede PKG uygulanabilecek bir
merkezde yapilan tedavisinin, fibrinolize gore sagkalimin daha
yiiksek ve intrakranial hemoraji, rekiirren MI gibi fibrinolize
bagli gelisebilecek komplikasyonlarin da daha az oldugunu
gostermistir. Hastanin yiiksek kalitede PKG uygulanamayacak bir
merkezden, kapi-balon zamani 90 dakikadan kisa bir siirede PKG
uygulanabilecek merkeze hizlica transport edilmesi fibrinolizden
daha iyi sonuglar vermektedir. PKG igin klinik endikasyonlar;
akut ST eleve myokardiyal enfarkt (STEMI), non-ST eleve akut
koroner sendrom (NSTE-AKS) , unstabil anjina, stabil anjina,
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anjina ile uyumlu olabilecek semptomlarin varligi (dispne,
aritmi, senkop...), kardiyak stres testinde yiiksek risk. Bu
bulgularin varliginda ivedilikle (2 saat i¢inde) PKG ile koroner
anjiografi onerilmektedir®. Bizim olgumuzda kardiyoloji
tarafindan hastanin yatisindan itibaren olan troponin progresyonu
pnomotoraks, KPR uygulanmasi gibi nedenlere sekonder gelistigi
diistiniildigii i¢in acil PKG uygulamasi yapilmamistir.

Kardiyak arrest olgularinda, mortaliteyi ve morbiditeyi dncelikli
olarak norolojik sagkalim belirler. Resiisitasyon sonrasi bakimin
kanitlanmig en 6nemli néroprotektif tedavi stratejilerinin basinda
ise hedeflenmis sicaklik yonetimi gelir. HSY tedavisi, KPR
sonrasi spontan dolagimi geri donmiis komat6z hastalarin viicut
sicakliklarmin 32 °C ila 36 °C arasi bir degere diisiiriilmesi, bu
sicaklikta tutulmasi, kontrollii olarak yeniden isitildiktan sonra,
belli bir siire hipertermi olusmasinin Onlenmesi, asamalarini
icerir. Diinya’da 2005 yilindan bu yana artan kanit diizeyleri ile
yer almaktadir. Fakat, 2015 rehberlerde iist hedef sicaklik diizeyi
34 °C den 36 °C dereceye kadar ¢ekilmistir ™D, Bu olguda SDGD
sonraki ilk 6 saat i¢ginde HSY uygulamasi viicut 1sisinin 36 °C
gegmemesi hedeflenerek baglatilmis ve 24 saat komplikasyonsuz
devam edilmisitr. Arrestten 11 giin sonra bilincinin agilmasinda
HSY uygulamasinin etkili oldugu kanaatindeyiz.

Sonug olarak bu olguda da goriildiigi tizere kardiyak arrest ile
karsilasilan vakalarda basarili resiisitasyon ardindan hizli ve dogru
tetkik ve tani ile arreste yol acabilecek etkenlerin ortaya konulmasi
onemlidir. Tam1 konulduktan sonra ise gerekli miidahalelerin
hizlica yapilmasi hayati 6nem tasimaktadir. Unutulmamalidir
ki basarili bir resiisitasyon kadar resiisitasyon sonrasi bakim ve
arreste neden olan altta yatan patolojilerin diizeltilmesi de bir o
kadar 6nemlidir.

Tablo-1: Hastanin giinliik takip edilen hs-cTn-I ve CK-MB degerleri:

0.saat 6.saat 24.saat 2.giin 3.giin 4.giin 5.giin 6.giin 11.giin
hs-cTn-1
(ng/L) 7483 33758 110389 44147 18539 13667 13882 7935 3759
CK-MB 117 >300 >300 72 21 11 5 4.5 3.8
(ng/ml)
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ABSTRACT

Cardiac death is the leading cause of sudden death. In this article
an unconscious patient who came to the emergency department
with cardiac arrest and underwent a CPR (Cardiopulmonary
Resusitation) for 30 minutes and then followed up in the intensive
care unit is discussed with the causes of cardiac arrest. Despite
effective and successful resuscitation, failure to resolve the
primary pathology causing the disease with urgent and effective
treatment directly affects survival. In this case report; causes of
cardiac arrest and follow-up steps in intensive care after CPR were
discussed.

