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METHODS

• Temperature monitoring is an ASA and AANA anesthesia standard of 
care for basic patient monitoring1, 2

• Incidence of perioperative hypothermia ranges from 20% to 70% 
among patients receiving general anesthesia in the United States3

• Current research focuses on the recurring problem of inadvertent 
perioperative hypothermia (IPH)3

• IPH: hypothermia that is not induced, planned, or intentional7

• IPH increases the risk of: 
• Poor patient outcomes3, 4

• Patient dissatisfaction4

• Reimbursement issues 4
• Anesthesia providers’ access to educational resources is critical to 

maximize the effectiveness of clinical practice6

Purpose 
The purpose of this quality improvement project was to assess 
anesthesia providers’ perceptions of the effectiveness of their current 
practice for intraoperative temperature monitoring and of a newly 
developed intraoperative temperature monitoring educational resource

• Quality Improvement (QI) Design
• Five participants selected for this project (n=4)
• Survey created using Qualtrics survey software and distributed via 

email to participating CRNAs
• Learning resource created with voice-recorded PowerPoint 

presentation reviewing each section of tool both shared via email 
• Follow-up post implementation Qualtrics survey two-weeks after the 

initial survey
• Responses analyzed using Microsoft Excel
• Project went as planned with COVID having no apparent  impact on 

implementation 

• Education is paramount for healthcare workers5

• Evidenced in multiple studies 
• Lack of local policies and procedures about preferred practices for 

temperature monitoring was a barrier identified in surveys
• Factors determined to be out of CRNA control6:
• Staff preference for operating room temperature
• Often surgeon dictated

• Patient warming resource may have limited availability for all cases
• Bair Huggers, fluid warmers, and tubing for warmers

• Provider confidence and awareness of different monitoring sites was 
higher after the intervention

• As QI projects can have a significant impact on total healthcare costs7, 
increased staffing education could help prevent inadvertent 
perioperative hypothermia

• Increased perioperative personnel education (surgeons, anesthesia, 
nurses and technicians) may help prevent inadvertent perioperative 
hypothermia
• Education should include:
• Normal hemodynamic responses to hypothermia
• Resources/monitoring measures available
• Current evidence-based practice on best practice

• Multi-disciplinary teamwork approach:
• Presenting continued education to staff has been demonstrated to 

have more impactful change in practice6

• Eager and motivated staff are essential in ensuring success
• In future projects, need to determine:
• If educational barriers were present
• What resource access each team member has

• This QI Project should be repeated with a larger sample to increase 
meaningfulness of the data to the department and system
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