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Objectives 
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•  Describe	  models	  of	  preopera4ve	  evalua4on	  
programs	  

•  Outline	  systems	  issues	  and	  outcome	  metrics	  
associated	  with	  preopera4ve	  clinics	  

•  Provide	  a	  framework	  for	  developing	  and	  
managing	  preopera4ve	  programs	  



Preoperative Clinic Panel 
•  New	  	  format	  this	  year	  
•  List	  of	  topics	  to	  choose	  from	  
•  Audience	  priori4zes	  topics	  via	  ARS	  

•  Panelists	  will	  present	  informa4on	  
•  Three	  audience	  ques4ons	  via	  roving	  

microphone	  
•  Next	  topic	  
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History	  
•  First	  reported	  preopera4ve	  clinic	  -‐	  1949	  –	  decrease	  pressure	  in	  surgery	  clinic	  

	  	  	  
The	  purpose	  of	  such	  a	  clinic	  was	  to	  op2mize	  the	  condi2on	  of	  persons	  	  
"not	  in	  the	  best	  possible	  state	  for	  opera2on"	   	   	  Lee	  Anesthesia	  

• Rela4vely	  recent	  populariza4on	  
•  Not	  yet	  universal	  

•  Early	  factors	  promo4ng	  use:	  
•  Increase	  in	  ambulatory	  surgery	  	  
•  Standardiza4on	  of	  laboratory	  tes4ng	  

•  Retrospec4ve	  review	  2000	  charts	  
•  60%	  tests	  not	  indicated	  
•  0.022%	  might	  have	  altered	  management	  
•  No	  bad	  outcomes 	   	   	   	   	   	   	  Kaplan	  JAMA	  1985	  

Needed	  mechanism	  to	  ‘spread	  the	  word’ 	   	   	   	  	  



Preopera4ve	  Programs	  
•  There	  is	  no	  single,	  standard	  model	  of	  care	  for	  
periopera4ve	  programs	  
–  Design	  within	  needs,	  culture,	  and	  resources	  of	  your	  
ins4tu4on	  

•  Primary	  goal	  	  
–  Provide	  safe,	  reliable	  preopera4ve	  medical	  op4miza4on	  

•  Delivered	  in	  a	  centralized,	  mul4disciplinary	  
environment	  
–  A	  Process,	  not	  a	  Clinic	  	  	  

•  Communica4on	  and	  collabora4on	  are	  essen4al	  for	  
success	  

•  Evidence-‐based	  protocols	  with	  ins4tu4onal	  consensus	  
ensures	  goals	  will	  be	  met	  
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Preoperative Clinic Panel 
Staffing	  Models	  
Challenges	  of	  crea4ng	  or	  expanding	  a	  program	  
Triage	  models	  
Jus4fying	  the	  cost	  of	  a	  preopera4ve	  clinic	  
Quality	  metrics	  and	  Outcomes/standardiza4on	  of	  care	  	  
Iden4fying	  and	  achieving	  goals-‐	  delays	  and	  cancella4ons	  
Unique	  prac4ce	  models	  
ACGME	  requirements	  	  
Research	  	  
Nursing	  regulatory	  requirements	  
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Staffing	  Models	  in	  the	  
Preopera4ve	  Clinic	  
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Staffing	  Models	  
•  Depend	  on	  Program	  Design	  
•  Which	  pa4ents	  will	  be	  cared	  for?	  

–  In	  person	  visits?	  
• Who	  is	  going	  to	  see	  the	  pa4ents?	  

– Anesthesiology,	  Internal	  Medicine,	  NP/PAs?	  
– Triage	  

– Phone	  calls?	  
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Staffing	  Models	  Depend	  on	  Program	  Design	  
•  Which	  pa4ents	  will	  be	  cared	  for?	  

–  In	  person	  visits?	  
• Who	  is	  going	  to	  see	  the	  pa4ents?	  

– Anesthesiology,	  Int	  Med,	  APPs?	  
– Triage	  

– Phone	  calls?	  
•  Volume	  

–  Predicts	  FTE	  needs	  
•  Other	  services	  provided?	  
•  Don’t	  forget	  the	  “administra4ve	  tasks”	  
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Preopera4ve	  Program	  Model 
Two	  preopera4ve	  clinics	  (large	  general	  and	  eye)	  
Staffed	  jointly	  

• Anesthesiology	  	  
• Internal	  Medicine	  
• Hospital	  employed	  NPs	  

Cases	  seen	  
• Main	  ORs	  
• Out	  of	  OR	  procedures	  requiring	  Anesthesia	  services	  
• Selected	  Ambulatory	  Surgery	  Center	  cases	  	  	  
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Preopera4ve	  Program	  Model 
Clinic	  Func4ons:	  

Physician	  evalua4ons	  
RN	  admission	  ques4onnaires	  
Phone	  calls	  

De	  novo	  calls	  to	  pa4ents	  not	  seen	  in	  clinic	  ~	  20/day	  
Night	  before	  reminder	  calls	  ~40/day	  

Preop	  chart	  administra4ve	  func4ons	  
Preop	  check	  list	  
Gather	  consents,	  etc	  
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Anesthesiology	  
•  Faculty	  	  

–  10	  half	  day	  sessions/week	  
•  Housestaff	  	  

–  Required	  rota4on,	  2/month	  
Internal	  Medicine	  
•  Faculty	  	  

–  22	  half	  days	  sessions/week	  
•  Housestaff	  /students	  

–  Op4onal	  rota4on	  
•  Internal	  Med	  APP	  	  

–  10	  half	  day	  sessions/week	  
Hospital	  employed	  APP’s	  

–  2.3	  FTE	  	  	  
–  40	  sessions/week	  

•  RN’s-‐	  1	  FTE/1,165	  visits	  
•  Ancillary	  services	  

–  Pharmacist	  	  
–  EKG	  
–  Phlebotomy	  	  	  
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WFBH	  Preop	  Clinic	  Infrastructure	  

–  Check-‐in	  –	  2	  assistants	  
–  Financial	  clearance	  

associate	  
–  Pa4ent	  Scheduling	  

coordinators	  (2)	  
–  Pharmacy	  technician	  
–  Pulmonary	  technician	  
–  CMAs	  (3)	  
–  Clinic	  nurses	  (2)	  

•  Nurse	  navigators	  (5-‐6)	  
•  SRNA	  
•  Clinical	  Nurse	  Manager	  
•  APPs	  (10)	  
•  Anesthesia	  Resident	  
•  Anesthesiologists	  (2)	  
•  Internal	  Medicine	  (1)	  

Internal	  medicine	  resident	  +	  
anesthesia	  resident	  on	  periopera4ve	  
medicine	  rota4on	  

