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Pediatric Targeted Temperature Management Post Cardiac Arrest (PLS):

Systematic Review
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Methodological Preamble and Link to Published Systematic Review

The continuous evidence process for the production of Consensus of
Science and Treatment Recommendations (CoSTR) started with a
systematic review regarding pediatric targeted temperature management
post cardiac arrest (Welsford M, 2018, PROSPERO CRD42018108441
https://www.crd.york.ac.uk/pro...
(https://www.crd.york.ac.uk/prospero/display record.php?RecordID=108
441)) conducted by Dr. Michelle Welsford (et al), McMaster University,
Canada with involvement of clinical content experts. Evidence for
pediatric literature was sought and considered by the Pediatric Life
Support Task Force. These data were taken into account when

formulating the Treatment Recommendations.
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PICOST (Population, Intervention, Comparator, Outcome, Study

Designs, and Time Frame)

PICOST (Population: & (B &)
Comparator: FLEZGHEE, Outcome: 7 ™7 b A7.A, Study Designs and
Timeframe : AFZET VA o LB HIM G L < I3MH%EH)

Intervention: 4~ A,

Population: Pediatric patients (>24 hours to 18 years of age) who
achieved return of sustained circulation (ROSC) after out-of-hospital or

in-hospital cardiac arrest

Intervention: Targeted temperature management (TTM) with a target

temperature of 32-36 C

BE (BRE) AL LWIEENLEIREZIC, B 2O R
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Comparators: No TTM or TTM at an alternative target temperature

PeBER IR (R B R L. & D WE, BARMIE AN 572 2 IR AE PR

range %
Outcomes: TU I A
Primary Outcome: —IRT T NI A

- Good neurobehavioral survival long-term

Secondary Outcomes:

- Good neurobehavioral survival short-term and intermediate-term

- Survival short-term, intermediate-term, and long-term

- Neurobehavioral score changes from pre-arrest, intermediate-term
and long-term

- Health-related quality of life (HRQoL) score intermediate-term, and

long-term
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- HRQoL score change from pre-arrest intermediate-term and long-

term

Additional In-hospital Adverse Outcomes:

- Infection (culture proven)
- Recurrent cardiac arrest (not leading to death)
- Serious bleeding (red blood cell transfusion)

- Arrhythmias (any)

Note:
Long-term defined as 1-3 years, intermediate term defined as 3-6 months,

short-term defined as 28-30 days (or hospital discharge).

DEAL

BINT 7 R A RN EES

JRYYE (B CHE SN b o)
- MFIEDOEIE GEICELRN-2TZH D)
- EEAMM GRiuEKEAER LA 2T %)
- REIR (FREEZ R D720)

TEEHIE
EHIL X 134, fH#IE1X3-6 200, L 122830 H (BHDHWIE
BEE) LEFEL,

Study designs: Randomized controlled trials (RCT), quasi-randomized
controlled trials (QRCT), and non- randomized cohort studies were
eligible to be included. Excluded animal studies, unpublished studies

(e.g., conference abstracts), case series.
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Timeframe: All years to December 13, 2018
Languages: All languages are included (if English abstract available)

BRI : 2018 4 12 H 13 HE TOTRTOLE
KMRETDHERE: TRXTOSFE (P En bR

A priori subgroups to be examined: location of cardiac arrest (in-
hospital and out-of-hospital), age groups, presumed etiology of cardiac
arrest (cardiac, asphyxia, other), and use of extracorporeal membrane

oxygenation (ECMO).

HANED Y T TN =7 ML DFAESGET (e &Besh) . 4
fin, HEE SN DM IEDIRIA CLJREPE, FERIRME, £ ofth) . B &
OMRA RN T (ECMO) A,




/NS BRI B

PROSPERO Registration: CRD42018108441

Consensus on Science:
1. Main Analysis
Main Analysis Good Neurobehavioral Survival:

For the critical outcome of long-term good neurobehavioral survival (1
year) the evidence of low certainty (downgraded for risk of inconsistency
and imprecision) from 2 RCTs (OHCA: Moler 2015 1898, IHCA: Moler
2017 318) with 517 children who achieved return of circulation but
remained comatose with a Glasgow Coma Scale Motor Score of < 5,
showed no statistical benefit or harm of TTM 32-34 C compared to
TTM 36-37.5 C (RR=1.15, 95% CI 0.69-1.93, p=0.60; absolute risk
reduction [ARR]=3.8% or 38 more patients/1000 had good
neurobehavioral survival with the intervention, 95% CI 79 fewer

patients/1000 to 238 more patients/1000).

By a oA

1. EEEMEAT
PRI BAT 72 AR AR B 5 - BEARAT

PREFRNC BRI BRI (14F) WO EHRART U M AL
TIiX. 22D RCT (OHCA : Moler2015 1898, THCA : Moler 2017 318)
MH, EFMEORNTZ T 2 GF—HME RIS DD X T
7' L—R) &5, ROSC % GCS M5 K DFEMETH - 7=/~ 517
BIZF T, TTM 32-34 FEI1E TTM 36-37.5 & & Fhi L CRERFAIIC
FIIERCELEZRD o7 (XY 227 1.15[95% CI 0.69,1.93] p
=0.60; #axt) 27D =3.8%, DED . 1000 AdH7=V 38 AL
[95%CI -79, 238]Z & AR &7z,

For the critical outcome of intermediate-term good neurobehavioral
survival (6 months) the evidence of very low certainty (downgraded for
risk of bias) from 1 adjusted observational cohort study (Doherty 2009
1492) with 79 children who achieved ROSC showed no statistical

MRZENC B2 P HIAELT (6 0H) EWOEKZRT 7 M A
LT, ROSC L7=/NE 79 Bl SN T DOASKEINF A SN 1 o
DBIEZ 2 R — MFZE(Doherty 2009 1492)7> 6, FE& IR FEPE DK
TETF VA (RATADY AT DIZDE T T L—FR) "0,

TTM35 FEARG X TTM 72 L & B U CHREGH PRI B 2R ISR OHE
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benefit or harm of TTM <35 C compared to no TTM (aOR=0.50, 95%
CI0.11-2.22).

TR IR o T-(FHFEA ~ X 0.50 [95% CI0.11,2.22]),

For the critical outcome of short-term good neurobehavioral survival (at
hospital discharge) the evidence of very low certainty (downgraded for
risk of bias) from 1 adjusted observational cohort study (Chang 2016
8) with 663 children who achieved ROSC showed no statistical benefit
or harm of TTM 32-34 C compared to no TTM (aOR=1.22, 95% CI
0.59-2.51).

There was insufficient information available to provide specific
information on neurobehavioral score change, health-related quality of
life (HRQoL) scores or HRQoL score change.

