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Solventum Perioperative Normothermia Protocol

An evidence-based protocol, based on global guidelines: ERAS, WHO, CDC, ACORN (Australia), ACS, AORN, ASA (US),
DGAI (Germany), NICE (UK), ORNAC (Canada), SEDAR (Spain), SFAR (France), and SIAARTI (ltaly).

Prewarm, Monitor, Maintain
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Prewarm
with forced-air warming for at least 10 minutes 4
on highest setting.

~

Prewarming prior to the
induction of anaesthesia helps
to maintain normothermia and

H mitigate the effects of heat
@L M_on!tor redistribution caused
P patient’s core body temperature. by anaesthesia.
NS /
IntraOp Warm
with forced-air warming prior to anaesthesia
administration and continue to warm throughout the Every minute in delay of
. active warming increases
™ procedure. The gap from prewarming to IntraOp odds of hypothermia by 5%.2
warming should be less than 10 minutes.?
° Fluid warming should be
p‘} Mpnltor ) used if more than 1L of IV
L patient’s core body temperature continuously fluid will be administered.®

during surgery.®

f Maintain
@ patient’s core body temperature near 36.5°C

(36.6 + or- 0.5°C)4

PostOp Warm

with forced-air warming until patient is thermally
comfortable and not shivering.®

e I
~ Mon Itor By maintaining a patient’s
Q) ) , L. core body temperature near
t patient’s temperature on admission to recovery room and 36.5°C (36.6 + or - 0.5°C),
- then every 15 minutes until 36.0°C or above. patient length of stay has
been shown to be reduced
by 2.6 days.*

/> Maintain . Y,
@ patient’s core body temperature near 36.5°C
(86.6 + or - 0.5°C).4

Maintaining normothermia can help protect your patients from:

Help protect your patients from unintended

hypothermia with 3M™ Bair Hugger™
Temperature Management Solutions, , \ 0
the comprehensive warming portfolio - '

Morbid cardiac Delayed recovery Surgical site Thermal Blood transfusions.”?

from Solventum. events.”® time, longer stay.* infection.® 1© discomfort.™ 12
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Guideline Summary for Preventing Perioperative Hypothermia

Organisation

Temperature Monitoring

Prewarming

Intraoperatively
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All surgical patients, and especially
all infants and children, should have
their core temperature monitored
continuously during the entire
perioperative period

If continuous measurements are not
possible, core temperature should be
measured at least every ten minutes
to ensure patient’s core temperature
is maintained above 36°C

Temperature should be measured
throughout the operation and in
recovery and should be recorded
at the same frequency as other vital
sign measurements for the first

24 postoperative hours

Every surgical/procedural patient’s
temperature should be measured
and documented before induction
of anaesthesia/sedation and then at
least every 30 minutes until the end
of surgery/procedure

Perioperative personnel shall monitor
and document temperature at regular
intervals for all patients undergoing
surgery

Every 15 minutes when forced air-
warming is used

Measure and monitor the patient’s
temperature during all phases of care

Use the same site and method of
temperature measurement throughout
the perioperative phases when
clinically feasible

Should be direct measurement of core
temperature (may be zero-heat-flux),
measured and documented before
surgery and every 30 minutes to end
of surgery

Do not use indirect estimates of core
temperature in adults having surgery

e Prior to surgery, all adult patients
scheduled for neuraxial, general, or
combined anaesthesia should be
prewarmed with a forced-air warming
device on its high-temperature setting
for at least ten minutes

e Longer periods of prewarming can be
accomplished by adjusting the warming
unit setpoint temperature to the highest
setting that does not cause sweating or
excessive thermal discomfort

¢ Prewarming should be considered for
children who weigh more than 15 kg

e The amount of time between the end of
prewarming and induction of anaesthesia
should be as brief as possible, but ideally
fewer than 10 minutes

e All “at-risk” patients should have active
warming from the first anaesthetic
intervention unless febrile

e Patients undergoing procedures for
30 minutes or more should be actively
prewarmed

* Perioperatively, active (forced-air)
warming should be commenced
as early as possible, preferably
in the anaesthetic room or in the
pre-operative waiting area, for
any patient having surgery with
an anaesthetic time of >30 minutes,
or who has 2 or more risk factors
for inadvertent perioperative
hypothermia

Warming measures shall be commenced
pre-operatively, and all patients at risk of
inadvertent perioperative hypothermia
shall prewarmed using active warming

Commence warming pre-operatively
for 30 minutes, if clinically feasible and
practically possible, continuing until
transfer to the operating room for
induction of anaesthesia

When active warming is indicated,
prewarm the patient with the selected
method

e Moderate-quality evidence supports
prewarming the patient for a minimum
of 10 minutes

When hypothermia is identified

before surgery, initiate interventions

to normalise the patient’s core body
temperature before the patient’s transfer
to the operating room (OR), if possible

* Pre-warm a minimum of 30 minutes

¢ Pre-warm for any procedure if patient
is at high risk for intraoperative
hypothermia
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e During surgery, all patients with
anticipated anaesthesia durations = 30
minutes should receive intraoperative
forced-air warming with a blanket that
can cover the largest possible amount
of skin surface

The warming unit should be
operated on the lowest temperature
and blower settings that maintain
the core temperature within the
normothermic range

Infants and children should be warmed
unless contraindicated

Active warming should be initiated in
the anaesthetic room for all procedures
where the total operative time (from
first anaesthetic intervention to arrival
in recovery) is greater than 30 minutes

If the temperature is <36.0°C, active
warming should be initiated unless
contraindicated, until the patient is
normothermic, 236.0°C with an active
warming device which utilises the
process of heat transfer to the patient

Forced air warming devices must not
be used with the heat applied directly
from the hose nozzle placed under
the drapes or blankets and without
attachment to the compatible forced
air warming blanket

Forced air warming should be used:

e For all patients identified at a higher
risk of hypothermia and associated
adverse outcomes For all patients with
an expected duration of anaesthesia
longer than 30 minutes

At the maximum temperature setting
and adjusted thereafter to maintain
normothermia and ensure patient
comfort

In conjunction with regular
temperature monitoring

When indicated, warm the patient with
one or more of the following active
warming methods during all phases

of preoperative care

Forced air warming (FAW) blanket
or gown systems may be used

Several clinical practice guidelines
recommend use of FAW for procedures
longer than 30 minutes

¢ Maintain active warming throughout
intraoperative phase

e Active warming for procedures greater
than 30 minutes
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