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Impact to Nursing Practice

* State one outcome measures of preoperative optimization and
prehabilitation of the postoperative patient.

* Discuss one screening tool used to identify preexisting perioperative
risks.

* Describe one intervention for a modifiable patient risk factor.

Goals of Care

* Minimal/nil postoperative disability
* Return/maintain preoperative level of health
* ? Improve
* Maintain functional capacity ~ mental and physical
* Emotional well-being
* Quality of life
* Reduced LOS/cost

Current Challenges

* Elimination/alteration of pre-op testing roles/function
* Reduced surgical wait time
* Consultant based care
* Lack of referral/contact w/ anesthesia team for prehabilitation
* Inpatients:
* Direct to OR
* Production pressure

* Reduced resources

Roadmap for Transforming Preoperative Assessment

to Preoperative Optimization

Measurement of Disability-free Survival after Surgery

* “Traditional” preoperative assessment ~ accepting pt condition
* Occurs close proximity to timing of surgery
* ?Too late to address comorbid conditions and/or modifiable risk factors

* Nil ability to mitigate risks of anes/surgery

Aronson,S. et al. (2020) Anesthesia & Andlgesia, 130(4),811-819.
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Pre-operative Optimization/Prehabilitation???

* Measures to mitigate postoperative alterations in return of functional
independence

* Improve patient satisfaction

* Patient empowerment

* Re

» Optimization: interventions managed by a clinician ~ not behavior modification

duced health-care associated costs

* Prehabilitation: changes made by the patient pre-op

Integration of the Duke Activity Status Index into
preoperative risk evaluation: a multicentre prospective
cohort study

* Duke Activity Status Index (DASI)

* Measurement of exercise tolerance before surgery (METS)
* Prognostication of adverse events

* DASI score > 34 a/w reduced odds of 30-day mortality

Bricish Journal of Anaesthesia, 124 (3): 261270 (2020)
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Functional Status/Capacity

* Self-care ~ | met
* Flight of steps/hill or walk on level ground at 3 to 4 mph ~ 4 mets
* Heavy house/yard work; 2 flights of stairs ~ 4-10 mets

* Strenuous sports such as swimming, singles tennis, football, basketball,
and skiing ~ >10 mets

10

Metabolic Equivalents

Screening for Occult CV DS

Table 16-3 Metabolic Equivalents for Common Physical Activities

Matabolic Equivalents Examples
1 Watehing twlevision
Eating, dressing
Wialking on leve ground at2 to.3 mph

I

I

v Doing light housework {a.g., dusting)
[ Climbing a fight o stairs

1 Walking on level ground atd mph

v

Doing heavy chores (e.g. scrubbing floors)

>10 Playing stranuous sports (0.9, tennis)

rom Fisishar LA, Bectman JA, Brows KA, etal. Amarican College of Cardiology American
Heart Association Task Practice G Amarican Saciety of Echocardograpty ACCANA
2007 quidelies on o candiovascular evahiation and care fof nencardiac surgery. / Am Coll

Cardiol 260750017

Prehabilitation for Anesthesia & Surgery

* Nutrition

* Exercise

* Worry

* Smoking cessation

* Target pop: high risk, older, frail

Joyce, M. et al.(2020) UpToDate:
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Nutritional Supplements

* Metabolic stress response ~ CHO, lipid, protein stores
* Malnutrition a/w increased p-op complications
* > mortality @ 30/60 days
* Dietician referral
* Efficacy: nutritional pre-hab < hosp LOS by 2 days
[N=438 supplements vs N 476]

Exercise Programs

* Improve body’s ability to deliver O2 to tissues

* Pre-op capacity: cardiopulm exercise testing (CPET)
* 6 minute walk test ~ aerobic capacity/endurance

* Efficacy: 4-week high intensity training

* Fewer p-op complications

13 14
Cognitive Function Smoking Cessation
* Risk factor for p-op delirium * Modifiable behavior
* Cognitive stimulation? * Risk/benefits of cessation
* Electro-puncture on scalp? * Pharmacotherapy
15 16
Stress Reduction Multi-modal Interventions
* Pre-procedure anxiety/depression a/w worse functional recovery
* Psychological prep: *N=77
« Behavioral instruction * Home-based exercises, nutritional counseling/protein supplements,