PR PO BAF 7R B AT QREERE) & WD ERZRT 7 R A2
L T.ROSC L7z 663 fl/NR A G Lo A& K F 2 SN2 1 2D
#2227 — MAFSE(Chang 2016 8))° 6, FEFICHEFE MOV =BT
YA (RNATADY AT DX T T L—R) B3dHY, TTM32-
24 FEIX TTM 72 L & bl U CREEHFRIICA B2 RIS 0 2 78 0 72
73> 7-, (aOR 1.22[95% C10.59,2.51])

$Efa%¥ﬁ§b;<:17@/ﬁ{h%° HRQoL A =7, HRQoL A =7 D%k,
BT B A RIE 0 Tl ey,

Main Analysis Survival:

For the critical outcome of long-term survival (1 year), the evidence of
very low certainty (downgraded for inconsistency and imprecision) from
2 RCTs (OHCA: Moler 2015 1898, IHCA: Moler 2017 318) with 614
children who achieved return of circulation but remained comatose with a
Glasgow Coma Scale Motor Score of < 5, showed no statistical benefit
or harm of TTM 32-34 C compared to TTM 36-

ATFIC BT % BT

EHMOAT (14F) LW EKART Y A ACBELT, AobEFE
BAt: GCS M5 RiiiDFIETH > 72/hE 614 FlIlZHOWTD 2 5D
RCT(OHCA: Moler 2015 1898, IHCA: Moler 2017 318)7> &, FEH (2 HE
FHEORNZET R GE-EHRERBHESOTLDE T T L—
R) 2% 0 . TTM 32-34 1% TTM 36-37.5 J& & bbil L CREEHAIC

B EEZRO Lo (FEXFY 227 1.14 [95% CI
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37.5 C (RR=1.14, 95% C1 0.93-1.39, p=0.20; ARR=5.3% or 53 more
patients/1000, 95% CI 27 fewer to 148 more).

0.93,1.39], p=0.20; itV 227 Eb=53%, 2F b, 1000 AH 53
ANZ\N[95%CI -27, 148])

For the critical outcome of intermediate-term survival (6 months), the
evidence of very low certainty (downgraded for risk of bias) from 1
adjusted observational cohort study (Doherty 2009 1492) with 79
children who achieved ROSC showed no statistical bene6t or harm of
TTM <35 C compared to no TTM (aOR=0.50 95% CI 0.11-2.22).

FHIOAETE (6700H) EWVWHEKART U M AIZBE LT, ROSC L
72 /NI 79 BNZ DN T OGRS REE Stz 1 DO 2R — K
5t (Doherty 2009 1492)72 5, FEFITHEEMEDIRNTET 2 (N
AT ADYZAT DR T 7 L—FR) 2360, TIM35 BRI
TTM 72 L & Hel U CREHIICAH B R FIE R E 2RO 720> T2 (G
A Xk 0.50 [95% CI10.11, 2.22]),

For the critical outcome of short-term survival (to hospital discharge),
the evidence of very low certainty (downgraded for inconsistency and
imprecision) from 2 RCTs (OHCA: Moler 2015 1898, IHCA: Moler
2017 318) with 613 children who achieved ROSC showed no statistical
bene6t or harm of TTM 32- 34 C compared to TTM 36-37.5 C
(RR=1.14, 95% CI 0.96-1.36, p=0.14; ARR=6.6% or 66 more
patients/1000, 95% CI 19 fewer to 169 more).

B OAALE GREERE) WO EKART ¥ M AICBAL T, ROSC L
7=/INR 613 Bl OWT D 2 -5 RCT (OHCA : Moler 2015 1898,
IHCA : Moler2017318) M HIEFITHEFM DR W= F 2 (FF—
BRSO E T 7 1L—FR) B0, TTM 32-34 i
TTM 36-37.5 J& & g U CREGHFRIICA BT R0F 2580 720
o7 (FHXFU A7 1.14[95%C1 0.96,1.36]. p =0.14; #axf U 2 7 ¥
B =6.6%, 2F V., 1000 AH 66 AZN[95%CI-19, 169]),

For the critical outcome of short-term survival (30 days or hospital
discharge), the evidence of very low certainty (downgraded for risk of
bias, inconsistency, and imprecision) from 3 adjusted observational
cohort studies (Doherty 2009 1492, Fink 2010 66, Chang 2016 8) with

HEHOAESF (30 HdDWITREERF) WO ERZRT U M AIZH
L T. ROSC L7=/INR 341 fillC W T, AR TR S - 3 o
DOBIEL 2 78— MFFE(Doherty 2009 1492, Fink 2010 66, Chang 2016 8)
No | FEFICHEEEDIRNZET VX (AT ADY 27 LIE—H
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341 children who achieved ROSC showed no statistical bene7t or harm
of TTM 32-36C compared to TTM 36-37.5 C or no TTM (aOR=1.08,
95% C10.53-2.17, p=0.84).

The overall quality of evidence was rated as very low for all outcomes in
the observational cohort studies primarily due to a very serious risk of
bias. The individual observational studies were all at a critical risk of bias
owing to confounding. Because of this and a high degree of
heterogeneity, no meta- analyses could be performed on the unadjusted
outcomes from the observational studies, and individual studies are

difficult to interpret.

M, RBHESDI=OX 77 L—F) BXdH 0, TTM 32-36 X TTM
36-37.5 FEH H WL TTM 72 L & bl U CREGH PRI A B 2R3 <0
EERD o T=(FHEEA v XL 1.08 [95% C10.53,2.17] p=0.84)

Bl a R — MFEOTRTOT U M AT ERKRNAALTADY A
I DI, BRI E T ZADOBEITIEF TR &Rl S iz,
{2 OBIZ I T R CZAER T DT DIZE R NSA T ADY A
IR oTz, SOHIZEHEOREMRDT- D, BEMITOTHE I LT
RNT T R AIZODWNWTAZTF YV RAEFTTHI EFTET,
F 7l 2 OWFFEOfIRIZINEE Td - 7z,

Main Analysis Serious Bleeding:

For the important outcome serious bleeding (red blood cell transfusion),
low certainty (downgraded for inconsistency and imprecision) from 2
RCTs (Moler 2015 1898, Moler 2017 318) with 311 children who
achieved return of circulation but remained comatose with a Glasgow
Coma Scale Motor Score of < 5, showed no statistical bene7t or harm
of TTM 32-34 C compared to TTM 36-37.5 C (RR=0.97, 95% CI 0.88-
1.07, p=0.49; ARR=-1.9% or 19 fewer patients/1000, 95% CI 78 fewer

to 45 more).

