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ABSTRACT

INTRODUCTION: Hypothermia is highly prevalent among trauma patients.  If hypothermia is diagnosed  
and managed early, complications from hypothermia can be reduced. This study aimed to determine  
the prevalence of accidental hypothermia and related factors in prehospital trauma patients.

MATERIAL AND METHODS: This is a single-center prospective observational study. From 2 to 16 November 
2018, 132 trauma patients were selected by convenience sampling. To collect data, the patient’s core body 
temperature (CBT) and the temperature of the ambulance cabin were measured as the patient left the ambu-
lance. A combination of observation and emergency medical technician records was used to identify factors 
influencing hypothermia onset or exacerbation. SPSS 16 was used to analyze the data using descriptive 
statistics and multiple logistic regression. A significance level of 5% was considered.

RESULTS: It was calculated that 44.1% of prehospital trauma patients had accidental hypothermia.  
The predicting variables for accidental hypothermia in trauma patients were found to be level of consciousness  
(OR = 2.19, p < 0.049), pulse rate (OR = 1.04, p < 0.02), and ambient cabin temperature (OR = 1.32, 
p < 0.015).

CONCLUSIONS: At the time of hospital admission, a significant number of trauma patients were hypothermic. 
This study emphasizes the need for identifying unintentional hypothermia in trauma patients early on during 
the pre-hospital stage. 

KEY WORDS: accidental hypothermia; risk factors; trauma; core body temperature (CBT); prehospital care

Disaster Emerg Med J 2023; 8(1): 21–26

INTRODUCTION
Trauma patients are constantly in danger from hy-
pothermia, which worsens the clinical result of the 
patient. Accidental hypothermia affects up to 66 per-
cent of severely injured patients who are treated in the 
emergency department (ED). Environmental exposure, 

hemorrhagic shock, inadequately warmed intravenous 
(IV) fluids, vasoconstriction, and heightened shivering 
threshold brought on by medications like anesthetics 
and muscle relaxants are some of the causes of hy-
pothermia [1, 2]. Accidental hypothermia in trauma 
patients is defined as a decline in CBT below 36°C 
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and is divided into three categories: mild (34–36°C),  
moderate (32–34°C), and severe (below 32°C) [3–5]. 
There is more data supporting the link between hy-
pothermia and higher morbidity and death rates  
in trauma patients. Even mild hypothermia can 
greatly enhance morbidity in trauma victims [5, 6].  
The mortality rate in trauma patients is significantly 
increased by hypothermia combined with acidosis  
and coagulopathy [7]. Additionally, prolonged in-
tensive care unit (ICU) stays and increased incidences  
of cardiovascular, neurological, renal, and coagu-
lation issues are linked to hypothermia in injured 
patients [5, 8]. The factors that cause hypothermia 
in trauma patients have been researched, and some 
have been identified. These include clinical factors like 
hypoxia, tachycardia, hypotension, spinal cord injury, 
blood loss, and large open wounds [5, 9], as well as 
environmental factors like contact with cold surfac-
es, exposure to cold ambient air, and administration 
of cold intravenous fluids [10]. The mortality rate  
in trauma patients is significantly increased by hypo-
thermia combined with acidosis and coagulopathy 
[7]. Additionally, prolonged intensive care unit (ICU) 
stays and increased incidences of cardiovascular, 
neurological, renal, and coagulation issues are linked 
to hypothermia in injured patients [5, 8]. The factors 
that cause hypothermia in trauma patients have been 
researched, and some have been identified. These 
include clinical factors like hypoxia, tachycardia, hy-
potension, spinal cord injury, blood loss, and large 
open wounds [5, 9], as well as environmental factors 
like contact with cold surfaces, exposure to cold 
ambient air, and administration of cold intravenous 
fluids [10]. Numerous sources, including research 
studies, case studies, and anecdotal information, are 
used to support hypothermia studies. The causes of 
hypothermia in the prehospital stage have not been 
thoroughly studied, despite the fact that many pro-
cesses and several states of hypothermia are widely 
known and documented in the pertinent literature 
[11]. In these situations, it has been demonstrated 
that early diagnosis and treatment of hypothermia 
lower the severity of the injury [12, 13]. In this study, 
we sought to identify the prevalence of accidental 
hypothermia and related risk factors in prehospital 
trauma patients.

