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INTRODUCTION LEARNING TOOL RESULTS: Modality/Site for Temperature Monitoring
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* Quality Improvement (QI) Design 0 ” 4 6 * Education is paramount for healthcare workers®

Delayed post-operative discharge

* Five participants selected for this project (n=4) T

* 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

RESULTS: CRNA Confidence Level

Figure 1

Self-Reported Confidence Level of Perioperative Temperature Monitoring Knowledge
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Note. N=4. CRNAs = Certified Registered Nurse Anesthetists.

High risk Populations & Procedures®

Advanced Age =65 Recent burn
ASA Grade 2-5 Large tlud shafts
3

Pre-op temp <36 °C Combined GA and RA

Pediatrics/Neonates Prolonged duration of GA

Female > Male Open abdomen
Low BMI Orthopedics

Autonomic dysfunction Trauma/Blood loss
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* Evidenced in multiple studies
* Lack of local policies and procedures about preterred practices for
temperature monitoring was a barrier identified in surveys
* Factors determined to be out of CRNA control®:

AN D 1 4 3 T 6'7 *
Prevention of hypothermia * Staff preference for operating room temperature
— #1 Pre-operative warming (most effective)  Often surgeon dictated
— Passive warming — covering the patient with blankets * Patient warming resource may have limited availability for all cases

and a headcover to minimize heat loss

* Bair Huggers, fluid warmers, and tubing for warmers
* Provider confidence and awareness of different monitoring sites was
higher after the intervention

— Active Warming — forced air cover (Bair Hugger),
circulating water mattress/pads (Arctic Sun), heated
fluids, maintaining ambient room temperature of 23 °C
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Tools available for temperature monitoring perioperative hypothermia

T"T“SCSOII’hagcal probe * Increased perioperative personnel education (surgeons, anesthesia,
Foley catheter . . . . :

-‘ nurses and technicians) may help prevent inadvertent perioperative
Rectal temperature probe .

5  avtery cafheter hypothermia

Pulmonary artery catheter

Temporal scanner * Normal hemodynamic responses to hypothermia
Nasopharyngeal probe * Resources/monitoring measures available
Tympanic thermometer Ancethegls * Current evidence-based practice on best practice
s * Multi-disciplinary teamwork approach:
* Presenting continued education to staff has been demonstrated to

Oral probe thermometer !1‘“ * Education should include:
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