
Therapeutic hypothermia is 

strongly recommended for ALL 

cardiac arrest without 

contraindications (below) 

 

Hypokalemia 

Administer K+ and initiate cooling. 

Do not delay cooling. 

 

Exclusion Criteria 

-Follows commands 

-Active, uncontrollable bleeding 
-Life threatening sepsis 

-Terminal illness with short 
anticipated life expectancy 

- Near hanging with cardiac arrest 

- Patients <17 years old WITH TBI 

 

Considerations 

-Pregnancy probably OK 
-Initial temperature < 32C: rewarm 
to 33 and then maintain x 24h as per 

protocol 

-Severe hypoxemia probably OK 
-Coagulopathy may be exacerbated 

by hypothermia 

-Shock is not a contraindication 
-Benefit to cooling may be less if 
initiated late (>6h) 

-Near drownings are appropriate to 

cool 

 

DELAY TO HYPOTHERMIA 

INITIATION IS ASSOCIATED 

WITH WORSE OUTCOMES – 

Anoxic brain injury likely? 

-Does not follow verbal 

commands 

YES 

Cardiac arrest with return of spontaneous 

circulation 

   
At 72 hours post- 

arrest resume 

usual supportive 

care 

   

Consider 

seizures and 

obtain 

continuous EEG 

– requires order 

+ neurology call 

evaluation, 

If aspiration or 

pneumonia is 

suspected, start 

cefuroxime IV 

1500mg q12h x 

2 doses4 

NO 

Repeat neurological examination. 

Slowed drug metabolism may confound the neurological exam. If 

considering CMO status, 72 hours after rewarming is usually drugs 
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 Insert bladder temperature probe 

Apply Arctic Sun device 

Apply BIS Monitor 

If potassium <3.5 give K+ replacement and 

concurrently initiate cooling 

Initiate cooling to 33°C 
Hourly temperature checks and examination – follow 

nursing worksheet, record sedation, NMB, & BIS. 

Follow K, Mg q4 hours and PO4, Ca q12h 

-Use EPIC “therapeutic hypothermia” 

order set 

-Cool patient to 33°C for 24 hours. 

-TBI patients: Cool to 33oC for 24hours 

-Rewarm to 36.5°C over 12 hours 

(0.3°C/hr). TBI pts: Passive 

rewarming preferred. 

-glucose 100-180 recommended 

-Avoid pyrexia: Consider Ibuprofen & 

Tylenol 

-Assess for early extubation when T>36°C 

-Do NOT tolerate T>37.5C after cooling – 

leave Arctic Sun pads in place until 72h 

  

See TH sedation protocol  

 

-Suppress shivering with 

vecuronium during cooling 

period 

-Minimize paralytics during 

rewarming. 

-All patients receiving 

paralytics must be intubated, 

fully ventilated, and sedated 
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Clinical decision to 
 

 

 
initiate therapeutic  

hypothermia – 
should involve 

Yes 

 cardiology and 

surgical critical care. 

Initiate 

hypothermia ASAP 

 