B 22 L BE 3 5 T RAT

HEZR MM GRILEKEGEI) &V o EERT ¥ b A LIZE LT, ROSC
% GCS M5 Kfifi DEFHET & - 7o/ 311 2D\ TD 2 2D RCT
(Moler 2015 1898, Moler 2017 318) M LEFEIEDIRN T BT A
GE—EBMLERBESDEDE 7 L—FR) BN"HYH ., TTM32-34
FEIEX TTM 36-37.5 JE & bl U CRERHAMICA BRI 0E 2780
7ehote (FExEU A2 0.97 [95% CI0.88,1.07] p = 0.49; #axt U =
JWY =-19%., 2F D, 1000 AH7=D 19 A 72 [95%CI -78,
45]),
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For the important outcome serious bleeding (red blood cell transfusion),
very low certainty (downgraded for risk of bias, inconsistency,
indirectness, and imprecision) from 2 unadjusted observational cohort
studies (Doherty 2009 1492, Fink 2010 66) with 260 children who
achieved ROSC could not be pooled, but none showed statistical
benefit or harm of TTM 32-36C compared to TTM 36-37.5 C or no
TTM.

HEZRMM GRILEREM) & WO EERT U LU T, G
L7fENTIZ T 72> 7228 ROSC L 72/I2 260 B2 TASHE A
FFTEE TR 2 DOEIEE 2 AR — NifF%E(Doherty 2009 1492,
Fink 2010 66)7° 5, FEFITHEREDBRNZET VA (XA T ADY
27 LIE—HME, FFEHNE, RSO T T L—R) B3b
V. TTM 32-36 13 TTM 36-37.5 £ 5T TTM 72 L & ki L C
M PRI H BRI EFELRD o T,

2. Subgroup Location of Cardiac Arrest

Out-of-Hospital Cardiac Arrest (OHCA) Good Neurobehavioral

Survival:

For the OHCA sub-group, critical outcome of long-term good
neurobehavioral survival (1 year) the evidence of moderate certainty
(downgraded for imprecision) from 1 RCT (Moler 2015 1898) with 260
children who achieved return of circulation but remained comatose with a
Glasgow Coma Scale Motor Score of < 5, showed no statistical bene8t
or harm of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.59, 95%
CI 0.89-2.85; ARR=7.3% or 73 more patients/1000, 95% CI 14 fewer to
227 more).

2. DFIEORAESFNCET LY 7 7 v—7

BEsh DM Ik & AR ERIIC R4 7R AT

BEghOME (Y7 7 L — 2B W T MR BRI e B o 417 (1
) EWOEKRZRT U M AIZEIL T, ROSC % GCS M5 Aifi D
T d - 72/ 260 BV T D 150 RCT (Moler 2015 1898)7%>
OHEFEDMEEEOTZET VA (RS DD T T L—R)
20 TTM 32-34 X TTM 36-37.5 & & [hiik U CHERFPIICH B
AR REEBD IR o7 (FHXFY A7 1.59 [95% CI 0.89,2.85];
Mot U 2 7 Jib=73%.. £V 1000 A&7V 73 A%\ [95% CI -
14, 2277).
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For the OHCA sub-group, critical outcome of intermediate-term good
neurobehavioral survival (6 months) the evidence of very low certainty
(downgraded for risk of bias and imprecision) from 1 unadjusted
observational cohort study (Lin 2018 180) with 64 children who
achieved ROSC showed statistical bene9t of TTM 32-34 C compared to
TTM 36-37.5 C (RR=10.92, 95% CI 1.43-83.50; ARR=25.4% or 254
more patients/1000, 95% CI 11 more to 1000 more).

BEAMIME (7 7 =B\ T AR R B A2 P o 4247 (6
H) EWHERART T R AICE LT, ROSC L7=/NE 64 filic
DN T DGR FDNFHIE ST T > O#EL 28— MFFSE(Lin
2018 180)/ 5, FEHICHEREMEDER N EFT A (AT ADY R
ERBHESDI=OX T 7 L—R) BV, TTM 32-34 X TTM
36-37.5 JE &l U CHERHRMIICA BRI 238D 7= (FIxF Y 22
10.92 [95% CI 1.43,83.50]; #axtV A 7 Jib=25.4%, >£ 9. 1000 A
H7= 0 254 N2\ [95% CI 11, 1000]),

For the OHCA sub-group, critical outcome of short-term good
neurobehavioral survival (6 months) the evidence of very low certainty
(downgraded for risk of bias and imprecision) from 1 unadjusted
observational cohort study (Chang 2016 8) with 663 children who
achieved ROSC showed no statistical bene9t or harm of TTM 32-34 C
compared to TTM 36-37.5 or no TTM (RR=1.19, 95% CI 0.76-1.84;
ARR=3.6% or 36 more patients/1000, 95% CI 45 fewer to 157 more).

BESCMER 17 77— 1B T L, MRS B AR 7 o A A7
GEREERE) EWHEKART 7 b AIZBI LT, ROSC L7=/hfE 663
BN DN T ORZERFDBRIES TR 1 DO a7k — MM
Z%(Chang 2016 8)/ 6, FEFITHEFEMEDRNTZ BT A (4T A
DY AT ERKEHESDIDE T 7 L—F) R0, TTM32-34 i
I TTM 36-37.5 £ 5T TTM 72 L & bl U CREGH RIS A & 7R
FIIEREFEZRD o T-, (FARFY A2 1.19 [95% CI 0.76,1.84];
5t U A7 WY=3.6%. OF0., 1000 AH7=V 36 A%\ [95% CI -
45, 157)).

Out-of-Hospital Cardiac Arrest (OHCA) Survival:

For the OHCA sub-group, critical outcome of long-term survival (1 year)

the evidence of moderate certainty (downgraded for imprecision) from 1

Besh v 1k & A A7

BeshiME Y7 7 =TIV T REOAF 14) Lo EK
27D b A LB LT, ROSC % GCS M5 Kl DBMET & - 72/
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RCT (Moler 2015 1898) with 287 children who achieved return of
circulation but remained comatose with a Glasgow Coma Scale Motor
Score of < 5, showed no statistical benel10t or harm of TTM 32-34 C
compared to TTM 36-37.5 C (RR=1.32, 95% CI1 0.94-1.84; ARR=9.2%
or 92 more patients/1000, 95% CI 17 fewer to 241 more).

I/ 287 ISV T D 1 50 RCT (Moler 2015 1898)72 5, H&5EE D
WEHEOTETF LA (REBHESDEDE T T L—R) BH0
TTM 32-34 JE(3 TTM 36-37.5 J & ol L THERHARIICHIZR O F &
R Ipinol (A%t A2 1.32 [95% CI 0.94,1.84]; #akf U 2 7 J&
$=92%. SF D 1000 Ad7= 0 92 A% [95% CI-17, 241]),

For the OHCA sub-group, critical outcome of intermediate-term survival
(6 months) the evidence of very low certainty (downgraded for risk of
bias and imprecision) from 1 unadjusted observational cohort study
(Lin 2018 180) with 64 children who achieved ROSC showed statistical
benel0t of TTM 32-34 C compared to TTM 36-37.5 C (RR=2.18, 95%
CI 1.15-4.13; ARR=30.3% or 303 more patients/1000, 95% CI 38 more

to 803 more patients).

