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Hypothermia After Cardiac Arrest
According to the American Health
Association brain injury and cardiovascular
instability are the major determinants of
survival after cardiac arrest. Because
therapeutic hypothermia is the only
intervention demonstrated to improve
neurological recovery, it should be
considered for any patient who is unable to
follow verbal commands after ROSC. The
patient should be transported to a facility
that reliably provides this therapy in
addition to coronary reperfusion (eg, PCI)
and other goal-directed post-arrest care
therapies.
The list below is AHA’s initial objectives of
post-cardiac arrest care.
- Optimize cardiopulmonary function and
vital organ perfusion.
- After out-of-hospital cardiac arrest,
transport to an appropriate hospital with a
comprehensive post-cardiac arrest treatment
system of care that includes acute coronary
interventions, neurological care, goaldirected critical care, and hypothermia.
- Transport the in-hospital post-cardiac
arrest patient to an appropriate critical-care

unit capable of providing comprehensive
post-cardiac arrest care.
- Try to identify and treat the precipitating
causes of the arrest and prevent recurrent
arrest.
North Colorado Med Evac has some specific
guidelines it follows to initiate this
guideline. At the end of this article you will
find specific inclusion and exclusion criteria.
Timing of cooling
The actual start time of initiating HACA is
unclear but AHA suggests as soon as possible
after ROSC. Research has also shown it to be
successful even if delayed up to 6 hours.
AHA does suggest the duration be at least 12
hours and can be longer than 24 hours.
There is also documentation that shows
hypothermia has been used safely in
newborns for up to 72 hours.
Cooling Techniques
External cooling methods are simple to use
but slow in reducing core temperature.
These techniques include the use of cooling
blankets; application of ice packs to the
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Providers should continuously
monitor the patient’s core
temperature using an esophageal
thermometer, bladder catheter in
nonanuric patients, or pulmonary
artery catheter if one is placed
for other indications. Axillary and
oral temperatures are inadequate
for measurement of core
temperature changes, especially
during active manipulation of
temperature for therapeutic
hypothermia, and true tympanic
temperature probes are rarely
available and often unreliable.

Complications
A number of potential
complications are associated with
cooling, including coagulopathy,
arrhythmias, and hyperglycemia,
particularly with an unintended
drop below target temperature.
The likelihood of pneumonia and
sepsis may increase in patients
treated with therapeutic
hypothermia. Infections care
common in this population, and
prolonged hypothermia is known
to decrease immune function.
Hypothermia also impairs
coagulation, and any ongoing
bleeding should be controlled
before decreasing temperature.
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groin, axillae, and neck; use of
wet towels and fanning; and use
of a cooling helmet. Intravenous
infusion of 30ml/kg of crystalloid
at 4°C over 30 minutes reduced
temperature significantly.

The incidence of complications
such as arrhythmias, infection,
and coagulopathy is likely to
increase if the core temperature
falls considerably below 32°C.
Goal temperatures recommended
by AHA are to cool the patient to
32°C to 34°C.
Sedation/Analgesia/Paralysis
Shivering during cooling leads to
warming and will increase overall
oxygen consumption and should
be prevented.
It is reasonable to consider the
titrated use of sedation and
analgesia in critically ill patients
who require mechanical
ventilation or shivering
suppression during induced
hypothermia after cardiac arrest.
Duration of neuromuscular
blocking agents should be kept to
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AHA’s 2010 Guidlines for ROSC
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Med Evac Inclusion/exclusion criteria
Inclusion Criteria

Exclusion Criteria

1. Cardiac arrest with ROSC?
2. Greater than 18 years old?
3. Initial temp greater than 34°C?
4. Not obviously pregnant?
5. Intubated and ETCO2 greater
than 20?
6. GCS less than 8, no response to
verbal commands?

1. DNR, known terminal illness,
vegetative state or catastrophic CNS
event?
2. Cardiac arrest from trauma, sepsis,
OD or hemorrhage?
3. CPR performed for greater than
45min?
4. Coagulopathy and/or on coumadin
with active GI or life threatening
bleeding?
5. Refractory shock or arrhythmias?
6. Status epilepticus?
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Med Evac Treatment Guidelines

-

Confirm ROSC and intubated with ETCO2 greater than 20
Obtained two points of vascular access. Can use IO if necessary
Obtain 12 lead, check for MI and follow ACS/cardiac alert criteria
Neuro exam, confirm GCS less than 8 and no response to verbal
commands
Agitated and combative patients may be cooled
Remove clothing while protecting modesty
Place temperature probe and confirm greater
than 34°C
Cold saline: 30ml/kg. Max 2L. Hold if pulmonary edema present
Apply cold packs to groin and axilla
Versed and norcuron for shivering, using lowest possible dose
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To be a HACA/ICE candidate, must meet all inclusion and no exclusion criteria.

- Lorem Ipsum

Temp: Greater than 32°C
SBP: Greater than 90 or MAP: Greater than 65. Saline, dopamine then
norepinephrine if needed
ETCO2: 35-40. No hyperventilation
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