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Objectives:

After participating in this session, the audience will:

Understand the complex interplay of patient selection

with facility limitations, surgery type and anesthetic
choices

Describe patient characteristics that may increase risks of
surgery at an Ambulatory Surgical Center (ASC)

Discuss specific processes that can help guide patient
selection



Growth in Outpatient Surgical Centers

* Qutpatient surgeries increased 300%
between 1992 and 2006

* Most widely practiced anesthesia
subspecialty in the US

e > 709 of all anesthetics administered

Cullen 2009, cdc.gov



What Has Changed?

Improvements in Surgical Techniques
Improvement and growth of Facilities

Improvements in Anesthetic Techniques

— Pharmacologic, pain management
Outcomes data of safety in patients with comorbidities
Patient Preferences
Financial Incentives




How do we Create a Successful
Ambulatory Surgical Center (ASC)?

* Safe, Quality Care
» Efficiency
 (Cost of Care



Outcome Measures at ASCs

Morbidity

Mortality

Unplanned hospital admission
Readmissions

Same day cancellations

Case Delays

PACU length of stay

Patient reported outcomes

Post-operative Nausea and Vomiting (PONV)
Pain

Efficiency



Mortality

 The 30 day mortality rate of patients
undergoing surgery at ASCs may be less
than that in the general population....

1/22,000
1/49,000
1/57,000
1/128,000

Vila 2003, Keyes 2004, Keyes 2008, Majholm 2012, Warner 1993



Mortality in Outpatient Surgery

* 38,598 ambulatory patients followed for 30 days
after surgery

* 2 deaths from myocardial infarctions (>1 week
after surgery)

* 2 deaths from MVCs
* Non-accidental mortality rate was 1:22,545

* Epidemiological data indicates that this incidence
is lower than that expected in the general
population.

Warner 1993



Mortality in Outpatient Surgery

» European multicenter study 57,709
procedures (including ASA III patients)
undergoing “Day Surgery”

 Followed 30 days

» 24 deaths

 All deaths >7 days post-operative

» 3 likely related to surgery and 2 possibly
related to surgery

« Expected 30 day mortality in matched
population is 40; in study 24

Majholm 2012



Outcome Measures at ASCs

e
Morbidity
Unplanned hospital admission
Readmissions
Cancellations

Case Delays

Post-operative Nausea and Vomiting (PONV)
Pain

PACU length of stay

Patient reported outcomes - Satisfaction
Efficiency




Morbidity in ASCs

Most studies look at all cause morbidity
including:

Intra-operative events

Post-operative events

— Pneumonia

— Myocardial Infarction

— Surgical Site infection
— Pulmonary Embolism



Outcome Measures at ASCs

Morealio-

Morbidity ?

Unplanned hospital admission
Readmissions

Cancellations

Case Delays

Post-operative Nausea and Vomiting (PONV)
Pain

PACU length of stay

Patient reported outcomes - Satisfaction
Efficiency




Ambulatory Surgery :
Who Should? Who Shouldn't?



History of Ambulatory Surgical Centers

* 1970 first ASC in Pheonix Arizona - Drs.
Reed and Ford-Anesthesiologists

Five physicians perform five procedures on
opening day (4 required GA)

http://www.ascassociation.org/home



- Patient selection

- Surgical selection

- Anesthetic type options
- Facility limitations

John Ford, MD, giving anesthesia, 1970

http://www.ascassociation.org/home



Facility Considerations

Equipment: airway (video laryngoscopes, jet
ventilation, bronchoscopes)

Staff availability and training
Size of facility (number of recovery room beds)
Location to hospital
Blood bank

Labs

Surgical Pathology
Pacemaker/Defibrillator concerns
X-Ray



The Facility: UVA's Outpatient
Surgical Center (OPSC)
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Surgical Considerations

* Type of Surgery
* Blood Loss > 500 cc in adult
* Invasive monitoring needs

* Length of planned procedure > 6 hours (>3 hours)
(>2 hours)

* Post-op pain concerns

* Most common reason for unplanned admissions are
surgical: 38-79%

Junger 2001



Unplanned Admission

e Incidence of unanticipated admission following ambulatory
surgery 0.64-6%

Reason for admission Percentage
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Anesthesia Considerations
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Anesthetic Considerations
Unplanned Admissions

Whippey 2013




Anesthesia Considerations
Unplanned Admissions

Table 2. Logistic Regression Model for Discharge
to Short-term Hospitalization Using the Analysis
Half of the Data Set