MATERIAL AND METHODS
A single-center prospective observational study 
was performed on a sample of trauma patients 

transferred to the emergency department of Aya-
tollah Mousavi Hospital in Zanjan, Iran. After  
the approval of the research ethics committee (IR.
ZUMS.REC.1397.198), 152 trauma patients were 
recruited through convenience sampling from 2 to 
16 November 2018. Adult trauma patients older 
than 18 who had pre-hospital emergency medical 
services (EMS) transfers were included in the study. 
Patients who were transported by other means 
(such as personal cars) or who were referred from 
other medical facilities were not included in the 
study. Adult trauma patients older than 18 who 
had pre-hospital emergency medical services (EMS) 
transfers were included in the study. Patients who 
were transported by other means (such as personal 
cars) or who were referred from other medical facili-
ties were not included in the study. Temperature vari-
ables (CBT, ambulance ambient temperature, and in-
fused fluids) were measured using a calibrated tym-
panic thermometer (beurer FT 58 Ear Thermometer 
made in Germany). The accuracy of the digital tym-
panic thermometer was 0.3–0.2°C with 3 readings  
on each side of the tympanic membrane of each 
ear. The patient’s core body temperature (CBT) and 
the ambient temperature of their surroundings were 
monitored and recorded as soon as they arrived at 
the hospital. However, when the patients were taken 
out of the ambulance, the temperature of the IV flu-
ids was checked and documented. A sheet created 
by the researcher and an EMS data sheet was used 
to collect data. Descriptive statistics and multiple 
logistic regression analysis (backward model) were 
used for the statistical analysis, which was carried 
out using SPSS software version 16. A significance 
level of 5% was considered. 

RESULTS
The study included 152 eligible trauma victims.  
Seventy-three percent of the patients were men. 
The average patient age was 38 (17.39) years old.  
The Glasgow Coma Scale (GCS) for trauma patients 
had a mean and standard deviation of 14.7. (1.2). 
Closed trauma was the most frequent mechanism 
of trauma (73%) and motor vehicle accidents ac-
counted for the majority of trauma causes (74.3%) 
(Tab. 1). The findings demonstrated that neither 
the CBT nor the ambient temperature of trauma 
patients was evaluated at the accident scene nor  
in the ambulance. The mercury-type thermometer  
in the ambulance was unable to measure the CBT.  
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Additionally, there was nothing in the ambulance cabin  
that might have warmed the fluids for the infusion.

The findings revealed that at the time of ED 
admission, 67 patients’ age, gender, level of con-
sciousness, blood oxygen saturation, pulse, respira-
tory rate, systolic blood pressure, location of trau-
ma, mechanism of injury, etiology, climate, patient 

clothes and covering condition, underlying diseases, 
ambient cabin temperature, location of trauma,  
and receiving intravenous fluids were among the 
factors related to accidental hypothermia in trauma 
patients that were included in the multiple logistic re-
gression by the Backward LR model (44.1%) had a CBT  
of less than 36° C (Tab. 2). Among the factors re-
lated to accidental hypothermia in trauma patients 
(age, gender, level of consciousness, blood oxygen 
saturation, pulse rate, respiratory rate, systolic blood 
pressure, location of trauma, mechanism of injury, 
etiology, climate, patient clothes and covering con-
dition, underlying diseases, ambient cabin temper-
ature, place of trauma, receiving intravenous fluids) 
that were included in the multiple logistic regression 
by the Backward LR model. Only the ambient cabin 
temperature (p < 0.015, OR = 1.32) the pulse rate 
(p < 0.020, OR = 1.045), and the level of con-
sciousness (p < 0.049, OR = 2.19) were significant 
risk factors in the model’s final step (Tab. 3).