* Cognitive intervention

* Relaxation techniques

* Emotional-focused interventions
* Not much evidence

* Pre-op education ~ set expectations

relaxation

* Intervention group: > 6 minute walk test
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Prehabilitation
The next challenge for anaesthesia teams

* Death w/in 30 days post surgery ~ 3¢ leading COD
* Public health crisis ~ hidden ‘pandemic’ [2018 citation]
* Aging: comorbid disease
* Polypharmacy
* Sedentary lifestyle
* Frailty
* >> % of aging population

Schier, R et al. (2020). European Journal of Anaesthesiology, 37, 259-262.

Prehabilitation

* Pathways to promote early referral to periop medicine specialists
*» Optimize physiological/psychological resilience
* w/stand pending stressor of surgery
* Maladaptive behaviors:
* Smoking Etoh  Sedentary lifestyle
» Optimize comorbidities:

* Nutrition Anemia DM Pulmonary Cardiac ds

19
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Table 2 Specific prehabilitation diagnostic and treatment options

Multidisciplinary team Spacific diagnostic and treatment options

Exercise physiologsti Cardiopuimonary Pulmonary function Frally scoe Structured responsive  Inspiratory muscle
physiotherapist oxercise testing testing exercise programme training
Diettian Mainutrtion screening  Diettian review Albumin survelance  Dady nutriional plan  Protein supplement,
score for example,
postexercise
Psychologist Hospital ansety and Coping strategies 1o Relaation/brosthing  Motivational Recording for home-
depression scalo reduce aniety exercises (magery! tochniques! exercise
(HADS) visualisation) coaching
Nursing team Educationl intenventions  Smoking and alcohal Bundled caro with re:  Enhanced recowery
cossation programmes orientation, oral after surgery

hygone, headofbed  programmes
elovaton in patents

at increased risk of
puimonary
‘comphcations.
Medical team Medical optimisaton of Enhanced recovery after Audit
surgery programmes Quaity improvement
heart faiure nibatives
COPD
emia
pan treatment

COPD, chromic obstructive pulmonary disease.

Schier, . et al. 2020). European Journal of Anaesthesiology, 37,261

Prehabilitation

* Patient education ~ patient empowerment
* ? Behavioral change prior to surgery
* Pain management p-op
* ERAS protocols
* DREAM:
* Drinking
* Eating
* Mobilization

21
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‘ -
D RE A M ing
- DRinking, EAting and Mobilisation

Leads to:

« Less reliance on iv fluids
« No plastic; poles,, pumps and oxygen cylinders to hinder maobilisation
* earlier return to normal diet

* earlier return to normal medications

* No plastic to prevent discharge

* Functional pain contro|

Is the pursuit of DREAMing (dri

inking, eating and mobilis
ultimate goal of anesthesia? ~

Prehabilitation and Optimization of Modifiable
Patient Risk Factors: The Importance of Effective
Preoperative Evaluation to Improve Surgical
Outcomes

=

Figure 1 Determinants of clinical outeomes for surgical patients.

Bourdreaux,A. (2019). AORN, 109(4), 500-506,

23

24




Prehabilitation

* Increasing exercise capacity
* Building muscle mass

* Improving nutritional state
* Psychologically preparation

* Concurrent ERAS pathway(s)

Modifiable Risk Factors

* Smoking ~ increased p-op complications, SSL,VTE, CV
* Smoking cessation program/information
* Malnutrition & frailty ~ <serum albumin/prealbumin levels
* Sarcopenia ~ low muscle mass
* Poor surgical outcomes
* Focus on max diet pre-op ~ ensure
* Advanced age ~ cognitive function, ADLs, med profile

* Geriatric medicine specialist ~ Geriatric care management
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Modifiable Risk Factors

* Chronic anemia ~ independent risk factor p-op poorer outcomes
* Iron deficiency anemia- Rx 2-4 weeks w/ Fe supplements/erythrocyte-stim: > hgb
* Chronic opioid use/misuse: APS consultation
* Obesity: BMI>30 ~ ? Defer surgery & refer to wt loss program
* Uncontrolled medical condition ~ CAD, CVA, HTN
* Algorithms to screen & risk-stratify
* Implantable devices
* Poorly controlled DM ~ AIC levels ~ > risk for SSI, poor healing