Risk Factor OR (959% CI)
Age =65y 1.58 (1.42-1.77)
Operating time, min
60-120 2.63 (2.37-2.92)
=120 4.34 (3.86-4.88)
Cardiac 0.74 (0.53-1.04)
PVD 3.15 (1.89-5.23)
CcvD 3.73 (1.83-7.64)
Malignancy 1.62 (1.42-1.85)
kRt e A e
Anesthesia
Regional 1.53 (1.12-2.10)
General 11.94 (10.41-13.70)
—__Age varied for the same model, y
=85 1.64 (1.13-2.38)
=80 1.80 (1.45-2.24)
=75 1.78 (1.52-2.07)
=70 1.74 (1.53-1.97)
=65 1.58 (1.50-1.77)

Fleischer 2002



Weighing all of these factors

mm) Patient Comorbidities and Concerns
— Medical/Social

* Type of Surgery
— High risk/Intermediate risk/Low risk
* Type of Anesthesia

— General anesthetic/Regional
anesthetic/MAC/Bier Block/Local Only

* Facility Resources
— Equipment/Staff/Distance to Hospital



This is What We are Working
With at the University of
Virginia's Outpatient Surgical
Center (OPSC)




A Sampling of our Patients....

e Email received 8/29
«DOS 8/31

ePatient is scheduled for urologic procedure
under General anesthesia and is on
continuous O, (4 Liters)

«COVID test from 8/24 is positive

eThe Skilled Nursing Facility is repeating
test prior to surgery



50 year-old with Hypertrophic
Cardiomyopathy (HCM) for knee
meniscectomy

-ICD for Ventricular Tachycardia

-On B-Blocker and Ca Channel blocker
-Preserved Ejection Fraction




ePhone call nurse discovered during pre-
operative phone call that patient is
coming alone via medical transport

eHe lives with his grandparents and they
cannot transport him to or from surgery

ePatient requires General Anesthesia for
hernia surgery



e 17 year-old male for shoulder
arthroscopy

e Patient with history of Pierre-Robin
syndrome

eUnderwent mandibular distraction as a
child

e Father with Malignant Hyperthermia



«59 year-old female with morbid
obesity, BMI 67

«[DDM

«OSA Non-compliant C
«HTN L)
«Asthma | o
e Claustrophobia

BUT, CATARACT SURGERY



BUT....

e Seen < 2 weeks in ED for light-headedness
-Tracheal deviation
-CT = large multi-nodular goiter 5 x 4.5 x9

-Mass effect on cervical and thoracic
trachea

-Luminal narrowing as narrow as 3 mm
-Sent home for ENT evaluation



WHAT TO DO....77?7?



Sicker Patients

https://www.minnpost.com/second-
opinion/2015/10/hospital-practices-withhold-food-and-

interrupt-sIeep-make-patients-sicker-sur/




Aging Patient

Number Percentage
8 and Under 1137 9.7%
9-18 1063 9.0%
19-65 6586 55.9%
Over 65 2958 25.1%
Over 90 38 0.3%




Patient Factors that
Influence Best
Location for Surgery



Patient Safety = Patient
Optimization/Selection

* “Most ASC tragedies occur not from error,
but from faulty patient selection”

OR Manager. Ambulatory Surgery Centers. 2013.



Patient Safety = Patient Selection
Optimization

Age
Comorbidities

Cardiac Disease

Respiratory Disease

Diabetes

Cardiac Implanted Electronic Device
Dialysis-dependent

MH

Obstructive Sleep Apnea

Social Concerns

Classification Description

ASA 1 Healthy patients

ASA 2 Mild to moderate systemic disease caused by the
surgical condition or by other pathological processes,
and medically well controlled

ASA 3 Severe disease process which limits activity but Is not
incapacitating

ASA 4 Severe incapacitating disease process that is a constant
threat to life

ASA S Moribund patient not expected to survive 24 hours with
or without an operation

