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Introduction

Shock resistant ventricular fibrillation (VF) is defined as 
VF persisting after three defibrillation attempts (1). In 
approximately 10–25% of all cardiac arrests, shock-resistant 
VF develops, and 87% to 98% of those patients die (2).

Defibrillation is critical in the resuscitation of patients 
with cardiac arrest due to ventricular tachycardia (VT) 
or VF. Survival rates drops markedly if 5 or more shocks 
are required for either persistent or recurrent episodes 
of VF (2). This is a report on a patient who survived and 
neurologically intact after 24 defibrillator shocks.

Case presentation

A 54-year-old, previously healthy, man walked into the 
Emergency Department with a 1-hour history of retrosternal 
chest pain. He was experiencing intermittent chest pain four 
days prior to this presentation. He was a non-smoker and had 
no cardiovascular risk factors. He suffered a witnessed cardiac 
arrest while taking the electrocardiogram (ECG). And the 
first part of recording showed ST elevation in anterior leads 
and VF in the later part (Figure 1). He was immediately 
started on advanced cardiac life support. Resuscitation was 
continued with strict accordance to European resuscitation 

council guidelines. Sinus rhythm and cardiac output was 
established after 40 minutes of resuscitation by giving 16 
defibrillations, 5 doses of 1 mg intravenous adrenaline, 
amiodarone 300 mg intravenously and added dose of 150 mg 
intravenously followed by a continues infusion, intravenous 
calcium gluconate and intravenous magnesium sulphate. Last 
five defibrillations were given with keeping the pad anterior-
posteriorly. 

Patient suffered two more episodes of VF cardiac arrests 
each episode requiring four further defibrillations with 
keeping the pads anterior-posteriorly and 3 additional doses 
of intravenous adrenaline. Total number of defibrillator 
shocks received during his resuscitation was 24. 

Once he had a stable rhythm (Figure 2) and cardiac 
output, he was sent for urgent primary percutaneous 
coronary intervention (PCI), which showed critical stenosis 
at osteum of left anterior descending artery (LAD). He had 
angioplasty and stent placement to reestablish blood flow in 
the LAD (Figures 3,4). His post procedure echocardiogram 
revealed mild left ventricular dysfunction with anterior wall 
hypokinesia. Left ventricular ejection fraction was 50%.

He was treated in the coronary care unit (CCU) during 
the next few days and treated with noradrenaline and 
abciximab infusion for first 24 hours. Fifth day at the CCU 
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was complicated by aspiration pneumonia and acute renal 
failure. Both those conditions managed satisfactorily with 
intravenous antibiotics and peritoneal dialysis respectively. 
He made a complete recovery without residual neurological 
deficits. 

He was well and completely asymptomatic with follow-
up in 3 months and 1 year.

Over the past decades there have been great advances 
in both the standard and process of resuscitation, but the 
process of in-hospital resuscitation has remained relatively 
unchanged. Nonetheless, successful resuscitation and good 
recovery after prolonged arrest have been documented (3-5).

Discussion

This case illustrates all the favourable factors in the chain 
of survival—early access, early CPR, early defibrillation and 
early advanced care. The patient was relatively young and 
previously well to deserve prolonged maximum effort of 
resuscitation. 
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Figure 1 ECG on admission-VF in lead V4R. ECG, electrocardiogram; VF, ventricular fibrillation.

Figure 2 ECG after stabilising the patient. ECG, electrocardiogram. 

Figure 3 Coronary angiogram showing critical stenosis at LAD. 

LAD, left anterior descending artery. 

Figure 4 Coronary angiogram after reestablishing blood flow. 
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