* Med management ~ careful med rec- ID pts who have stopped taking their meds

Predicting intensive care and hospital outcome with the
Dalhousie Clinical Frailty Scale: a pilot assessment

C_Fisher*, D. K. Karalapillait, M. Bailey?, N. G. Glassford§, R. Bellomo**, 0. Jonestt

* Frailty ~ syndrome reduced resistance & reserve
* Complex interaction b/w:

* Comorbidities

* Functional state

* Age

* Physiologic reserve
* Predictor of poor outcomes

* ? Impact of pre-op interventions

Anaesth Incensive Care 2015 | 43:3
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Continued Evolution of Perioperative Medicine:
Realizing Its Full Potential

Thomas R. Vetter, MD, MPH,* and Angela M. Bader, MD, MPH 14

s prophetically observed by Lee! in 1949: “I
Athink that an anaesthetic outpatient depart-

ment could contribute considerably to pre-
ventive medicine. The anaesthetist is frequently
confronted with a patient ... who is not in the best
possible state for operation. He has not ... been made
as safe for surgery as possible ... For the anaesthetist
to see the patient the evening before operation, or
even two or three days before that, is not enough.”

Barriers: lack of common goals; cost; access; scheduling challenges

Anesthesia & Analgesia, 130(4), 804-807.
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Evolving Clinic Nomenclature Perioperative Surgical Home
| Pre-Admission Testing or Pre- ia Testing (PAT) Clinic I
I A Brief History of the Perioperative Surgical Home
I e [PAC) l The ANESTHESIOLOGY® 2015 Annual Meeting ,dﬂg
Journal Symposium: The Anesthesiclogist & Healthcare Design 1711/
l Surgical Home drat proposal IARS 2013 IARS 2014 IARS 2015
™ e :;um:m ASA House 2PSHPBLDs PSHSymposum 2 PSH Panels
o (PASS) Cinic J o e piaied l e 1 ity
I Peri and Global (PASS-GO) Clinic ] I g [ 1 ]
The Surgical Home published 1st ARA ASA 2014 2nd ABA
by the ASA Newsletter PSH collection 3 PSH Panels  PSH collection
published published
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Figure 1: Perioperative Value Stream Map

PSH P

t
* Pt centered, physican led, interdisciplinary, team-base model s EH e
Sarices.
» Coordination of care through continuum

* Improved pt satisfaction
* Reduce costs

. Improve outcomes
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1
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©Boudreaux, AM 2013
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Anesthesiologists’ Role in
Value-based Perioperative
Care and Healthcare
Transformation

Transforming Assessment to Management

Surgical Episode: The Sentinel Event for Population Health

e o P ~ « PAT/PAC limitations: too close to surgery to make impact
A . * Perioperative enhancement team ~ POET
* Multidisciplinary
iy T ——— S * Modifiable risk factors
AT SRS —— * Surgical candidacy I** determined
i Dtwmon 300 Congeiva e S + Optimization program
© Plmonan (aep acnsh i CoPD ortet
 imary Core Py e argepament o ttaing o

* Pt triaging ~ algorithm for POTEL/in-person
. Apriceced
" e e crasing o o o tioon
+ Opeate reducton and anmety control
i ooyt

Fig. 4. Coordinated peiogeratie care wih - g the surgcal
epesade of care Bt can improve patent cufcomes.

Mahajan,A. et al. (2021). Anesthesiology, 134, 526-540

Aronson,S. etal. (2020) Anesthesia & Andlgesia, 130(4),811-819.
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Predictors of Perioperative Risk

| Healtheare ch || patientch

FXED MODIFIABLE

Education cates

I ‘ Social Economic Characteristics | Flgure 1. Perioperative risk pre-
dictors of postoperative adverse

outcomes categorized by health
Support care, patient, and socioeco-

Surgery A /\\
g ms nomic characteristics. BP indi-
e e blood pressure; COFD,

Anemia this scores last laboratory value for Hgb (<12).