	  	  	  	  Personnel	  



PAC	  Visit	  
•  PAC	  schedule	  reviewed	  by	  scheduling	  team	  3-‐4	  days	  in	  advance	  
•  Pa4ents	  triaged	  based	  uponpreset	  criteria	  to	  IM,	  fast	  track,	  Team	  

A,	  Team	  B	  or	  Intensive	  (resident)	  schedule	  
•  Clinic	  provides:	  

•  Financial	  counseling	  
•  Medical	  	  	  evalua4on,	  op4miza4on	  (	  H&P)	  
•  Medica4on	  reconcilia4on	  
•  Educa4on	  &	  Consents	  
•  SNC/Preop	  evalua4on	  (H+P	  compliant)	  	  
•  EKGs,	  labs,	  office	  spirometry	  

•  All	  pa4ents	  are	  seen	  by	  an	  APP,	  resident	  or	  Apending	  Physician	  
•  All	  cases	  seen	  by	  an	  APP	  or	  Resident	  supervised	  by	  Anesthesiologist	  
•  All	  cases	  seen	  by	  the	  Internist;	  also	  seen	  by	  Anesthesia	  
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Our	  Pre-‐Op	  Model	  

• Ter4ary	  academic	  medical	  center	  in	  Suffolk	  county,	  NY	  
• 500+	  inpa4ent	  beds	  
• 23	  main	  hospital	  opera4ng	  rooms	  
• 8	  ORs	  in	  the	  free	  standing	  Ambulatory	  Surgery	  Center	  
• 14	  offsite	  loca4ons	  

Obstetrics/endoscopy/MRI/cardiac	  EP	  lab	  

22	  000	  procedures/year	  	  
18	  000	  elec4ve	  
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Our	  preopera4ve	  clinic	  	  
• See	  65	  pa4ents/day	  (~70%	  of	  elec4ve	  pa4ents)	  

• Ideally	  see	  all	  pa4ents	  and	  do	  the	  workup	  
• Standardize	  
• Centralize	  

• Process	  99%	  of	  the	  elec4ve	  charts	  
• Services	  vary	  according	  to	  pa4ent	  need	  

• H&P	  
• Labs	  
• ECG	  
• Anesthesia	  consult	  
• Educa4on	  

• Fit	  for	  surgery	  
• NPO	  
• Medica4on	  management	  
• Surgical	  site	  infec4on	  prophylaxis	  
• ERAS	  protocols	  

• Day	  of	  surgery	  orders	  
• Research	  recruitment	  
• Nursing	  documenta4on	  
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Pre-‐Opera4ve	  Services	  
	  

Staff:	  
• 7	  LIPs	  
• 5	  CAs	  
• 5	  Clerks	  
• 1	  office	  manager	  
• 8	  RNs	  including	  clinician	  
• Anesthesia	  resident	  
• Anesthesia	  apending	  
• Anesthesia	  research	  coordinator	  

• Hours:	  
• Mon-‐Fri	  	  
• 7am	  –	  5pm	  	  
•  last	  appointments	  at	  4pm.	  
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Our	  Model	  

All	  pa:ents	  

•  Screening	  worksheet	  
• H&Ps	  
• Pa4ent	  educa4on	  
•  Labs/ECG/(X-‐rays)	  
• Anesth	  consult	  
• Pre-‐op	  orders	  
• Chart	  review	  

•  Results	  
•  Indicated	  consults	  

Selected	  pa:ents	  

•  Chart	  review	  
•  Telephone	  screening	  
•  Telephone	  consults	  
• Old	  chart	  reviews	  
•  Communica4on	  with:	  

•  OR	  Booking	  
•  PCPs	  
•  Surgeons	  
•  Other	  consultants	  
•  Anesthesia	  team	  



Return	  to	  Topic	  List	  
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Challenges	  of	  Crea4ng	  and	  
Expanding	  Preopera4ve	  Programs	  
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Challenges	  Crea4ng	  or	  Expanding	  
Preopera4ve	  Programs 

•  Demonstra4ng	  value/	  Obtaining	  financial	  support	  
•  Large	  poten4al	  scope/	  con4nuum	  of	  care	  

•  Iden4fying	  a	  model	  
•  Pa4ent	  triage	  

•  Sustainable	  growth	  
•  Recrui4ng	  interested	  faculty	  and	  staff,	  experienced	  leaders	  
•  Resource	  plans	  

•  Ownership	  
•  Standardiza4on	  

•  Across	  procedural	  areas	  and	  ORs	  
•  Upstream	  clinics	  
•  Pa4ents	  not	  seen	  in	  preopera4ve	  clinic	  

•  Tracking	  metrics	  
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Return	  to	  Topic	  List	  
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Triage	  Models	  and	  Preopera4ve	  
Care	  	  
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Triage	  Systems	  
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	  	  Ge<ng	  the	  right	  pa:ents	  @	  the	  right	  :me?	  
	   	   	   	   	   	  	  
I.  Informa4on	  Technology	  	  
II.  Professional/Medical	  Decision	  making	  

•  Surgeon	  referral	  by	  ASA	  Class	  
•  Pa4ent	  Directed	  Triage	  tools	  	  -‐	  IT	  support	  
•  Nursing	  Phone	  Screens	  

III.  Balancing	  pa4ent	  centric	  models	  	  
•  Convenience:	  pa4ent	  &	  surgeon	  preference	  
•  Time	  for	  Medical	  Op4miza4on	  vs.	  DOS	  Cancela4on	  



	  	  	  	  	  	  Surgeon	  	  
	  -‐	  Decision	  for	  surgery	  
	  -‐	  Prelim	  	  	  ASA	  classifica4on	  	  
	  -‐	  Schedule	  PAC	  appointment	  or	  ACDOS	  (ASA	  3+4	  =	  
PAC)	  
	  
Nurse	  Phone	  Screen	  
-‐	  Call	  All	  ASA	  1+2	  pts	  (approx.	  50/day)	  
	  -‐	  Navigator	  phone	  screen,	  brief	  medical	  assessment,	  
phone	  	  preop,	  iden4fy	  financial	  &	  care	  coordina4on	  
needs,	  	  an4coagula4on	  etc.	  	  
	  -‐	  Pa4ent	  assigned	  	  ACDOS	  or	  rescheduled	  for	  clinic	  visit	  	  
	  
	  

Triage	  Mechanisms:	  
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Triage	  Tools:	  	  ASA	  Classifica4on	  



