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Clinically significant neuroprotection for the brain continues to be an elusive quest. All 
attempts at developing effective pharmacologic agents have failed in clinical trials. 
Hypothermia has been thought to confer protection after brain injury for many years, but 
has recently regained interest as a neuroprotectant for focal ischemic stroke in the basic 
science and clinical literature. The failure to develop safe and efficacious pharmacologic 
agents along with promising clinical data on the efficacy of hypothermia for cardiac arrest 
patients have raised a great interest in hypothermia as a neuroprotectant for ischemic 
stroke. As a clinically meaningful neuroprotectant for stroke, hypothermia confers several 
theoretical advantages over pharmacologic agents. A major problem with 
neuroprotectant therapy is instituting therapy within a narrow time window. This obstacle 
may be easier for hypothermia to overcome as emergency medical service personnel 
can theoretically initiate it in the field. Additionally, pharmacologic agents are usually 
restricted to one aspect of the pathophysiologic cascade triggered by focal ischemia, 
whereas hypothermia acts on several of these pathways simultaneously. The recent 
advances and future directions in the utilization of hypothermia as a potential therapy for 
focal ischemic stroke are reviewed.  
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Stroke is the second leading cause of death
worldwide [1]. Approximately 90% of strokes are
ischemic in nature [2] with 15% of patients arriv-
ing in the emergency room within a 3-h time
window [3]. Thus far, clinical research has
yielded positive results only when reperfusion
strategies were applied in patients with acute
stroke while neuroprotection has consistently
been linked with negative results. The results of
the National Institutes of Neurological Disor-
ders and Stroke trial showed that patients receiv-
ing intravenous tissue plasminogen activator
(tPA) within 3 h of symptom onset were signifi-
cantly more likely to have an improved outcome
at 90-day follow-up [4]. Since the publication of
the National Institutes of Neurological Disor-
ders and Stroke trial, it has been shown that
recanalization is linked to improved clinical out-
comes [5]. In addition, it is clear that many
patients do not recanalize after administration of
intravenous or intra arterial thrombolytics [6,7].

As only a small proportion of patients seek med-
ical attention within the narrow time window
and fewer yet receive thrombolytic therapy [3],
neuroprotectants have been studied as a method
to potentially extend the time window to safely
and effectively utilize reperfusion strategies. 

   Hypothermia has a protective effect on
neurons at risk of anoxic damage after focal
ischemia [8]. The neuroprotective effects of
hypothermia include protection of the
blood–brain barrier (BBB), reduction of
intracranial hypertension, maintained mito-
chondrial function, and suppressed release of
excitatory amino acids (e.g., glutamate and
aspartic acid) or glycine [9–11]. The fundamen-
tal mechanism underlying the improvement of
these processes is unclear. 

Cerebral blood flow & the ischemic penumbra
Following vessel occlusion, two factors deter-
mine tissue outcome: regional cerebral blood
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flow (CBF) and duration of vessel occlusion. A drop in
regional CBF leads to diminished tissue perfusion. In persist-
ent large vessel occlusion, local perfusion pressure is the main
influence on the eventual outcome of tissue [12]. This per-
fusion pressure depends on several factors including the pres-
ence and extent of collaterals, systemic arterial pressure (the
ischemic brain has lost the autoregulatory capacity) and is
inversely correlated to the local tissue pressure (which is
increased by ischemic edema). Depending on the extent of
hypoperfusion and time, the tissue supplied by the occluded
artery is compartmentalized into areas of brain tissue irreversi-
bly damaged and areas of brain tissue hypoperfused but viable.
This led to the concept of ischemic core and ischemic penum-
bra [13]. The ischemic core represents tissue that is irreversibly
damaged. Positron emission tomography studies in humans
suggest that beyond a certain time limit (probably no longer
than 1 h) it corresponds to CBF values of less than
7 ml/100mg/min [14–16] to 12 ml/100mg/min [17,18]. The
ischemic penumbra represents tissue that is functionally
impaired but structurally intact and as such potentially sal-
vageable. It corresponds to a range of CBF values from 12 to
22 ml/100mg/min. Salvaging this tissue by restoring its flow
to nonischemic levels is the aim of acute stroke therapy.
Another compartment termed oligemia represents mildly
hypoperfused tissue from the normal range down to approxi-
mately 22 ml/100mg/min [19]. It is believed that under normal
circumstances this tissue is not at risk of infarction [12]. How-
ever, it is conceivable that under certain circumstances such as
hypotension, fever and acidosis, oligemic tissue can be incor-
porated into penumbra and subsequently undergo infarction.
Evidence in the literature suggests that there is a temporal evo-
lution of core, which grows at the expense of penumbra [20–22].
One of the proposed mechanisms for growth of the ischemic
core is progressive recruitment of penumbral areas into the
core caused by ischemic edema [20]. It is known that the
ischemic penumbra represents a dynamic phenomenon. If ves-
sel occlusion persists, the penumbra may shrink due to pro-
gressive recruitment into the core, a process enhanced by cir-
cumstance such as hypotension, acidosis and fever.
Alternatively it may return to a normal state following vessel
recanalization or neuroprotectant interventions.  Theoreti-
cally, in hypothermia, the reduction of the oxygen driving
pressure matches the diminished demand for oxygen. Addi-
tionally, hypothermia induces a reduction of CBF, a significant
increase in cerebral perfusion pressure and reduction in intrac-
ranial pressure (ICP) in head trauma patients [23]. The effects
of hypothermia on CBF and ICP may be related to decreased
nitric oxide levels and maintenance of the integrity of the BBB
[24,25]. In ischemic stroke, CBF is reduced with hypothermia
[26]. In vitro models have shown a slight reduction in the effi-
cacy of tPA as the temperature drops [27]. A recent study with
rodents considered the effect of combined hypothermia and
tPA on final infarct volume and showed that there was no sta-
tistical difference when compared with thrombolysis alone.
The authors concluded that hypothermia does not have a

significant effect on tPA in vivo [28]. Additionally, hypothermia
does not appear to have a synergistic effect on infarct volume
reduction. These are important issues requiring further study
especially as newer generation thrombolytics are tested.

Mechanism of ischemic injury to the brain
In the early phase of ischemia, a large surge of amino acid exci-
totoxicity occurs with elevations of aspartic acid and glutamate.
Glutamate causes stimulation of the N-methyl-D-aspartate
(NMDA) and α-amino-3-hydroxy-5-methyl-4-isoxazolepropri-
onic acid (AMPA) receptors leading to an influx of calcium
ions. At the same time, sodium and chloride enter the neuron
via channels for monovalent ions [29]. Water follows passively
leading to edema that can further diminish perfusion in regions
surrounding the core, leading to recruitment of penumbral
areas into the core [20]. As intracellular calcium accumulates, it
initiates reactions at the cytoplasmic and mitochondrial levels.
At the cytoplasmic level there is an accumulation of free radi-
cals as enzymes such as nitric oxide synthase and cyclooxygen-
ase are activated [30,31]. These free radicals disrupt the inner
mitochondrial membrane and oxidation of the proteins that
mediate electron transport [32]. The mitochondrial membrane
becomes leaky resulting in mitochondrial swelling, intramito-
chondrial calcium accumulation, impaired energy production
and oxygen free radical burst [33]. Cytochrome C is released
from mitochondria and is believed to constitute a trigger for
apoptosis [34].  

An important mechanism responsible for ischemic injury
exacerbation is inflammation. Early after onset of ischemia,
astrocytes, microglia, endothelial cells and leukocytes are acti-
vated. Peripherally derived leukocytes such as polymorphonu-
clear leukocytes, T-lymphocytes and natural killer cells also
accumulate in the ischemic tissue [35–37]. The accumulation of
inflammatory cells in the ischemic lesion occurs as a result of
intracellular calcium accumulation, increase in oxygen free rad-
icals, as well as hypoxia itself [34]. Activation of inflammatory
cells in the ischemic lesion results in the production of
cytokines [38]. Tumor necrosis factor (TNF)-α and interleukin-
1 cause enhanced expression of adhesion molecules on the
endothelial cell surface, including intercellular adhesion mole-
cule-1, P- and E-selectin [39–41]. As a consequence, neutrophils,
and later macrophages and monocytes adhere to the endothe-
lium, cross the vascular wall and enter the brain parenchyma.
Microvascular obstruction by neutrophils can worsen the
degree of ischemia through worsening of microvascular per-
fusion. Other deleterious effects of inflammation on ischemic
tissue include production of toxic mediators (oxygen free radi-
cals, toxic prostanoids and TNF-α) by activated inflammatory
cells as well as facilitation of apoptosis [42].

