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Abstract

Background: The International Liaison Committee on Resuscitation (ILCOR) now recommends therapeutic
hypothermia (TH) (33°C for 12-24 hours) as soon as possible for patients who remain comatose after resuscitation
from shockable rhythm in out-of-hospital cardiac arrest and that it be considered for non shockable rhythms. The
optimal timing of TH is still uncertain. Laboratory data have suggested that there is significantly decreased
neurological injury if cooling is initiated during CPR. In addition, peri-arrest cooling may increase the rate of
successful defibrillation. This study aims to determine whether paramedic cooling during CPR improves outcome
compared standard treatment in patients who are being resuscitated from out-of-hospital cardiac arrest.

Methods/Design: This paper describes the methodology for a definitive multi-centre, randomised, controlled trial
of paramedic cooling during CPR compared with standard treatment. Paramedic cooling during CPR will be
achieved using a rapid infusion of large volume (20-40 mL/kg to a maximum of 2 litres) ice-cold (4°C) normal
saline.
The primary outcome measure is survival at hospital discharge. Secondary outcome measures are rates of return of
spontaneous circulation, rate of survival to hospital admission, temperature on arrival at hospital, and 12 month
quality of life of survivors.

Discussion: This trial will test the effect of the administration of ice cold saline during CPR on survival outcomes. If
this simple treatment is found to improve outcomes, it will have generalisability to prehospital services globally.

Trial Registration: ClinicalTrials.gov: NCT01172678

Background
Cardiovascular disease is a leading cause of premature
death in Australia [1]. More than half of these deaths
(approximately 25,000 per year) occur prior to hospital
arrival. Despite sophisticated emergency medical service
responses to sudden cardiac arrest, less than half of sud-
den cardiac arrest patients are able to be resuscitated by
paramedics [2]. For those who are initially resuscitated
and transported to hospital, the prognosis is still poor,
particularly in rural areas [3]. Much of the mortality and
morbidity after hospital admission is due to the anoxic
brain injury sustained during the cardiac arrest [4].
One major recent advance in the treatment of severe

anoxic brain injury following out-of-hospital cardiac

arrest is therapeutic hypothermia (TH). When induced
after resuscitation, this treatment was shown to improve
neurological and overall outcomes in two randomized,
controlled clinical trials [5,6]. The International Liaison
Committee on Resuscitation (ILCOR) now recommends
TH (33°C for 12-24 hours) as soon as possible for
patients who remain comatose after resuscitation from
out-of-hospital cardiac arrest for shockable rhythms and
suggests that this therapy be considered for non shock-
able rhythms and in-hospital arrests [7,8].
The optimal timing of TH is still uncertain. Labora-

tory data have suggested that there is significantly
decreased neurological injury if cooling is initiated dur-
ing CPR [9-11]. Clinical and laboratory trials over the
last three years have established that a rapid intravenous
infusion of a large volume (20-40 mL/kg) of ice-cold
fluid (i.e. normal saline) during CPR is a feasible and an
effective method of induction of mild TH [12]. This
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technique has become widely used as a cooling method
in the pre-hospital setting [13], the Emergency Depart-
ment [14] and the Intensive Care Unit [15].
Previously, a randomised, controlled trial comparing

paramedic cooling after return of spontaneous circula-
tion (ROSC) with cooling in the emergency department
was conducted in Melbourne. The study was stopped at
the interim analysis due to a lack of difference in the
primary outcome measure (outcome at hospital dis-
charge) between the two groups [16]. Analysis of the
data revealed that paramedics infused an average of
1000 mL ambient temperature saline during CPR prior
to return of a spontaneous circulation as part of stan-
dard paramedic treatment and that cooling began
approximately 30 minutes after paramedic arrival and
only just prior to hospital cooling. Although there was a
decrease in the core temperatures of the patients on
arrival at the ED, this was a transient effect lasting only
approximately 20 minutes. Subsequently, the cooling
curves of the patients in both groups were identical.
Thus, it was considered unlikely that this transient dif-
ference in core temperature could have a measurable
effect on outcomes.
Further laboratory [17,18] and clinical research [19,20]