DISCUSSION
This study examines the occurrence of accidental 
hypothermia and the risk factors associated with it 
in trauma patients transported by EMS. The find-
ings demonstrate that a sizable portion of trauma 
patients (44.1%) had a CBT of less than 36°C at 

Table 2. Core body temperature, ambient cabin 
temperature, and temperature of Intravenous 
fluids in trauma patients

Temperature variables N (%)

Core body temperature 
upon arrival

Hypothermia (Total) 67 (44.1) 

Normal (36–38°C) 85 (55.9)

Mild (34–36°C) 60 (39.5)

Moderate (32–34°C) 7 (4.6)

Severe (< 32°C) 0

Ambient cabin 
temperature

< 22°C 111 (73)

Intravenous fluids 
temperature

< 37°C 23 (15.1)

Table 3. Logistic regression of risk factors associated with accidental hypothermia in trauma patients

Risk factors B S. E Wald df p value Odds ratio

Level of consciousness at the scene 0.783 0.398 3.87 1 0.049 2.19

Pulse rate 0.044 0.019 5.42 1 0.020 1.045

Ambient cabin temperature 0.277 0.114 5.91 1 0.015 1.32

df — degree of freedom

Table 1. Demographic characteristics and factors 
related to hypothermia in trauma patients

Variables N %

Gender Male 111 73

Female 41 27

Location of 
trauma

Head 37 24.3

Thorax 5 3.3

Abdomen 2 3.1

Spine 5 3.3

Upper limb 15 9.9

Lower limb 21 13.8

Multiple traumas 67 44.1

Mechanism of 
injury

Blunt 111 73

Penetration 5 3.3

Mix 36 23.7

Etiology Motor vehicle crash (MVC) 113 74.3

Sharp tools and stabbings 2 1.3

Falling 27 17.8

Workplace accident 8 5.3

Other 2 1.3

Climate Rainy to cold 124 81.6

Snowy 28 18.4

Working shift Morning 49 32.2

Evening 63 41.4

Night 40 26.3

Receiving 
intravenous fluids

Yes 23 15.1

No 129 84.9

Wet clothes Yes 14 9.2

No 148 90.8

Proper patient 
covering

Yes 82 53.9

No 70 46.1
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the time of ED arrival. This study shows that hy-
pothermia occurred in trauma patients who were  
not given the proper thermal care when they  
were transported to the hospital. At the time  
of admission to the ED, they were still hypother-
mic. Controlling patients’ CBT at the scene of the 
accident and providing adequate temperature care 
while they are being transported to the hospital 
are particularly crucial. Hypothermia is prevalent 
in the pre-hospital emergency phase, according to 
a number of studies (14–51 %) [14–16]. In a study 
by Kornfalt et al. [17], cases of severe hypothermia 
in trauma patients at the prehospital stage were 
not seen, which is similar to the current study.  
In this regard, trauma patients that were exam-
ined by Mommsen et al. [14] displayed moderate  
and severe hypothermia.

Three variables (LOC, pulse rate, and the tem-
perature of the ambulance cabin) were iden-
tified in this study as risk factors for accidental 
hypothermia in trauma patients. Several studies 
indicate that a number of factors contribute to  
the development and progression of hypothermia  
in trauma patients during pre-hospital emergen-
cies. The temperature of the ambulance cabin during  
the transfer of trauma patients to the hospital is 
one of these factors. The CBT of trauma patients 
decreases as a result of the insufficient ambulance 
cabin temperature. The temperature of the ambu-
lance cabin is seen as a significant risk factor in this 
study. According to Lapostolle [18], one of the ma-
jor risk factors for hypothermia during the transfer 
of trauma patients to the hospital is the ambient 
cabin temperature [18]. Our findings were sup-
ported by several studies. They demonstrated that 
ambient temperature can act as an independent 
predictor of hypothermia among trauma patients 
in various clinical settings [19–23]. Additionally, 
certain research [3, 24] has indicated that ambient 
temperature is an independent determinant in the 
occurrence of accidental hypothermia in trauma 
patients in emergency departments and operat-
ing rooms.

The patient’s LOC was another variable related 
to hypothermia. In two separate studies, Lapostolle 
et al. demonstrated that a low GCS was an inde-
pendent factor related to hypothermia [16, 18]. 
Other investigations [25, 26] similarly showed that 
hypothermic patients’ GCS was significantly lower 
than normothermic patients. Similarly to this, Pirnes 
(2017) claims that hypothermic patients with a low-

er LOC need to stay in the hospital for an extended 
period of time after an injury [26].