Hypothermia offers the theoretical advantage over other neu-
roprotectants in that it acts on many of these mechanisms.
Cooling leads to a reduction of oxygen consumption thereby
reducing the metabolic demands of brain tissue [43]. In addi-
tion, there is a reduction of glutamate, inactivation of cytoplas-
mic enzymes such as nitric oxide synthase [44], attenuation of
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cytochrome C release [45], reduction of free radical release [46]

and reduction of inflammation [47].  Hypothermia preserves the
basal lamina thus maintaining the BBB [48]. This makes hypo-
thermia attractive to the clinician, as its protective targets are
not specific. 

Hypothermia: friend & foe
The 1960s saw an explosion of interest in the use of moderate
and deep hypothermia during aneurysm, spinal cord and car-
diac surgery, as well as in the management of head injury. Con-
trolled trials were never reported, however, observations since
the early part of the last century, human and animal experi-
ments, and monitoring of surgical patients undergoing induced
hypothermia for cardiothoracic interventions or neurosurgical
procedures, have provided much information about the physio-
logic responses to cold. Hypothermic circulatory arrest (HCA)
was the first technique to gain wide acceptance for use in sur-
gery of the aortic arch [49]. However, awareness of a relatively
high incidence of neurologic complications after aortic arch
surgery with HCA led to the gradual recognition that its safety
depends on very careful implementation. In addition, HCA
cannot be relied on to protect the brain completely during pro-
longed procedures [50]. Cooling is performed until a tempera-
ture of 10–13°C has been reached in the esophagus and the
oxygen saturation in the jugular venous bulb is more than 95%,
indicating maximal metabolic suppression. Cooling is thor-
ough, lasting at least 30 min prior to cardiac arrest to prevent a
gradual updrift of temperature during the interval of HCA.
The intracranial temperature is further protected from rising
during HCA by packing the head in ice [51]. Scrupulous atten-
tion during rewarming after HCA is also indicated to avoid the
possibility that oxygen demand will outstrip supply: gradual
rewarming and avoidance of high perfusate temperatures are
essential. Inappropriate cerebral vasoconstriction has been doc-
umented after HCA, mandating careful attention to maintain-
ing stable hemodynamics to assure optimal oxygen delivery
during this vulnerable interval, which extends for at least 8 h
postoperatively [52]. Even with meticulous attention to cooling
and warming techniques, as well as careful monitoring, dura-
tion of HCA exceeding 25 min has been shown to produce
symptoms characterized as temporary or permanent neurologic
dysfunction. In recognition of the limits of safe HCA, the tech-
nique of retrograde cerebral perfusion was enthusiastically
embraced by many clinicians [53]. The idea of supplying the
brain with blood retrograde, via the superior vena cava, had
appeal not only as a possible way of delivering nutrients to the
brain during a prolonged period of HCA, but also as a possible
way of flushing out cerebral emboli [54]. Careful analysis of clin-
ical results has shown that long durations of retrograde cerebral
perfusion are associated not only with high rates of temporary
neurologic dysfunction, but also, in some studies, with an
increased risk of stroke and death after aortic surgery [55]. Selec-
tive antegrade cerebral perfusion allows some or all of the cere-
bral vessels to remain perfused throughout the duration of sys-
temic circulatory arrest, except for very short intervals. Initial

results with normothermic or mildly hypothermic cerebral per-
fusion were disappointing, but the combination of HCA with
selective antegrade cerebral perfusion has been very successful
in providing cerebral protection both in laboratory studies and
clinical practice [56]. The advantage of this technique is that it
allows a much longer interval of safe circulatory arrest, since the
supply of nutrients and oxygen at a relatively low flow allows
maintenance of appropriate levels of oxygen metabolism at
hypothermic temperatures [57]. 

Systemic hypothermia has profound and widespread physio-
logic effects, which can result in a diverse pathology. The
pathophysiologic changes observed may be influenced by
underlying disease processes and hypovolemia, and will depend
to some extent on the rate as well as depth of cooling, as there is
some evidence that more severe problems with acid–base, elec-
trolyte and fluid balance can occur in prolonged
hypothermia [58].

Target temperature & rewarming
The depth or duration of hypothermia that is optimal in treat-
ing focal ischemic stroke is currently not known. Moreover,
rates of rewarming are not standardized. Mild to moderate
hypothermia is generally defined as temperatures between 32
and 35°C while severe hypothermia ranges between 28 and
32°C. These variables can profoundly impact on clinical out-
comes, as lengthier and deeper hypothermia are associated with
systemic complications (TABLE 1). Thus, the vast majority of
clinical trials studying brain protection after trauma, global
anoxia or focal ischemia have selected the moderate hypother-
mia range for study. The duration of therapy ranges from 12 to
48 h depending on the study and etiology of brain injury
[59–61]. Rates of rewarming also vary depending on the study,
but many advocate slow rewarming and a rate of 0.2°/h. In the
trauma literature, some advocate following the level of ICP to
guide the rewarming process [62]. For stroke patients, there is
not an objective marker to guide rewarming rates. Future
advances in imaging and monitoring technologies may prove to
be useful to this end.

Variables such as depth and duration of hypothermia and
rates of rewarming have not been well defined in humans.
Studying these parameters more rigorously is required to
maintain the efficacy while minimizing the side effects.

Methods to achieve hypothermia
Some of the challenges encountered in safely administering
hypothermia to humans is the ability to limit systemic side
effects that otherwise reduce the potential benefits of the ther-
apy. Hypothermia induces fluid losses thereby affecting electro-
lyte balances, increases bleeding time through its effect on
platelets and reduces the effectiveness of the immune system.
These properties of hypothermia can lead to a host of compli-
cations that must be monitored rigorously when caring for
these patients (TABLE 1) [58]. In addition, it is vital to rapidly
achieve the desired level of temperature because of the limited
therapeutic window available when treating acute stroke
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patients. Earlier methods of cooling focused on immersion
techniques with ice water and alcohol rubs. Since then, newer
devices have been tried including surface cooling blankets,
endovascular cooling catheters, external head cooling with caps,
regional cooling and pharmacotherapy. The pros and cons of
these methods are summarized in TABLE 2. 

Surface cooling

Surface cooling is a labor-intensive method of achieving mild-
to-moderate hypothermia. It is fraught with several disadvan-
tages such as overshooting target body temperatures and dis-
comfort to patients. The method involves sandwiching patients
between two blankets that circulate cold water (or air in some
models) along with placement of ice packs under the axilla and
on the groin. This method takes advantage of heat transfer out
of the body through conduction. The process is quite time con-
suming and achieving target body temperatures can take as
long as 8 h [63,64]. Additionally, difficulties exist with maintain-
ing a steady-state body temperature with nine out of ten
patients in the COOLing for Acute Ischemic brain Damage
(COOLAID) I study overshooting target temperature [64]. The
difficulty with cooling patients in a timely fashion is probably
the limiting factor of this method. In addition, patients must
be intubated and maintained with adequate sedation and medi-
cations to suppress shivering. This may obscure neurologic
assessments in the intensive care unit making it difficult to
determine when patients deteriorate clinically. This method
may be practical to initiate in the field by emergency personnel
since simply placing ice packs under the axilla and on the torso
may reduce core body temperature by 1°C prior to arrival in
the emergency room [59].   

Selective scalp cooling

Surface cooling has inherent practical difficulties including
labor intensiveness, poor control of body temperature and

medical complications as a result of systemic hypothermia.
These difficulties have prompted a search for selective cooling
methods. One such device is the cooling helmet, which may be
able to deliver rapid and selective cooling to the brain that may
be instituted quickly by emergency medical service
personnel [65]. The hope is that this technology will maintain a
temperature gradient by cooling the brain to target tempera-
tures while maintaining a milder hypothermia of the body core.
This has the potential advantage of minimizing the medical
side effects of systemic hypothermia.