Navigator	  Phone	  Screen	  
Nurse	  Ques4ons	  

•  Do	  you	  currently	  take	  a	  prescrip:on	  blood	  thinner	  other	  than	  aspirin?	  
•  Are	  you	  over	  the	  age	  of	  40	  and	  have	  smoked	  tobacco	  for	  more	  than	  20	  

years?	  
•  Have	  you	  ever	  had	  surgery	  on	  your	  heart,	  lungs	  or	  brain?	  
•  Have	  you	  or	  a	  member	  of	  your	  family	  ever	  had	  problems	  with	  anesthesia?	  
•  Have	  you	  been	  told	  that	  you	  were	  a	  difficult	  intuba:on?	  
•  Have	  you	  experienced	  chest	  pain	  or	  shortness	  of	  breath	  in	  the	  last	  6	  

months?	  
•  Have	  you	  been	  hospitalized	  in	  the	  last	  6	  months	  for	  a	  condi:on	  unrelated	  to	  

your	  upcoming	  surgery?	  
•  In	  the	  last	  3	  months,	  have	  you	  been	  prescribed	  a	  new	  medica:on	  or	  had	  a	  

change	  in	  your	  current	  medica:ons?	  
•  Have	  you	  been	  diagnosed	  with	  Obstruc:ve	  Sleep	  Apnea?	  
•  Have	  you	  experienced	  any	  colds,	  cough,	  fever	  or	  other	  infec:ons	  in	  the	  last	  

2	  weeks?	  
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Triage	  Tools:	  Phone	  Screens	  
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Benefit	  to	  Screening	  Calls	  
Ø  Conduct	  Chart	  Review	  &	  Confirm	  DOS	  Contacts	  
Ø  Review	  Problem	  List,	  Allergies,	  Medica4on	  Reconcilia4on	  
Ø  Screening	  medical	  ques4ons	  
Ø  Screening	  for	  outside	  medical	  records,	  special	  needs,	  pain	  management	  	  
Ø  Provide	  links	  to	  pa4ent	  educa4on	  materials	  
Ø  Decide	  if	  clinic/in-‐person	  visit	  required	  

	  	  



Return	  to	  Topic	  List	  

#PeriopSummit	  2016	  



Jus4fying	  the	  Expense	  of	  
Preopera4ve	  Programs	  
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Economic	  sense	  
Jus4fying	  the	  cost	  to	  the	  C-‐suite	  

	  
Obstacles	  frequently	  cited:	  

•  Cost	  	  
•  Lack	  of	  anesthesia	  staff	  	  

	   	   	   	  Lemmens,	  Netherlands:	  BJA	  2008	  
	  

Cost:	  	  
•  Staff	  	  =	  >70%	  
•  Facility	  
•  Laboratory	  tes4ng	  
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$$$	  Economic	  sense	  $$$	  
	  

• Savings:	  
• Less	  delays	  day	  of	  surgery	  	  
• Minimal	  last	  minute	  cancella:ons	  	  
	   	   	   	  Feschl	  Anesthesiology	  2005	  /	  van	  Klei	  A&A	  2002	  

• Length	  of	  stay	  shortened	  by	  appropriate	  planning	  
	   	  Halaszynski,	  Yale	  CCM	  2004	  
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Economic	  sense	  

Savings:	  
•  	  Decrease	  in	  unnecessary	  consults	  

“Obtaining	  rou4ne	  medical	  consulta4ons	  to	  avoid	  delays	  or	  cancella4ons	  
is	  inefficient,	  4me-‐consuming,	  expensive,	  and	  unnecessary.”	  

	  
“The	  anesthesiologist,	  in	  evalua4ng	  pa4ents	  in	  a	  preopera4ve	  program	  
before	  the	  day	  of	  surgery,	  can	  determine	  if	  a	  consulta4on	  is	  required	  for	  
pa4ent	  periopera4ve	  management.”	  
	   	   	   	   	   	   	   	  Fischer	  in	  Seminars	  of	  Anes	  Dec	  1999	  
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Economic	  sense	  
	  

Consults	  
	  

Retrospec4ve:	  13000+	  pa4ents	  2005-‐6	  
“Pa2ents	  having	  ophthalmologic,	  orthopedic,	  or	  urologic	  surgery	  were	  more	  likely	  
to	  have	  consulta2ons	  compared	  with	  those	  having	  general	  surgery—adjusted	  
odds	  ra2os	  (95%	  CI)	  of	  3.8	  (3.3–4.2),	  1.5	  (1.3–1.7),	  and	  2.3	  (1.8–2.8),	  respec2vely.	  
Preopera2ve	  consulta2ons	  were	  more	  common	  in	  pa2ents	  with	  lower	  revised	  
cardiac	  risk	  scores.”	  

	   	   	   	   	  Thilen,	  SR.	  Anesthesiology.	  2013	  May;	  118(5):	  1028–1037.	  	  
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Economic	  sense	  
	  

Consults	  prior	  to	  cataract	  surgery	  

• Medicare	  data	  1995-‐2006	  	  
•  Increasing	  #	  consults	  
• Geographic	  varia4on	  
•  In	  contradic4on	  landmark	  ar4cle	  of	  Schein	  	  etal	  	  

	   	   	   	   	   	   	  NEJM	  2000;	  342:168-‐175	  

“Referrals	  for	  consulta2on	  seem	  to	  be	  primarily	  driven	  by	  nonmedical	  factors”	  
	   	   	   	  Thilen,	  SR.	  JAMA	  2014	  Mar;	  174(3):	  380–388	  
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Economic	  sense	  
Jus4fying	  the	  cost	  to	  the	  C-‐suite	  

	  
Savings	  –	  lab	  ordering:	  

•  Labs	  –	  over	  ordered	  in	  60%	  pa4ents	  (Katz	  ASA	  2008)	  
•  Decrease	  in	  unnecessary	  tes4ng	  

•  Subsequent	  audit	  at	  SBUMC	  es4mated	  $3.5million	  in	  unnecessary	  lab	  tes4ng/yr.	  

•  Vogt,	  Rochester	  NY	  30%	  reduc4on	  in	  cost	  of	  lab	  ordering	   	   	  JCA	  1997	  

•  Starsnic,	  Philadelphia	  less	  ordering	  no	  extra	  cancella4ons	   	  JCA	  1997	  

•  Power	  	  showed	  more	  than	  30%	  reduc4on	  in	  ordering	  and	  cost	  reduc4on	  of	  similar	  

magnitude	  with	  anesthesia	  staff	  input	  into	  tes4ng.	   	  Anaesth	  Intensive	  Care	  1999	  

But:	  
• Convenience	  of	  onsite	  or	  appointment	  free	  tes4ng	  led	  to	  increased	  
ordering.	   	   	   	   	   	  Edward:	  	  European	  Journal	  of	  Anesth	  	  Apr	  2008	  	  	  
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Economic	  sense	  

Financial	  gains	  
• DRG	  coding	  increases	  reimbursement	  
• Case	  Mix	  Index	  accurately	  reflects	  pa4ent	  popula4on	  
• Most	  effec4vely	  done	  in:	  

•  standardized	  pre-‐op	  clinic	  
•  electronic	  pa4ent	  record	  
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Economic	  sense	  
Financial	  gains	  	  

• Surgeon	  sa4sfac4on	  
•  Less	  work	  in	  office	  
•  Efficiency	  day	  of	  surgery	  

• Anesthesia	  sa4sfac4on	  increased	  when	  pa4ent	  pre-‐assessed	  
by	  colleague	  

	  
• Enlarging	  referral	  base	  

• Word	  of	  mouth	  
	  

• Outpa4ent	  surgery	  increased	  –	  study	  of	  a	  VA	  group	  and	  with	  
the	  single	  interven:on	  of	  the	  pre-‐op	  clinic	  	  

•  increased	  the	  ambulatory	  popula4on	  	  
• no	  significant	  increase	  in	  complica4ons	  
•  significant	  streamlining	  of	  process	  and	  cost	  saving.	  