has suggested that paramedic cooling during CPR is fea-
sible and should be tested in large clinical trials. Bod-
dicker et al [17] examined the success rates of
defibrillation in swine cooled to different temperatures
and found first-shock defibrillation success was highest
in the hypothermia (33°C) group suggesting mild
hypothermia may have a beneficial anti-arrhythmic
effect, as well as a neuroprotective effect. Kämäräinen et
al [20] cooled adult patients with out-of-hospital cardiac
arrest during CPR and concluded that induction of ther-
apeutic hypothermia during pre-hospital CPR was easily
carried out and well tolerated. A study specifically
examining respiratory function in patients treated with
large volume, ice cold saline has indicated that there is
no adverse effect on respiratory function [21] Garrett et
al [22] in a retrospective analysis of a change in their
prehospital cardiac arrest treatment protocols allowing
intra-arrest induction of therapeutic hypothermia with
2000 ml of 4°C normal saline directly after obtaining
IV/IO access concluded that TH during the intra-arrest
period may improve the frequency of return of sponta-
neous circulation even at fluid volumes unlikely to
change core body temperature.
Given these supportive laboratory and preliminary

clinical data, we are conducting a definitive multi-centre,
randomised, controlled trial of paramedic cooling during
CPR compared with usual paramedic practice. We aim
to determine whether paramedic cooling during CPR
using a rapid infusion of large volume (20-40 mL/kg)
ice-cold (4°C) normal saline improves outcome

compared with standard treatment in patients who are
being resuscitated from out-of-hospital cardiac arrest.

Methods/Design
The RINSE trial is a prospective, multi-centre, rando-
mised, single blinded, controlled trial conducted by the
ambulance services of Victoria, Western Australia and
South Australia.
In the treatment arm, paramedics will undertake

immediate cooling on arrival and during cardiac arrest,
using a large volume (20 mL/kg up to 2 litres) intrave-
nous bolus of ice-cold saline. The saline infusion will be
continued after return of circulation and en-route to
hospital. In the control arm, patients will receive stan-
dard paramedic care, which includes the administration
of normal saline at ambient temperature and will be
cooled after arrival at the hospital (the current standard
of care in ambulances in Australasia).

Study sites
This is a three-centre funded study administered cen-
trally through the Monash University Department of
Epidemiology and Preventive Medicine with study sites
in Victoria (Victoria Ambulance and Monash Univer-
sity); South Australia (South Australia Ambulance Ser-
vice and Flinders University) and Western Australia (St
John Ambulance and University of Western Australia).
In Victoria, only MICA paramedics will enroll patients
whereas in WA and SA all paramedics (but not trans-
port officers) will recruit patients.

Inclusion/Exclusion Criteria
Paramedics will screen patients during cardiac arrest
and determine eligibility for enrolment. Adults 18 years
and over, in cardiac arrest on arrival of paramedics are
eligible for inclusion. Patients who are in cardiac arrest
following trauma, or who are obviously pregnant or who
are already hypothermic (tympanic temperature < 34.5°
C) will be excluded.

Randomisation
The ambulances will be provided with a set of randomi-
sation envelopes. Block randomization will be used with
instructions for immediate cooling therapy during CPR
or instructions for standard treatment. Standard treat-
ment includes cooling commenced at hospital as per
ILCOR recommendations [7,8]. The envelopes will be
randomised by computer-generated code into blocks of
ten, numbered externally, and then sealed within an
opaque envelope that conceals the treatment designa-
tion. All vehicles will carry two envelopes and as each is
used, it will be replaced at the earliest convenient time
from the remaining envelopes held at the ambulance
station. Randomisation will be stratified by state to
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control for possible differences in paramedics skills and
hospital treatment.

Study Treatments
For patients randomised to paramedic cooling:
- Standard advanced cardiac life support
- Advanced Airway (Endotracheal Tube/Laryngeal

Mask Airway) and ventilation with 100% oxygen
- Infuse 20 mL/kg cold fluid via IV stat during CPR
- Measure temperature using tympanic probe
- If temperature > 34.5°C, infuse further 10 mL/kg stat
- After ROSC, infuse further 10-20 mL/kg (to a maxi-

mum of 2 litres total fluid) ice-cold saline
- If shivering occurs post resuscitation, administer

midazolam 2-5 mg IV and pancuronium 8 mg (Victoria
only)
For patients randomised to hospital cooling:
- Standard advanced cardiac life support
- Advanced Airway (Endotracheal Tube/Laryngeal

Mask Airway) and ventilation with 100% oxygen
- Measure temperature using tympanic probe
- Insert IV line and administer drugs as per protocol
- Fluid challenge with standard temperature saline

only as per current patient care guideline
- Post resuscitation: midazolam 1-5 mg only to main-

tain intubation as needed
- Pancuronium 8 mg only if intubation unable to be

maintained with midazolam (Victoria only)
After arrival at the Emergency Department, all

patients receive standard care which may include cool-
ing to 33°C for 24 hours.

