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Purpose Table 1- Current State - Peds MRI Figure 1: Future State Process Map for Proposed Solutions

Non-Urgent Pediatric MRI Scheduling

1) Standardize scheduling of pediatric MRIs

In the field of pediatrics, anesthesia-provided sedation is Time Spent in MRI for Peds MRI Cases e requiring sedation (Figures 1,2).
schedule for next available
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and streamlines our current workflow. Figure 2: Future State Process Map for Urgent Pediatric MRI Scheduling Conclusions and Future Directions
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Background Baseline Data Report Cont. ERAS Pathway for Transsphenoidal Surgery

**CSF leak occurs in about 3.4% of transsphenoidal

surgery (TSS) patients? Patients Receiving an Antiemetic in Pre-Op # of Antiemetics Administered in Preop PRE-HOSPITALIZATION _ . S
oUTeery P | | o | . - e v’ Assess patient’s PONV risk during PEC clinic visit and
*.*F:SF Ie.ak may be assocgted with meningitis, intracranial Antiemetic Bas_e:;: No C_SFZZLZak CSF L_e:ks 100 discuss protocol with patient

infection, CSF hypotension syndrome, and other (n =228) (n=224) (n=4) i v Book case as requiring ERAS protocol

complications Aprepitant 14 (6.14%) 14 (6.25%) 0 (0.00%) "\5 40
**Neurosurgical team was concerned PONV might Scopolamine 2 (0.88%) 2 (0.89%) 0 (0.00%) = - PRE-OP. DAY OF SURGERY

contribute ’ Furm— " - -

. . . . . Patients Receiving an Antiemetic in Intra-Op L v' Aprepitant 40 mg PO in preoperative area
**PONYV prophylaxis and opioid reduction strategies may . o
I' o d f PONV Antiemetic Basehne No CSF Leak CSF Leaks # of Antiemetics Administered Intraop
|m|t Inciaence O (n - 228) (n - 224) (n - 4) . B No CSF Leak m CSF Leak INTRA'OP GUIDELINES
_ Dexamethasone 73 (32.02%) 71 (31.70%) 2 (50.00%) o 60 v OG tube after intubation
Baseline Data Report Propofol Infusion 49 (21.49%) 47 (20.98%) 2 (50.00%) .§4o v Hydrocortisone 100 mg or Decadron 4-8mg + Zofran
: : . Diphenhydrami 60 (26.32% 59 (26.34% 1 (25.00% = 20 i indi
»* Patient Population: 228 TSS cases - Single Neurosurgeon PRETTYERATTE ( 0) ( 0) ( 0) 0o — II I I 4mg to every patient u.nless contralr?dlcated .
Ondansetron 203 (89.04%) 199 (88.84%) 4 (100.00%) 0 s , 34 v’ Decadron 10 mg and diphenhydramine 25 —50 mg if
Number of Antiemetics . . .
«» Data Period: December 2020 — December 2022 Medications Administered Post-Op L . using intrathecal tluorescein
. (o) ntiemetics ministere ostop
mtemeric  Baelne  NoCSFLeak  CSF Leak Acetaminophen 1000 mg IV prior to closure
rcals Total G pos (n = 228) (n = 224) (n=4) 80 v' Remifentanil or lidocaine peri-extubation
ASEINE TOIal LEses Aprepitant 6 (2.63%) 6 (2.68%) 0 (0.00%) g 60 v" Nicardipine infusion or labetolol prn for SBP < 150
No CSF Leak/Repair 224 (98.25%) Dexamethasone 28 (12.28%) 26 (11.61%) 2 (50.00%) S 40 I v’ Surgical team: Consider throat pack
Diphenhydrami 14 (6.14% 14 (6.25% 0 (0.00% e I
CSF Leak/Repair 4 (1.75%) PRETTYERamInE ( ) ( ) ( ) 0 I ] —
Ondansetron 93 (40.79%) 92 (41.07%) 1 (25.00%) 0 . > 3 POST-OP GUIDELINES
Prochlorperazine 15 (6.58%) 15 (6.70%) 0 (0.00%) Number of Antiemetics v’ Surgical Order Set:
# of Cases Receiving Acetaminophen v' IV acetaminophen x 24 hours then 975mg PO g8h
Baseline No CSF Leak CSF Leaks Current Status and Future Steps v d P h f i1 dg 1 :
(n = 228) (n = 224) n = 4) Oxycodone 5 mg g4h prn for mild or moderate pain
Pre-Op 19 (8.33%) 19 (8.48%) 0 (0.00%) v ERAS Protocol published on Anesthesiology Sharepoint. and 10 mg g4h prn for severe pain when tolerating PO
Intra-Op 50 (21.93%) 48 (21.43%) 2 (50.00%) v Neurosurgical housestaff and physician assistants educated on ERAS protocol. v Anesthesiology PACU orders: Amisulpride prn

v’ EPIC postoperative order set implemented.