	   	   	   	   	   	  Pollard	  from	  Stanford	  (JCA	  1999)	  
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Economic	  sense	  

Financial	  gains:	  
• Pa4ent	  sa4sfac4on	  

•  difficult	  to	  measure	  
•  wait	  4me	  dependent	  
•  scheduling	  best	  done	  with	  computer	  models	  

•  beper	  suited	  to	  business	  model	  than	  medicine	  
•  But	  the	  ‘health	  care	  industry’	  relies	  on	  its	  good	  name	  	  

•  Sa4sfac4on	  correlated	  with	  wait	  4me	  and	  access	  to	  clinical	  provider	  
	   	   	   	   	  Hepner	  etal	  A&A	  2004	  	  

•  Wait	  4me	  was	  confirmed	  as	  significant	  impact	  factor	  on	  pa4ent	  sa4sfac4on	  
	   	   	   	   	   	   	  Edward	  etal	  BJA	  2008	  	  
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Economic	  sense	  

Effort	  to	  reduce	  costs:	  	  
• Nurse	  screens	  7%	  cancella4on	  or	  delay	  
• Physician	  3.6%	  

Those	  screened	  to	  the	  clinic	  by	  same	  nurses	  8%	  DOS	  issue	  –	  
but	  these	  were	  the	  sicker	  pa4ents	  

	   	   	   	   	   	   	   	  Vaghadia:	  Can	  J	  Anaesth	  
1999	  

• Screening	  by	  procedure	  
	   	   	   	   	   	   	   	  Schein	  NEJM	  2000..	  

	  



A-‐Typical	  day	  
630	  –	  Nurse	  scrubs	  and	  opens	  sterile	  trays	  
710	  –	  Anesthesia	  wants	  ECHO	  
900	  –	  Cardiol	  office	  opens	  and	  faxes	  ECHO	  
910	  –	  Surgeon	  rounding	  
930	  –	  Anesthesia	  having	  coffee	  
940	  –	  RN	  relieving	  in	  OR	  
955	  -‐	  Start	  
Grumble,	  gripe	  and	  groan	  through	  the	  day	  
Cancella4ons	  and/or	  over4me	  $$$	  
	  #PeriopSummit	  2016	  



Results	  of	  that	  delay	  

•  Opportunity	  costs	  
•  Start	  up	  costs	  
•  Over4me	  
•  Morale	  
•  Customer	  sa4sfac4on	  

– Pa4ent	  
– Surgeon	  

#PeriopSummit	  2016	  
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Summary	  –	  economic	  sense	  

• Cost	  of	  our	  clinic	  staff	  =	  $1.8	  million/yr.	  

• Cost	  of	  OR	  standing	  $60/min	  ($19-‐$100)	  
	  	  	  	  	  30	  000	  minutes	  of	  cancelled	  OR	  4me	  =$1.8	  million	  

• Average	  case	  =	  150	  minutes	  	  
	  30	  000	  minutes	  =	  200	  cases	  =	  1.1%	  elec4ve	  cases.	  

	  
Prior	  to	  establishment	  of	  present	  pre-‐op	  clinic	  4.2%	  DOS	  cancella4on	  	  -‐	  	  
Current:	  0.9%	  DOS	  cancella4on	  rate.	  
	  
=	  3.3	  %	  reduc4on	  save	  3x	  our	  staffing	  cost.	  
	  
	  

•  In	  addi4on:	  $3+million/yr.	  saved	  by	  not	  doing	  unnecessary	  lab	  
tes4ng.	  

	  
	  



Jus4fying	  the	  cost	  -‐	  Conclusion	  

The	  process	  and	  cost	  already	  exists	  –	  the	  clinic	  
centralizes	  and	  standardizes	  care.	  

– Decrease	  income	  loss	  
–  Increased	  savings	  

	  

The	  success	  of	  the	  pre-‐op	  clinic	  depends	  on:	  
• commitment	  of	  the	  ins4tu4on	  
• dedicated	  leadership	  	  
• training	  and	  curriculum	  for	  the	  staff.	  	  

	   	   	   	   	   	   	  	  
#PeriopSummit	  2016	  



I.   Assess	  	  O.R.	  delays	  &	  	  same	  day	  cancella:on	  rates	  	  
•  Compare	  w/successful	  preopera4ve	  clinics	  
•  Calculate	  cost	  savings	  based	  on	  improvements	  (	  $	  /OR	  4me)	  (1)	  

II.   Analyze	  u:liza:on	  of	  “extra”	  consulta:on	  services	  	  
•  Es4mate	  cost	  savings	  w/	  preop	  centraliza4on	  	  

III.   Quan:fy	  	  current	  Lab,	  ECG,	  and	  X-‐ray	  ordering	  prac:ces	  
•  Quan4fy	  es4mated	  decrease	  with	  centraliza4on	  &	  standardiza4on	  

IV.  Present	  poten:al	  	  revenue	  genera:on	  	  
–  Based	  on	  allowable	  billing	  for	  preopera4ve	  services	  
•  Collaborate	  with	  Finance	  &	  Compliance	  	  Department	  

	  	  	  	  Jus$fica$on	  for	  Preop	  clinic	  

1.	  Journal	  of	  Clinical	  	  Anes	  (2010)	  22,	  	  
2	  Journal	  of	  Clinical	  Anesthesia	  (IF	  1.21).	  10/2004;	  16(6):478-‐9.	  
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•  Surgical	  caseload:	  Type	  &	  Volume	  
•  Pa:ent	  acuity	  level	  (ASA	  Classifica4on)	  
•  Elapsed	  :me	  from	  surgical	  booking	  to	  actual	  procedure	  
•  Input	  analysis:	  What	  info	  	  available	  from	  surgeon	  &	  PCP?	  

•  Are	  current	  methods	  of	  obtaining	  info	  successful	  in	  aid	  in	  management?	  