Endocrine: this scores last laboratory values for either/both Hgb A1C
(>7.5) or blood glucose (>160).

Tobacco: this scores smoking/tobacco status in social Hx.

POSH: this scores patient age (~80) or age >65 y with any of the
following

- Dementia or cognitive decline

- Visual impairment worse than 20/ 70 binocular with correction

- Frailty

Pain: this scores questionnaire sent to the patient at the time of
surgical clinic appointment.

« Current drug abuse (prescription or illegal)

+ Do you think your pain is terrible/won't get any better?

STOP-BANG: this scores 4 questions.

- Age =50

- Neck circumference >42 cm

« Patient is male

Figure 2. Schematic diagram of the joumey from surgical declaration until surgery with implementation of the PASS clinic and POET preop-
erative screening and optimization steps and ideal timelines. PACU indicates postanesthesia care unit; PASS, perioperative anesthesia and
surgical screening; POET, perioperative enhancement team; OSA, obstructive sleep apnea; PCN, penicillin; SNF. skilled nursing faciliy

gt INNATE AQuiRee LIFESTYLE Employment chronic  obstructive lung dis- - BMI>35
l Gend sootg e gaser GOFL foakdiecied 104 DA scorws vakes fom o pommnets
ender ok ) : 3
Anesthesia Ganedk oy ,\.f. therapy. HR. heart rate; OSA. PCN allergy: this score selfreported PCN allergy, as well as PCN
Type e ic pai At obstructive sleep apnea allergy confirmation from the Allergy Clinic.”
Oihm’:ncrs d‘whcm Heart disease Mental Health PO:;I Tllsgsscwes 7 different rules.
gauﬂ E:_U:D‘m - Unintentional weight loss of >10% in last 6 mo
o - Answer o question regarding ~Eating less than half of normal diet
Coagulatio in past week?”
o + Albumin value <3 mg/dL
8IS - Vit D value <20
pon2 . g ALC>75
“ready for surgery”
14 t0. 90 days. No i a1z . -
Becson . oeioresriery | s Framework for prehabilitation services
o >| PASS » | SURGERY |
Surgery \
‘optimization e H H : :
enuined l ! * Regaining independence postop high priority
m— optimization * Pre: what risks do [I] face? Can anything be done to mitigate?
(wotk) achieved . ing:
Anemia @) 3 domains:
Diabetes 2:8)
Malnutrition 8 * Exercise
‘Obesity 28
Complex Pain @s) POET WARD |€——| STEP DOWN * Nutrition
Sleep /OSA 28 Optimization
PCN Allergy 13) dinics * Psychology
‘Smoking 18) / \
Py o * Screening as close as possible to pt referral
e o SNF POST ACUTE
‘Stress mgmt @8)
‘Coagulation a-3) HOME

Bates. A. Ecal. (2020). Briish Jounal of Surgery, 107, el I-e14.
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E__atigue

R__esistance (ability to climb one flight of stairs)
A__mbulation (ability to walk one block)
I__linesses (Greater than 5)

L__oss of Weight (>5%)

Nutrition Screening

Mabmateition Universal Screening Tool (MUST) for adilts

oy

-
v

/ OVERALL RISK OF UNDERNUTRITION
; ek =

R ——

Can b adupd o

hispsilespen.infoldocuments/Screening pdf
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Guidelines for Preventative Care Plan

Tabk 2 Final scrocning

Tempaired motritional watin. Severity of dincae (= incremse in roqircments)
Abneat Normal mannonal watux Absent Normal mutnisonal roquiremcnts
Score 0 Score 0
Mkt Score | Wi loss > 5% in 3 mths or Food imtake | Mikd Score 1 Hip fractorct Chronsc paticats, in
below 0 75% of normal requrcment partculr with o complecaions
in proceding wock cirrhais®, COPD"
ety dibees. cocoiogs
Moderate Score 2 Moderate Seare 2 Major abdominal surpery® Strokc*
Scavre prcumonia. hemarviogic
Severe Seore 3 Severe Scare 3 [ * Honc marrow.
transplantation* fntcnsie care
paticnts (APACHE 10),
roqeicmens I preceling
wek i proceding weck
Score: + Seore = Total seore
Ase f 270 yours: add 1 10 total score above = age-adjusted fotal score

Score = 3: the putscat is nutritonally at-risk and 3 autritional care plan is initiatod
Score <% wockly rescrecning.of the paticet. I the paticnt £, s schodulo for & major operation, 3 preveative mutritionsl care plan is comsidered fo avoid the
assoxiatod sk statis

Below are some statements that peaple sometimes make wher etk about hek heslts
Please indicate how much you agree or disagree with each statement as it applies to

parsonally by cirtling Your aewer. Your arewers. Snoukd b what is Dus for you and net Just what
you think the doctor wants you to say.

