PUBLISHED STUDIES REGARDING MOVING-LINE TEMPERATURE STRIPS
All Moving-Line Temperature Strips cited in the studies below were
manufactured by LCR Hallcrest, Inc. using its proprietary CliniTemp™ Moving-Line Technology
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Concerning Moving-Line temperature
strips. “Both the accuracy and precision
of liquid-crystal skin surface monitoring
were within clinically acceptable ranges:,
irrespective of thermoregulatory
vasomotion.
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PERTINENT FACTS

Forehead skin surface temperature is another
measurement site. It estimates core

temperature with a 2°C offset remarkably well.

There is thus no compelling reason to avoid
temperature monitoring in this patient
population. Hypothermia was common,
however, rarely detected during neuraxial
anesthesia because of the lack of temperature
monitoring and the inability of
anesthesiologists to reliably estimate patient
thermal status. Therefore intraoperative
temperature should be monitored routinely
in all patients.

Hypothermia during neuraxial anesthesia is
certainly far more common than generally
appreciated. Given that one third of
Anesthesiologists rarely monitor patient
temperature during neuraxial anesthesia and
that another third do so only occasionally, it
seems likely that considerable hypothermia is
being missed in these patients.

Body termperature should be monitored
during spinal anesthesia because patients are
at significant risk for hypothermia.

Steven Frank reported that body temperature
is not regularly monitored during regional
anesthesia, although most practicioners felt
that it should be monitored. When
temperature is monitored during regional
anesthesia, most clnicians report using either
forehead skin surface with LCT devices (70%)
or axillary skin temperature (40%).
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LCT may provide a safe and easy method of "Clinical Evaluation of Liquid
temperature monitoring, without concern over  Crystal Skin Thermometers"
sterilisation. Such monitoring may be useful

for detecting early temperature increases in

malignant hyperthermia.

The results of this survey of practicing
anesthesiologists indicate that body
temperature is often not monitored in
patients receiving regional anesthesia. It is
therefore likely that significant hypothermia
goes undetected and untreated in these
patients.

When large changes in body temperature
are induced (e.g. cardiopulmonary bypass),
liquid crystal skin surface thermometry
provides a reasonably accurate assessment
of core temperature.

"Temperature Monitoring
Practices During Regional
Anesthesia”

Temperature should also be checked Monitoring in the Recovery
following long operations (particularly inthe ~ Room

elderly) where hypothermia is a risk. Lack of ~ Update in Anesthesia
attention to temperature maintenance in

theatre can lead to major problems in recovery.

Patients tend to lose heat rapidly under

anesthesia due to obtunding of homeothermic

mechanisms and prolonged surgical exposure.

Hypothermia (even a small reduction to 35°C)

can have a major impact on postoperative

recovery.
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