•  Assess	  gaps	  in	  regulatory	  compliance	  
•  NSQIP,	  SCIP,	  	  Quality	  Metrics	  &	  Surgical	  Quality	  repor4ng	  needs	  

•  Assess	  Opera:ng	  Room	  Efficiency	  **	  &	  Safety	  

Collect	  Ini:al	  Data	  
Jus4fying	  the	  Expense	  

#PeriopSummit	  2016	  



Process	  Metrics:	  High	  Impact	  
Ø Case	  Cancella:ons:	  reduc:on	  in	  canceled	  cases	  within	  72	  hour	  of	  DOS	  
due	  to	  lack	  of	  financial	  or	  medical	  clearance	  leading	  to	  increased	  OR	  
u4liza4on	  

Ø OR	  Throughput:	  reduc4on	  in	  holding	  room	  delays	  due	  to	  lack	  of	  consents,	  
H&P,	  and	  through	  improved	  H&P	  notes	  

Ø Future:	  
–  Care	  Coordina:on:	  increased	  efficiency	  in	  care	  coordina4on,	  ini4al	  

screening	  already	  documented,	  some	  CC	  ac4vi4es	  already	  done	  
–  Care	  Pathways:	  streamlines	  development	  of	  CPs	  for	  all	  service	  lines	  
–  Increased	  Referrals:	  medical	  op4miza4on	  and	  prehabilita4on	  program	  

will	  increase	  referrals	  to	  medicine	  special4es	  and	  ancillaries	  
–  Increased	  Efficiency:	  Transi4onal	  Care,	  PM&R	  will	  see	  increased	  

efficiencies	  from	  early	  iden4fica4on,	  assessment,	  and	  interven4on	  
with	  pa4ents	  who	  will	  u4lize	  their	  services	  

	  
#PeriopSummit	  2016	  



Return	  to	  Topic	  List	  
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Quality	  metrics	  and	  Outcomes	  
Standardizing	  Preopera4ve	  Care	  	  

#PeriopSummit	  2016	  
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Quality	  metrics	  
I.  Take	  inventory	  of	  surgical	  quality	  repor4ng	  needs	  
II.  Assess	  ins4tu4onal	  gaps	  in	  regulatory	  compliance	  

•  NSQIP	  	  &	  SCIP	  
•  CMS	  compliance	  	  

III.  Case	  Cancela4ons	  (	  4ming,	  reasons,	  etc.)	  
IV.  Establishing	  	  Value	  Based	  Clinical	  	  Care	  Pathways	  

hpps://www.facs.org/quality-‐programs/acs-‐
nsqip	  
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Ø  Process	  Metrics	  
–  Reduc4on	  in	  case	  cancella4ons	  
–  Improved	  O.R.	  Throughput	  
–  Increase	  efficiency	  in	  Care	  

Coordina4on	  and	  Transi4onal	  
Care	  

–  Streamlined	  Care	  Pathway	  
development	  

–  Increased	  referrals	  to	  medicine	  
special4es	  and	  ancillaries	  

Ø Outcome	  Measures	  :	  	  
	  	  	  	  	  	  	  	  	  	  	  	  Externally	  reportable	  

–  HLOS,	  30d	  Readmit	  rates,	  Pa4ent	  
Sa4sfac4on,	  Mortality,	  SCIP,	  NSQIP	  

–  Reduc4on	  in	  cost	  associated	  with	  
treatment	  of	  complica4ons	  (ICU,	  Vent	  
days,	  ancillaries)	  

–  Increased	  CMI	  with	  	  H&P	  template	  
and	  rigorous	  H&Ps	  on	  all	  ASA	  3s	  &	  4s.	  

	  	  

Quality	  Metrics	  &	  	  Outcomes	  
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I.  Clinical	  Process	  Measures	  –	  Example	  Preop	  Variables	  
•  Nursing:	  	  -‐name,	  contact	  info,	  PCP,	  surgeon,	  date	  of	  surgical	  eval,	  	  DOS,	  

Age,	  weight,	  height,	  BMI	  
•  Date	  of	  IM	  &	  ANES	  	  evalua4on	  
•  Preop	  pain	  scores	  
•  Opiate	  tolerance	  
•  Coexis4ng	  disease	  	  states	  	  
•  ASA	  Class	  (	  clinical	  acuity)	  
•  Risk	  of	  PONV,	  postop	  pulmonary	  issues,	  	  
•  Risk	  index	  for	  postop	  renal	  failure	  
•  Risk	  index	  for	  postop	  delirium,	  Frailty	  
•  Preopera4ve	  Anemia	  therapy	  
•  Nutri4on	  Educa4on	  –	  Prehabilita4on,	  precondi4oning	  	  
•  Physical	  Therapy	  Educa4on	  
•  Etc.	  

Quality	  metrics	  



Process	  Metrics	  
High	  Impact	  Metrics	  

•  Case	  Cancella:ons:	  reduc4on	  in	  canceled	  cases	  within	  72	  hour	  of	  DOS	  due	  
to	  lack	  of	  financial	  or	  medical	  clearance	  leading	  to	  increased	  OR	  u4liza4on	  

•  OR	  Throughput:	  reduc4on	  in	  holding	  room	  delays	  due	  to	  lack	  of	  consents,	  
H&P,	  and	  through	  improved	  H&P	  notes	  

•  Future	  Metrics:	  
–  Care	  Coordina:on:	  increased	  efficiency	  in	  care	  coordina4on,	  ini4al	  

screening	  already	  documented,	  some	  CC	  ac4vi4es	  already	  done	  
–  Care	  Pathways:	  streamlines	  development	  of	  CPs	  for	  all	  service	  lines	  
–  Increased	  Referrals:	  medical	  op4miza4on	  and	  prehabilita4on	  program	  

will	  increase	  referrals	  to	  medicine	  special4es	  and	  ancillaries	  
–  Increased	  Efficiency:	  Transi4onal	  Care,	  PMnR	  will	  see	  increased	  

efficiencies	  from	  early	  iden4fica4on,	  assessment,	  and	  interven4on	  
with	  pa4ents	  who	  will	  u4lize	  their	  services	  

#PeriopSummit	  2016	  



Outcome	  Metrics	  
Externally	  reportable	  metrics,	  u2liza2on	  and	  cost,	  CMI	  

•  Externally	  Reportable	  Metrics	  
–  LOS,	  30	  Day	  Readmit,	  Pa4ent	  Sa4sfac4on,	  Mortality,	  PSI	  90,	  SCIP,	  

NSQIP	  
•  Hospital	  U4liza4on	  &	  Cost	  

–  Reduc4on	  in	  costs	  associated	  with	  treatment	  of	  major	  complica4ons	  
including	  ICU	  days,	  Vent	  days,	  ancillaries	  