Cooled Fluid
The saline will be carried in insulated containers which
are changed every shift. A thermometer is housed in
this container ensuring the fluid is of the desired
temperature.

Sample Size
This study consists of two parallel clinical trials, sepa-
rately testing the effect of paramedic cooling during
CPR in patients with a shockable rhythm (VF/VT) and
non-shockable rhythm (asystole/pulseless electrical
activity).
The primary outcome measure for post-VF arrest

patients is survival at hospital discharge. Data from the
Victorian Cardiac Arrest Register shows that patients
who are in ventricular fibrillation on arrival of parame-
dics have a 40% rate of return of spontaneous circula-
tion, and there was a 50% subsequent survival rate in
the previous Melbourne cooling trial [16]. The overall
current survival rate based on all participating states is
circa 20%. We propose that a rapid infusion of cold IV
fluid will increase the rate of return of spontaneous

circulation based on laboratory data cited above from
40% to 45%, and that this very early cooling will
increase the overall survival rate from 20% to 27%. With
80% power and a type 1 error of 0.05, the study requires
a sample size of 603 post VF-arrest patients in each arm
(1206 in total).
Randomization of patients with non-VF will occur

concurrently. The primary outcome measure for non-
VF/VT cardiac arrest patients is also survival at hospital
discharge. Currently, the outcome at hospital discharge
of these patients is 2% [3]. To demonstrate improved
outcomes to 5% (an absolute difference of 3%) requires
653 per group, a total of 1306 patients.
For both studies, secondary outcome measures are the

rates of return of spontaneous circulation [23], survival
to hospital admission on all patients, and quality of life
measured by telephone follow up at 12 months using
the Glasgow Outcome Scale Extended (GOSE) [24], EQ-
5D [25] and SF-12 Health Survey Summary Score [26].
Analysis will be based on “Intention-to-treat”.

Consent/Ethics
Given that patients in cardiac arrest are unconscious, it
is not possible to obtain informed consent prior to ran-
domisation. The Australian National Statement on Ethi-
cal Conduct in Human Research [27] is used as the
basis for ethical review across the three Australian states
involved in this trial. Section 2.3.6 states that a human
research ethics committee may grant waiver of consent
if (a) involvement in the research carries no more than
low risk, and (b) the benefits from the research justify
any risks of harm associated with not seeking consent,
and (c) it is impracticable to obtain consent and (d)
there is no known or likely reason for thinking that par-
ticipants would not have consented if they had been
asked. Sections 4.4.13 requires there be no reason to
believe that consent would not be forthcoming were it
requested, that the risks of harm are minimized, that
the project is not controversial and does not involve sig-
nificant moral or cultural sensitivities in the community.
Section 4.4.13 also requires that the research supports a
reasonable possibility of benefit over standard care, that
any risk or burden of the intervention to the participant
is justified by its potential benefits and that inclusion in
the research project is not contrary to the interests of
the participant. Section 4.4.14 requires that as soon as
reasonably possible, the participant and/or the partici-
pant’s relatives should be informed of the participant’s
inclusion in the research and of the option to withdraw
from it without any reduction in quality of care.
In addition, enrolment without consent is authorized

in Victoria under Section 42A of the Medical Treatment
Act. This states that a registered medical practitioner
may carry out, or supervise the carrying out of, a
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medical research procedure on a patient without con-
sent or authorisation if the practitioner believes on rea-
sonable grounds that the treatment is necessary, as a
matter of urgency (a) to save the patient’s life; or (b) to
prevent serious damage to the patient’s health. This
study meets the intent of this section of the Medical
Treatment Act since the treatment (cooling during
CPR) is a matter of urgency and has the intention of
saving life and preventing serious neurological injury.
Human research ethics committees in the three study

