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On the basis of the published evidence to date, the ILCOR ALS Task 

Force has made the following recommendations: 

 

  -Unconscious adult patients with spontaneous circulation after out-

of-hospital cardiac arrest should be cooled to 32 C to 34 C for 12 

to 24 hours when the initial rhythm was VF.  

 

  -Such cooling may also be beneficial for other rhythms or in-

hospital cardiac arrest. 



-We recommend that comatose (ie, lack of meaningful response to verbal 

commands) adult patients with ROSC after out-of-hospital VF cardiac arrest 

should be cooled to 32 C to 34 C (89.6 F to 93.2 F) for 12 to 24 hours 

(Class I, LOE B). 

-Induced hypothermia also may be considered for comatose adult patients 

with ROSC after in-hospital cardiac arrest of any initial rhythm or after out-

of-hospital cardiac arrest with an initial rhythm of pulseless electric activity 

or asystole (Class IIb, LOE B). 

-Active rewarming should be avoided in comatose patients who 

spontaneously develop a mild degree of hypothermia (32 C [89.6 F]) after 

resuscitation from cardiac arrest during the first 48 hours after ROSC. 

(Class III, LOE C). 



Authors’ conclusions:Conventional cooling methods to induce mild 

therapeutic hypothermia seem to improve survival and neurologic 

outcome after cardiac arrest. Our review supports the current best 

medical practice as recommended by the International 

Resuscitation Guidelines. 



Baja tasa de reclutamiento No cálculo del tamaño muestra 

Interrupción prematura del estudio 

Nivel de coma no especificado 

No estandarización de medidas de limitación del esfuerzo terapéutico

Grupo control sin control de la temperatura 



Diferencias basales entre grupos 

No estandarización de medidas de limitación del esfuerzo terapéutico 

No randomización 

Grupos de tratamiento no comparables No efectos adversos 

Grupo control sin control de la temperatura 

Causa de la PCR distinta a FV Resultado no positivo 





















AHA nuevas guías 

•We recommend targeted temperature management as opposed to no 

targeted temperature management for adults with OHCA with an initial 

shockable rhythm who remain unresponsive after ROSC  

•We suggest targeted temperature management as opposed to no targeted 

temperature management for adults with OHCA with an initial nonshockable 

rhythm who remain unresponsive after ROSC. 

•We suggest targeted temperature management as opposed to no targeted 

temperature management for adults with IHCA with any initial rhythm who 

remain unresponsive after ROSC. 

We recommend selecting and maintaining a constant, target temperature 

between 32 C and 36 C for those patients in whom temperature control is 

used (strong recommendation, moderate-quality evidence). 

• Whether certain subpopulations of cardiac arrest patients may benefit from 

lower (32-34oC) or higher (36oC) temperatures remains unknown, and 

further research may help elucidate this. 



• El futuro del manejo de la temperatura post-PCR está en el aire 

con el debate actual, el punto clave es que el enfriamiento a 36ºC 

no es lo mismo que la no regulación de la temperatura. 

Conclusiones 

 

 

 

¿Hemos hecho mal en aplicar estas recomendaciones y realizar hipotermia terapéutica? 

 

 

 

 

 

•La hipertermia después de la reanimación de una PCR se ha 

demostrado que se asocia con malos resultados y un aumento 

de la mortalidad. 

•Tal vez el mensaje más importante es que los cuidados 

modernos y agresivos, que incluyen una temperatura objetivo 

post-PCR de 36ºC y con un estricto control de la temperatura, 

hacen que la supervivencia sea más probable que la muerte 

cuando un paciente es hospitalizado después de la RCP. 



•¿Sería razonable aplicar esta temperatura objetivo de 36ºC 

y un estricto control de la temperatura a cualquier paciente 

con sospecha de daño cerebral por anoxia, sea cual sea la 

causa? 



Gracias por su atención 