•  CMI	  
–  Rigorous	  H&Ps	  for	  all	  ASA	  3s	  &	  4s	  is	  founda:onal	  for	  a	  

comprehensive	  capture	  of	  risks	  to	  drive	  accurate	  CMI.	  Improved	  
H&P	  template	  and	  quality	  audits	  of	  APPs	  will	  lead	  to	  increased	  CMI	  

#PeriopSummit	  2016	  
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Iden4fying	  and	  Achieving	  Goals	  
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Iden4fying	  and	  achieving	  goals:	  
	  •  Communica4on	  

•  Cancella4ons	  
•  Delays	  
•  Length	  of	  stay	  
•  Cu|ng	  lab	  expenses	  
•  Zero	  tolerance	  for	  

– Lab	  error	  
– Site	  and	  side	  error	  

•  Pa4ent	  sa4sfac4on	  
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Communica4on	  
Not	  enough	  to	  iden4fy	  poten4al	  problems	  –	  need	  to	  
communicate	  these	  in	  4mely	  fashion	  to	  all	  those	  who	  need	  to	  
know.	  

• Pa4ents	  –	  wripen	  handouts	  
• OR	  –	  special	  equipment/	  4ming	  of	  surgery	  
• Surgeons	  
• Ancillary	  services	  –	  CIEDs	  and	  other	  implanted	  
devices	  

• Differing	  assessments	  between	  pre-‐op	  clinic	  staff	  and	  
assigned	  anesthesiologist	  day	  of	  surgery.	  
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Cancella4ons	  
	  – Pa4ent	  compliance	  with	  pre-‐op	  instruc4ons	  

– Not	  op4mized	  
	  
Do	  pre-‐op	  clinics	  improve	  outcomes?	  

–  Evidence	  is	  somewhat	  lacking	  
•  AIMS	  (Kluger	  Anaesthesia	  2000)	  Bad	  outcomes	  were	  associated	  or	  
directly	  caused	  by	  inadequate	  pre-‐op	  assessment	  

•  Cantlay	  –	  small	  study-‐	  not	  prospec4ve	  showed	  decreased	  
mortality	  in	  vascular	  surgery	  pa4ents	  with	  establishment	  of	  
pre-‐op	  clinic	  (Anaesthesia	  2006)	  
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Monthly	  report	  of	  DOS	  cancella4ons	  
– Date	  of	  Pre-‐op	  visit	  
– Reason	  for	  cancella4on	  

•  Surgeon	  
•  Pa4ent	  

–  New	  event	  
–  Non	  compliance	  

•  Inadequate	  prepara4on	  
•  Administra4ve	  
•  Inappropriate	  pa4ent	  selec4on	  for	  Ambulatory	  Surgery	  Center	  
•  Other/unknown	  
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Delays	  	  
	  

– Missing	  info	  
– Poor	  communica4on	  	  

•  Difficult	  airway	  
•  MH	  

Report	  of	  on	  4me	  starts	  compared	  to	  expected	  
– Done	  as	  needed	  not	  rou4nely	  
– Target	  group	  vs.	  overall	  	  

Case	  reports	  a.k.a.	  individual	  complaints	  
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Length	  of	  stay	  

Pre-‐op	  clinics	  decrease	  LOS	  by:	  
• Decrease	  pre-‐op	  admissions	  
• ERAS	  protocols	  
And	  –	  with	  sparse	  evidence	  thus	  far:	  
• Complica4ons	  
• Post-‐op	  length	  of	  stay	  
	  
Reports	  via	  Crimson	  (©	  2016	  The	  Advisory	  Board	  Company)	  –	  surgeon	  specific	  data	  
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Cu|ng	  lab	  expenses	  
Monthly	  data	  report	  
•  20	  common	  tests	  
•  Trends	  vs.	  interven4ons	  or	  events	  

–  Outcome	  
–  New	  staff	  member	  
–  July	  

•  Ongoing	  educa4on	  
–  Unnecessary	  
–  Repeat	  labs	  
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Lab	  error	  

•  Pa4ent	  safety	  repor4ng	  
•  Staff	  educa4on	  
•  Counselling	  
•  Ongoing	  QA/QI	  

– Pa4ent	  ID	  bands	  
– 2	  signatures	  
– Name	  stamps	  
– Barcoding	  
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Site	  and	  side	  error	  	  
Tracked	  manually	  

•  Pre-‐procedural	  verifica4on	  process.	  
•  Surgeon	  
•  Surgical	  coordinator	  
•  Pa4ent	  verifica4on	  in	  pre-‐op	  clinic	  
•  Chart	  review	  
•  Day	  of	  surgery	  confirma4on	  	  

–  Pa4ent	  
–  Surgeon	  
–  Clerk	  	  

•  Site	  of	  surgery	  marking	  



#PeriopSummit	  2016	  

Pa4ent	  Sa4sfac4on	  

Pa4ent	  sa4sfac4on	  directly	  related	  to	  decreased	  
medico-‐legal	  risk.	  

• On-‐site	  feedback	  cards	  
• Home	  mailing	  –	  
• Ongoing	  staff	  training	  	  



Return	  to	  Topic	  List	  
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Unique	  Prac4ce	  Models	  in	  
Preopera4ve	  Care	  

#PeriopSummit	  2016	  



Unique	  Prac4ce	  Models	  

•  Leadership	  
•  Goals	  &	  Objec4ves	  

–  H&P,	  Pre	  Anes,	  Chart	  comple4on,	  
etc.	  

•  Pa4ent	  Access	  
•  Triage	  	  
•  Phone	  screen	  	  
•  Medical	  Op4miza4on	  
•  Care	  Coordina4on	  



•  Physical	  loca:on	  
•  Types	  of	  encounters	  

•  Consider	  phone	  screens	  for	  appropriate	  pa4ents	  
•  In-‐person	  visits	  can	  based	  on	  triage,	  case	  mix,	  	  &	  pt	  acuity	  

•  	  Iden:fy	  of	  services	  rendered	  
•  Will	  ECG,	  laboratory	  work,	  TTE	  	  be	  done	  in	  clinic?	  
•  What	  staff	  will	  perform	  tes4ng?	  