In the current study, pulse rate was also ad-
dressed as a potential risk factor for hypothermia.  
In this regard, Lapostolle et al. [18] note that heart 
rate should be taken into account along with body 
temperature in the assessment of hypothermia in 
trauma patients. However, researchers did not dis-
cover a connection between heart rate and hypo-
thermia in trauma patients in two investigations [16, 
18]. These studies considered 35°C as the cut-off 
point for hypothermia, whereas the current study 
used 36°C. This variation could be attributable to  
the various definitions of hypothermia. 

Analysis of additional hypothermia-related fac-
tors did not reveal a statistically significant con-
nection in the current study. The findings were in 
line with some studies [16, 18, 26] regarding age  
and gender as risk factors for hypothermia. In con-
trast, Hsieh et al. [4] found that gender was a risk 
factor for hypothermia in trauma patients [4]. In the 
study by Lapostolle [16, 18], wet clothes were also 
identified as a risk factor for hypothermia. These 
variables weren’t regarded as risk factors, though. 

Even in temperate or tropical climates, environ-
mental exposure-induced hypothermia can hap-
pen at any time of year. The greatest risk is found  
in cold and wet conditions [2]. Prehospital care should 
prioritize optimizing resources for the detection  
and treatment of hypothermia. In addition to a lack  
of staff training on how to handle patients who 
have accidentally become hypothermic, gaps in 
practice relating to temperature assessment have 
been found in the literature. Rewarming techniques 
are employed in prehospital care to enhance patient 
outcomes and lessen the discomfort imposed by 
colds [6, 27]. Therefore, in their work, physicians, 
nurses, and emergency paramedics must follow ev-
idence-based guidelines. It is possible to successful-
ly integrate best practice interventions for trauma  
patients’ rewarming and temperature measurement 
at a very low cost. We must follow evidence-based 
recommendations for assessment and care  
in order to support medical professionals caring for 
individuals with unintentional hypothermia outside 
of hospitals.

Limitations of the study
This study has several limitations, including the fact 
that it is single-centered and includes all trauma 
patients, who may have injuries of varying severity  
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and get different types of anesthesia (general, spinal,  
and local), which may have an impact on the study’s 
findings. More reliable findings can be obtained by 
doing multicenter studies with individuals who suf-
fered injuries of a similar degree and underwent the 
same type of anesthesia.

CONCLUSIONS
In this study, a sizable portion of the patients had 
hypothermia. This suggests that in the prehospi-
tal phase, thermal care was not provided to trau-
ma patients. The trauma literature has mentioned 
a number of factors that contributed to the onset 
and progression of hypothermia. The occurrence 
of hypothermia in the population under study was 
significantly influenced by LOC at the scene, pa-
tient pulse rate, and ambulance cabin temperature.  
At the scene of an accident, it’s crucial to manage  
the CBT of trauma patients. The study’s findings 
revealed that neither at the scene of the incident nor 
during the transfer to the ED, the CBT of any trauma 
patients assessed or recorded. Additionally, the ther-
mometers in the ambulances were mercury-in-glass 
ones that could not precisely measure the CBT. Trau-
ma victims’ hypothermia may be exacerbated by 
the lack of heating equipment in the ambulance 
cabin. Accidental hypothermia can be prevented 
by improving the skills of EMS personnel in CBT 
assessment and documentation, warming IV fluids, 
and timely application of warming blankets. Addi-
tionally, it is crucial to keep the ambulance’s cabin’s 
temperature within a safe range while transport-
ing patients.

Acknowledgments
The Research Ethics Committee of the Zanjan Uni-
versity of Medical Sciences approved (IR.ZUMS.
REC.1397.198) this study as part of a Master’s thesis 
that was funded by the deputy of research and tech-
nology.

Conflict of interest 
All authors declare no conflict of interest.