Models of temperature distribution in humans call into
question whether external scalp cooling can effectively cool
the brain: even extreme changes in ambient temperature lead
to temperature changes only in the vicinity of the head surface
whereas in the brain, the temperature remains practically con-
stant. Reports of placing ice packs on the scalp and neck have
failed to show an effective ability to cool the brain via tym-
panic temperature probes [66]. In contrast, reports of a cooling
cap placed around the scalp of newborn piglets was shown to
be effective in rapidly cooling the deep brain structures
(31°C) while maintaining a more mild hypothermia systemi-
cally (35°C for 24 h) [67]. The authors raised a concern about
the inability to correlate scalp temperatures to invasive brain
parenchymal temperature probes. Another study found that
piglets that underwent selective scalp cooling for global
hypoxia had large temperature gradients between superficial
brain structures and deeper brain structures (i.e., basal gan-
glia) [68]. This was in contrast to systemic cooling which pro-
vided a more uniform cooling of the brain. It is not clear as of
yet, if cooling of the more superficial brain structures to deep
hypothermia in order to maintain mild-to-moderate hypo-
thermia of deeper structures has deleterious consequences. In
addition, this temperature gradient may have profound impli-
cations in a focal cerebral ischemia model as it has been
shown that after a large middle cerebral artery (MCA)

Table 1. Known side effects to hypothermia.

Depth of hypothermia Complications

Mild–moderate hypothermia (32–35°C) - Diuresis (hypovolemia)
- Vasoconstriction
- Shivering
- Confusion
- Electrolyte abnormalities (hypokalemia, hypomagnesemia and hypocalcemia)
- Insulin resistance (hyperglycemia)
- Prone to infections, sepsis
- Pancreatitis (elevations of serum amylase and lipase)
- Effects on drug metabolism

Severe hypothermia (28–32°C) - Ventricular arrhythmias 
- Stupor
- Coagulopathies
- Myocardial infarction
- Hypotension

Profound hypothermia (<28°C) - Severe hypotension
- Coma
- Asystole
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territory infarct, a temperature gradient occurs with deeper
structures having higher temperatures relative to the surface
of the brain [69].

Two studies in neonates suffering from global perinatal
asphyxia revealed that selective head cooling with mild systemic
hypothermia may be performed safely [70,71]. These studies also
showed that it is difficult to study the efficacy of this therapy
due to the wide range of initial clinical severity of babies suffer-
ing from global encephalopathy secondary to anoxia. 

A major problem this technology is facing remains the abil-
ity to determine the temperature of the brain itself since the
best technology to measure it is quite invasive by means of a
probe placed within the parenchyma of the brain. Corbett
and colleagues have shown that brain temperature can be
measured using 1H magnetic resonance spectroscopy to
quantify the magnetic resonance frequency of water, which
changes as a linear function of temperature in normal brain
and stroke [72]. An attractive feature of this method is that
temperature from virtually any region of the brain can be
measured, allowing the possibility of examining the effective-
ness of different protocols to reduce brain temperature in a
variety of anatomic locations.

Endovascular cooling

There have been reports of central venous catheters with heat
exchange systems being utilized for inducing hypothermia in
patients with ischemic stroke. Various companies have intro-
duced models with the principle of heat exchange through

infusion of hot or cold saline through a catheter placed in the
inferior vena cava. Endovascular heat exchange represents a
novel and efficient means of inducing hypothermia that is
applicable in the clinical environment. This approach results in
a fivefold increase in cooling rates compared with surface meth-
ods and many nonconvection enhanced intravascular
strategies [73]. Moreover, this cooling technique is applicable at
clinically relevant time points (i.e., 3 h after ischemia). This
strategy underscores the potential usefulness of hypothermia as
a neuroprotective strategy in human stroke. 

In a recent, large animal study using 60 kg pigs, the target
temperature of 32°C was reached in approximately 1 h, and
core temperature was precisely maintained at the target core
temperature, indicating that the computerized control system
was effective [74]. The saline-to-blood temperature gradient was
considerably less during rewarming than during cooling
(13 vs. 31°C) because greater saline temperatures may have
damaged red blood cells or coagulation elements. The rewarm-
ing rate was thus less than the cooling rate (2.5 ± 0.2 vs.
4.5 ± 0.4°C/h). However, slow controlled rewarming is likely
to be necessary when hypothermia is used for neuroprotection
or control of intracranial pressure. Cooling rates were slightly
less in clinical studies in which surface warming is used to
inhibit shivering during core cooling [75].

Cooling and warming with the use of the intravascular tech-
nique has no effect on platelet or white blood cell count and
produced no evidence of hemolysis. There is no evidence of
thermal injury to blood vessels or blood elements in vivo.

Table 2. Summary of advantages and disadvantages of various methods described in the literature to 
achieve hypothermia.

Method and status Advantages Disadvantages

Surface cooling
Status: commercially available 

- Can be initiated by emergency medical 
service personnel
- Can be performed at nonspecialized centers 
thus reaching a larger proportion of 
stroke patients

- Cumbersome, labor-intensive
- Slow induction
- Difficult to maintain narrow target temperature range
- Systemic side effects are not avoided
- Difficulty at regulating rewarming rate
- Patient discomfort, requiring pharmacotherapy

Endovascular cooling
Status: commercially available 

- Rapid rate of induction
- Able to maintain a narrow target 
temperature range
- Less labor intensive then surface cooling
- Precise regulation of rewarming rate

- Invasive procedure
- Cannot be initiated by emergency medical service personnel
- Potential groin complications
- Systemic side effects are not avoided

Selective scalp cooling
Status: Phase I

- Can be initiated by emergency medical service 
personnel and nonspecialized centers
- Theoretical reduction of systemic side effects
- Less labor intensive then surface cooling

- Theoretical temperature gradient within brain
- Takes longer than endovascular cooling to achieve 
target temperature
- Unclear if narrow target temperature range can 
be maintained

Regional cooling
Status: under development

- Selective cooling of ischemic area only
- Theoretical advantage of more rapid 
achievement of deeper hypothermia in target 
organ alone
- Theoretical reduction of systemic side effects
- Can be performed simultaneously with 
intra-arterial therapies

- Invasive procedure 
- Side-effect profile unknown
- Can be performed at specialized centers only



 
 

 
 

 
 

 

Author P
ro

of 

Gupta, Jovin & Krieger

6 Expert Rev. Neurotherapeutics 5(2), (2005)

Similarly, there was no evidence of deep venous thrombosis
after in vivo use, nor were there any gross or microscopic pul-
monary emboli. This method offers the advantage of being able
to bring core body temperatures to target levels in under 1 h
while maintaining a narrow range of temperatures [73–75]. In
addition, these devices can be placed similar to a central venous
catheter in the femoral vein. This technology appears safe but
has not sparked enough enthusiasm to conduct a large thera-
peutic trial in the acute stroke setting. These devices, although
heparin coated, have the theoretical potential of a thrombus
forming on the catheters along with the fact that the procedure
is invasive and cannot be performed in the field. In addition,
they may be simply not suitable to cool patients rapidly enough
as required in the clinical settings of stroke.

Regional cooling

Other techniques described as methods of selective cooling
include cold carotid artery perfusion with temperature-reduced
blood [76] and selective infusion of cold saline into the ischemic
territory via a catheter placed in the vessel supplying the inf-
arcted region [77]. This latter technique involves infusion of
cold saline (20°C) through a catheter placed in the blood vessel
supplying the ischemic territory. This method has shown that
direct cold saline infusion into the ischemic territory led to sig-
nificantly lower infarct volumes that translated into improved
neurologic function in a temporary occlusion rodent model [77].
A reduction of brain temperature to 33°C was achieved rapidly
without induction of systemic hypothermia. This method
holds promise for patients undergoing intra-arterial therapies
through endovascular techniques to recanalize the occluded
vessel as evidenced by a recently constructed mathematical
model. This model revealed that cooling can be achieved
through microcatheters at a rate 30-times faster then cooling
blankets and ten-times faster then endovascular cooling devices
placed in the inferior vena cava [78].

Clinically, local intra-arterial thrombolytic therapy is used
successfully to reperfuse acutely occluded cerebral vessels [7],
either by mechanically disrupting [79] or suctioning the clot [80].
One mechanical approach using a corkscrew-shaped wire tip to
retract clots, Merci® Retrieval System (Concentric Medical,
Inc., CA, USA), has shown promise. The device has recently
received US Food and Drug Administration approval and is
likely to translate into an increase in patients receiving endovas-
cular treatment for acute stroke [201]. The combined approach
of intra-arterial revascularization along with regional infusion
of cold saline appears to be a feasible method to achieve
neuroprotection but requires further study. 