Keywords: Cardiac arrest, Pneumothorax, Cardiopulmonary
resuscitation, Myocardial infarction, Acute coronary sendrom

INTRODUCTION

Cardiac death is the leading cause of death and patients who have
out-of-hospital cardiac arrest have only a 1% to 10% survival rate,
despite improvements in advanced life support". Coronary artery
disease (CAD) is the leading cause of death in the world and in
our country. Cardiovascular diseases are responsible for 45% of
women and 38% of men under the age of 75 in Europe®. In this
case report, the resuscitation steps and intensive care follow-up-
treatment processes of the patient who developed cardiac arrest
due to acute coronary syndrome, and whose underlying primary
pathology was diagnosed late due to the pandemic process and
concomitant pathologies were discussed. The patient developed
two arrests and spontaneous circulation was restored with
successful resuscitations. In this study, it is aimed to emphasize
that early diagnosis and effective treatment in cases with acute
coronary syndrome is emergency percutaneous coronary
intervention (PCI).

CASE REPORT

A 56-year-old male patient is admitted to the emergency department
with chest pain. As soon as he is taken to the emergency room,
cardiac arrest develops and cardiopulmonary resuscitation (CPR)
is started and he is simultaneously intubated. Since it is a non-
shockable cardiac arrest thythm, 1 mg of iv adrenaline (10 mg in
total) is administered every 3 minutes. After 30 minutes, a pulseless
ventricular tachycardia rhythm is detected and defibrillated with
200 joules. A vasopressor is started in the patient whose return of
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spontaneous circulation (ROSC) and is referred to our hospital
via 112 because of the need for intensive care. In the emergency
department of our hospital, general condition was poor, he was
unconscious, sedation and muscle relaxant were administered,
blood pressure was 160/110 mmHg (under vasopressor support),
pulse: 146 beats/min, SpO, was 88%, fever: 36 °C. His ECG
showed sinus rhythm, 0.5 mm ST elevation in tachycardic leads
DII, DIII and aVF, and a decrease in bilateral lung sounds. Due
to pandemic conditions, a COVID-19 PCR sample was sent from
the tracheal aspirate, and after thorax tomography was taken, the
relatives of the patient were informed and consented, and the
patient was admitted to the anesthesia intensive care unit (ICU).

The patient with a Glasgow Coma Score of 3 (GCS=EIMI1VE) at
admission to the intensive care unit was connected to a mechanical
ventilator (P-SIMV Mode, FIO, 50% PEEP: 6 cmH, O, Pressure
Support: 12 ¢cmH,O, Frequency: 14/min). Blood, urine and
endotracheal aspirate cultures were sent. Hemogram, biochemistry,
coagulation tests, cardiac enzymes and arterial blood gas analysis
were requested. Vital signs of the patient after he was admitted to
the intensive care unit were blood pressure: 173/112 mmHg, heart
rate: 132 beats/min, SpO, was 90%. Bilateral pneumothorax was
detected in thorax tomography. He was consulted with thoracic
surgery and bilateral tube thoracostomy was performed. In the
patient's ECG, there was ST elevation in leads DII, DIII and aVF.
In blood tests, high sensitive cardiac troponin-I (hs-cTn-I) was
7483.7 ng/L (Normal range: 14-42 ng/L) and CK-MB was 117.
1 ng/ml (Normal range: 0.6-6.3 ng/ml). Cardiology consultation
was requested. It was reported by cardiology that there was ST
elevation secondary to tachycardia and CPR, and no image could
be obtained on echocardiographic imaging due to non-echoic
chest wall. Anticoagulant and antiaggregant therapy was started
with the recommendation of cardiology, with acetylsalicylic
acid (ASA) 300 mg (via nasogastric tube) and ASA 100 mg
as maintenance and low molecular weight heparin (LMWH)
0.4 ml subcutaneously (sc). Troponin monitoring was performed,
mechanical ventilator mode and supports were adjusted according
to arterial blood gas values.