•  Medical	  record	  organiza:on	  &	  review	  
•  Electronic	  Health	  Record	  
•  Connec:on	  with	  referring	  	  surgeons	  offices	  	  

•  Iden4fy	  which	  aspects	  of	  preop	  evalua4on	  surgeons	  	  prefer	  
•  Develop	  protocols	  to	  ensure	  consistent	  transfer	  of	  informa4on	  
•  Develop	  external	  feedback	  systems	  to	  measure	  implementa4on	  	  

  

Prac4ce	  Model	  Depends	  on	  	  
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Nurse	  Chart	  Review
	  	  

• Pa:ent	  has	  had	  pre-‐op	  
visit	  or	  surgical	  procedure	  	  
within	  	  past	  30	  days	  of	  
next	  surgery	  and	  is	  
returning	  for	  procedure	  
with	  the	  same	  service	  

• Pa4ent	  resides	  in	  a	  
nursing	  home	  or	  other	  
long-‐term	  care	  facility	  
where	  an	  updated	  H&P,	  
lab	  work	  and	  EKG	  can	  be	  
done	  

• Colla4ng	  all	  materials	  from	  
PCP	  &	  Specialists	  

• Occasional	  high	  rate	  of	  
same	  day	  Cancela4on	  

Nurse	  Phone	  
Screen	  

•  Used	  	  healthy	  
pa:ents:	  (	  ASA	  1	  &	  2)	  
• <50	  yrs.	  Old,	  English	  
speaking	  

• No	  significant	  health	  
problems	  

• No	  personal	  or	  family	  history	  
of	  ANE	  issues	  

• No	  poten4al	  airway	  issues	  
• Phone	  screens	  MAY	  be	  
arranged	  under	  certain	  
circumstances	  if	  the	  pa4ent	  is:	  
• Healthy,	  >50	  yrs.	  Old	  
• Seen	  by	  PCP	  recently	  with	  
EKG	  available	  for	  review	  

• Resides	  a	  significant	  distance	  
away	  AND	  has	  H&P,	  labs	  
available	  

• Does	  not	  speak	  English,	  but	  
interpreter	  has	  been	  
arranged	  via	  conference	  call	  
by	  Surgeon’s	  office	  

In	  Person	  Visits	  

•  Clinic	  Visits	  for	  all	  
pa4ents	  vs.	  select	  few	  
(	  ASA	  3&4)	  

•  Full	  H&P	  vs	  Pre	  
Anesthesia	  

•  Care	  Coordina4on	  
•  Pa4ent	  Educa4on	  
•  Screening	  for	  
undiagnosed	  
preexis4ng	  disease	  

•  Segue	  	  to	  other	  
service	  lines	  

•  Consents	  
•  Labs	  &	  Ancillary	  
Studies	  

Consider	  Visit	  Types	  
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Carrillo	  SR,et	  a;	  Surgical	  Home:	  	  Anesthesiologist-‐Directed	  Preopera:ve	  Triage	  Reduces	  Unnecessary	  Tes:ng	  and	  Associated	  Economic	  Burden.	  2012.	  

Correll	  D,	  Bader	  A,	  Hull	  M,	  Hsu	  C,	  Tsen	  L,	  Hepner	  D.	  Value	  of	  preopera:ve	  clinic	  visits	  in	  iden:fying	  issues	  with	  poten:al	  impact	  on	  opera:ng	  room	  	  efficiency.	  Anesthesiology;105:1254-‐9	  

Ferschl	  M,	  Tung	  A,	  Sweitzer	  B,	  Huo	  D,	  Glick	  D.	  Preopera:ve	  clinic	  visits	  reduce	  opera:ng	  room	  cancella:ons	  and	  delays.	  Anesthesiology	  	  2005;103:855-‐9.	  
Glick	  DB,	  Tung	  A,	  Ferschl	  MB,	  Sweitzer	  B.	  Anesthesia	  preopera4ve	  	  medicine	  clinic:	  beyond	  surgery	  cancella4ons.	  Anesthesiology	  2006;105:	  

Unique	  Prac4ce	  Models	  
1.   Nurse-‐Only:	  Chart	  Colla4on	  &	  Record	  Review	  
2.   Advanced	  Prac:ce	  Provider	  Based	  model	  	  

a.  ‘one-‐stop	  shopping’	  (all	  surgical	  pts)	  
b.  H&P	  +	  Anesthesia	  evalua4on	  
c.  Supervision	  

3.   Triage	  Based	  Model	  eval	  High	  risk/high	  impact	  pa4ents	  (EHR)	  	  
4.   IMPACT	  Center	  –	  IM	  Preopera4ve	  Assessment	  Center	  
5.   PACE	  Center	  –	  PreAnesthesia	  Consulta4on	  and	  Eval	  	  Center	  
6.  Combined	  approach	  with	  mul4specialty	  representa4on	  
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Unique	  Prac4ce	  Models	  
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Unique	  Models	  of	  Care	  	  WFBH	  PAC	  
•  PAC	  schedule	  reviewed	  by	  scheduling	  team	  3-‐4	  in	  advance	  
•  Pa4ents	  triaged	  based	  upon	  preset	  criteria	  to	  IM,	  fast	  track,	  

Team	  A,	  Team	  B	  or	  Intensive	  (resident)	  schedule	  
•  	  WFBH	  PAC	  provides:	  

•  Financial	  counseling	  
•  Medica4on	  reconcilia4on	  
•  Educa4on	  
•  SNC/Preop	  evalua4on	  (H+P)	  	  and	  medical	  op4miza4on	  
•  EKGs,	  labs,	  office	  spirometry	  	  

•  All	  pa4ents	  are	  seen	  by	  an	  APP,	  resident	  or	  Apending	  Physician	  
•  All	  cases	  seen	  by	  an	  APP	  or	  Resident	  supervised	  by	  Anesthesiologist	  
•  All	  cases	  seen	  by	  the	  Internist;	  	  also	  seen	  by	  Anesthesia	  
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Unique	  Prac4ce	  Models	  
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Ø  Standardizing	  the	  preopera4ve	  assessment	  process	  helps	  ensure	  that	  
regulatory,	  accredita4on,	  and	  payer	  requirements	  and	  guidelines	  are	  met.	  

Ø  Careful	  triage	  based	  on	  a	  pa4ent’s	  history	  can	  help	  avoid	  unnecessary	  
assessment	  of	  low-‐risk	  pa4ents	  and	  ensure	  that	  necessary	  assessments	  for	  
higher-‐risk	  pa4ents	  are	  completed	  before	  the	  day	  of	  surgery.	  

Ø  Periopera4ve	  assessment	  and	  management	  guidelines	  for	  various	  types	  of	  
surgery	  and	  pa4ent	  risk	  factors	  should	  be	  developed,	  con4nuously	  updated,	  
and	  made	  available	  online	  to	  all	  providers	  within	  the	  ins4tu4on.	  

Ø  Electronic	  medical	  records	  allow	  standardiza4on	  of	  pa4ent	  informa4on,	  avoid	  
redundancy,	  and	  provide	  a	  database	  for	  research.	  

