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Identifying the learning theme
Current recommendations from the Resuscitation Council UK (NLS, 2021 and 2025) state ‘once airway, breathing and circulation have been stabilised and a decision has been made to offer cooling, if the equipment for active cooling is not available then passive cooling can be started. Passive cooling requires monitoring of rectal temperature’.
The BAPM framework (2020) states ‘Infants starting any form of TH [therapeutic hypothermia], including switching the resuscitaire heater off, should have their temperature continuously monitored ideally using an intracorporeal (e.g. rectal) temperature probe. Cooling should only be considered once cardiorespiratory stability has been achieved including heart rate and oxygen saturation. If infants are maintained with passive hypothermia (removal of external heat sources and clothing) while full assessment is undertaken, they must be continuously monitored with rectal temperature and prevented from cooling below 33.5oC using a servo-controlled system if necessary’.
There are recurrent themes identified in MNSI investigations where cooling practices are not in line with this guidance. This includes babies being cooled without continuous monitoring in place, increasing the chance of cooling beyond the intended range in some instances with subsequent impact on morbidity and mortality.
What we found 
A review of 20 investigations of term babies who had undergone cooling was completed. The investigations originated from all over England and included neonatal intensive care units, local neonatal units and special care units. They were selected at random from investigations reviewed in 2024. All investigations were from safety events that had occurred in 2024. Only investigations that had been completed were included and where consent had been obtained for learning.
This review has shown that national guidance regarding continuous temperature monitoring was not followed in 50% (10 investigations) of the time where passive or active cooling had been started for a baby. Key concerns included the resuscitaire heater being turned off without appropriate monitoring, unrecordable admission temperatures of babies and delays in starting continuous temperature monitoring. 
In five investigations the resuscitaire was turned off on the delivery suite due to a belief that cooling should be commenced as soon as possible. This meant that the babies’ temperature could not be monitored continuously during this process. In two investigations the admission temperature of the babies on the neonatal unit was documented as ‘unrecordable’.
In eight investigations there was a delay greater than 30 minutes from the start of passive cooling to the commencement of continuous monitoring with the greatest delay being 150 minutes.
In one investigation active cooling was started and there was no rectal temperature recorded for the first 120 minutes.

Case study 1: 
A term baby was born needing resuscitation including medications to improve their heart rate. A decision was made at 47 minutes of life, prior to transfer to the neonatal unit, that the baby fulfilled the criteria for cooling. The resuscitaire heater was turned off. There was no recorded temperature of the baby whilst on the delivery suite. This meant there was no awareness of how cold the baby may have been after 47 minutes of resuscitation. The first recorded temperature on admission to the neonatal unit was noted as unrecordable; this was at two hours of life. This meant there had been a period of uncontrolled cooling, and this is associated with morbidity and mortality.



Case study 2: 
A term baby was born needing resuscitation in the form of airway management. There had been no need for cardiac compressions or medications. At the time of transfer to the neonatal unit they were needing 80% oxygen to maintain their oxygen saturations at 100%. Passive cooling was started prior to transfer in the transport incubator by not warming the incubator and keeping the incubator doors open. Continuous temperature monitoring did not start until the commencement of active cooling at two hours of life.



What can maternity and neonatal providers do? 

To embed this learning into practice, maternity and neonatal providers can:

· Ensure that local guidance is in line with national guidance in relation to only commencing passive cooling once an infant is stabilised from a cardiovascular perspective. 
· Ensure that local guidance for cooling including where rectal probes are stored and when they should be used.
· Explore whether there are any barriers to starting continuous temperature monitoring during any form of cooling – passive or active

· To support safe and consistent care, training on the safe initiation of cooling including when to start the process along with the practicalities of doing so should be delivered by healthcare providers.  This ensures the right environment, equipment and staff are in place to manage the process safely and reduce the risk of unintended harm.

Providers should ensure that these learning points are reinforced in their in-situ perinatal simulation training programmes and through mandatory training updates.

Further reading 
1. BAPM framework for therapeutic cooling    THNE_Framework_2025.pdf
2. Newborn resuscitation and support of transition of infants at birth Guidelines | Resuscitation Council UK
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