Drug-induced hypothermia
Pharmacologic agents that either increase the rapidity of
achieving hypothermia or induce hypothermia themselves have
also been described. Endogenous cannabinoids (CB) are upreg-
ulated during global and focal cerebral ischemia [81]. The recep-
tor for these endocannabionoids is CB1. CB1 agonists can act
on the hypothalamus receptors to induce hypothermia [82]. A

recent study showed that when a CB1 agonist was administered
intravenously to rats in a permanent MCA occlusion model,
mild-to-moderate hypothermia could be achieved [83]. The
authors were able to show a reduction of infarct volume and
improvement in neurologic outcomes. Part of this effect was
postulated to be independent of the hypothermia. 

   A second receptor closely linked to CB1 is the 5-HT7 recep-
tor. An endogenous lipid compound oleamide has been shown
to reduce body temperatures [84]. Recently, it has been shown
that this agent activates the 5-HT7 receptors in the hypothala-
mus and thalamus thereby closely linking its physiologic effects
of sleep and reduction of core body temperature [84]. Further
study of oleamide revealed that this endogenous substance
induces hypothermia in a 5-HT7 knockout mouse model. This
suggests that the agent may act through an additional
mechanism or receptor [85].

   Magnesium sulfate may help to increase the speed of sys-
temic cooling [86], while also theoretically having a synergistic
neuroprotectant effect in reducing infarct volumes due to its
antagonist effect on the NMDA receptor [87]. Topiramate is an
antiepileptic drug known for its neuroprotective properties
through inhibition of AMPA receptors and modulation of
GABA receptors [88]. A recent report has shown that this neuro-
protectant can increase the time window for hypothermia initi-
ation in rats and still maintain its benefits [89]. Lastly, Coen-
zyme Q10 (cofactor for the mitochondria) has recently been
shown to improve neurologic outcomes when combined with
mild hypothermia in comatose patients after cardiac arrest [90].
The mechanism is unclear but elucidates that combination
therapy may prove to be more efficacious. 

   Pharmacologic agents may play an adjunctive role to
thermoregulation and hypothermia in future studies. 

Thermoregulation

The major drawback of therapeutic cooling is that the body is
forced below an individual setpoint that may be counteracted by
normal physiologic responses. Heat loss occurs through an
increase in basal metabolic rate mostly through radiation, but
shivering and conduction make smaller contributions. When the
temperature is between 37 and 32°C, vasoconstriction, shivering,
and nonshivering basal and endocrinologic thermogenesis gener-
ate heat. From 32 to 24°C, a progressive depression of the basal
metabolic rate occurs without shivering thermogenesis. At tem-
peratures below 24°C, autonomic and endocrinologic mecha-
nisms for heat conservation become inactive. Such responses may
potentially negate the beneficial effects of hypothermia. Regulated
reductions in body temperature via a reduction in the set point
appear to be a much better method of achieving a hypothermic
state. Rodent models of ischemia when unregulated appear to
have a mild hypothermic response as a result of the injury [91].
This reduction in setpoint may have a profound clinical impact in
larger species such as humans and requires further investigation. 

   Additional research in pharmacologic agents that may
reduce shivering also hold promise going forward. Meperid-
ine is an opioid with known antishivering properties. The
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downside to this drug is that larger doses may induce respi-
ratory depression thereby placing a tenuous stroke patient at
risk of requiring mechanical ventilation. As discussed earlier,
magnesium sulfate has antishivering properties allowing it to
speed the rate of cooling [86]. Two other target receptors of
recent interest include α2-agonists and 5-HT1A agonists as
these receptors are not associated with respiratory depres-
sion. Dexmedetomidine is an α2-agonist that blunts the cen-
tral sympathetics thereby providing analgesia without alter-
ing the respiratory drive significantly [92]. The combination
of meperidine and dexmedetomidine in healthy subjects can
reduce the shivering threshold without respiratory
depression [93]. 

   Buspirone is a 5-HT1A agonist that affects thermoregula-
tory centers within the hypothalamus. In certain animals it can
induce hypothermia. When given alone, it can reduce the shiv-
ering threshold of healthy humans and is synergistic with
meperidine in its antishivering properties [94]. The combination
allows for smaller doses of both drugs thereby reducing the risk
of respiratory depression in patients. 

   Pharmacologic interventions to reduce the shivering
threshold require further study in patients treated with
hypothermia but can potentially aid in quickly achieving
target temperature goals.

Animal data
There are two rodent models that have been utilized to test the
effectiveness of hypothermia: the temporary MCA occlusion
model and permanent MCA occlusion model.

Temporary MCA occlusion model
With the temporary occlusion model, the rat’s MCA is
occluded with preformed embolic material or a temporary clip
and then reperfused with thrombolytics or removal of the clip.
The aim of this model is to mimic the clinical scenario where
the vessel is recannalized along with institution of hypothermia.
It is important to understand that in a human trial, hypother-
mia would need to be studied with reperfusion strategies con-
comitantly in order to mimic this type of an animal model.
There have been numerous studies reproducing similar results
using the temporary occlusion models [95–97]. The differences of
these studies have been with regards to timing of initiating
hypothermia and degree of hypothermia. It appears that mild-
to-moderate hypothermia is effective in infarct volume reduc-
tion and that earlier initiation of therapy offers the most clini-
cal and radiographic benefit. The degree of improvement varies
according to the rodent model and time to initiate
hypothermia [98]. 

Permanent MCA occlusion model
The permanent occlusion model assumes the hypothesis that,
despite persistent MCA occlusion, hypothermia will lead to a
reduction of infarct volume. The results of this model have
been more inconsistent. Moreover, the models showing benefit
have all initiated hypothermia within 1 h [99,100]. In clinical

practice, it may be difficult to replicate this model as a very
small percentage of patients seek medical attention within 1 h
of a stroke. These studies emphasize the importance of design-
ing trials aimed at utilizing neuroprotection in conjunction
with recanalization therapies.

Clinical trials 
Therapeutic mild-to-moderate hypothermia has been tested in
the clinical setting for two purposes: reduction of ischemic
stroke volume as well as reduction of swelling after a large mid-
dle cerebral artery territory infarction. Until today, no defini-
tive controlled therapeutic trial has been attempted to assess
hypothermia in acute stroke. To explore the field the recent
data from two major trials showing benefit of hypothermia in
patients suffering from ventricular fibrillation cardiac arrest are
reviewed [59,61].

   These prospective randomized controlled studies showed a
benefit corresponding to better clinical outcomes in patients
who underwent hypothermia over patients who remained nor-
mothermic. In the Melbourne study, 77 patients were rand-
omized to moderate hypothermia (33°C) and normothermia
[59]. Patients were enrolled at the scene of cardiac arrest. Once
resuscitation was performed and the patient was found to be
comatose, the ambulance team would place ice packs on the
patient’s head and torso. Upon arrival to the emergency room
more aggressive surface cooling techniques were employed to
bring the patient to goal core temperature. After controlling for
age and time to collapse, the patients who were treated with
hypothermia were five-times more likely to be discharged to
acute rehabilitation or home (odds ratio [OR] 5.25 [95% con-
fidence interval; 1.47–18.76]; p < 0.011) [59].  A second study
from Vienna revealed a similar benefit with hypothermia after
cardiac arrest [61]. They enrolled 275 patients and randomized
them to hypothermia and normothermia. It took an average of
8 h to achieve target-cooling temperature with an external sur-
face-cooling device. This study also revealed a significantly
higher proportion of patients receiving hypothermia with a
favorable neurologic outcome when compared with the normo-
thermia group (55 vs. 39%, OR 1.4 [1.08–1.81];
p < 0.009) [61]. 