Patient If the statement coes not apply to you, circle N/A
o I Whenalmsadanddone, lamtheceronwie  Dmaree  Dsayes  Agwe  Agee  NA
Activation R aponeis o kg cir oy fmy et
2 Takng mnacierde nmyowmencue s Deagee  Dusges  Ages  Ages | NA
Measure o mporiat i o e s ok Swondy ey
3 | know what each of my prescribed medications Disagree Ousagree Agree. Agree A
o ‘Strongey Strangly
4 omcontdent hat | o wheiher ool Dasgee | Desyee  Ages  Agee | NA
o opmiootbtlaimriilood A o i
i st o
Knowledge
. 5 L omcontdect et | can il adoctor concura | Dasgwe  Duegee  Ages  Agee | NA
Skills [rolidmpedmrifoproglinporiin oy Fr
& | am confident that | can follow through on Drsagree Onsagree Agree. Agree A
Confidence e ety o o S Brame. Doty Sy
7. Inaws bo e it s e w®) Desgee  Dusres  Ages  Agee | NA
Pl et broydr A B o i Frind
S 1 imowhow o provent protloms win my heath  Dssgree  Diayee  Agres  Ages | NA
Seonay ot
5 omcontder | can fgwo ot sclsoms when | Dmogwe  Owawes  Agres Agres | NA
e oo Svamiy
10, 1 am contient a1 can maitan Hesiyie Cusgee  Owagee  hgwe  soes  NA
ooyl Lo o ooy

duning tmes of siress.
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Psychometric Screening

— 1

DISENGAGED AND BECOMING AWARE TAKING ACTION AND MAINTAINING BEHAVIORS
OVERWHELMED BUT STILL STRUGGLING GAINING CONTROL AND PUSHING FURTHER
My doctor i in chorge “Icoutel be doing “Tmpart of my T myawn
heolth” 2 p 2
Individusls are passive and Incividuals. pduat od
Betcstdvaon nowiicops || sdon i, i
ment skl s of stress. or change.
e out of their control, but can set and oro Maintai
simple goals. oosl-onented 8 hey focus
vary high igh risk of low isk of Vory low ED/ER use, very low
riskiof Ambutatory Care Sensi- | | ACS utitzation, high risk of ACS utkization,Low rsk of sk of ACS uliization. very
thve (ACS) utlzation, very high | | readmission, low use of pre- readmission, good use of pre- low sk of eadmission, very
risk ofreacimission, verylow use | | ventive care and scroens. Vet Cavo 3nd 1eroons 0004 se of proventive care
of prevenizv care and scroems and screens,

WOME ABOUT WORKSTREAMS BESTPRACTICELIBRARY REPORTS NEWS  JOBS

Getting It Right First Time (GIRFT) is a national programme Tweets
designed to improve the treatment and care of patients by =
reviewing health services.

g shermson £ dacmaloiogy undes B spotight
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The effectiveness of prehabilitation or preoperative exercise for
surgical patients: a systematic review

* Inactivity ~ Leading cause of physical function decline
* > P-op pain, anxiety, fear of injury
* P-op decline in physical function

* Prolonged inactivity: CV, musculoskeletalReduction aerobic capacity
~ alterations ventilation/perfusion

* Decreased muscle strength ~ > risk falls/injury
* Limited physical activity pre ~ > morbidity/mortality

Cabilan, CJ. et al. (2015).JBl Database of Systematic Reviews & Implementation Reports, 13(1), 146-187.