BEAMIME Y7 7 =12 BT, FHIOETF (6 0H) EWoE
KT 7 b AIZBIL T, ROSC L7=/hE 64 Flic D\ TOAHEIN
FRFTEE STV 1 DORLEL 73— MFFSE(Lin 2018 180)72 6,
IEFIHEEEDIRNTZET VAN T ADY A7 LGS DT
WHE T L—R) 08H Y, TTM32-34 E X TTM 36-37.5 £ & bl
L CHFHFFMICABERAE Z R LX) 227 218 [95% CI
1.15,4.13]; #axtV 2 7 i/0=303%., 2F V. 1000 AH7=V 303 A
%\ [95% CI 38, 803]),

For the OHCA sub-group, critical outcome of short-term survival (at
discharge) the evidence of moderate certainty (downgraded for
imprecision) from 1 RCT (Moler 2015 1898) with 292 children who
achieved return of circulation but remained comatose with a Glasgow
Coma Scale Motor Score of < 5, showed no statistical benel0t or harm
of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.30, 95% CI 0.97-

BEsMIME Y7 7 =128\ T, BI04 GBEER) &) &
K7 7 b AIZB LT, ROSC #% GCS M5 i DEFHETH > 72
/NI 292 2OV T D 15D RCT (Moler 2015 1898)72 6, Hr&s i
DIEEEDOTET VA (FIBHESDTDX T T L—R) BH0,
TTM 32-34 FEiX TTM 36-37.5 JE & i U CREGH PRI A B 22 R4
REEZRBORNoT (XY 227 1.30 [95% CI 0.97,1.76]; #axfV
A7 Wi=9.2%.2F 1 1000 A& 7=V 99 AL\ [95% CI-10,252]),

10
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1.76; ARR=9.9% or 99 more patients/1000, 95% CI 10 fewer to 252

more).

For the OHCA sub-group, critical outcome of short-term survival (30
days or hospital discharge) the evidence of very low certainty
(downgraded for risk of bias, inconsistency, and indirectness) from 3
unadjusted observational cohort studies (Scholefield 2015 19, Chang
2016 8, Lin 2018 180) with 800 children who achieved ROSC could not
be pooled, but two of the individual studies showed no statistical
benefit or harm and the third (Lin 2018 180) showed statistical
benefit of TTM 32-34 C compared to TTM 36- 37.5 C or no TTM
(RR=1.95, 95% CI 1.10-3.45; ARR=29.2% or 292 more patients/1000,
95% CI 31 more to 754 more).

BegbiME IE Y7 7L — T2\, B4 30 HbH DWW Tk
BERE) EWHEEKRART U A AICBE LT, #A LML T 22
S 723, ROSC L72/NH 800 FlT-2, W T DGR F 3 fiHE ST
R 3 D OEIER 2 R — MFFE(Scholefield 2015 19, Chang 2016 8,
Lin2018 180)2> 5, FEFIZHEFEMEDIER N ET A (XA T ADY
A LB FEEBEEOT= X T 7 L—R) 3B TTM 32-
34 JEIX TTM 36-37.5 EH D WMI TTM 72 L & Bl LT, 2 D DOHFSE
TIEENENFEHFRNCAH BERFIEOE LR O T, —2DHF%E(Lin
2018 180) CHERHFIIICA B2 FIIR 25807 (FHXT U 227 1.95[95%
CI 1.10,3.45]; #axt VU 2 7 ib=292%. £V, 1000 AdH7= v 292
ANZ\ [95% CI 31, 754]),

In-Hospital Cardiac Arrest (IHCA) Good Neurobehavioral Survival:

For the IHCA sub-group, the critical outcome of long-term good
neurobehavioral survival (1 year) evidence of moderate certainty
(downgraded for imprecision) from 1 RCT (Moler 2017 318) with 257
children who achieved return of circulation but remained comatose with a
Glasgow Coma Scale Motor Score of <5, showed no statistical benel1t
or harm of TTM 32-34 C compared to TTM 36-37.5 C (RR=0.93, 95%

BEPN DM Ik & AR ERIIE R4 7R AT

BEPNLME (7 7 L — T 8B W T AR R RAF e B o 477 (1
) EWOEKRZRT U M AIZEIL T, ROSC % GCS M5 Al D
T & > 7=/ 257 BliCHOWT D 1 -0 RCT (Moler 2017 318)7»
O NEEDEFMHEOTET A (RNBHREDTOX T T L— )
20 TTM 32-34 (X TTM 36-37.5 & L [l U CHERFPMIICH B

11
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CI1 0.68-1.28; ARR=-2.7% or 27 fewer patients/1000, 95% CI 124 fewer

to 108 more).

RS F LD 2N oT (XY A7 093 [95% CI 0.68,1.28];
#axt U 2 7 Jdib=-2.7%, 2F 0, 1000 A&H7= v 27 AD 720 [95%
CI -124, 108]),

For the IHCA sub-group, critical outcome of intermediate-term good
neurobehavioral survival (3-6 months) the evidence of very low certainty
(downgraded for risk of bias and imprecision) from 1 unadjusted
observational cohort study (Doherty 2009 1492) with 79 children who
achieved ROSC showed statistical harm of TTM 32-36C compared to
TTM 36-37.5 C or no TTM (RR=0.54, 95% CI 0.30-0.97; ARR=26.7%
or 267 more patients/1000, 95% CI 406 fewer to 17 fewer).

BEPNLME IS 7 e — 7288 T IO FRIC BRI 72477 (3-
6 " H) EWHEKRART Y I AIZBAL T, ROSC L7/ 79 4
IZOWVWT OGN DTHE SN THRN 1 DOBIE 3R — MFSE
(Doherty 2009 1492)72 &, FEFITHEEMEDOE N BT X (N4 T
ADY AT ERWEMIDOT-DF T 7 L—FR) BV, TTM32-36
FEIX TTM 36-37.5 EEH 5\ T TIM 72 L & el L CHERHEIICHE B
7R EEEOT (FAxEU A7 0.54 [95% CI 0.30, 0.97]; #axf U A 7 36
1=26.7%. T 725 1000 AdH7=0 267 AZ\> [95% CI-406, 17]),
%

In-Hospital Cardiac Arrest (IHCA) Survival:

For the IHCA sub-group, critical outcome of long-term survival (1 year)
the evidence of moderate certainty (downgraded for imprecision) from 1
RCT (Moler 2017 318) with 327 children who achieved return of
circulation but remained comatose with a Glasgow Coma Scale Motor
Score of < 5, showed no statistical benel2t or harm of TTM 32-34 C
compared to TTM 36-37.5 C (RR=1.06, 95% CI 0.84-1.33; ARR=2.8%
or 28 more patients/1000, 95% CI 74 fewer to 152 more).

