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Need
Learning Challenges
objectives
Special
considerations

* Ergonomical

nightmare
* Fast paced

NORA

* Crowded

NORA growth

* 40% of all
anesthetics

*50% of all
anesthetics

delivered in the
next decade

—8—NORA —4—OR —@—Allincluded cases:
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Older
and
sicker

From Pyramid to Pillar:
A Century of Change

Population of the United States
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Advancement in surgical techniques

A — — ”

Improvement in
ICU ergonomics

Increase in
bedside ICU
procedures

Timely access




COST EFFICIENCY

OR vs Bedside OST
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Timely care

End of day

|

Delay
in care

Johns

Hopkins Percutaneous Tracheostomy Program(JHPTP)

Percutaneous | Open (OR)
* Multi-disciplinary percutaneous (1cV)
183 33

tracheostomy program
« Before and after review
* 2004 vs 2008
* 46.8%vs.77.2%

percutaneous tracheostomy at

the bedside in the ICU

Number of

patients

Days to <0.001
tracheostomy

Operating time  37.2+20.2 7112374 <0.001
Anesthesiologist <0.001
time
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* COVID patients

Our data. 00 * OR vs Bedside open tracheostomy

Intra-haspital Tremsport

Length of
intubation  31(Cl29-34) 23 (C118-28) <0.01
(days)
19
Incidents relating to the intra-hospital transfer SAB e
of critically ill patients
An analysis of the reports submitted to the
Incident Monitoring Study in Intensive Care
Accidental disconnections/extubations « Cross-sectional case review
* Incident reports submitted
i H H H to the Australian Incident
Technical failure of life support devices Monitoring Study in
- . Intensive Care (AIMS-ICU).
Increased morbidity and mortality - Between 1993 and 1999
* 176 reports were submitted
Spreading contagions describing 191 incidents

21 22

e e -2 %
I
Major patient-related adverse events a 168
e
Eaubation i 04 Incidents occurring during  Location of incident Number
Accidental central venous catheter removal 1 04 i ital transfer
o ——— Lo e o :
Increased vasopressor dose. s 19 .
Minor patient elated adverse events 5 202 Arterial line detached and ~ CT 3 -
during transport near-removal
Aeckdental nasogastc tube pull ot ' 04 Monitor battery flat CT and MRI 2 ) N)
Vomiting 3 " Patient increased secretions ~ CT and transit to CT 2 .(— .
Peripheral venous catheter incident 4 15 but no suction device to use
PO, . o g‘;-%g;n cylinder completely  Transit to OT 1
e ——— Undemsatorsealdrain T 1 Which patients? What procedures?
Dt Underw
o ety 6 28
Incdent with aitway equipment w 6 Total 14 (43.75)
(alarm, adjustment)
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e  OR costs and transport risks are not justified —

* Tracheostomy
* PEG tube insertion
 IVC filter placement

T
Procedures

* Laparotomy

* Hemorrhage control

* Debridement and irrigation of wounds
* Temporary fracture stabilization

26

+  Exploratory laparotomy M
L Patient

«  Pericardiocentesis

27

Bringing the OR to ICU

®

Higher acuity patients Intra-hospital transfer

“Too sick for the OR” Preventable adverse events

29
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Consent/code status (Patient/HCPOA)

Patient *+ Secured

Spatial and ergonomic  Confirm tube position
challenges 2 - \ 4 related « Ensure tube patency
* Personnel and staffing AT 7
challenges

Challenges

Patient related

* Unsecured
* Physiologically difficult airway
* Pre-oxygenation
* Optimize patient position
* Rescue plans

* Resource allocation and
reimbursement

* Beware of hemodynamic collapse

31

Mechanical ventilation

* Continue the same mode and settings
* Work with the RT

* Preoperative POCUS
* Increase dose of pressors

C

¢ Coagulation status
¢ Blood and blood products

G

e Stress hyperglycemia
¢ Relative adrenal insufficiency

* Electrolytes
* Drug clearance/metabolism
* RRT
 If CRRT, continue and avoid fluid removal

« If IHD (last session, fluid removal)

Patient rooms are not designed as
operating rooms

Absence of ‘standard’ anesthesia
equipment

* Anesthesia machine
 Drug/supply carts

Spatial and

ergonomic

Physical limitations

* Access to airway
* Access to IV

+  Continue TPN dmm

Hemodynamic data integration with

+  Continue post-pyloric feedingdmm

AIMS

+__Hold gastric feeds 6 hrs. prior to the procedure

35
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Personnel * Medical complexity

and * Discrete location - p
staffing * Special isolation precautions - Stafﬁng models

38

N

Solo anesthesiologists
or anesthesiologist-
intensivists

Delivery of
Anesthesia

-

'TIVA vs. Volatile

Medical direction
(residents, CRNA or AA)

Volatile
anesthetics in the . ..
IcU Silver lining...
* Growing interest
* Refractory * Identical monitoring
bronchospasm biliti
* Long term sedation capabilities
> Hipeseimes in s * Advanced ventilators
* Limiting factors * Trained personnel
.S ing Py
(ﬁ?\\a/%%%g%, Mirus) » Critical care nurses
* Spatial constraints . :
* Personnel familiarity Resplr:?tory
therapists

Blondonnet R et al. PLoS One. 2021 Apr 15;16(4)-€0249889
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NORA-ICU
procedures
becoming

Take home Sommon
points

Preparation

Emergency

procedures

in medically
complex
patients

Team
approach

44

KEEP

CALM

AND

CALL
ANESTHESIA

kunal.k har i n.edu
’ (@KunalKaramchan2
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