   Management of cerebral edema after massive middle cere-
bral territory infarct has been a challenge. Medical measures
such as osmotherapy, elevation of the head of bed, barbiturates
and hyperventilation often have transient benefits and do not
ultimately alter the course of tissue shifts that occur with swell-
ing. Mortality rates from this syndrome have been reported to
be as high as 80% with medical treatment [101]. A reduction of
mortality rates has been shown with decompressive craniec-
tomy, a surgical procedure that removes the bone flap on the
side of the stroke to relieve intracranial pressure. Currently, it is
unclear as to which patients benefit from this surgery, although
its benefit may be limited to younger patients [102]. Reports
from the head trauma literature have shown that elevated ICP
can be reduced with hypothermia [103]. This prompted the first
clinical evaluation of hypothermia to treat cerebral edema after
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massive middle cerebral artery territory infarction [63]. In total,
25 patients were cooled with surface cooling and required a
range of 3.5–6.2 h to achieve the target temperature of
32–34°C.  There was a reduction of ICP in patients who were
cooled from 21 mmHg to a mean of 14.5 mmHg. The overall
mortality for the group was found to be lower than historical
controls (44 vs. 80%). Of note, as patients were being
rewarmed, 30% of them developed rebound intracranial hyper-
tension as a result. Thus it is unclear if the therapy was delaying
the inevitable as is seen with other medical therapies.

   This prompted the same group to compare decompressive
craniectomy and hypothermia to treat massive middle cerebral
artery territory infarction [104]. The results showed that patients
who underwent surgical decompression had a lower mortality
rate when compared with hypothermia (12 vs. 47%). It was
noted that three out of 19 (16%) patients allocated to hypo-
thermia died during the rewarming phase. These studies
revealed that hypothermia is effective in reducing intracranial
pressure, but the rewarming phase can often lead to a rebound
increase in ICP.  Animal data suggests that combining hypo-
thermia with decompressive craniectomy may have an additive
benefit [99]. Doerfler and colleagues found that combined
hypothermia and craniectomy reduced infarct volumes and
improved neurologic function in Wistar rates when compared
with control and craniectomy alone. This may prove to be one
of the roles of hypothermia going forward [99]. 

   The last set of clinical trials have centered on initiating
hypothermia early to reduce infarct volume and thus improve
functional outcomes. A summary of these trials is listed in
TABLE 3. The COOLAID I [64] and Copenhagen Study Group
[105] used surface cooling as a means to achieve target body tem-
peratures while COOLAID II used an endovascular device [75].
TABLE 1 summarizes these studies. All of these studies concluded
that hypothermia is safe and feasible in patients suffering from
severe ischemic stroke. 

   A recently initiated Phase I study entitled ‘Intravascular
cooling in the Treatment of Stroke-Longer tPA window’ will
address the question of whether hypothermia can extend the
time window to administer tPA intravenously in acute ischemic
stroke [202]. The trial will utilize an endovascular cooling device
and enroll awake patients that arrive within 6 h from symptom

onset. A second randomized control study that is currently
enrolling patients is entitled the ‘Nordic Cooling Stroke Study’
[203]. This study is using surface cooling in acute stroke patients
with the intent of being able to target a larger population of
acute strokes. Currently, no randomized controlled trials are
available to determine the efficacy of hypothermia.

Conclusions
Hypothermia currently has great potential at being shown to
be a clinically significant neuroprotectant. Questions with
regards to time to initiating hypothermia, safest methods to
achieve hypothermia and duration still need to be answered.
Ongoing clinical trials are currently focused on showing
safety, with newer approaches being designed to reduce the
systemic side effects.  

Expert opinion
Hypothermia is the most powerful neuroprotectant available
as it acts upon multiple aspects of the metabolic cascade
thought to initiate ischemic death to brain tissue. It is benefi-
cial in patients who have suffered global anoxia secondary to
cardiac arrest and is likely to be beneficial in focal ischemic
stroke with correctly designed studies. Further study in the
form of randomized controlled studies are required to define
the time window to initiate therapy, depth and duration of
therapy, and precise patient population that is most likely to
benefit from this therapy. 

Five-year view
The future of hypothermia appears bright with many aspects of
this therapy currently being studied and more promising
approaches are yet to be tested in the future. These approaches
to reduce the systemic side effects will help to design studies
with a higher chance of showing clinical benefit. A focus on ini-
tiating hypothermia early in conjunction with other receptor
targets via pharmacologic agents may also provide synergistic
neuroprotective effects. A better understanding of thermoregu-
lation and finding methods to lower the body’s setpoint may be
safer and more efficient at achieving therapeutic hypothermia.
The role of this neuroprotectant for the management of cere-
bral edema after massive stroke will need to be studied as an

Table 3. Clinical trials testing hypothermia in acute ischemic stroke.

COOLAID I* Copenhagen‡ Group COOLAID II Georgiadis and colleagues

N 10 17 18 6

Age (years) 71 ± 14 69 ± 16 61 ± 12 65 ± 8

Mean NIHSS 20 ± 3 26 ± 12* 15 ± 4

Mean time to initiate hypothermia (hours) 6 ± 1 3 9 ± 3 28 ± 17

Mean time to achieve target temperature (hours) 3.5 ± 1.5 6 77 ± 44 min 3 ± 1

*Scandanavian Stroke Scale.
‡Surface cooling techniques.
COOLAID: COOLing for Acute Ischemic brain Damage; NIHSS: National Institutes of Health Stroke Scale.
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adjunct to decompressive craniectomy. Patients who are treated
with hypothermia may have a longer time window where reper-
fusion strategies with thrombolytics or mechanical disruption

may prove to be beneficial. This benefit may come in the form
of a reduction of secondary hemorrhages that will in turn help
to show the benefit of revascularization procedures.

Key issues

• Hypothermia is a nonspecific neuroprotectant making it advantageous as it acts on many aspects of the metabolic cascades
involved with neuronal injury.

• Hypothermia may be utilized for different aspects of ischemic stroke management: management of elevated intracranial pres-
sure, extending the time window for reperfusion therapy and revent secondary hemorrhage through stabilization of the
blood–brain barrier after administration of thrombolytics.

• Selective methods of delivering hypothermia to the brain will reduce the significant medical complications that occur with
systemic hypothermia, thereby increasing the effectiveness of the therapy.

• Clinical trials going forward will help to elucidate the patient population best served by hypothermia and the appropriate
time window to initiate therapy.

References
Papers of special note have been highlighted as:
•  of interest
••  of considerable interest

1 Sarti C, Rastenyte D, Cepaitis Z, 
Tuomilehto J. International trends in 
mortality after stroke, 1968 to 1994. Stroke 
31(7), 1588–1601 (2000).

2 American Heart Association. Stroke. In: 
Heart Disease and Stroke Statistics – 2003 
Update. American Heart Association, TX, 
USA (2003).

3 Katzan IL, Hammer MD, Hixson ED et al. 
Utilization of intravenous tissue 
plasminogen activator for acute ischemic 
stroke. Arch. Neurol. 61(3), 346–350 
(2004).

4 The National Institutes of Neurological 
Disorders and Stroke rtPA Stroke Study 
Group. Tissue plasminogen activator for 
acute ischemic stroke. N. Engl. J. Med. 
333(24), 1581–1587 (1995).

5 Christou I, Felberg RA, Demchuk AM et al. 
Intravenous tissue plasminogen activator and 
flow improvement in acute ischemic stroke 
patients with internal carotid artery occlusion. 
J. Neuroimaging 12(2), 119–123 (2002).

6 Demchuk AM, Burgin WS, Christou I et 
al. Thrombolysis in brain ischemia (TIBI) 
transcranial Doppler flow grades predict 
clinical severity, early recovery and 
mortality in patients treated with 
intravenous tissue plasminogen activator. 
Stroke 32(1), 89–93 (2001).

7 Furlan A, Higashida R, Wechsler L et al. 
Intra-arterial prourokinase for acute 
ischemic stroke. The PROACT II study: a 
randomized controlled trial. Prolyse in 
Acute Cerebral Thromboembolism. JAMA 
282(21), 2003–2011 (1999).

8 Rosomoff HL. Hypothermia and cerebral 
vascular lesions. I. Experimental 
interruption of the middle cerebral artery 
during hypothermia. J. Neurosurg. 13(4), 
244–255 (1956).

9 Dietrich WD, Busto R, Halley M, Valdes I. 
The importance of brain temperature in 
alterations of the blood–brain barrier 
following cerebral ischemia. J. Neuropathol. 
Exp. Neurol. 49(5), 486–497 (1990).

10 Busto R, Globus MY, Dietrich WD, 
Martinez E, Valdes I, Ginsberg MD. Effect 
of mild hypothermia on ischemia-induced 
release of neurotransmitters and free fatty 
acids in rat brain. Stroke 20(7), 904–910 
(1989).

11 Shiozaki T, Sugimoto H, Taneda M et al. 
Effect of mild hypothermia on 
uncontrollable intracranial hypertension 
after severe head injury. J. Neurosurg. 79(3), 
363–368 (1993).