BEP v Ik & A A7

BENLME Y7 7 N —T 1280, RFIOAER (14) L) EK
727D M LZE LT, ROSC & GCS M5 KJifi DB HE T & - 72/
IR 327 B2V T D 1 5D RCT (Moler 2017 318)72> 5, F45EFE D ife
FEMOTET VR (REHEED DX T 7 L—FR) 8360 TTM
32-34 FE1X TTM 36-37.5 Ji£ & bR U CHEEHFRIIC A B 0% &
BT NoT= (FBRFY 227 1.06 [95% CI 0.84,1.33]; #asct U 2 27
H=28%., DF V., 1000 AH7=10 28 AZU [95% CI -74, 152]),
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For the IHCA sub-group, critical outcome of intermediate-term survival
(3-6 months) the evidence of very low certainty (downgraded for risk of
bias and imprecision) from 1 unadjusted observational cohort study
(Doherty 2009 1492) with 79 children who achieved ROSC showed
statistical harm of TTM 32-36C compared to TTM 36-37.5 C or no
TTM (RR=0.50, 95% CI 0.28-0.90; ARR=-31%; or 310 fewer
patients/1000 survived, 95% CI 446 fewer to 62 fewer).

BENOME IR 7 L —T 12T, FHIOAF B-6 2H) L WHHEH
KT 7 b AIZBIL T, ROSC L7=/hME 79 Flic D\ TOAHEIN
FRFEE STV 1 OIS 2 38— FMIFFE(Doherty 2009 1492)
NS, FEHWICHEEEDBR N T 2 (A T 2D Y R 7 L Rk
EDEOH T L—FK) BHV, TTM 32-36 E£iX TTM 36-37.5 &£
HDHNETIM 72 L & il U CTHETFIIICA B R FE 2RO (FExf
U A7 0.50 [95% CI 0.28,0.90]; #axfVU A7 b= -31%, 2F 0
1000 A& 720 310 A 720 [95% CI -446, -62]),

For the IHCA sub-group, critical outcome of short-term survival (at
discharge) the evidence of moderate certainty (downgraded for
imprecision) from 1 RCT (Moler 2017 318) with 321 children who
achieved return of circulation but remained comatose with a Glasgow
Coma Scale Motor Score of < 5, showed no statistical benel3t or harm
of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.08, 95% CI 0.91-
1.28; ARR=4.7% or 47 more patients/1000, 95% CI, 53 fewer to 165

more).

BENME ST 7 N — 1280 C, B4 GBEER) &) &
K727 7 b AIZEIL T, ROSC #% GCS M5 Kl DFIETH > 7=
/N 321 FIZHOWT D 1D RCT (Moler 2017 318)72 6, H4EFE D
BEMEOTET VA (RBHESDEHE T T L—F) B3d 0,
TTM 32-34 F£iX TTM 36-37.5 F£ & Lol U CHEGHFRIICA B 722 FI%
REEBD RN o7 (FBxFY A7 1.08 [95% CI 0.91,1.28]; #axt Y
A7 W=41% . T72bH, 1000 AdH7=0 47 AZW [95% CI 53
B, 165 Bl & 2 5]),

For the IHCA sub-group, critical outcome of short-term survival (30
days or hospital discharge) the evidence of very low certainty
(downgraded for risk of bias and inconsistency) from 3 unadjusted
observational cohort studies (Doherty 2009 1492, Cheng 2018 83,

BN MEIEY 7 7 v —TF Iz, HoER 30 HH D WITER
Bilf) EWVWHEKART 7 M A LT, G LIofriLc& 2
S 7275 ROSC L 72/ 800 #i)i2 >\ T DR F- 23 S v Ty
720N 3 DOBIER 37— MFFE(Doherty 2009 1492, Cheng 2018 83,
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Torres Andres 2018 451) with 800 children who achieved ROSC could
not be pooled, but none of the individual studies showed a statistical
benefit or harm of TTM 32-34 C compared to TTM 36-37.5 C or no
TTM.

Torres Andres 2018 451)7» &, FEF ITHERE DR N BT X (/34
TADY A7 LIE—BMWDLDX T 7 L—FR) B3HV, TTM 32-
34 FEIE TTM 36-37.5 £Ed D5 \WNE TTM 72 L & bl LT3 T O
FECHEHFIICH BRI E LR O R o7,

3. Subgroup Presumed Etiology of Cardiac Arrest
Presumed Cardiac Cause of Arrest Survival:

For the presumed cardiac cause sub-group, the critical outcome of short-
term survival (1 year) evidence of very low certainty (downgraded for
risk of bias, inconsistency and indirectness) from 2 unadjusted
observational studies (Cheng 2018 83, Torres Andres 2018 451) with
139 children who achieved ROSC could not be pooled due to significant
clinical heterogeneity, but the individual studies showed no statistical
benel4t or harm of TTM 32-34 C compared to TTM 36-37.5 C.

3. DT IEOHEN S LRI 7 7 — T

DR & HEH S T o Ik D A1

DEME EHER SN2 T TN —TICRB T DEKRRT T M LATH
HEMAER 14) IZBL T, FLVWERMNBEEEO DA L-
ENTIZ T & 72y o 7223, ROSC L72 139 AD/NRIZ DWW TORHE A
FRFHED 2 DOBEENFIE (Cheng 2018 83, Torres Andres 2018 451)
No ., FEFICHEEEOERNZET VR (NATADY A7 E—E
P FEEBEEDOT-DE T T L— ) B TNEROHERICE
VT, TTM 32-34°Cid TTM 36-37.5°C L Ll L€, SrH#MIcH E
RRIER T OIS T,

Presumed Asphyxial Cause of Arrest Good Neurobehavioral
Survival (GNS):

WP & HER S 472 D5 I O AR 2N RAF 7R B AT -

BEOR JE M L el S - 7 F N — T I BT AERART Y R LT
& BRI R e Rl o A A7 (6 - A) ICBA LT, 64 A ROSC

14




/NS BRI B

For the presumed asphyxial cause sub-group, the critical outcome of
intermediate-term good neurobehavioral survival (6 months) evidence of
very low certainty (downgraded for risk of bias and imprecision) from 1
unadjusted observational study (Lin 2018 180) with 64 children who
achieved ROSC showed statistical benel5t of TTM 32-34 C compared
to TTM 36-37.5 C or no TTM (RR=10.92, 95% CI 1.43-83.50;
ARR=25.4% or 254 more patients/1000, 95% CI 11 more to 1000 more).