The effectiveness of prehabilitation or preoperative exercise for
surgical patients: a systematic review

* N=17 Ortho=13
* Outcome criteria:
* Functional status ~ ADLs/routine roles
« ROM/strength/exercise capacity not included
* Secondary outcome: admissions to rehab/readmission/nsg home
+ QoL
* Prehab did not benefit quality of life or pain
* < need to p-op rehabilitation admission
* No impact on readmission rate/nsg home

* Physical fitness not achievable w/in short period ~ must be maintained

Cabilan, CJ. et al.(2015). 81 Dotabase of Systematic Reviews & Implementation Reports, 13(1), 146-187.
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The Effect of Bed Rest and
Potential of Prehabilitation on
Patients in the Intensive Care Unit

* Prehabilitation: enhancing functional capacity w/stand stressor of inactivity
* SMART program:

* Significant

¢ Measurable

* Attainable/realisitc

* Related to individual pt

¢ Time-limted

Topp, R.et al. (20002). AACN Clinil ssues, 13(2), 263-276.

» an ICU Aderission 10U Ade

Figure 1. Proposed affect of prehabilitation on an ICU patient

p.269
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Implementation of Prehabilitation for Major Abdominal Surgery
and Head and Neck Surgery: a Simplified Seven-Day Protocol

Enhanced Recovery After Surgery Program

Pre-Admission Testing

Visit - Day 7-8 before

surgery Fast-Track
Need for Surgery Continuum
Surgery of care
Identified

Fig.1 Pt comolimere md o g algoridm o short coume proablcn

Moore, . (2020). Journal of Gastrointestinal Surgery uly 23

N N
[\ RSt oA

WHAT YOU CAN DO TO MAKE YOUR SURGERY A SUCCESS

esmamon

st e

Fig.2 Educationalinsoucrioral o
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@Society

ERAS / ABOUT / HISTORY

www.erassociety.org

Mid-thoracic epidural anesthesia/analgesia Preadmission counselling

No nasogastric tubes Fluid and carbohydrate loading
Prevention of nausea and vomiting No prolonged fasting
Avoidance of salt and water overload Nof/selective bowel preparation

Early removal of catheter Antibiotic prophylaxis

Early oral nutrition Thromboprophylaxis

Postoperative  Preoperative

ERAS

Intraoperative

Non-opioid oral analgesia/NSAIDS No premedication

Early mobilization
Short-acting anesthetic agents
Stimulation of gut motility

Mid-thoracic epidural
anesthesia/analgesia

Audit of compliance and outcomes
No drains
Avoidance of salt and water overload

Maintenance of normothermia (body warmer/warm intravenous fluids)

Fig. 1. Key aspects of ERAS protocols. Adapted from Donat et al. Early nasogastric tube removal combined with metoclopramide after radical cystectomy and
urinary diversion. J Urol 1999,162:1589-602.%
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Enhanced recovery after surgery (ERAS) protocols:
Time to change practice?

* 1990’s Professor Henrik Kehlet

* Enhanced recovery programs

* “Fast track”

* Modify physiological and psychological responses to major surgery
* Minimize stress response

* Protocolized approach

Melnyk,M.ec al. (2011). Can Urol Assoc, 5(5), 342-348

Evidence-Based Surgical Care and the Evolution of
Fast-Track Surgery

* Surgical outcomes: LOS, M&M, pt satisfaction, return to full function
* Recent studies ~ harmful:

* NGTs

* Pre-op bowel preps

* Drains

* BR

* Graduated diets
* “Fast-track”: enhance recovery, reduce M&M

Kehlet, H. &Wilmore, D. (2008). Anndls o Surgery, 248(2), 189-198.
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FIGURE 1. Current principles available for re- oo s

duction of perioperative stress responses. sysame scal wnsstics

FIGURE 2. Components of interventions to fa-
cilitate postoperative recovery (*, evidence
available, ready for implementation, +, less
evidence available, need for further study).

p192
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ERAS

* Standardized
* EBP-based
* Minimize surgical “stress” response

* Minimize p-op pain

ERAS

* Multi-modal/multi-disciplinary approach to surgical pts
* Reduce LOS
* Improve quality of p-op recovery
* Decrease time in PACU
* Early mobility
* Hasten functional recovery
* Reduce p-op pain med needs

