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Is hypothermia more neuroprotective than

avoiding fever after cardiac arrest?
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Hypothermia was increasingly proposed as a neuroprotective therapy in
the 1990s, culminating in the publication of two randomized trials in 2002,
which showed beneficial effects of therapeutic hypothermia in
comatose survivors of cardiac arrest.1,2 Therapeutic hypothermia was sub-
sequently included in guidelines for the treatment of this patient group.
However, doubt as to whether hypothermia provided benefit over tar-
geted normothermia (i.e. preventing fever) was raised in 2013 when a large
randomized trial showed no difference in survival or neurological function
between cardiac arrest survivors cooled to 33 or 36�C.3 Recently the
results from a large (1900 patients) randomized open-label trial, comparing
patients cooled to 33�C or maintained normothermic (<_37.5�C), was
published by Dankiewicz et al.4 in the New England Journal of Medicine. In
agreement with the 2013 publication,3 no difference in disability or death
was detected between the treatment groups after 6 months. The only sig-
nificant difference in adverse events was arrhythmias; those resulting in hae-
modynamic compromise were more common in the hypothermia group
than in the normothermia group (24% vs. 17%).4

Preclinical studies strongly suggest that lowering core body tempera-
ture is neuroprotective. In a systematic review of hypothermia and neuro-
protection, 47 of the 55 included experimental animal studies reported a
neuroprotective effect of hypothermia.5 From patients undergoing aortic
arch surgery, studies show that cooling to below 20�C allows prolonged
cardiac standstill without neurological sequela, compared with patients
undergoing swift surgery at normothermia with shorter periods of cardiac
standstill.5 A reduction in cerebral metabolism is a key factor. For every
1�C of temperature reduction, brain glucose turnover decreases 5%.5

Cooling can further affect a number of the mechanisms causing ischaemic
brain injury. Accumulation and release of excitotoxic amino acids are re-
duced, as well as harmful calcium influx into cells. Inhibition of inflamma-
tory responses are also involved in the protective effect.5

Based on our understanding of hypothermia neuroprotection from
preclinical studies, there is a potential advantage to the patient if hypo-
thermia were induced before or coincident with an ischaemic event. The
standardized protocol of experimental animal models allows detection
of small differences between hypothermic and normothermic groups
and cooling is often initiated shortly after the incident.5 But cooling
within minutes is seldom possible in cardiac arrest patients. Interestingly,

some experimental evidence does suggest that neuroprotection could
be provided hours after the incident. Selective cooling of the brain to
25�C, 2.5 h after cerebral arterial occlusion in baboons, reduced infarct
size to 0.5%, compared with 35% in normothermic animals.6 This is
still more rapid cooling than is seen in clinical practice, where even in the
setting of a clinical trial the window for inclusion was set at 3–4 h after
return of spontaneous circulation (ROSC),3,4 which by definition will be
some time after the onset of cerebral ischaemia.

Accordingly, it appears optimal to cool as early as possible to gain
maximal benefit from the neuroprotective mechanisms shown in experi-
mental animal studies. An important question is therefore whether it is
practicable to cool comatose survivors of cardiac arrest soon enough to
provide neuroprotection. The results presented by Dankiewicz et al.4

suggest that either this is not currently achievable in routine clinical prac-
tice and/or the potentially detrimental effects of hypothermia might out-
weigh any benefits of neuroprotection.

In several recent publications, we have explored the electrophysiologi-
cal effects of hypothermia on the heart.7–10 The data demonstrate that
temperatures used for therapeutic hypothermia after cardiac arrest are
pro-arrhythmic compared to normothermia, or interestingly, to more se-
vere hypothermia. When the temperature approaches 30�C, prolonga-
tion of ventricular repolarization occurs in the presence of normal
conduction, causing increased repolarization heterogeneity and lowering
of ventricular fibrillation (VF) threshold.7–10 Whether this intrinsic effect
on cardiac electrophysiology was responsible for the excess of arrhyth-
mias associated with haemodynamic compromise reported by
Dankiewicz et al. merits consideration. In their study, cardiovascular insta-
bility and arrhythmias were also the most common reason for rewarming
before the therapeutic hypothermia protocol was completed.4

It is apparent that effective therapeutic hypothermia treatment after
cardiac arrest, and it is questionable whether patients should be selected
for therapeutic hypothermia several hours after ROSC. It remains to be
established whether earlier or more rapid cooling could be beneficial.
Identification of patients at risk of arrhythmias would potentially increase
the safety of targeted temperature management and use of therapeutic
hypothermia. For instance, an electrocardiogram-marker like QRS/
QTc9,10 could be used as a tool to select patients suitable for cooling or
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..to monitor the cardiac effects of cooling to predict risk of ventricular
arrhythmias.

This is a patient group with extremely poor clinical outcomes.
Dankiewicz et al. reported 50% mortality at 6 months and high rates of at
least moderately severe disability in survivors. These figures are stark
and underline the importance of continued efforts to harness the neuro-
protective effects of hypothermia in routine clinical practice. Alongside
clinical trials, research into the links between hypothermia and arrhyth-
mia and the optimal timing and implementation of hypothermia may still
allow this goal to be realized.
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Åneman A, Al-Subaie N, Boesgaard S, Bro-Jeppesen J, Brunetti I, Bugge JF, Hingston
CD, Juffermans NP, Koopmans M, Køber L, Langørgen J, Lilja G, Møller JE, Rundgren
M, Rylander C, Smid O, Werer C, Winkel P, Friberg H; TTM Trial Investigators.

Targeted temperature management at 33�c versus 36�c after cardiac arrest. N Engl J
Med 2013;369:2197–2206.

4. Dankiewicz J, Cronberg T, Lilja G, Jakobsen JC, Levin H, Ullén S, Rylander C, Wise
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