ASA 6 Declared brain-dead patient whose organs are being

removed for donor purposes




Patient Selection: Morbidity and
Mortality

* 244,397 surgeries; 2005-2010
* 72 hours of surgery

coPD 4 [—— 239 (1.44-3.96)
History of CVA or TIA 4 L e 2.15(1.36-3.40)
Obese BMI - R S—— 2.02(1.37-2.98)
Prior PCUCardiac Surgery 4 - 1.73 (1,16 - 2.60)
Prolonged Operative Time 4 : - e 1.66(1.26-2.19)
Hypertension E —— 1,66 (1,20 - 2.29)
Overweight BMI 4 e 1.58 (1.07 - 2.35)
Paraplegia/Quadriplegia - O —1 347 (0.84-14.2)
Cancer —e— 2.36 (087 - 6.38)
Renal Failure/Dialysis + P—‘I—Q—{ 2.00(0.71 -5.59)
Steroid Use 4 }:;O—i 1.87(091-3.384)
Age 81-90 years 4 ——i 1.81(0.91 - 3.60)
CHF o ; —e i 1.73(0.24-12.7)
Diabetes 4 b—-:—.—i 1.23(0.83-1.82)
Age 71 - 80 years 4 —e—| 1.13(060- 2.14)
Male Gender D—:.—! 1.06 (0.80 - 1.40)
Underweight BMI 4 —_— 1.04(0.25-4.33)
Age 41 - 50 years e 0.95 (0.54 - 1.69)
Age 51 - 60 years 1 —ea— 091 (0.51-1.62)
Age 61 - 70 years - i 0.73 (040 - 1.36)
t L 2 : { 0.70(0.10-5.10)
Age 31 }-—0—:0 063 (0.32-1.25)
Alkcohol Use —_————— 043(0.11-1.73)

0.01 0.1 1 10 100

Adjusted Odds Ratio
(95% Confidence Interval)

Mathis 2013



Patient Selection: Morbidity and
Mortality

7 independent predictors of perioperative
morbidity or mortality when controlled for
surgical complexity:

COPD

Overweight BMI

Obese BMI

Prolonged operative time
Hypertension

Previous PCI/cardiac surgery
History of TIA/CVA



Patient Selection: Morbidity and
Mortality

* Variables not independently associated
with an increased risk of perioperative
morbidity /mortality:

— Advanced age

— Paraplegia

— (Cancer

— Renal failure

— Congestive heart failure
— Diabetes mellitus



Outcome Measures at ASCs

Morealio-

Morbidity ?

Unplanned hospital admission
Readmissions

Cancellations

Case Delays

Post-operative Nausea and Vomiting (PONV)
Pain

PACU length of stay

Patient reported outcomes - Satisfaction
Efficiency




Patient Selection: Unplanned
Admission

e Incidence of unanticipated admission following ambulatory
surgery was 2.67%.

r admission Percentage

Whippey 2013



Patient Selection: Unplanned
Admissions

—>
—

Whippey 2013



Patient Selection: Unplanned
Admissions

 Increased risk of unanticipated admission:

- ASA class III (OR 4.60; 95% CI 1.81 to
11.68)

- ASA class IV (OR 6.51; 95% CI 1.66 to
25.59)

- Advanced age (> 80 yr) (OR 5.41; 95% CI
1.54 t0 19.01)

- Body mass index (BMI) of 30-35 (OR
2.81;95% CI 1.31 to 6.04) BUT not >35



Patient Selection: Decreased Risk

of Unplanned Admissions

. Current smoking
status associated
with a
decreased
likelihood of
unanticipated
admission (OR
0.44: 959% CI
0.23 to 0.83)




Outpatient Surgery Admission
Index: Independent Predictors of
Hospital Admission

Table 2. Logistic Regression Model for Discharge
to Short-term Hospitalization Using the Analysis
Half of the Data Set

Risk Factor OR (95% CI)
Age =65y 1.58 (1.42-1.77)
Operating time, min

60-120 2.63 (2.37-2.92)

=120 4.34 (3.86-4.88)
Cardiac 0.74 (0.53-1.04)
PVD 3.15 (1.89-5.23)
CvD 3.73 (1.83-7.64)
Malignancy 1.62 (1.42-1.85)
HIV positive 2.33 (1.09-4.96)
Anesthesia

Regional 1.53 (1.12-2.10)

General 11.94 (10.41-13.70)
Age varied for the same model, y

=85 1.64 (1.13-2.38)

=80 1.80 (1.45-2.24)

=75 1.78 (1.52-2.07)

=70 1.74 (1.53-1.97)

=65 1.58 (1.50-1.77)

Fleisher 2007




Outpatient Surgery Admission Index:
Independent Predictors of Hospital
Admission

65 years or older

Operating time > than 120 minutes

ICardiac diagnosis

Peripheral vascular disease

ICerebrovascular disease

Malignancy

Seropositive HIV

Regional anesthesia

S R R R R R R

IGeneral anesthesia

Fleisher 2007



Outpatient Surgery Admission Index:
Independent Predictors of Hospital
Admission

* >=4 or higher, the odds ratio was 31.96
(95% confidence interval, 26.29-38.86)

Table 3. Odds Ratios for Short-term Hospitalization Based on the OSAIl, Comparing the Analysis and Holdout Data Sets*

