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Implementing the International Liaison Committee on
Resuscitation guidelines on hypothermia after cardiac arrest.

The German experience: still a long way to go?
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Two prospective randomised landmark trials were recently
published comparing mild hypothermia for 12—-24 hours with
normothermia in comatose patients who had survived out-of-
hospital cardiac arrest [1,2]. In 2003 the International Liaison
Committee on Resuscitation ALS Task Force published the
following recommendations [3] on the basis of the
aforementioned evidence: unconscious adult patients with
spontaneous circulation after out-of-hospital cardiac arrest
should be cooled to 32—-34°C for 12—24 hours when the initial
rhythm was ventricular fibrillation; and such cooling may also be
beneficial for other rhythms or inhospital cardiac arrest.

Recent evidence, however, suggests that the implementation
of guidelines and scientific evidence in clinical routine is very
difficult. This fact is circumstantiated by a recently published
study reporting a wide variation in the management of acute
respiratory distress syndrome that appears to be related to
limited awareness of relevant research and adherence to
local practice patterns [4].

We therefore conducted a telephone survey to address the
implementation of the International Liaison Committee on
Resuscitation guidelines in anesthesiological intensive care
units in Germany in spring 2005. We either called the head
of the department or the head of the intensive care unit of all
39 university hospital departments of anesthesiology and
intensive care medicine in Germany. Twenty-eight out of
these 39 (71.8%) departments provided information on their
management of hypothermia after cardiac arrest in this
telephone survey.

We asked three simple questions: Do you treat patients after
cardiac arrest in your intensive care unit? Do you use
therapeutic hypothermia in patients after cardiac arrest? Do
you have written standard operating procedures for
therapeutic hypothermia after cardiac arrest?
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In the intensive care units of those departments responding
to our survey, a median of 1900 patients (interquartile range,
1000-2500) were treated per year. The median proportion of
ventilated patients was 73% (interquartile range, 60-83).
Twenty-six out of 28 (92.9%) intensive care units treated
patients after cardiac arrest. Sixteen of these 26 (61.5%)
departments were not using therapeutic hypothermia. Only
10 departments out of 26 treating patients after cardiac
arrest (38.5%) were using therapeutic hypothermia. Eight out
of 26 (30.8%) departments had written standard operating
procedures (SOP) for therapeutic hypothermia, eight out of
26 (61.5%) had no written SOP and two out of 26 (7.7%)
did not provide information on this topic.

The low proportion of university intensive care units adhering
to published recommendations may be due to several
reasons. There might be deep-rooted concern that prolonged
mild hypothermia has adverse effects on the immune system,
on enzyme function and on the coagulation system.
Hypothermia may directly or indirectly impair neutrophil
function [5]. Leukocytopenia has been described significantly
more frequently in patients with induced mild hypothermia [5].
Some studies reported higher rates of pneumonia in patients
treated with mild hypothermia [6]. This was, however, not
reported in patients treated with therapeutic hypothermia after
out-of-hospital cardiac arrest [1,2]. The widespread belief that
therapeutic hypothermia with exact temperature control can
be only achieved with special equipment might also result in
the fact that less intensive care units use this therapy.
However, adequate management of therapeutic hypothermia
can be achieved with basic equipment (e.g. an ice-cube maker
and a refrigerator to store cold intravenous fluids). Another
reason might be that the increased work load imposed on
doctors in Germany - with increased nonmedical
documentation tasks and the drastically increased clinical
work caused by cost-cutting reforms such as the introduction

SOP = standard operating procedures.
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of the Diagnosis Related Group — might slow down the
implementation of published guidelines due to shortcomings
in  medical continuing education [7]. The prompt
implementation of guidelines in routine patient care might
possibly be difficult as generation and implementation of SOP
is a time-consuming process. Unless these SOP are
generated in individual department routines, care seems to be
influenced by adherence to — sometimes outdated — local
practice patterns.

Given the low rate of complication with short-term
therapeutic hypothermia and the published beneficial effects
[1,2,5], therapeutic hypothermia should be a standard
treatment within the indications recommended by published
guidelines and each hospital should generate or adopt
written SOP for the indication and clinical use of therapeutic
hypothermia [3]. Even if the optimal duration and temperature
of therapeutic hypothermia as well as different cooling
techniques still remain a subject of investigation, the
implementation of current recommendations by international
organisations based on the published evidence should be
promoted and adhered to in order to guarantee optimal state-
of-the-art treatment for our patients.
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