Key	  Points	  

Unique	  Prac4ce	  Models	  
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ACGME	  Requirements	  in	  
Periopera4ve	  Medicine	  	  
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Educa4on	  

• Department	  expert	  on	  preopera4ve	  assessment	  
• Consistency	  in	  supervision	  	  
• Clinical	  pathways	  and	  protocols	  

• Development	  
• Implementa4on	  

• NP/PA/RN	  educa4on	  
• Outreach	  to	  other	  departments/community	  
• Residency	  training	  
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Educa4on	  
ACGME	  

• Anesthesia	  residents:	  ABA	  requirement	  -‐	  minimum	  
of	  2	  weeks	  uninterrupted	  rota4on	  with	  curriculum	  	  

• 	  4	  weeks	  preferred	  
	  
• Improved	  test	  scores	  
• Program	  accredita4on	  considers	  board	  pass	  rate	  
• Ideal	  place	  for	  all	  the	  competencies	  –	  	  

•  Simmons	  etal	  JCA	  supp	  Dec	  2005	  
•  Richman	  etal	  ASA	  abstract	  Oct	  2009	  
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Educa4on	  
ACGME	  

• Internal	  medicine	  residents	  
• No	  ABIM	  requirements	  
“IV.A.2.c).(1).(g).(ii).(e)	  must	  include	  resident	  par2cipa2on	  in	  
coordina2on	  of	  care	  across	  health	  care	  seings.”	  

• 1/3	  ambulatory	  rota4ons	  
	  
• Pre-‐op	  consult	  service	  on	  inpa4ents	  
• Pre-‐op	  clinic	  rota4on	  elec4ve	  
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Pre-‐op	  clinic	  Curriculum	  1.	  

•  History	  and	  physical	  
•  Effort	  tolerance	  
•  Airway	  

•  Cardiac	  
•  MACE	  
•  CAD	  

•  Stents	  
•  PPMs/AICDs	  
•  Valvular	  disease	  
•  CHF	  
•  Arrhythmias	  

•  Pulmonary	  
•  COPD	  
•  Asthma	  
•  Pulmonary	  htn	  
•  OSA	  
•  Iden4fica4on	  of	  PPCs	  
•  Preven4on	  

•  Renal	  disease	  
•  Screening	  
•  Strategies	  to	  reduce	  risk	  

•  Hepa4c	  
•  Hepa44s	  
•  Cirrhosis	  
•  Assessment	  of	  risk	  

•  Hematological	  
•  Anemia	  
•  Hemoglobinopathies	  

•  Neurological	  
•  Seizures	  
•  Cogni4ve	  dysfunc4on	  
•  MS	  
•  ALS	  

•  Endocrine	  
•  DM	  
•  Thyroid	  
•  Phaeochromocytoma	  
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Pre-‐op	  clinic	  Curriculum	  2.	  

•  Ambulatory	  surgery	  
•  Pa4ent	  selec4on	  

•  Geriatrics	  
•  Func4onal	  capacity	  

•  Pediatrics	  
•  Ex-‐premies	  

•  Syndromes	  
•  Down’s	  
•  Pierre	  Robin	  

•  Risk	  calculators	  
•  ACS	  
•  AHA	  

•  Pre-‐Op	  clinics	  
•  Pre-‐Op	  labs	  

•  Guidelines	  
•  Evidence	  
•  Result	  interpreta4on	  

•  Further	  tes4ng	  and	  consults	  
•  indica4ons	  

•  ERAS	  
•  Chronic	  pain	  

•  Pain	  service	  referral	  
•  NPO	  instruc4ons	  
•  Medica4on	  management	  

•  An4coagulants	  
•  An4platelet	  agents	  
•  DM	  

•  Types	  of	  anesthesia	  
•  Blocks	  

•  Gene4c	  disease	  in	  anesthesia	  
•  MH	  
•  Pseudocholinesterase	  deficiency	  

•  Risks	  of	  anesthesia/surgery	  
•  PONV	  
•  Awareness	  
•  VTE	  
•  POVL	  
•  POCD	  
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Pre-‐op	  clinic	  Curriculum	  3.	  

•  Pregnancy	  
•  Cancer	  

•  Chemotherapy	  
•  Ethics	  

•  Informed	  consent	  
•  DNR	  in	  OR	  

•  Implanted	  devices	  
•  CIEDs	  
•  Neuros4mulators	  
•  Medica4on	  pumps	  

•  The	  difficult	  pa4ent	  

	  

•  Rheumatologic	  
•  RA	  
•  SLE	  

•  Infec4ous	  
•  HIV	  

•  Substance	  abuse	  
•  Smoking	  
•  Alcohol	  
•  Opiates	  

•  Buprenorphine	  

•  Special	  needs	  
•  Developmentally	  disabled	  
•  Au4sm	  
•  Non-‐	  English	  speakers	  
•  ASL	  
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Research	  and	  the	  Preopera4ve	  
Clinic	  	  
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Research	  

•  Establishing	  pa4ent	  –	  provider	  rela4onship	  
•  Early	  iden4fica4on	  and	  earlier	  pa4ent	  contact	  –	  greater	  opportunity	  for	  
recruitment	  for	  clinical	  studies	  

•  Tissue	  banking	  
•  Drug	  studies	  
•  Comparison	  of	  anesthesia	  protocols	  

• Preopera4ve	  assessment	  is	  a	  growing	  field	  with	  a	  need	  for	  ongoing	  
research	  and	  quality	  ini4a4ves	  	  

•  Preopera4ve	  smoking	  cessa4on	  
•  Pre-‐emp4ve	  analgesia	  
•  Pa4ent	  literacy	  
•  ERAS	  interven4ons	  

• Databases	  	  
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Understanding	  and	  Managing	  
Nursing	  Regulatory	  

Requirements	  
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Nursing	  and	  other	  regulatory	  requirements	  

• Regulatory	  requirements	  for	  H&Ps	  
• DOH	  
•  Joint	  Commission	  

•  History:	  Procedure/HPI/PMH/PSH/Meds/Allergies	  
•  Physical:	  Vitals/Heart/Lungs/Level	  of	  consciousness	  

• ASA	  –	  H&P,	  4ming.	  
	  Prac2ce	  advisory	  for	  preanesthesia	  evalua2on:	  an	  updated	  report	  by	  the	  American	  Society	  of	  
Anesthesiologists	  Task	  Force	  on	  Preanesthesia	  Evalua2on.	  Anesthesiology.	  2012	  Mar;116(3):
522-‐38.	  

• Requirements	  for	  anesthesia	  consults	  
• SBUMC	  policy	  
• DOH	  
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Nursing	  and	  other	  regulatory	  requirements	  

Nursing	  admission	  history	  
• Best	  prac4ce	  and	  regulatory	  requirements	  

•  Social	  history	  
•  Screening	  

•  Domes4c	  abuse	  
•  Substance	  abuse	  
•  Advance	  direc4ves	  

•  HIV	  screening	  
•  Vaccina4on	  offerings	  

• Medica4on	  reconcilia4on	  
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