Analysis Data Set Holdout Data Set
f ) f
Sample, Short-lerm OR Sample, O0R
OSA No. (%) Hospitalization, No. (%) (95% CI) No. (%) (95% C1)
V3T (95 9 21612 (5%5.4)
31355 (33.5) 685 .50 | 131297 (33.5) 946 (8,121
3577091 653 (18.3) 20.60 (17 56-24.18) 35819 (9.2 20.50 (17.45-24.08)
. 9.anc G /597 (1.9 213 (2.8) 31.96 (26.29-38.86 612119 J4.62 (28.55-41.97)
A res 392099 / 391440 (1000
~ A, o val: OR, oods ra A | ry acn {
{ are o~ Une point OWiINg NSK faf D £
d ardac al va disease. cere 3 3 algrancy, and serop v 2 d Y
& and 65 ye d W tsamnegve
3 AT I dea 3l total N = /& ]

Fleisher 2007



Patient Selection Unplanned
Admission

* Age greater than 85 is strong predictor of
postoperative admission (OR 1.89) and
admission within one week of outpatient
surgery

* History of inpatient hospital admission

within 6 months increases risk hospital
admission (OR 1.4)

Fleisher 2004



Awareness of Specific Patient
Characteristics: ABC’s

— ASA increase
— Age increase
— Airway Reactivity/ Asthma Apnea (Obstructive

Optimize Co-Morbidities

— COPD history
— Cerebrovascular disease




Age

* Increasing age associated with increased
intra-operative events (cardiac) but not
post-operative events

* Age > 85 (and hospitalization within 6
months) increased rate of readmission
after ambulatory surgery

Chung 1999, Fleischer 2004



Hypertension

* Cardiac complications most common peri-

operative complication with incidence of 3-16%
 HTN, hypotension, arrhythmias, ischemia,
bradycardia, tachycardia

* Increased cardiovascular complications in patient
with pre-existing hypertension (OR 2.5)

Chung 1999



Hypertension

PERIOPERATIVE HYPERTENSION DIFFERS:
* Mechanism (anxiety, holding medications)

* Consequences (patient characteristics and
invasiveness of surgical procedure)

‘ Controversies with regards to
perioperative targets for blood pressure



Hypertension

* General recommendation that elective surgery be
delayed if hypertension is severe: diastolic BP
greater than 115 mm Hg or systolic BP greater

than 200 mm Hg
* Unclear whether delay improves outcomes

Howell 2004, Weksler 2003



Respiratory Disease

* Second most common event—1% patients
* Most commonly laryngospasm and bronchospasm
* Patient co-morbidities are strongly related to
respiratory complications
* Reactive Airway Disease (5-fold increase )
* Smoking (4-fold increase )
* COPD linked to increased morbidity

Chung 1999, Duncan 1992



Diabetes Mellitus

* Diabetes has not been routinely linked with
significant adverse events following ambulatory
surgery

* Keep in mind surgical complications (infection)

* The Society for Ambulatory Anesthesia
recommends delaying surgery only if there is
evidence of severe dehydration, ketoacidosis, or
hyperosmolar non-ketotic state, but not for a specific
blood glucose level /3\’
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Obesity

® The literature lacks adequate information to make strong
recommendations regarding appropriate selection of the
obese patients scheduled for ambulatory surgery

® Increased intra-operative (OR 3.9) and postoperative
respiratory events in obese patients (OR 3.87)

®* No strong evidence of increased cardiovascular events

® Literature indicates the super obese (BMI >50 kg/ m2) do
present an increased risk for perioperative complications

* Patient with lower BMIs (<50) do not seem to present
increased risk if co-morbidities are minimal or optimized

Chung 1999, Joshi, 2013



Obesity

* Ambulatory surgery is not contra-indicated

in obese patients with few or optimized co-
morbidities

* Be aware of bed size limits (1000 pounds!!)
(and other concerns: AIRWAY, OSA)




Obstructive Sleep Apnea (OSA)

* Difficult intubation, increased post-
operative complications

* Screening important as most OSA is
undiagnosed

* (Caution with opioid use, general anesthetics
* Optimization of co-morbidity

Siyam 2002, Gupta 2001



Cardiac Implantable Electronic
Device (CIED) Patients

* Electrocautery and Electromagnetic interference effects
on a CIED

® Surgical Site and cautery type are critical

® Only select patients require device reprogramming and
many are safely managed with no device modification or
the use of a magnet to temporarily alter functions