states have endorsed the study protocol In Victoria, the
Human Research Ethics Committee requested that the
Investigators send an explanatory letter to survivors to
advise them of enrolment in the study. This letter will
be sent about two months after the cardiac arrest to
ensure that they have recovered sufficiently to under-
stand the letter. For deceased patients, an explanatory
letter will be sent to the next-of-kin also about two
months after the cardiac arrest to ensure that they have
recovered somewhat from the grief of the death of the
relative. If a surviving patient objects to the collection of
data, then no further data from that time onwards will
be collected. Public engagement has been achieved
using media news releases on the trial and information
on the trial will also be provided to the public through
ambulance service’s subscriber newsletters and web
sites.
In Western Australia, the University of Western Aus-

tralia Human Research Ethics Committee requires that
that surviving participants are informed of their partici-
pation as soon as practicable.

Data Collection
All data relevant to the study is currently recorded by
paramedics immediately after the case as a Patient Care
Record. Furthermore, Victoria, Western Australia and
South Australia each have a cardiac arrest registry that
records the patient, event and outcome data consistent
with the Utstein criteria [23] for all OHCAs attended.
The Victorian Cardiac Arrest Registry currently con-
ducts a 12-month quality of life follow-up on all survi-
vors. Victorian survivors will therefore be contacted 12
months post cardiac arrest to complete a functional and
quality of life outcomes telephone questionnaire.

Data Safety Management
The Data Safety Monitoring Committee will undertake
an interim analysis after 600 post VF and 600 non-VF
patients have been enrolled in the study. The study will
be stopped if there is a significant difference in the two
arms (p < 0.001) at the interim analysis [28]. Given that
the majority of patients die at the scene or in the hospi-
tal, and recurrent cardiac arrest at any time is possible
with standard care, it is not considered appropriate to

report every death to the Data Safety Monitoring Group
as a serious adverse effect.

Funding
The study has been funded by a project grant from the
National Health and Medical Research Council
(NHMRC) (grant number 1010613).

Discussion
There are a number of factors that support the feasibil-
ity of this proposed trial. First, the Investigators have
successfully undertaken a number of previous studies of
therapeutic interventions in critically ill patients in the
pre-hospital setting [16,29-32]. Second, the ambulance
services in Victoria, Western Australia and South Aus-
tralia are well placed to undertake large clinical trials.
The paramedics in these states are highly trained and
able to successfully enrol patients using a computer-gen-
erated envelope randomisation strategy, and then imple-
ment the required treatment. Third, the ethical issues
associated with non-consent randomisation of uncon-
scious patients have been carefully considered by Ethics
Committees in each of the states. Our approach of
delayed or non-consent has been accepted in the pre-
vious trials cited above. There is now a framework
under the NHMRC that supports the conduct of such
trials.
There will be important differences between the study

protocol in Victoria, Western Australia and South Aus-
tralia owing to variations in standard operating proce-
dures and for this reason a stratified randomisation
approach has been adopted. Ambulance Victoria has a
different staffing structure whereby cardiac arrests are
attended by intensive care paramedics with a wider
scope of practice for airway intervention (intubation)
and drug administration.
The Victorian ambulance protocol allows for endotra-

cheal intubation while the South Australia and Western
Australian protocols allow for the use of either endotra-
cheal intubation or laryngeal mask airway. In addition,
the Victorian ambulance protocol allows the administra-
tion of midazolam 2-5 mg IV and pancuronium 8 mg
for sedation of patients in the post resuscitation phase
as a treatment option for patient shivering. This will not
be part of the Western Australia and South Australia
protocol, thus we will be able to ascertain the prevalence
of overt shivering following the infusion of cold fluids by
the paramedics. Thus, we will be able to assess whether
the suppression of shivering is important in the induc-
tion of therapeutic hypothermia by the measurement of
temperature at hospital arrival.
There is an urgent need to improve outcomes from

out-of-hospital cardiac arrest. The RINSE trial will test
the effect of administration of a bolus of 20 mL/kg of
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ice cold saline during CPR on patient survival. If this
simple, inexpensive treatment is found to improve
patient outcomes it will be an important prehospital
intervention globally.

Author details
1Ambulance Victoria, Victoria, Australia. 2Department of Epidemiology and
Preventive Medicine Melbourne, Monash University, Australia. 3Alfred
Hospital, Melbourne, Australia. 4Discipline of Emergency Medicine (M516),
School of Primary, Aboriginal & Rural Health Care, University of Western
Australia, Australia. 5St John Ambulance, Belmont, Western Australia,
Australia. 6South Australia Ambulance Service, Eastwood, South Australia,
Australia.