* Reduce p-op complications
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-Prevention of postoperative
nausea and vomiting
~ClearFast drink

-Bowel preparation

ntibiotic prophylaxis
utritional screening

-Fewer surgical site drains
and nasogastric tubes
~Controlling body
temperature

-Prevention of postoperative
nausea and vomiting

-Education

ERAS core components.'”
tered trademark of BevMD, Enci

Figure 3.

hanced recovery after surgery: IV, intravenous, Cle:

v
v + 1
Preoperative Intraoperative
-Preoperative preparation and -Preference for laparoscopy v P":'"Wl"“"
counseling procedure fogitos
-Smoking cessation -Maintenance of fluid balance et L TER A

outcomies
mobilization

-Early oral intake
-Discontinuation of urinary
catheter and IV fluids
-Nausea and vomiting
prevention

ble in color online at www.jopan.org

ast is a regis-

Cuomo, . etal. (2018).Journal of Perianesthesia Nursing, 33(6), 887-894,

Overview of enhanced recovery pathway*

Preoperative considerations

Identification and optimization of comorbid conditions

Prehabilitation, if necessary

Patient and family education and discharge planning

* Avoidance of prolonged preoperative fasting

* Pain management planning (procedure-spexific multimedal opioid-sparing pain prophylactic agents administered at least two hours before surgery)
+ Oral acetaminophen 19"

+ Oral cyclooxygenase (COX-2 specific inhibitor

+ Oral gabapentin in selected patients undérgoing procedures with a high risk for persistent postoperative pain®

For selected procedures, thromboembalism prophylais with subcutaneous heparin 5000 units administered 30110 60 minutes before surgery

Joshi, G. Anesthetic management for ERAS. 2021. Up to date
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Pre-operative Considerations

* Minimize fasting period
* Encourage hydration w/ specific instructions:

* Simple CHO ~ Gatorade
« DM
* Patient education
* Realistic pain expectations

* Patient’s role in recovery process

* 2 glasses of H20 before bed and before traveling to hosp

Day of Surgery

* Oral acetaminophen
* Cox-2
* Gabapentin
* Ptage? Dose?
* VTE prophylaxis
« ? Avoid benzo
« Aspiration risk
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Intraoperative considerations

* Use of aminimall invasive surgical approach, when feasible

Antibiotic prophylaxis administered 30 to 60 minutes before the surgical incision

Use of short-acting anesthetic agents (inhalation andior IV agents) during induction and maintenance of general anesthesia

Avoidance of fuid overload
Lung protective mecharical ventiation
Maintenance of normathermia
Glycemic control
Multimodal anbemeti prophylsxis
* IV dexamethasone 8 mg after induction of anesthesia®
* IV'S-HT3 antagonist (eg, ondansetron 4 mg at the end of the surgical procedure)®

* For patients at very high risk for PONV, use of a third antiemetic agent (eg. pr
10 1.mg shartly after anesthetic induction, and/or use of TIVA anesthetic technique)

Procedure-spec

multimodal opioid-sparing pain prophylaxis

+ Useof local or regional anaigesic techniques (ie, peripheral nenve block.

* IV acetaminophen 1 g after induction of anesthesia (if it was not administered preoperatively)t

* IV ketorolac 1510 30 mg near the end of the surgical procedure

patamine, intraope haloperidol 0.5

tertascial plane biocks, surgical site infiltration), when feasible

* Administration of a long-acting IV opioid (eg. morphine 0.05t0.0.1 mg/kg IBW, hydromeorphone 5 to 10 meg/kg [BW) approximately 20 minutes

before extubation’

Perioperative Management

Induction:

* Propofol

* Fentanyl

« IV lido gtt

* NMBA

Low TV (6-8 ml/kg); + peep
IV fluids ~ hemodynamics

* 3 ml/kg ~ no “pre-load” “zero-balance”
Regional anesthetic +/-
Antiemetics

Goal of early emergence
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Implementing ERAS: how we achieved
success within an anesthesia department

* 14 month education endeavor (pop: hyst)
« Collaborative pathway surgeons & anes & nsg ~ EVB

« Consolidated Framework for Implementation Research
« Lit review, best practice ~ individualized educ sessions for surgeons
* Design pathway ~ educate/inform 164 MDs/76 CRNAs/130 residents
¢ Email communique ~ Grand Rounds ~ nightly pre-op email to team
* Performance reports p-op re: compliance

Ellis D. et al (2021). BMC Anesthesiology, 21:36.