REFERENCES
1.	 Rösli D, Schnüriger B, Candinas D, et al. The impact of accidental 

hypothermia on mortality in trauma patients overall and patients 

with traumatic brain injury specifically: a systematic review and me-

ta-analysis. World J Surg. 2020; 44(12): 4106–4117, doi: 10.1007/

s00268-020-05750-5, indexed in Pubmed: 32860141.

2.	 Zafren K, Giesbrecht GG, Danzl DF, et al. Wilderness Medical Society. 

Wilderness Medical Society practice guidelines for the out-of-hospital 

evaluation and treatment of accidental hypothermia: 2014 update. 

Wilderness Environ Med. 2014; 25(4 Suppl): S66–S85, doi: 10.1016/j.

wem.2014.10.010, indexed in Pubmed: 25498264.

3.	 Hassandoost R, Dinmohammadi M, Roohani M, et al. Accidental Hypo-

thermia and Related Risk Factors among Trauma Patients Admitted to 

the Emergency Department. Preventive Care In Nursing and Midwifery 

Journal. 2021; 11(1): 63–70, doi: 10.52547/pcnm.11.1.63.

4.	 Hsieh TM, Kuo PJ, Hsu SY, et al. Effect of hypothermia in the emergency 

department on the outcome of trauma patients: a cross-sectional 

analysis. Int J Environ Res Public Health. 2018; 15(8), doi: 10.3390/

ijerph15081769, indexed in Pubmed: 30126107.

5.	 Perlman R, Callum J, Laflamme C, et al. A recommended early 

goal-directed management guideline for the prevention of hypother-

mia-related transfusion, morbidity, and mortality in severely injured 

trauma patients. Crit Care. 2016; 20(1): 107, doi: 10.1186/s13054-

016-1271-z, indexed in Pubmed: 27095272.

6.	 Saqe-Rockoff A, Schubert FD, Ciardiello A, et al. Improving ther-

moregulation for trauma patients in the emergency department: 

an evidence-based practice project. J Trauma Nurs. 2018; 25(1): 

14–20, doi: 10.1097/JTN.0000000000000336, indexed in Pubmed: 

29319644.

7.	 van Veelen MJ, Brodmann Maeder M. Hypothermia in Trauma. Int J En-

viron Res Public Health. 2021; 18(16), doi: 10.3390/ijerph18168719, 

indexed in Pubmed: 34444466.

8.	 Miranda D, Maine R, Cook M, et al. Chronic critical illness after 

hypothermia in trauma patients. Trauma Surg Acute Care Open. 

2021; 6(1): e000747, doi: 10.1136/tsaco-2021-000747, indexed  

in Pubmed: 34423134.

9.	 Brown DJA, Brugger H, Boyd J, et al. Accidental hypothermia. N Engl 

J Med. 2012; 367(20): 1930–1938, doi: 10.1056/NEJMra1114208, 

indexed in Pubmed: 23150960.

10.	 Collins N, Daly S, Johnson P, et al. Pre-hospital use of intravenous 

in-line fluid warmers to reduce morbidity and mortality for major 

trauma patients: A review of the current literature. Australasian Journal  

of Paramedicine. 2015; 12(2), doi: 10.33151/ajp.12.2.139.

11.	 Pourrezaei S, Dinmohammadi M, rouhi AJ, et al. The effect of thermal 

care workshop on EMS staff readiness in managing accidental hypo-

thermia in trauma patients. Prev Care Nurs Midwifery J. 2018; 8(2): 

26–33, doi: 10.29252/pcnm.8.2.26.

12.	 Aitken LM, Hendrikz JK, Dulhunty JM, et al. Hypothermia and asso-

ciated outcomes in seriously injured trauma patients in a predomi-

nantly sub-tropical climate. Resuscitation. 2009; 80(2): 217–223, doi: 

10.1016/j.resuscitation.2008.10.021, indexed in Pubmed: 19059696.

13.	 Barnason S, Williams J, Proehl J, et al. Emergency Nursing Re-

source: Non-Invasive Temperature Measurement in the Emergency 

Department. J Emerg Nurs. 2012; 38(6): 523–530, doi: 10.1016/j.

jen.2012.05.012.