Authors’ contributions
CD compiled this methodology paper, collaborated in the design of the trial,
co-ordinated the initial ethics applications, co-ordinated the procurement of
funding and paramedic education. SB is Chief Investigator, responsible for
study design, governance, and roll out of the trial. PC is responsible for
governance and logistical support as well as being a collaborator in the
study design. IJ is responsible for governance, logistical, statistical support as
well as being a collaborator in the design and in facilitating roll out of trial
in South Australia and Western Australia. KS is responsible for governance,
logistical and statistical support as well as a collaborator in the design. CH is
responsible for governance, logistical, ethics application and trial roll out in
South Australia. HG is responsible for governance, logistical support, and trial
roll out in South Australia. JF is responsible for governance, ethics
application, logistical, statistical support as well as collaborator in design and
facilitating roll out of the trial in South Australia and Western Australia. All
authors contributed substantially to the design and methodology of this
study and to the writing and critical editing of this manuscript. SB, KS, PC,
JF, IJ collaborated on procurement of funding for this trial. All authors have
read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 8 September 2011 Accepted: 13 October 2011
Published: 13 October 2011

References
1. Finn JC, Bett JH, Shilton TR, Cunningham C, Thompson PL: Patient delay in

responding to symptoms of possible heart attack: can we reduce time
to care? Med J Aust 2007, 187(5):293-298.

2. Fridman M, Barnes V, Whyman A, Currell A, Bernard S, Walker T, Smith KL: A
model of survival following pre-hospital cardiac arrest based on the
Victorian Ambulance Cardiac Arrest Register. esuscitation 2007,
75(2):311-322.

3. Jennings PA, Cameron P, Walker T, Bernard S, Smith K: Out-of-hospital
cardiac arrest in Victoria: rural and urban outcomes. Med J Aust 2006,
185(3):135-139.

4. Oddo M, Ribordy V, Feihl F, Rossetti AO, Schaller MD, Chiolero R, Liaudet L:
Early predictors of outcome in comatose survivors of ventricular
fibrillation and non-ventricular fibrillation cardiac arrest treated with
hypothermia: a prospective study. Crit Care Med 2008, 36(8):2296-2301.

5. Mild therapeutic hypothermia to improve the neurologic outcome after
cardiac arrest. N Engl J Med 2002, 346(8):549-556.

6. Bernard SA, Gray TW, Buist MD, Jones BM, Silvester W, Gutteridge G,
Smith K: Treatment of comatose survivors of out-of-hospital cardiac
arrest with induced hypothermia. N Engl J Med 2002, 346(8):557-563.

7. Hazinski MF, Nolan JP, Billi JE, Bottiger BW, Bossaert L, de Caen AR,
Deakin CD, Drajer S, Eigel B, Hickey RW, Jacobs I, Kleinman ME, Kloeck W,
Koster RW, Lim SH, Mancini ME, Montgomery WH, Morley PT, Morrison LJ,
Nadkarni VM, O’Connor RE, Okada K, Perlman JM, Sayre MR, Shuster M,
Soar J, Sunde K, Travers AH, Wyllie J, Zideman D: Part 1: Executive
summary: 2010 International Consensus on Cardiopulmonary
Resuscitation and Emergency Cardiovascular Care Science With
Treatment Recommendations. Circulation 122(16 Suppl 2):S250-275.

8. Nolan JP, Hazinski MF, Billi JE, Boettiger BW, Bossaert L, de Caen AR,
Deakin CD, Drajer S, Eigel B, Hickey RW, Jacobs I, Kleinman ME, Kloeck W,
Koster RW, Lim SH, Mancini ME, Montgomery WH, Morley PT, Morrison LJ,
Nadkarni VM, O’Connor RE, Okada K, Perlman JM, Sayre MR, Shuster M,
Soar J, Sunde K, Travers AH, Wyllie J, Zideman D: Part 1: Executive
summary: 2010 International Consensus on Cardiopulmonary
Resuscitation and Emergency Cardiovascular Care Science With
Treatment Recommendations. Resuscitation 81(Suppl 1):e1-25.