L72/NRIZOWT D 1 DOASHKEIRF R FHFEOBIZAFFE (Lin 2018
180) b, FERICHEEMEDERWZEFT 2 (RATZADY R,
TS DI=OX T 71— R) BV, TTM32-34°CiE TTM 36-
37.5CH 5 WL TTM 72 LIZEE R THEFHEIIC A B2 RS 278 0 72
(KA U 27 =10.92 [95%CI 1.43,83.50]; #faxct U A 7 b =25.4%.
SF V., 1000 AH7=V 254 NZ\[95%CI 11, 1000]),

For the presumed asphyxial cause sub-group, the critical outcome of
short-term good neurobehavioral survival (at hospital discharge)
evidence of very low certainty (downgraded for risk of bias, and
imprecision) from 1 unadjusted observational study (Lin 2013 285)
with 24 children who achieved ROSC showed no statistical benelSt or
harm of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.77, 95% CI
0.93-3.40; ARR=35.5% or 355 more patients/1000, 95% CI 32 fewer to
1000 more).

FERJEAE L HEHl S =Y 7 S —FIZBWTC EBEART 7 LT
& 2 PRI B 7 o A A7 GREERY) (2B LT, ROSC L7z
24 NO/PNIZDNT D 1 DD AE K T A& OBIEFSE (Lin 2013
285) b, FERICHEEMEORNZETFT R (RA T ZADY R,
FHEHS 2B T 7L —R) BdH D, TTM 32-34CIE TTM
36-37.5 CIZEE AR THEBHFIIICA BRI F TR O 2 o7 (FH
®tU A7 =1.77[95%C10.93,3.40];4%; U A 7 Jdib =35.5%., 2F 1 |
1000 A& 7= 0 355 N2\ [95%CI -32, 1000])

Presumed Asphyxial Cause of Arrest Survival:

For the presumed asphyxial cause sub-group, the critical outcome of

intermediate-term survival (6 months)

WP & HEH S 7o s Ik DA77

WO MR & HEH S 7= OB B 7 L — I B W B R T 7
AL THLFHOES (6 » H) IZBAL T, ROSC L7z 64 AD/)
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evidence of very low certainty (downgraded for risk of bias and
imprecision) from 1 unadjusted observational study (Lin 2018 180)
with 64 children who achieved ROSC showed a statistical benel6t of
TTM 32-34 C compared to TTM 36-37.5 C (RR=2.18, 95% CI 1.15-
4.13; ARR=30.3% or 303 more patients/1000, 95% CI 38 more to 803

more).

TRIZDWNWTD 1 DOAHERFARFREOBIZNFE (Lin 2018 180) 7>
5. EFICHEEMEDRNZET VA (AT ADY A7 | Rk S
EHBIZHA DT L—R) BAdHD, TTM 32-34°CIE TTM 36-37.5C
EH L THRFHFRIICA BRI 2R L (FHxt U A7 =218
[95%CI 1.15,4.13);#fxt U 2 7 98 =30.3%., DF V. 1000 A&H7= D
303 A2\ [95%CI 38, 803])

For the presumed asphyxial cause sub-group, the critical outcome of
short-term survival (30 days or hospital discharge) evidence of very low
certainty (downgraded for risk of bias, inconsistency, and indirectness)
from 3 unadjusted observational studies (Fink 2010 66, Scholefield
2015 19, Lin 2018 180) with 318 children who achieved ROSC could not
be pooled, but two of the individual studies showed no statistical
benel6t or harm and the third (Lin 2018 180) showed statistical
benel6t of TTM 32-34 C compared to TTM 36-37.5 C or no TTM
(RR=1.95, 95% CI 1.10-3.45; ARR=29.2% or 292 more patients/1000,
95% CI 31 more to 754 more).

MR LM & HEH S e B Ik 7 L — T I B W T B KRR T 7 b
T L THDHEOALE (30 B D WITEELHERR) 1B LT, #%
B LTfRHTIZ C& 72 o 7278 ROSC L7z 318 AD/NEIZHSWT D
3 DO AEIR T AL OBIEMFSE (Fink 2010 66, Scholefield 2015 19,
Lin 2018 180) 7»5H ., FEFIZHEEMEOE W ET V2 (N4 T ZAD
UR7 FE—EME, FFEEEZHBICA VT L—R) BZbHY., £
DHH 2 ODHFEIZE T, TTM 32-34°CiL TTM 36-37.5CH 5\
(X TTM 72 L & i U CREFHFEMIICH BRSO E 2RO R o 7

(FA%E U A 27 =1.95[95%CI 1.10,3.45];46F U 2 7 Jird =29.2%., > %
D, 1000 A&H7= 0 292 A&\ [95%CI 31, 754])

Presumed Drowning Cause of Arrest Good Neurobehavioral

Survival:

WK DI RIR & HER S U7z O LRI 36 1T D AR A9 BAF 7R A7
WK EHER Sz H 7 T —TIZBW T ERKRT U M A
Td DR FRNE RAF IR R 0 447 (1 48) IZB8 L TLROSC 1% GCS
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For the presumed drowning cause sub-group, the critical outcome of
long-term good neurobehavioral survival (1 year) evidence of low
certainty (downgraded for risk of bias and imprecision) from 1 RCT
(non- randomized subgroup) (Moler 2016 712) with 65 children who
achieved return of circulation but remained comatose with a Glasgow
Coma Scale Motor Score of < 5, showed no statistical benel7t or harm
of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.76, 95% CI 0.64-
4.84; ARR=12.7% or 127 more patients/1000, 95% CI 60 fewer to 640

more).

M35 At DFMET & > 72 65 AD/NRIZHSWTD 15D RCT(Y 7 7
=137 U MEER TRV (Moler2016712) 76, g3
DIENWZET VA (NATADY AT RIEHESDI=dF T T
— R) "H Y. TTM 32-34°CiE TTM 36-37.5°C & Ll L CHEEHF2Y
WCAHBERRIERLEZRD o= (FB%Y 227 =1.76 [95%CI
0.64,4.84]; #axt U 27 Wib =12.7%, 2F Y, 1000 AH7=0 127 A
2N 95%CI  -60, 640])

Presumed Drowning Cause of Arrest Survival:

For the presumed drowning cause sub-group, the critical outcome of
long-term survival (1 year) evidence of low certainty (downgraded for
risk of bias and imprecision) from 1 RCT (non-randomized subgroup)
(Moler 2016 712) with 69 children who achieved return of circulation but
remained comatose with a Glasgow Coma Scale Motor Score of < 5,
showed no statistical benel7t or harm of TTM 32-34 C compared to
TTM 36-37.5 C (RR=1.15, 95% CI 0.67-1.99; ARR=6.3% or 63 more
patients/1000, 95% CI 140 fewer to 419 more).