1. Slot EMH, Sabaoglu R, Voormolen EHJ, Hoving EW, van Doormaal TPC. Cerebrospinal Fluid

] Assess COmp“ance with indicated pre-, intra-, and post-op recommendations Leak after Transsphenoidal Surgery: A Systematic Review and Meta-analysis. J Neurol Surg B
Skull Base. 2021 Aug 20;83(Suppl 2):e501-e513. doi: 10.1055/s-0041-1733918. PMID:

Abbreviations: PONV, post-op nausea vomiting; CSF, cerebrospinal fluid; TSS,

transsphenoidal surgery; ICP, intracranial pressure; ERAS, enhanced recovery
after surgery; PEC, pre-evaluation clinic; OG, orogastric . Follow up data on CSF leak incidence, potentially evaluating >1 surgeon 35832952; PMCID: PMC9272274.
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Introduction

When a patient suffers cardiac arrest, shorter times to securing an
airway are associated with better neurological outcomes.*
Emergency airway management may be difficult, with 9-12%
identified as challenging, and with complication rates up to 28%.2

After discontinuing pagers, our institution no longer had an
efficient and systematic approach to airway consultation.

Objectives

- ldentify perceived barriers to rapid and safe non-operating room
alrway interventions

- Improve communication between primary team and consulting
anesthesiologist

- ldentify potential difficult airways prior to evaluating the patient,
to recruit necessary personnel and equipment

Investigation Methods

Survey Conducted -
perceived barriers to
urgent airway care

and indications for Initial results - need
advanced airway for non-emergent
equipment/personnel  3irway consult, and

opportunity to
I identify potential
difficult airway prior
to arrival Initial intervention -
development of
h airway consult order
in EMR for non-

emergent airway
evaluation
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Figure 1: Fishbone Diagram
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Figure 2: Airway Consult Order in EMR

Inpatient Consult to Non Emergent Airway

Prionty: STAT | Routine ES1IEV]

Consult: By Provider:

To Provider:

" Accept | X Cancel

Which Provider Team? |WC Non Emergent Airway Consult (Contact & List)

@ Reason for Consult? “

® cCall Back Number:

Comments: # |f this is a request for an EMERGENCY airway, please call 5-5555 or 212-585-5555.
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e Prior to airway consult order, airway consultation was initiated
via single page or EMR text chat without important patient info.

e Initial identified needs:

o Anesthesiology — identification of urgency of airway and
necessary information/equipment prior to arriving at the
bedside; direct and immediate access to the patient chart

o Primary teams/unit staff - means to contact anesthesiology
reliably & efficiently depending on urgency of airway needs

e Proposed solution:
o Maintain the emergency airway (“STAT INTUBATION”) system
to contact airway team during true emergency
o Create airway consult order for urgent airway consultation
and evaluation, facilitating rapid notification of multiple
providers and providing immediate chart access. It also
provides method of direct communication with primary team

e Future directions:
o Apply PDSA method: assess frequency of STAT vs consult
order and patient outcomes, refine intervention as indicated
o Create “Difficult Airway Response Team” to address need
for systematic response to more difficult airways
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Figure 1: Epic Workflow

Results
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Figure 2: Value Stream Map

Future Directions

APS - Acute Pain Service PY
Anes - Anesthesia Team
FCEA - Patient Conmrolled Epidural Aanalgesia

Continued Data Collection

Investigation Methods

e Chart Review 01/2022 —06/2023

o PCEA connected to epidurals intraoperatively / by PACU
arrival

o Time from “Anesthesia Ready” to start of epidural
infusion

 Feedback Surveys with PACU RNs, CRNAs, Residents, and
Attending Anesthesiologists

 Regarding ease of obtaining and using PCEAs with the
new workflow

Ref: 1. Popping DM, et al. British Journal of Anesthesia. 2008 Dec;101(6):832-840
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 Continued education of Anesthesiology and PACU staff

* Data collection of feedback on project (Qualtrics Survey)

G
Please rate the ease of the following aspects: 9. With the initiative to promote early use of epidural catheters, is there a change in your

-
Wel"_c_orne“ Very  Somewhat Somewhat Very Did not
M d Easy Easy Neutral  Difficult  Difficult  perform
edicine » o Less satisfied
nfusion from O O O O O O

the Omnicell

satisfaction with the care of these patients?

Obtaining the pump

Handing off the patient and

More comfortable when you sign out to
the nurse?

More hemodynamically stable on the

Requiring less opioid with early initiation

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00%
Percen t of Anesthesia Providers

m Requiring less opioid with early initiation of epidural infusion?
m More hemodynamically stable on the infusion as compared to bolusing?

B More comfortable when you sign out to the nurse?
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