9. Abella BS, Zhao D, Alvarado J, Hamann K, Vanden Hoek TL, Becker LB: Intra-
arrest cooling improves outcomes in a murine cardiac arrest model.
Circulation 2004, 109(22):2786-2791.

10. Jia X, Koenig MA, Shin HC, Zhen G, Pardo CA, Hanley DF, Thakor NV,
Geocadin RG: Improving neurological outcomes post-cardiac arrest in a
rat model: immediate hypothermia and quantitative EEG monitoring.
Resuscitation 2008, 76(3):431-442.

11. Zhao D, Abella BS, Beiser DG, Alvarado JP, Wang H, Hamann KJ, Hoek TL,
Becker LB: Intra-arrest cooling with delayed reperfusion yields higher
survival than earlier normothermic resuscitation in a mouse model of
cardiac arrest. Resuscitation 2008, 77(2):242-249.

12. Holzer M: Devices for rapid induction of hypothermia. Eur J Anaesthesiol
Suppl 2008, 42:31-38.

13. Kim F, Olsufka M, Longstreth WT, Maynard C, Carlbom D, Deem S,
Kudenchuk P, Copass MK, Cobb LA: Pilot randomized clinical trial of
prehospital induction of mild hypothermia in out-of-hospital cardiac
arrest patients with a rapid infusion of 4 degrees C normal saline.
Circulation 2007, 115(24):3064-3070.

14. Bernard SA, Rosalion A: Therapeutic hypothermia induced during
cardiopulmonary resuscitation using large-volume, ice-cold intravenous
fluid. Resuscitation 2008, 76(2):311-313.

15. Polderman KH, Rijnsburger ER, Peerdeman SM, Girbes AR: Induction of
hypothermia in patients with various types of neurologic injury with use
of large volumes of ice-cold intravenous fluid. Crit Care Med 2005,
33(12):2744-2751.

16. Bernard SA, Smith K, Cameron P, Masci K, Taylor DM, Cooper DJ, Kelly AM,
Silvester W: Induction of therapeutic hypothermia by paramedics after
resuscitation from out-of-hospital ventricular fibrillation cardiac arrest: a
randomized controlled trial. Circulation 122(7):737-742.

17. Boddicker KA, Zhang Y, Zimmerman MB, Davies LR, Kerber RE:
Hypothermia improves defibrillation success and resuscitation outcomes
from ventricular fibrillation. Circulation 2005, 111(24):3195-3201.

18. Nordmark J, Rubertsson S: Induction of mild hypothermia with infusion of
cold (4 degrees C) fluid during ongoing experimental CPR. Resuscitation
2005, 66(3):357-365.

19. Bruel C, Parienti JJ, Marie W, Arrot X, Daubin C, Du Cheyron D, Massetti M,
Charbonneau P: Mild hypothermia during advanced life support: a
preliminary study in out-of-hospital cardiac arrest. Crit Care 2008, 12(1):
R31.

20. Kamarainen A, Virkkunen I, Tenhunen J, Yli-Hankala A, Silfvast T: Induction
of therapeutic hypothermia during prehospital CPR using ice-cold
intravenous fluid. Resuscitation 2008, 79(2):205-211.

21. Jacobshagen C, Pax A, Unsold BW, Seidler T, Schmidt-Schweda S,
Hasenfuss G, Maier LS: Effects of large volume, ice-cold intravenous fluid
infusion on respiratory function in cardiac arrest survivors. Resuscitation
2009, 80(11):1223-1228.

22. Garrett JS, Studnek JR, Blackwell T, Vandeventer S, Pearson DA, Heffner AC,
Reades R: The association between intra-arrest therapeutic hypothermia
and return of spontaneous circulation among individuals experiencing
out of hospital cardiac arrest. Resuscitation 82(1):21-25.

23. Jacobs I, Nadkarni V, Bahr J, Berg RA, Billi JE, Bossaert L, Cassan P,
Coovadia A, D’Este K, Finn J, Halperin H, Handley A, Herlitz J, Hickey R,
Idris A, Kloeck W, Larkin GL, Mancini ME, Mason P, Mears G, Monsieurs K,
Montgomery W, Morley P, Nichol G, Nolan J, Okada K, Perlman J, Shuster M,
Steen PA, Sterz F, Tibballs J, Timerman S, Truitt T, Zideman D: Cardiac
arrest and cardiopulmonary resuscitation outcome reports: update and
simplification of the Utstein templates for resuscitation registries: a
statement for healthcare professionals from a task force of the
International Liaison Committee on Resuscitation (American Heart
Association, European Resuscitation Council, Australian Resuscitation
Council, New Zealand Resuscitation Council, Heart and Stroke
Foundation of Canada, InterAmerican Heart Foundation, Resuscitation
Councils of Southern Africa). Circulation 2004, 110(21):3385-3397.