14.	 Mommsen P, Andruszkow H, Frömke C, et al. Effects of accidental 

hypothermia on posttraumatic complications and outcome in mul-

http://dx.doi.org/10.1007/s00268-020-05750-5
http://dx.doi.org/10.1007/s00268-020-05750-5
https://www.ncbi.nlm.nih.gov/pubmed/32860141
http://dx.doi.org/10.1016/j.wem.2014.10.010
http://dx.doi.org/10.1016/j.wem.2014.10.010
https://www.ncbi.nlm.nih.gov/pubmed/25498264
http://dx.doi.org/10.52547/pcnm.11.1.63
http://dx.doi.org/10.3390/ijerph15081769
http://dx.doi.org/10.3390/ijerph15081769
https://www.ncbi.nlm.nih.gov/pubmed/30126107
http://dx.doi.org/10.1186/s13054-016-1271-z
http://dx.doi.org/10.1186/s13054-016-1271-z
https://www.ncbi.nlm.nih.gov/pubmed/27095272
http://dx.doi.org/10.1097/JTN.0000000000000336
https://www.ncbi.nlm.nih.gov/pubmed/29319644
http://dx.doi.org/10.3390/ijerph18168719
https://www.ncbi.nlm.nih.gov/pubmed/34444466
http://dx.doi.org/10.1136/tsaco-2021-000747
https://www.ncbi.nlm.nih.gov/pubmed/34423134
http://dx.doi.org/10.1056/NEJMra1114208
https://www.ncbi.nlm.nih.gov/pubmed/23150960
http://dx.doi.org/10.33151/ajp.12.2.139
http://dx.doi.org/10.29252/pcnm.8.2.26
http://dx.doi.org/10.1016/j.resuscitation.2008.10.021
https://www.ncbi.nlm.nih.gov/pubmed/19059696
http://dx.doi.org/10.1016/j.jen.2012.05.012
http://dx.doi.org/10.1016/j.jen.2012.05.012


DISASTER AND EMERGENCY MEDICINE JOURNAL 2023, Vol. 8, No. 1

26 www.journals.viamedica.pl

tiple trauma patients. Injury. 2013; 44(1): 86–90, doi: 10.1016/j.

injury.2011.10.013, indexed in Pubmed: 22040695.

15.	 Ireland S, Endacott R, Cameron P, et al. The incidence and significance 

of accidental hypothermia in major trauma - a prospective observa-

tional study. Resuscitation. 2011; 82(3): 300–306, doi: 10.1016/j.

resuscitation.2010.10.016, indexed in Pubmed: 21074927.

16.	 Lapostolle F, Sebbah JL, Couvreur J, et al. Risk factors for onset  

of hypothermia in trauma victims: the HypoTraum study. Crit Care. 2012;  

16(4): R142, doi: 10.1186/cc11449, indexed in Pubmed: 22849694.

17.	 Kornfält J, Johansson A. Occurrence of hypothermia in a prehospital 

setting, southern Sweden. Int Emerg Nurs. 2010; 18(2): 76–79, doi: 

10.1016/j.ienj.2009.06.001, indexed in Pubmed: 20382368.

18.	 Lapostolle F, Couvreur J, Koch FX, et al. Hypothermia in trauma victims 

at first arrival of ambulance personnel: an observational study with as-

sessment of risk factors. Scand J Trauma Resusc Emerg Med. 2017; 25(1): 

43, doi: 10.1186/s13049-017-0349-1, indexed in Pubmed: 28438222.

19.	 Aléx J, Karlsson S, Saveman BI. Effect evaluation of a heated ambu-

lance mattress-prototype on body temperatures and thermal comfort 

- an experimental study. Scand J Trauma Resusc Emerg Med. 2014; 22: 

43, doi: 10.1186/s13049-014-0043-5, indexed in Pubmed: 25103366.

20.	 Torossian A, Bräuer A, Höcker J, et al. Preventing inadvertent peri-

operative hypothermia. Dtsch Arztebl Int. 2015; 112(10): 166–172, 

doi: 10.3238/arztebl.2015.0166, indexed in Pubmed: 25837741.