WK DTIR & HER S ATz T IR DAEAF

WARNRR EHERENT-H T I N —T BT ERRT 7 NI A
ThHHEMOAEL (14) IZBIL T, ROSC #% GCS M5 i 0 i
Tho72 69 ADO/WNRIZHONTD 1 5D RCT(H T I N—T137
A 2L EN TRV (Moler2016712) 7236 FEHITHEFEME D
TETFURA (RNATADY A7 RKEHES DI X T 7 L—R)
NV, TTM 32-34°CIE TTM 36-37.5°C & bk L CHERFFPIICH B
AR EFELRO o7 (FHxtY X7 =1.15 [95%CI 0.67,1.99];
#axt U 273 =6.3%, DF D, 1000 AdH7= D 63 AL [95%CI
-140, 419])

17




/NS BRI B

For the presumed drowning cause sub-group, the critical outcome of

short-term survival (to hospital discharge)

evidence of low certainty (downgraded for risk of bias and imprecision)
from 1 RCT (non-randomized subgroup) (Moler 2016 712) with 74
children who achieved return of circulation but remained comatose with a
Glasgow Coma Scale Motor Score of <5, showed no statistical benel8t
or harm of TTM 32-34 C compared to TTM 36-37.5 C (RR=1.04 95%
CI1 0.66-1.66; ARR=2.0%;0r 20 more patients/1000, 95% CI 170 fewer to
330 more).

WAKDERE EHER S L= 7 T A —FICBWC ERKART 7 M A
Th DM OALF GREERE) (2B L T, ROSC % GCS M5 i D
HECTdh o7z 74 ADO/NRIZHOWNTD 1 5O RCT( 7 7 —713 7
VA PMEENTORY) (Moler2016712) 785, FEFITHERMEDIK
WEET UV ANATADY R FIEMSDI=OX 7 7 L— )
NV, TTM 32-34°CIE TTM 36-37.5°C & bk L CHERFHFPIICH B
R EE RIS R oTe (FEXFY 27 =1.04 [95%CI 0.66, 1.66];
Mokt ) 2 7 =2.0%, DE D, 1000 AdH7= 1 20 AZu [95%CI
-170, 330]) .

4. Subgroup Extracorporeal Membrane Oxygenation (ECMO)
ECMO Good Neurobehavioral Survival:

For the ECMO co-intervention sub-group, the critical outcome of long-
term good neurobehavioral survival (at 1 year) showed evidence of low
certainty (downgraded for risk of bias and imprecision) from 1 RCT
(Supplemental material THAPCA IHCA RCT, Moler 2017 318) with 133
children reported no statistical bene18t or harm on long-term good

neurobehavioral survival (at 1 year) for TTM at 32-34°C compared to

4R AN T (ECMO) B 7 7 v—7

ECMO (25 1F A M2 B 72 A AT

ECMO #3EMANE LY T VA —FI2BWT, ERERT 7 M A
ThHHEHOA (14) ICBLT, 133 Ao/hRIZonTo 1o
® RCT (THAPCATHCARCT, Moler2017318) 7>6 . FERITHETENME
DIENWZET VA (NATADY AT RIEHESDI=dF T T
— R) "H Y. TTM 32-34°CiE TTM 36-37.5°C & Lol L CHEEH 520
WCAHBERRIERELZ RIS R o= (FB%Y 227 =0.80 [95%CI
0.48,1.32]; #axf U A7 =-6.3%. 2F V. 1000 AH7-Y 63 A
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TTM at 36-37.5 C (RR: 0.80, 95% CI: 0.48-1.32; ARR=-6.3% or 63
fewer patients/1000, 95% CI 165 fewer to 101 more).

D72 95%CI -165, 1017])

ECMO Survival:

For the ECMO co-intervention sub-group, the critical outcome of short-

term survival (to hospital discharge)

evidence of very low certainty (downgraded for risk of bias, indirectness,
and imprecision) from 1 unadjusted observational cohort study (Torres
Andres 2018, 451) with 58 children who achieved ROSC showed no
statistical bene19t or harm of TTM 32-34 C compared to TTM 36-37.5
Corno TTM (RR=1.19 95% CI 0.82-1.73; ARR=11.4% or 114 more
patients/1000, 95% CI 108 fewer to 438 more).

Notes regarding methods of included studies:

The two RCTs were conducted by the same research group and
designed to have the same methodology except for the 2 different
settings (in-hospital cardiac arrest and out-of-hospital cardiac arrest).
The inclusion and exclusion criteria were extensive and included

those patients that achieved return of circulation but remained

comatose with a Glasgow Coma Scale Motor Score of < 5.

ECMO DATE -

ECMO %N AL LT 7 —FlcBnWT, BRAET 7 M A
Th HEMOAL GREER) ICBL T, 58 AD/NRIZONWTD 15
DEZHEIN T RRFEDBIEAFIE (Torres Andres 2018, 451) 7225, FEH
ICHEEMEDIENWTZET VA (XA T ADY R RIS D7D X
U7 L—FR) BZH Y. TTM 32-34°Cid TTM 36-37.5°C & teifs L T
MEHFICA BRI EEZ RIS 2o (FERY 27 =119
[95%C10.82,1.73);#4a%f U A 7 b =11.4%, 2F D, 1000 AH 7=
114 A%\ [95%CI 108, 438]),

IO DOHFEGIEICET 2R A

2 S? RCT (Z[A LHFFEZ A — I L » TIT b, BiE K U
MDA IE £ D B2 B X REISMER UL ClE bV, SR
HECIRAMEHEILIEIL < | ROSC 79 A=t — « m— « A Jr—
NOTEB A =T 55 Kilio BIERETH - 2 BE B E
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The observational studies (mostly retrospective cohort studies), had
varying methods as evidenced by different inclusions and exclusions,
different comparison groups (some were actively maintained
normothermia TTM (preventing fever) and others were no TTM),
different length of TTM, and different definitions for some of the

harm outcomes.

BIEAZE (12 & A EDRBRFHE AR — MIFZE) IR PULHECRR
SNEENR I D | RIGREN R D GEEVA I 2 1E 5 RIR DS HERY
SN TIM & HAUE, TIM BT TWRWEE b H o 70) .
TTM O N D AET U NI LADERDP R D LT
LS FIETIThbiL T\ e,

Treatment recommendations

We suggest using TTM 32-34 C or TTM 36-37.5 C for comatose
pediatric patients (> 24 hours to 18 years of age) who achieved ROSC

after OHCA (weak recommendation, very low certainty of evidence).

We suggest using TTM 32-34 C or TTM 36-37.5 C for comatose
pediatric patients (> 24 hours to 18 years of age) who achieved ROSC

after [HCA (weak recommendation, very low certainty of evidence).