12 Baron JC. Perfusion thresholds in human 
cerebral ischemia: historical perspective and 
therapeutic implications. Cerebrovasc. Dis. 
11(Suppl. 1), 2–8 (2001).

13 Astrup J, Siesjo BK, Symon L. Thresholds 
in cerebral ischemia – the ischemic 
penumbra. Stroke 12(6), 723–725 (1981).

14 Marchal G, Beaudouin V, Rioux P et al. 
Prolonged persistence of substantial 
volumes of potentially viable brain tissue 
after stroke: a correlative PET-CT study 
with voxel-based data analysis. Stroke 27(4), 
599–606 (1996).

15 Marchal G, Benali K, Iglesias S, Viader F, 
Derlon JM, Baron JC. Voxel-based 
mapping of irreversible ischaemic damage 
with PET in acute stroke. Brain 122( Pt 
12), 2387–2400 (1999).

16 Furlan M, Marchal G, Viader F, Derlon 
JM, Baron JC. Spontaneous neurological 
recovery after stroke and the fate of the 
ischemic penumbra. Ann. Neurol. 40(2), 
216–226 (1996).

17 Heiss WD. Ischemic penumbra: evidence 
from functional imaging in man. J. Cereb. 
Blood Flow Metab. 20(9), 1276–1293 
(2000).

18 Heiss WD, Kracht LW, Thiel A, Grond M, 
Pawlik G. Penumbral probability thresholds 
of cortical flumazenil binding and blood 
flow predicting tissue outcome in patients 
with cerebral ischaemia. Brain 124(Pt 1), 
20–29 (2001).

19 Symon L, Branston NM, Strong AJ, Hope 
TD. The concepts of thresholds of 
ischaemia in relation to brain structure and 
function. J. Clin. Pathol. Suppl. (R. Coll. 
Pathol.) 11, 149–154 (1977).

20 Raichle ME. The pathophysiology of brain 
ischemia and infarction. Clin. Neurosurg. 
29, 379–389 (1982).

21 Heiss WD, Forsting M, Diener HC. 
Imaging in cerebrovascular disease. Curr. 
Opin. Neurol. 14(1), 67–75 (2001).

22 Ginsberg MD. Adventures in the 
pathophysiology of brain ischemia: 
penumbra, gene expression, 
neuroprotection: the 2002 Thomas Willis 
Lecture. Stroke 34(1), 214–223 (2003).

23 Soukoup J, Zauner A, Doppenberg EM et 
al. The importance of brain temperature in 
patients after severe head injury: 
relationship to intracranial pressure, 
cerebral perfusion pressure, cerebral blood 
flow and outcome. J. Neurotrauma 19(5), 
559–571 (2002).

24 Ishikawa M, Sekizuka E, Sato S et al. 
Effects of moderate hypothermia on 



 
 

 
 

 
 

 

Author P
ro

of 

Gupta, Jovin & Krieger

10 Expert Rev. Neurotherapeutics 5(2), (2005)

leukocyte-endothelium interaction in the 
rat pial microvasculature after transient 
middle cerebral artery occlusion. Stroke 
30(8), 1679–1686 (1999).

25 Smith SL, Hall ED. Mild pre- and post-
traumatic hypothermia attenuates blood-
brain barrier damage following controlled 
cortical impact injury in the rat. J. 
Neurotrauma 13(1), 1–9 (1996).

26 Krafft P, Frietsch T, Lenz C, Piepgras A, 
Kuschinsky W, Waschke KF. Mild and 
moderate hypothermia (α-stat) do not 
impair the coupling between local cerebral 
blood flow and metabolism in rats. Stroke 
31(6), 1393–1400 (2000).

27 Yenari MA, Palmer JT, Bracci PM, 
Steinberg GK. Thrombolysis with tissue 
plasminogen activator (tPA) is temperature 
dependent. Thromb. Res. 77(5), 475–481 
(1995).

28 Kollmar R, Henninger N, Bardutzky J, 
Schellinger PD, Schabitz WR, Schwab S. 
Combination therapy of moderate 
hypothermia and thrombolysis in 
experimental thromboembolic stroke – an 
MRI study. Exp. Neurol. 190(1), 204–212 
(2004).

29 Tyson RL, Sutherland GR, Peeling J. 23Na 
nuclear magnetic resonance spectral 
changes during and after forebrain ischemia 
in hypoglycemic, normoglycemic, and 
hyperglycemic rats. Stroke 27(5), 957–964 
(1996).

30 Baudry M, Bundman MC, Smith EK, 
Lynch GS. Micromolar calcium stimulates 
proteolysis and glutamate binding in rat 
brain synaptic membranes. Science 
212(4497), 937–938 (1981).

31 Chen ZL, Strickland S. Neuronal death in 
the hippocampus is promoted by plasmin-
catalyzed degradation of laminin. Cell 
91(7), 917–925 (1997).

32 Dugan LL, Choi DW. Excitotoxicity, free 
radicals, and cell membrane changes. Ann. 
Neurol. 35(Suppl.), S17–S21 (1994).

33 Kristian T, Siesjo BK. Calcium in ischemic 
cell death. Stroke 29(3), 705–718 (1998).

34 Dirnagl U, Iadecola C, Moskowitz MA. 
Pathobiology of ischaemic stroke: an 
integrated view. Trends Neurosci. 22(9), 
391–397 (1999).

35 Ritter LS, Orozco JA, Coull BM, 
McDonagh PF, Rosenblum WI. Leukocyte 
accumulation and hemodynamic changes 
in the cerebral microcirculation during 
early reperfusion after stroke. Stroke 31(5), 
1153–1161 (2000).

36 Clark RK, Lee EV, Fish CJ et al. 
Development of tissue damage, 
inflammation and resolution following 

stroke: an immunohistochemical and 
quantitative planimetric study. Brain Res. 
Bull. 31(5), 565–572 (1993).

37 Clark WM, Coull BM, Briley DP, Mainolfi 
E, Rothlein R. Circulating intercellular 
adhesion molecule-1 levels and neutrophil 
adhesion in stroke. J. Neuroimmunol. 44(1), 
123–125 (1993).

38 Rothwell NJ. Cytokines and acute 
neurodegeneration. Mol. Psychiatry 2(2), 
120–121 (1997).

39 Lindsberg PJ, Hallenbeck JM, Feuerstein 
G. Platelet-activating factor in stroke and 
brain injury. Ann. Neurol. 30(2), 117–129 
(1991).

40 Zhang Z, Chopp M, Goussev A, Powers C. 
Cerebral vessels express interleukin-1β after 
focal cerebral ischemia. Brain Res. 
784(1–2), 210–217 (1998).

41 Gong C, Qin Z, Betz AL, Liu XH, Yang 
GY. Cellular localization of tumor 
necrosis factor α following focal cerebral 
ischemia in mice. Brain Res. 801(1–2), 
1–8 (1998).

42 Iadecola C, Zhang F, Casey R, Nagayama 
M, Ross ME. Delayed reduction of 
ischemic brain injury and neurological 
deficits in mice lacking the inducible nitric 
oxide synthase gene. J. Neurosci. 17(23), 
9157–9164 (1997).

43 Chopp M, Knight R, Tidwell CD, Helpern 
JA, Brown E, Welch KM. The metabolic 
effects of mild hypothermia on global 
cerebral ischemia and recirculation in the 
cat: comparison to normothermia and 
hyperthermia. J Cereb. Blood Flow Metab. 
9(2), 141–148 (1989).

44 Lee KS, Lim BV, Jang MH et al. 
Hypothermia inhibits cell proliferation and 
nitric oxide synthase expression in rats. 
Neurosci. Lett. 329(1), 53–56 (2002).

45 Yenari MA, Iwayama S, Cheng D et al. 
Mild hypothermia attenuates cytochrome c 
release but does not alter Bcl-2 expression 
or capsase activation after experimental 
stroke. J. Cereb. Blood Flow Metab. 22(1), 
29–38 (2002).

46 Ooboshi H, Ibayashi S, Takano K et al. 
Hypothermia inhibits ischemia-induced 
efflux of amino acids and neuronal damage 
in the hippocampus of aged rats. Brain Res. 
884(1–2), 23–30 (2000).

47 Deng H, Han HS, Cheng D, Sun GH, 
Yenari MH. Mild hypothermia inhibits 
inflammation after experimental stroke and 
brain inflammation. Stroke 34(10), 
2495–2501 (2003).