Midazolam 2 mg/hour and fentanyl 50 pg/hour iv infusion was
started in the follow-up of ICU. For tachycardia, metoprolol
50 mg/day was given via nasogastric tube. The control ECG, seen
6 hours after his hospitalization, was reconsulted to the cardiology
with hs-cTn-I: 33758 ng/L and CK-MB>300 ng/ml values. It
was reported that the control ECG sinus rhythm was 112 beats/
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min and there was no change compared to the previous ECG. It
was stated that cardiac enzyme progression may be secondary to
CPR history, bilateral pneumothorax and hypoxia, and continued
antiaggregant and anticoagulant treatment was recommended.
In the patient whose coronary angiography was not planned and
who did not regain consciousness in his neurological examination,
internal and external cold was applied with conventional methods
in order to prevent the body temperature from exceeding 36°C
with the aim of targeted temperature management (TTM). In
the follow-ups, it was observed that the body temperature was
35.5-36°C and this temperature did not cause any negative effects
in the first 24 hours. Care was taken to ensure that the temperature
did not cause any negative effects in the first 24 hours. Care was
taken to ensure that the temperature did not exceed 36°C. In the
neurological examination on the 3™ day of hospitalization, vital
signs were evaluated as stable and unconscious. Rocuronium
30 mg/hour iv infusion was started in addition to sedation in
the patient who was unconscious, developed hypoxia and had
impaired respiratory pattern on the 7™ day of hospitalization.
Neuromuscular blocker and sedative drugs were discontinued
intermittently, and neurological examination was performed.

On the 11" day of the ICU follow-up, the patient's blood gas
analysis and hemodynamic data stabilized, and the patient regained
consciousness. The patient, whose spontaneous respiration was
sufficient, was extubated and taken to oxygen support with a mask.
He was conscious, cooperative, and his vitals were stable, and ICU
follow-up was continued. The thoracic tube was terminated with
the recommendation of thoracic surgery. Non-invasive ventilation
and respiratory physiotherapy were performed intermittently to
prevent atelectasis. Cardiac enzyme levels from admission to this
period are summarized in Table 1. With stable vital signs, he was
reconsulted to cardiology for echocardiographic and angiographic
evaluation. Electrocardiography showed pathological Q wave
in V1-V5, DIII and aVF at a rate of 103/min in sinus rhythm.
In the echocardiographic examination, apex, apicoseptum,
septum, anterior, anteroseptum, anterolateral akinetic appearance,
apicoseptum and anteroseptum aneurysmatic, minimal mitral
insufficiency, minimal aortic regurgitation, left ventricular ejection
fraction (LVEF) was evaluated as 30%, and ramipril tablet 2.5 mg/
day was additionally recommended. The patient, who had limited
mobilization and had stable vitals, was started on CPR when
sudden cardiac arrest developed in the ICU on the 13" day of his
hospitalization while he was scheduled to be discharged from the
hospital. Simultaneous endotracheal intubation was performed,1
mg of iv adrenaline was administered every 3 minutes (16 mg
in total) and ventricular fibrillation rthythm was observed at the
45" minute of CPR. CPR was terminated after spontaneous
circulation returned in the patient who was defibrillated 3 times
with 150J-200J and 200J, respectively. He was quickly consulted
to the cardiology again and emergency angiography was planned.
The patient was taken to the emergency catheter laboratory and
PCI was performed. The PCI result was RCA 40%, Cx 40%, and
LAD 100% retrograde filling. A stent was placed in the LAD total
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occlusion after PCI. Upon the request of cardiology, the patient
was taken to coronary intensive care unit for further treatment and
follow-up from the angiography laboratory.

DISCUSSION AND CONCLUSION

Among the causes of sudden death, primary cardiac origin takes
place in the first place. Death rates due to CAD are quite high
in the whole world and in our country. This case was admitted
to our intensive care unit in the second month of the Covid-19
pandemic process, when all intensive care units were full, elective
procedures were stopped, and despite the negative PCR test,
the differential diagnosis of Covid-19 was difficult for different
clinical findings. Since the initial cardiac enzyme elevation
was interpreted by the cardiology team as non-cardiac origin,
emergency PCI was not planned. As seen in this case; unless the
primary cause of cardiac arrest is completely resolved, even if
successful resuscitation and post-resuscitation care that restores
spontaneous circulation is very good, the probability of re-arrest is
very high. Inacute coronary syndromes, PCI should be performed
as soon as possible. The term acute myocardial infarction (AMI)
should be used when there are signs of necrosis and myocardial
damage (at least 1 cardiac troponin values above the upper
reference value) in a clinic consistent with myocardial ischemia3.
Recognition of persistent chest pain or other symptoms consistent
with ischemia and STEMI cases with at least 2 consecutive ST
segment elevations is important for prompt implementation of
emergency management strategies, such as reperfusion therapy ©.