1%

2

HELE & F2

b
M

ek CME 1E C ROSC £ I BRHERBE DA% 24 BEREILLE 18 i E T
/NS Ui, TTM 32-34CdH 5\ ik TTM36-37.5CHHERI %
(FIHELE FEFICHEEIEDR VW= BT U R),

-
—

BELME IE T ROSC £ IRIRIED A% 24 IERILL | 18 5 E T
ANRIZEF L CiE. TTM 32-34CH B ik TTM36-37.5C & HELE T2
(FIVHELE FER IRV BT U R),

Justification and Evidence to Decision Framework Highlights

The Pediatric TF recognizes that the causes, pathophysiology and
outcomes for pediatric cardiac arrests are significantly different to
cardiac arrests in adults and in newborns. The TF places a higher value

on pediatric study data and believes that it is not appropriate to

EX4MEL EtoD 7L — AU — 7 QOEERA >k
NRERRIZRE ST, NROMEIEDJFIN, JRREAEFIST v o A EER
AR AR ITAEBEICRRD Z L 23 L Wb BRI ERE ST/
BOMRIZLVEXZENTED, 220 RCT B’ERINZZ L
B2 T A OERE OBFZE) O OHEEITEY) Tl EE X Tn
%y
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extrapolate from studies in other age groups given that 2 pediatric RCTs

have now been published.

The available pediatric data includes 2 controlled trials of comatose
survivors of cardiac arrest. Both of these studies used a comparison of
TTM 32-34 C vs TTM 36-37.5 C. Temperature was measured centrally.
The THAPCA randomized trials compared a duration of TTM 32-34 C
for 2 days followed by TTM of 36-37.5 C for 3 days with a TTM of 36-
37.5 C for 5 days. The reader is referred to the original publications for
details of the protocol. Because these trials did not evaluate the effects of
other durations of TTM, the Task Force agreed that a recommendation

regarding the duration of TTM would be too speculative at this point.

All of the other pediatric studies included in this review were
observational cohort studies which used a variety of TTM temperature
range definitions. The TF believes that it is appropriate to base our
recommendations on the protocols described in the 2 controlled studies
given the variability and uncertainty in approaches described in the
cohort studies. The TF debated whether the temperature range of TTM of
36-37.5 C would be comparable to the group of no TTM and took the
pragmatic view that the best evidence of the two randomized control

trials provided the best guidance.

INETEET H/NEOT — 2 2% O 1% O FIRRAED /N &
WL L2000 RCT RdH5H, WIhh TTM 32-34C & TTM 36-
37.5CR e S 7z, RIRIFEHAXIE Z -2, THAPCA 7 > % ML
PREGEABRIZ, TTM 32-34C% 2 HE{T > 72D HIZ TTM 36-37.5C%
3HMT-72REE . TIM36-37.5C% 5 HRE{To 7=t & 2 bl L7,
7' b a— L OFEMRIZONWTIL, JREEZZH, Zh 6 OREITZED
o> TTM D L] 2 2741 L TV R\ =0, BBl BT8R A
TIX TTM O B3 2 HESEIIHER DIk 2 T &b L 7=,

IOV E2—ITHEENLMOTXTO/NEOMIEIE, TTM O BAE
RIRDOIRIEEX ICERINBIE 2R — MIETH 5 5 ZBES
%, 2 A= MIEOILL DT PR EEM)NH, 2 DD RCT T
Snf=7m ha— L TORIBERZRILICHELE S5 Z & AEE) T
bDHEZEZTWD, FRIZEARSIE TTM36-37.5C & W 5 (RIRE B D
ME2S, TTM DM TN T BE L BT X 5 8 9 D RFf L. 2 D
D RCT DT ET U AN b AWRIEEEZ 52 T<Nb L) EH
TR E L,

DM IR ORI AR FICAETHHLENI LT AR O
TETUANDH DS (Bembea2010723), 7= Li=bld, BFEHROE
HIZRWT, FBEZBET, FEMOICIRET A Z LITEEZEE X T
W5, TIM 7'a ha—/VIRBAO IV A7 2 T T HEHEx bbb,

FEBAY 72 TIM 7’1 b 22 —)LZid, RIRE =2 U o 7 LISMT b e
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There is registry evidence of neurological harm resulting from fever in
the post resuscitation period (Bembea 2010 723). We feel that avoiding
and aggressively treating fever is an important part of post resuscitation
care. Targeted Temperature Management protocols may reduce the risk
of fever. Active targeted temperature management protocols may also
include multiple interventions other than temperature monitoring which

could influence neurological outcomes.

This CoSTR compared different temperature ranges, but not techniques
of temperature control, rewarming or other aspects of post resuscitation
care. As a result, we can make no recommendation on these aspects of

TTM which may nonetheless have important effects.

FHT T NI LA EEATDHIEBONANEENTNDEEZLN
5o

Z D CoSTR [Tk % 72 (RIRAE PROWE A L L7228, R = > hr—
VDO FER, HIRB I OZOMOAEZERIIE TN TR, &
ST, BERLNFEEZLORRENEOH D TIM O 5 OMIEIZE L
T, HEREZRTZ LT TERY,

Knowledge gaps

- Duration of TTM and rewarming

- Temperature ranges other than those studied in the THAPCA trials
- Methods of cooling and rewarming

- Influence Co-interventions/bundle of care

- Impact of ECMO and role of TTM during ECMO

Stk DRE

- TTM B X OEIRIZH T 5 REE

- THAPCA BER L XR 2 26 BEHDIE
- RFRESERO S

- HIARTREANY FADBE X DRE

- ECMO % ECMO $1® TTM D%hE
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1. JRC O R fiF

Besh L IR /NI % L Cid 2015 4512 Moler 5125 0 33CREE 36.8CRET 1 L O FEIRIFICEN 2N LR SNz, LavL,
EAFROAEAZ TR TITIMREIINR Y Ierolz b L, 33 CHEIFFTL2EARND D, Z 2 TIOMEE DIE TR T 5 RFCHER RN
bD, ZOWFTE TR IEEZ - L7z 1,355 B 880 51l (65%) MERAMEHETERDILIZ, £ D 95 208 BIFFEMA IR L L e &
TN SN, Fo, T X AMEESNTRIFEEZZIT72 29560 9 5, 69 il (23.4%) 1XMMSE LW Sav, 77 B (26.1%) 1A FEY 72
HRIFAARTH D Z & ZPHIC withdaw ST 7o 70, DA ETHRFZI R AR R LW S RO IHRIZ DWW Tidkk ~ 725k
N&H Y, Moler b DWFFENFME S AUIZEREE & 1T RINE RR R L LICHETRETHA I,

BEPNCME IR D /INRIZ % L CiE 2017 4212 Moler 512X 0 33°CREE 36.8°CHET 1 4% DM FEIRIFIZ =N RN 2 E DR ENT,

2. DRE~OMHEA  2015FHA RT7A4 U EEH
BEAM LS 8 D WNMEBEN L5 1L T ROSC £ IS B MR EE D A% 24 REFILL E 18 itk TO/NEIZH LT, 37.5CLLTF D TTM ZHESRE T 5,
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alternative
approach
ARR
asphyxia
bias
case series
CI
cohort
comparison
control
drowning
exclusion criteria
harm
heterogeneity
HR
imprecision
inconsistency
indirectness
International Liaison Committee on Resuscitation
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