48 Hamann GF, Burggraf D, Martens HK et 
al. Mild to moderate hypothermia prevents 
microvascular basal lamina antigen loss in 

experimental focal cerebral ischemia. Stroke 
35(3), 764–769 (2004).

49 Griepp RB, Stinson EB, Oyer PE, 
Copeland JG, Shumway NE. The 
superiority of aortic cross-clamping with 
profound local hypothermia for myocardial 
protection during aorta-coronary bypass 
grafting. J. Thorac. Cardiovasc. Surg. 70(6), 
995–1009 (1975).

50 Midulla PS, Gandas A, Sadeghi AM et al. 
Comparison of retrograde cerebral 
perfusion to antegrade cerebral perfusion 
and hypothermic circulatory arrest in a 
chronic porcine model. J. Card. Surg. 9(5), 
560–574 (1994).

51 Griepp RB, Ergin MA, McCullough JN et 
al. Use of hypothermic circulatory arrest for 
cerebral protection during aortic surgery. J. 
Card. Surg. 12(Suppl. 2), 312–321 (1997).

52 Mezrow CK, Midulla PS, Sadeghi AM et al. 
Evaluation of cerebral metabolism and 
quantitative electroencephalography after 
hypothermic circulatory arrest and low-
flow cardiopulmonary bypass at different 
temperatures. J. Thorac. Cardiovasc. Surg. 
107(4), 1006–1019 (1994).

53 Prochettino A, Cheung AT. Pro: retrograde 
cerebral perfusion is useful for deep 
hypothermic circulatory arrest. J. 
Cardiothorac. Vasc. Anesth. 17(6), 764–767 
(2003).

54 Kouchoukos NT. Adjuncts to reduce the 
incidence of embolic brain injury during 
operations on the aortic arch. Ann. Thorac. 
Surg. 57, 243–245 (1994).

55 Reich DL, Uysal S. Con: retrograde 
cerebral perfusion is not an optimal method 
of neuroprotection in thoracic aortic 
surgery. J. Cardiothorac. Vasc. Anesth. 17(6), 
768–769 (2003).

56 Di Eusanio M, Schepens MA, Morshuis 
WJ et al. Brain protection using antegrade 
selective cerebral perfusion: A multicenter 
study. Ann. Thorac. Surg. 76(4), 
1181–1188 (2003).

57 Okita Y, Minatoya K, Tagusari O et al. 
Prospective comparative study of brain 
protection in total aortic arch replacement: 
deep hypothermic circulatory arrest with 
retrograde cerebral perfusion or selective 
antegrade cerebral perfusion. Ann. Thorac. 
Surg. 72, 72–79 (2001).

58 Schubert A. Side effects of mild 
hypothermia. J. Neurosurg. Anesthesiol. 7(2), 
139–147 (1995).

59 Bernard SA, Gray TW, Buist MD et al. 
Treatment of comatose survivors of out-of-
hospital cardiac arrest with induced 
hypothermia. N. Engl. J. Med. 346(8), 
557–563 (2002).



 
 

 
 

 
 

 

Author P
ro

of 

Therapeutic hypothermia for stroke

www.future-drugs.com 11

•• Randomized controlled trial showing the 
benefit of hypothermia after cardiac arrest.

60 Clifton GL, Miller ER, Choi SC et al. Lack 
of effect of induction of hypothermia after 
acute brain injury. N. Engl. J. Med. 344(8), 
556–563 (2001).

61 The Hypothermia after Cardiac Arrest 
Study Group. Mild therapeutic 
hypothermia to improve the neurologic 
outcome after cardiac arrest. N. Engl. J. 
Med. 346(8), 549–556 (2002).

•• Randomized controlled trial showing the 
benefit of hypothermia after cardiac arrest.

62 Polderman KH, Tjong Tjin Joe R, 
Peerdeman SM, Vandertop WP, Girbes 
ARJ. Effects of artificially induced 
hypothermia on intracranial pressure and 
outcome in patients with severe traumatic 
head injury. Intensive Care Med. 28(11), 
1563–1567 (2002).

63 Schwab S, Schwarz S, Spranger M, Keller 
E, Bertram M, Hacke W. Moderate 
hypothermia in the treatment of patients 
with severe middle cerebral artery 
infarction. Stroke 29(12), 2461–2466 
(1998).

64 Krieger DW, DeGeorgia MA, Abou-Chebl 
A et al. Cooling for acute ischemic brain 
damage (COOL AID): an open pilot study 
of induced hyothermia in acute ischemic 
stroke. Stroke 32(8), 1847–1854 (2001).

• Shows the feasibility of cooling in 
acute stroke.

65 Wang H, Olivero W, Lanzino G et al. 
Rapid and selective cerebral hypothermia 
achieved using a cooling helmet. J. 
Neurosurg. 100(2), 272–277 (2004).

• Shows the feasibility of external scalp 
cooling in stroke patients.

66 Callaway CW, Tadler SC, Katz LM, 
Lipinski CL, Brader E. Feasibility of 
external cooling during out-of-hospital 
cardiac arrest. Resuscitation 52(2), 159–165 
(2002).

67 Tooley J, Satas S, Eagle R, Silver IA, 
Thorensen M. Significant selective head 
cooling can be maintained long-term after 
global hypoxia ischemia in newborn piglets. 
Pediatrics 109(4), 643–649 (2002).

68 Laptook AR, Shalak L, Corbett RJ. 
Differences in brain temperature and 
cerebral blood flow during selective head 
versus whole-body cooling. Pediatrics 
108(5), 1103–1110 (2001).

69 Schwab S, Spranger M, Aschoff A, Steiner 
T, Hacke W. Brain temperature monitoring 
and modulation in patients with severe 
MCA infarction. Neurology 48(3), 762–767 
(1997).

70 Battin MR, Dezoete A, Gunn TR, 
Gluckman PD, Gunn AJ. 
Neurodevelopmental outcome of infants 
treated with head cooling and mild 
hypothermia after perinatal asphyxia. 
Pediatrics 107(3), 480–484 (2001).

71 Battin MR, Penrice J, Gunn TR, Gunn AJ. 
Treatment of term infants with head 
cooling and mild systemic hypothermia 
(35.0°C and 34.5°C) after perinatal 
asphyxia. Pediatrics 111(2), 244–251 
(2003).

72 Corbett RJ, Purdy PD, Laptook AR, 
Chaney C, Garcia D. Noninvasive 
measurement of brain temperature after 
stroke. AJNR Am. J. Neuroradiol. 20(10), 
1851–1857 (1999).

73 Mack WJ, Huang J, Winfree C et al. 
Ultrarapid, convection-enhanced 
intravascular hypothermia: a feasibility 
study in nonhuman primate stroke. Stroke 
34(8), 1994–1999 (2003).

74 Dae MW, Gao DW, Sessler DI, Chair K, 
Stillson CA. Effect of endovascular cooling 
on myocardial temperature, infarct size and 
cardiac output in human-sized pigs. Am. J. 
Physiol. Heart Circ. Physiol. 282(5), 
H1584–H1591 (2002).

75 DeGeorgia MA, Krieger DW, Abou-Chebl 
A et al. Cooling for Acute Ischemic Brain 
Damage (COOLAID). A feasibility trial of 
endovascular cooling. Neurology 63(2), 
312–317 (2004).

• Shows the feasibility of endovascular 
cooling in stroke patients.

76 Mustafa S, Thulesius O. Cooling-induced 
carotid artery dilatation: an experimental 
study in isolated vessels. Stroke 33(1), 
256–260 (2002).

77 Ding Y, Li J, Luan X et al. Local saline 
infusion into ischemic territory induces 
regional brain cooling and neuroprotection 
in rats with transient middle cerebral artery 
occlusion. Neurosurgery 54(4), 956–965 
(2004).

78 Slotboom J, Kiefer C, Brekenfeld C et al. 
Locally induced hypothermia for treatment 
of acute ischaemic stroke: a physical 
feasibility study. Neuroradiology (2004) (In 
Press). 

79 Sorimachi T, Fujii Y, Tsuchiya N et al. 
Recanalization by mechanical embolus 
disruption during intra-arterial 
thrombolysis in the carotid territory. AJNR 
Am. J. Neuroradiol. 25(8), 1391–1402 
(2004).