Guidelines for Perioperative Care for Emergency Laparotomy
Enhanced Recovery After Surgery (ERAS) Society
Recommendations: Part 1—Preoperative: Diagnosis, Rapid
Assessment and Optimization

Early ID of physiologic derangement & intervention ~ periop GDT fluids

Screen for sepsis & accompanying ph ical der

Early imaging ~ CT w/ contrast but do not delay surgery
Risk assessment

Age-related eval of frailty & cognitive assessment
Reversal of antithrombotic meds

Assess VTE risk

Pr hesia meds: anxiolysis & anal
Pre-op glucose & e-lyte management

NGT placement- aspiration risk if not placed
Pt and family education and shared decision making

Peden, C. et al. (2021). World Journal of Surgery, 45, 1272-1290
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Pitfalls and Challenges

* Planning

* Communication

* Medication administration
* Medication safety

* Anesthetic management

* Evaluation and measurement

Communication or not......

* ID patient on protocol
* Where is the protocol

* Orders?? Entered??
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Medication Administration

* Who orders?
* Who administers?
* Pharmacy
« AMDD
* Who documents?
* Who sees what is documents?

* How does pre-op align with post-op?

Medication Safety

* Duplicative administrations
* Omissions
* Unwanted sedation

* Efficacy
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Anesthetic Management

* Knowledge
* Access
* Anesthetic plan

* Perioperative management

Improving Perioperative
Brain Health: Turning
Knowledge Into Action

Carol J. Peden, MB, ChB, MD, FRCA, FFICM, MPH
Daniel J. Cole, MD, FASA

Figure: Steps and timeline in the ofa periops
ASA Monitor, 85(0) cara pathway. The team was designed with the older surgical patient at its center.
Social Vulnerability and Postoperative Complications; We Need More Than ERAS Pathways Gontrol to Improve Surgi

Consensus Guidelines

* Education/training for multidisciplinary care team ~ delirium and PND
* Pre-op cognitive screening

* Delirium screening

* Nonpharmacologic interventions: family, hearing aids

* Optimal pain control

* Avoid antipsychotics & anxiolitics

Abazs R, Crandal M

Annals of Surgery. 2021 Sep 01,

Lourmal Arcte]
Ut 34475323
Authors Full Name.

Avaza, Rugaren, Crandal, Marie

* Social vulnerability ~ impact p-op period
* Poverty
* Lack of transportation
* Crowded housing
* Under/un-insured
* Med management/preventative care not available
* Social Vulnerability Index (SVI)
* Higher risk of p-op complications w/ higher SVI
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CDC SOCIAL VULNERABILITY INDEX

https://svi.cdc.govimap.html

Invaluable Role of the PeriAnesthesia Nurse

* Variety of practice settings

* Policy-specific screenings

* Pre/Day of /Post

* Patient advocacy

* Clear identification of E for eras pathways/other algorithms
* P-op teaching, disposition, f/u

* Quality evaluation of interventions

* Patient Advocate
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Final Thoughts

* Anes & surgery moving focus towards maximizing pre to reduce post
complications

* Partner w/ your anes colleagues for implementation/change

* Med safety ~ cautions

* Evaluate pt outcomes Target:
Process Optimization gkl

* Multidisciplinary approach

THANK YOU!!!

maureen.f.mclaughlin@]ahey.org
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Self-Assessment Self-Assessment
One goal of prehabilitation for the surgical patient is: Modifiable preoperative risk factors may include:
a) weight loss a) progressive dementia and memory loss
b) increased exercise capacity b) depression
c) lowering of Hgb Al-C c) smoking
d) reduction in healthcare associated costs d) frailty
81 82

Self-Assessment

The primary focus of prehabilitation is:

a,

enabling the patient to regain/resume independence postoperatively
b) reduce surgical site infections

C,

<

increase patient satisfaction

d) reduce hospital length of stay
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