Deasy et al. BMC Emergency Medicine 2011, 11:17
http://www.biomedcentral.com/1471-227X/11/17

Page 5 of 6

http://www.ncbi.nlm.nih.gov/pubmed/17767436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17767436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17767436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16893352?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16893352?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18664785?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18664785?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18664785?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11856794?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11856794?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15159295?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15159295?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17936492?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17936492?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18096292?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18096292?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18096292?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18289414?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17548731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17548731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17548731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17765383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17765383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17765383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16352954?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16352954?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16352954?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15956132?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15956132?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16081199?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16081199?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18312676?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18312676?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18809236?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18809236?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18809236?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19674825?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19674825?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15557386?dopt=Abstract


24. Jennett B, Snoek J, Bond MR, Brooks N: Disability after severe head injury:
observations on the use of the Glasgow Outcome Scale. J Neurol
Neurosurg Psychiatry 1981, 44(4):285-293.

25. Rabin R, de Charro F: EQ-5D: a measure of health status from the
EuroQol Group. Ann Med 2001, 33(5):337-343.

26. Ware J, Kosinski M, Keller SD: A 12-Item Short-Form Health Survey:
construction of scales and preliminary tests of reliability and validity.
Med Care 1996, 34(3):220-233.

27. National Statement on Ethical Conduct in Human Research 2007-
Updated 2009. National Health and Medical Research Council 2009.

28. Pocock SJ: When (not) to stop a clinical trial for benefit. JAMA 2005,
294(17):2228-2230.

29. Bernard SA, Nguyen V, Cameron P, Masci K, Fitzgerald M, Cooper DJ,
Walker T, Std BP, Myles P, Murray L, David Taylor, Smith K, Patrick I,
Edington J, Bacon A, Rosenfeld JV, Judson R: Prehospital rapid sequence
intubation improves functional outcome for patients with severe
traumatic brain injury: a randomized controlled trial. Ann Surg
252(6):959-965.

30. Baker PW, Conway J, Cotton C, Ashby DT, Smyth J, Woodman RJ,
Grantham H: Defibrillation or cardiopulmonary resuscitation first for
patients with out-of-hospital cardiac arrests found by paramedics to be
in ventricular fibrillation? A randomised control trial. Resuscitation 2008,
79(3):424-431.

31. Jacobs IG, Finn JC, Jelinek GA, Oxer HF, Thompson PL: Effect of adrenaline
on survival in out-of-hospital cardiac arrest: A randomised double-blind
placebo-controlled trial. Resuscitation 2011, 82(9):1138-43.

32. Jacobs IG, Finn JC, Oxer HF, Jelinek GA: CPR before defibrillation in out-of-
hospital cardiac arrest: a randomized trial. Emerg Med Australas 2005,
17(1):39-45.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-227X/11/17/prepub

doi:10.1186/1471-227X-11-17
Cite this article as: Deasy et al.: Design of the RINSE Trial: The Rapid
Infusion of cold Normal Saline by paramedics during CPR. BMC
Emergency Medicine 2011 11:17.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Deasy et al. BMC Emergency Medicine 2011, 11:17
http://www.biomedcentral.com/1471-227X/11/17

Page 6 of 6

http://www.ncbi.nlm.nih.gov/pubmed/6453957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6453957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11491192?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11491192?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8628042?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8628042?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16264167?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18986748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18986748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18986748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21745533?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21745533?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21745533?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15675903?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15675903?dopt=Abstract
http://www.biomedcentral.com/1471-227X/11/17/prepub

	Abstract
	Background
	Methods/Design
	Discussion
	Trial Registration

	Background
	Methods/Design
	Study sites
	Inclusion/Exclusion Criteria
	Randomisation
	Study Treatments
	Cooled Fluid
	Sample Size
	Consent/Ethics
	Data Collection
	Data Safety Management
	Funding

	Discussion
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history