80 Lutsep HL, Clark WM, Nesbit GM, 
Kuether TA, Barnwell SL. Intraarterial 
suction thrombectomy in acute stroke. 
AJNR Am. J. Neuroradiol. 23(5), 783–786 
(2002).

81 Jin KL, Mao XO, Goldsmith PC, 
Greenberg DA. CB1 cannabinoid receptor 
induction in experimental stroke. Ann. 
Neurol. 48(2), 257–261 (2000).

82 Ovadia H, Wohlman A, Mechoulam R, 
Weidenfeld J. Characterization of the 
hypothermic effect of the synthetic 
cannabinoid HU-210 in the rat: relation to 
the adrenergic system and endogenous 
pyrogens. Neuropharmacology 34(2), 
175–180 (1995).

83 Leker RR, Gai N, Mechoulam R, Ovadia 
H. Drug-induced hypothermia reduces 
ischemic damage. Effects of cannabinoid 
HU-210. Stroke 34(8), 2000–2006 (2003).

• Defines a potential pharmacologic target 
for induction of hypothermia.

84 Thomas EA, Cravatt BF, Sutcliffe JG. The 
endogenous lipid oleamide activates 
serotnoin 5-HT7 neurons in mouse 
thalamus and hypothalamus. J. Neurochem. 
72(6), 2370–2378 (1999).

85 Hedlund PB, Danielson PE, Thomas EA, 
Slanina K, Carson MJ, Sutcliffe JG. No 
hypothermic response to serotonin in 5-
HT7 receptor knockout mice. Proc. Natl 
Acad. Sci. USA 100(3), 1375–1380 (2003).

86 Zweifler RM, Voorhees ME, Mahmood A, 
Parnell M. Magnesium sulfate increases the 
rate of hypothermia via surface cooling and 
improves comfort. Stroke 35(10), 
2331–2334 (2004).

87 Zausinger S, Scholler K, Plesnila N, 
Schmid-Elsaesser R. Combination drug 
therapy and mild hypothermia after 
transient focal cerebral ischemia in rats. 
Stroke 34(9), 2246–2251 (2003).

88 Yang Y, Shuaib A, Li Q, Siddiqui MM. 
Neuroprotection by delayed administration 
of topiramate in a rat model of middle 
cerebral artery embolization. Brain Res. 
804(2), 169–176 (1998).

89 Liu Y, Barks JD, Xu G, Silverstein FS. 
Topiramate extends the therapeutic 
window for hypothermia-mediated 
neuroprotection after stroke in neonatal 
rats. Stroke 35(6), 1460–1465 (2004).

90 Damian MS, Ellenberg D, Gildmeister R et 
al. Coenzyme Q10 combined with mild 
hypothermia after cardiac arrest: a 
preliminary study. Circulation 110(19), 
3011–3016 (2004).

• Shows that combination neuroprotectant 
strategies may be superior to 
hypothermia alone.

91 Barber PA, Hoyte L, Colbourne F, Buchan 
AM. Temperature-regulated model of focal 
ischemia in the mouse: a study with 
histopathological and behavioral outcomes. 
Stroke 35(7), 1720–1725 (2004).



 
 

 
 

 
 

 

Author P
ro

of 

Gupta, Jovin & Krieger

12 Expert Rev. Neurotherapeutics 5(2), (2005)

•• Addresses the question of regulated 
hypothermia through a reduction in 
the setpoint.

92 Venn RM, Hell J, Grounds RM. 
Respiratory effects of dexmedetomidine in 
the surgical patient requiring intensive care. 
Crit. Care 4(5), 302–308 (2000).

93 Doufas AG, Lin CM, Suleman MI et al. 
Dexmedetomidine and meperidine 
additively reduce the shivering threshold in 
humans. Stroke 34(3), 1218–1223 (2003).

• Combination therapy to reduce shivering 
threshold, while maintaining a patient’s 
respiratory drive.

94 Mokhtarani M, Mahgoub AN, Morioka N 
et al. Buspirone and meperidine 
synergistically reduce the shivering 
threshold. Anesth. Analg. 93(5), 1233–1239 
(2001).

95 Huh PW, Belayev L, Zhao W, Koch S, 
Busto R, Ginsberg MD. Comparative 
neuroprotective efficacy of prolonged 
moderate intraischemic and postischemic 
hypothermia in focal cerebral ischemia. J. 
Neurosurg. 92(1), 91–99 (2000).

96 Kollmar R, Schabitz WR, Heiland S et al. 
Neuroprotective effect of delayed moderate 
hypothermia after focal cerebral ischemia: 
an MRI study. Stroke 33(7), 1899–1904 
(2002).

97 Colbourne F, Corbett D, Zhao Z, Yang J, 
Buchan AM. Prolonged but delayed 
postischemic hypothermia: a long-term 
outcome study in the rat middle cerebral 
artery occlusion model. J. Cereb. Blood Flow 
Metab. 20(12), 1702–1708 (2000).

98 Krieger DW, Yenari MA. Therapeutic 
hypothermia for acute ischemic stroke. 
What do laboratory studies teach us? Stroke 
35(6), 1482–1489 (2004).

99 Doerfler A, Schwab S, Hoffmann T, 
Engelhorn T, Forsting M. Combination of 
decompressive craniectomy and mild 
hypothermia ameliorates infarction volume 
after permanent focal ischemia in rats. 
Stroke 32(11), 2675–2681 (2001).

100 Baker CJ, Onesti ST, Solomon RA. 
Reduction by delayed hypothermia of 
cerebral infarction following middle 
cerebral artery occlusion in the rat: a time-
course study. J. Neurosurg. 77(3), 438–444 
(1992).

101 Hacke W, Schwab S, Horn M, Spranger M, 
DeGeorgia M, von Kummer R. Malignant 
middle cerebral artery territory infarction: 
clinical course and prognostic signs. Arch. 
Neurol. 53(4), 309–315 (1996).

102 Gupta R, Connolly ES, Mayer S, Elkind 
MS. Hemicraniectomy for massive middle 
cerebral artery territory infarction: a 
systematic review. Stroke 35(2) 539–543 
(2004).

103 Marion DW, Penrod LE, Kelsey SF et al. 
Treatment of traumatic brain injury with 
moderate hypothermia. N. Engl. J. Med. 
336(8), 540–546 (1997).

104 Georgiadis D, Schwarz S, Aschoff A, 
Schwab S. Hemicraniectomy and moderate 
hypothermia in patients with severe 
ischemic stroke. Stroke 33(6), 1584–1588 
(2002).

105 Kammersgaard LP, Rasmussen BH, 
Jorgensen HS, Reith J, Weber U, Olsen TS. 
Feasibility and safety of inducing modest 
hypothermia in awake patients with acute 
stroke through surface cooling: a case-
control study. The Copenhagen Stroke 
Study. Stroke 31(9), 2251–2256 (2000).

Webites

201 Food and Drug Administration. Final 
Decision 510(k) for Concentric Merci(R) 
Retriever, August 11, 2004
www.fda.gov/cdrh/pdf3/k033736.pdf
(Accessed February 2005)

202 Intravascular cooling in the Treatment of 
Stroke-Longer tPA window
www.innercool.com/news/pr_20030630.ht
m
(Accessed February 2005)

203 Nordic Cooling Stroke Study 
www.strokecenter.org/trials/TrialDetail.asp?
ref=479&browse=search
(Acessed February 2005)

Affiliations
• Rishi Gupta, MD

University of Pittsburgh Medical Center, 
Department of Neurology, Stroke Institute, 
Pittsburgh, PA 15260, USA
The Cleveland Clinic Foundation, Section of 
Stroke and Neurocritical Care,
Department of Neurology, 9500 Euclid Avenue, 
S-91, Cleveland, OH 44195, USA

• Tudor G Jovin, MD

University of Pittsburgh Medical Center, 
Department of Neurology, Stroke Institute, 
Pittsburgh, PA 15260, USA
VA Pittsburgh Health Care System,, University 
Drive, PA, USA

• Derk W Krieger, MD, PhD

The Cleveland Clinic Foundation, Section of 
Stroke and Neurocritical Care,
Department of Neurology, 9500 Euclid Avenue, 
S-91, Cleveland, OH 44195, USA
Tel.: +1 216 445 3664
Fax: +1 216 444 0232
krieged@ccf.org



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [589.606 793.701]
>> setpagedevice