21.	 Vincent-Lambert C, Smith CM, Goldstein LN. Hypothermia in trauma 

patients arriving at an emergency department by ambulance in 

Johannesburg, South Africa: a prospective study. Pan Afr Med J. 

2018; 31: 136, doi: 10.11604/pamj.2018.31.136.13615, indexed  

in Pubmed: 31037196.

22.	 Vural F, Çelik B, Deveci Z, et al. Investigation of inadvertent hypother-

mia incidence and risk factors. Turk J Surg. 2018; 34(4): 300–305, 

doi: 10.5152/turkjsurg.2018.3992, indexed in Pubmed: 30664429.

23.	 Yi J, Xiang Z, Deng X, et al. Incidence of inadvertent intraoperative 

hypothermia and its risk factors in patients undergoing general an-

esthesia in beijing: a prospective regional survey. PLoS One. 2015; 

10(9): e0136136, doi: 10.1371/journal.pone.0136136, indexed  

in Pubmed: 26360773.

24.	 Alazmani F, Torkmandi H, Hasandoost R, et al. Inadvertent hypother-

mia and related risk factors among trauma patients in the operating 

room department: a prospective observational study. jccnursing. 

2022; 15(3): 40–48.

25.	 Klauke N, Gräff I, Fleischer A, et al. Effects of prehospital hypother-

mia on transfusion requirements and outcomes: a retrospective 

observatory trial. BMJ Open. 2016; 6(3): e009913, doi: 10.1136/

bmjopen-2015-009913, indexed in Pubmed: 27029772.

26.	 Pirnes J, Ala-Kokko T. Accidental hypothermia: factors related to long-

term hospitalization. A retrospective study from northern finland. 

Intern Emerg Med. 2017; 12(8): 1225–1233, doi: 10.1007/s11739-

016-1547-y, indexed in Pubmed: 27677616.

27.	 Mota MAL, Santos MR, Santos EJF, et al. Trauma prehospital hypo-

thermia prevention and treatment: an observational study. J Trauma 

Nurs. 2021; 28(3): 194–202, doi: 10.1097/JTN.0000000000000583, 

indexed in Pubmed: 33949356.

http://dx.doi.org/10.1016/j.injury.2011.10.013
http://dx.doi.org/10.1016/j.injury.2011.10.013
https://www.ncbi.nlm.nih.gov/pubmed/22040695
http://dx.doi.org/10.1016/j.resuscitation.2010.10.016
http://dx.doi.org/10.1016/j.resuscitation.2010.10.016
https://www.ncbi.nlm.nih.gov/pubmed/21074927
http://dx.doi.org/10.1186/cc11449
https://www.ncbi.nlm.nih.gov/pubmed/22849694
http://dx.doi.org/10.1016/j.ienj.2009.06.001
https://www.ncbi.nlm.nih.gov/pubmed/20382368
http://dx.doi.org/10.1186/s13049-017-0349-1
https://www.ncbi.nlm.nih.gov/pubmed/28438222
http://dx.doi.org/10.1186/s13049-014-0043-5
https://www.ncbi.nlm.nih.gov/pubmed/25103366
http://dx.doi.org/10.3238/arztebl.2015.0166
https://www.ncbi.nlm.nih.gov/pubmed/25837741
http://dx.doi.org/10.11604/pamj.2018.31.136.13615
https://www.ncbi.nlm.nih.gov/pubmed/31037196
http://dx.doi.org/10.5152/turkjsurg.2018.3992
https://www.ncbi.nlm.nih.gov/pubmed/30664429
http://dx.doi.org/10.1371/journal.pone.0136136
https://www.ncbi.nlm.nih.gov/pubmed/26360773
http://dx.doi.org/10.1136/bmjopen-2015-009913
http://dx.doi.org/10.1136/bmjopen-2015-009913
https://www.ncbi.nlm.nih.gov/pubmed/27029772
http://dx.doi.org/10.1007/s11739-016-1547-y
http://dx.doi.org/10.1007/s11739-016-1547-y
https://www.ncbi.nlm.nih.gov/pubmed/27677616
http://dx.doi.org/10.1097/JTN.0000000000000583
https://www.ncbi.nlm.nih.gov/pubmed/33949356