Although there are differences between countries, ischemic heart
diseases cause 20% of all deaths or approximately 1.8 million
deaths in Europe each year®. There is a consistent pattern for
STEMI being more common in the young than in the elderly
and more common in men than women. Most deaths in the early
phase after STEMI are due to ventricular fibrillation®. Primary
PCI should be considered primarily in patients who develop
cardiac arrest and ST-segment elevation on ECG". Considering
the high prevalence of coronary occlusions in the community and
the difficulties in ECG reading in patients after cardiac arrest,
emergency angiography should be considered within the first 2
hours when infarct is suspected (such as chest pain, abnormal
ECG findings) for those whose spontaneous circulation returns
after CPR.

Acute coronary lesion is most commonly observed in patients
with ST segment elevation or left bundle branch block on the
ECG after spontaneous circulation has returned. Early invasive
intervention is the most beneficial intervention in these patients.
Based on available data, emergency cardiac catheterization should
be performed in adult patients with ST-segment elevation on ECG
and spontaneous return of circulation after out-of-hospital cardiac
arrest of suspected cardiac origin®. Causes of sudden cardiac death
ischemic heart diseases (coronary artery diseases with myocardial
infarction or angina, coronary artery embolism, non-atherogenic
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coronary artery diseases (arthritis, dissection, congenital
anomalies), coronary artery spasm), non-ischemic heart diseases
(hypertrophic cardiomyopathy, dilated cardiomyopathy) , valvular
heart diseases, congenital heart diseases, arrhythmogenic right
ventricular dysplasia, myocarditis, acute pericardial tamponade,
acute myocardial rupture, aortic dissection), non-structural heart
diseases (idiopathic ventricular fibrillation, Brugada syndrome,
long QT syndrome, preexcitation syndrome, complete heart
block , familial sudden cardiac death, chest wall trauma), non-
cardiac diseases (pulmonary embolism, intracranial hemorrhage,
suffocation, Pickwickian syndrome, drug-related sudden death,
central airway obstruction, Sudden infant death syndrome, sudden
unexplained death syndrome in epilepsy)®.

In this type of cases, the priority is to perform PCI. Multiple
randomized studies have shown that treatment of patients in
a center where high-quality PCI can be performed has a higher
survival rate and fewer complications that may develop due to
fibrinolysis, such as intracranial hemorrhage and recurrent MI,
compared to fibrinolysis. In a center where high-quality PCI
cannot be performed, rapid transport to the center where PCI can
be performed in less than 90 minutes with a door-balloon time
gives better results than fibrinolysis. Clinical indications for PCI
are: Acute ST-elevated myocardial infarction (STEMI), Non-ST-
elevated acute coronary syndrome (NSTE-ACS), Unstable angina,
Stable angina, presence of symptoms that may be compatible with
angina (dyspnea, arrhythmia, syncope...), high risk in cardiac
stress test. In the presence of these findings, coronary angiography
and PCI are recommended immediately (within 2 hours)!'?. In our

Table-1: The patient's daily follow-up hs-cTn-I and CK-MB values
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case, emergency PCI was not performed because it was thought
by the cardiologist that troponin progression developed secondary
to pneumothorax and CPR, which had occurred since the patient's
hospitalization.

Neurological survival primarily determines mortality and morbidity
in cardiac arrest cases. Targeted temperature management (TTM)
is one of the most important proven neuroprotective treatment
strategies in post-resuscitative care. TTM treatment includes the
stages of lowering the body temperature of comatose patients
whose spontaneous circulation has returned after CPR to a value
between 32°C and 36°C, keeping them at this temperature, and
preventing hyperthermia for a certain period after controlled
rewarming. It has been in the world with increasing levels of
evidence since 2005. However, in the 2015 guidelines, the upper
target temperature level was taken from 34°C to 36°C. In this
case, TTM application was started within the first 6 hours after
ROSC with the aim of not exceeding 36°C body temperature and
continued for 24 hours without complications. We believe that the
TTM application was effective in regaining consciousness 11 days
after the arrest).

As a result, as seen in this case, it is important to determine the
factors that may lead to arrest with rapid and accurate examination
and diagnosis after successful resuscitation in cases with cardiac
arrest. After the diagnosis is made, it is life-threatening to make
the necessary interventions quickly. It should not be forgotten that
post-resuscitation care and correction of underlying pathologies
that cause arrest are as important as successful resuscitation.

0. hour 6. hour 24.hour 2.day 3.day 4.day 5.day 6.day 11.day
hs-cTn-1
(ng/L) 7483 33758 110389 44147 18539 13667 13882 7935 3759
CK-MB 117 >300 >300 72 21 11 5 4.5 3.8
(ng/ml)
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