* Interrogation:
— ICD within 6 months

— Pacemaker within 12 months

Crossley 2011



Dialysis Patients

® Significant comorbidities (eg, anemia, DM, hypertension, HF, CAD,
electrolyte abnormalities, fluid overload, dialysis access site
complications)

® Increased rates of unplanned admission following elective outpatient
orthopedic surgery

® Elective surgery scheduled within 24 hours of dialysis for acceptable
volume status, normal electrolytes, and acid/base status

L

Recommendations are to proceed with procedures with mild (<5.7
mEq/L) potassium elevations and delay surgery to treat patients with
moderate to severe elevations

Ross 2015, Renew 2014



Malignant Hyperthermia

* MH Association of the United States (MHAUS)
states: MH patients can safely undergo ambulatory
surgery

* Society for Ambulatory Anesthesia states that MH
is not a contraindication to outpatient surgery




Social Concerns

ASA Guidelines for Ambulatory Anesthesia and Surgery
Developed By: Committee on Ambulatory Surgical Care
Reaffirmed: October 17, 2018 (original approval: October 15, 2003)

Minimal patient care should include:

-Preoperative instructions and preparation.

-An appropriate pre-anesthesia evaluation and examination by an anesthesiologist, prior to anesthesia and surgery. In the
event that nonphysician personnel are utilized in the process, the anesthesiologist must verify the information and repeat
and record essential key elements of the evaluation.

-Preoperative studies and consultations as medically indicated.
-An anesthesia plan developed by an anesthesiologist, discussed with and accepted by the patient and documented.

Administration of anesthesia by anesthesiologists, other qualified physicians or nonphysician anesthesia personnel -
medically directed by an anesthesiologist. Non-anesthesiologist physicians who are administering or supervising the
administration of the continuum of anesthesia must be qualified by education, training, licensure, and appropriately
credentialed by the facility.

-Discharge of the patient is a physician responsibility.

-Patients who receive other than unsupplemented local anesthesia must be discharged with

a responsible adult.

-Written postoperative and follow-up care instructions.

-Accurate, confidential and current medical records.



Social Concerns

* Local?
* MAC?
* Regional?




Social Concerns

@ cms.gov
The ASC must -

(3) Ensure all patients are discharged in the company of a responsible adult,
except those patients exempted by the attending physician.

Interpretive Guidelines: §416.52(c)(3)

Unless the physician who 1s responsible for the patient’s care in the ASC has exempted
the patient, the ASC may not discharge any patient who is not accompanied by a
responstble adult who will go with the patient after discharge. ASCs would be well-
advised to develop policies that address what critena a physician should consider when
deciding a patient does not need to be discharged in the company of a responsible adult.
Exemptions must be specific to individual patients, not blanket exemptions to a whole
class of patients.



Social Concerns

* Three cases of patients discharged home

without escort, all drove

— One patient killed in MVA
— One patient in MVA and quadriplegic
— Another injured in MVA and injured others

* Anesthesiologists found guilty in all three cases

Chung 2008



Cataract Surgery

* Most common surgery in the United States
* Low morbidity

* Minimal physiologic stress

* No blood loss or fluid shifts

* No need to interrupt routine medications



Cataract Surgery ' P“/

* Exception between comorbidity and adverse outcomes in
cataract surgery

* C(linical trials unable to document routine preoperative
testing for patients undergoing cataract surgery

* Presence of significant co-morbidity does not influence
the need for hospital admission or the risk of death

* Tests are indicated ONLY if the patient presents with a
severe medical problem that warrants evaluation even
without planned surgery

Nascimento 2001



Cataract Surgery

* Before delaying cataract surgery, consider
vision loss, increased rates of falls /hip
fractures, and reduced quality of life

* If the patientis able to

® lieflat
stay still

communicate

follow simple commands, and

local or regional anesthesia

There are very few conditions that preclude
surgery



Taking what (little) we know about patient
selection, how do we actually implement and
enforce?




Patient Selection and Optimization

® Early pre-operative assessment has been shown to reduce
cancellations

® Cancellations attributable to medical reasons decreased from
2.0% to 0.9% for patients who had attended a pre-assessment
clinic

® Cancellations more than halved from 13% to 5.3% among patients

who visited an anesthesia preoperative medicine clinic versus
those who did not

Ferschl 2005, van Klei WA, 2002, Rai MR, 2003, O'Regan 2008



Patient Selection and Optimization

* Pre-Anesthesia Evaluation and Testing
Center (PETC)

e Exclusion Criteria for ASC
e (Guidelines and Policies
* Pre-Operative Phone Call Final Screening



Pre-Anesthesia Evaluation and
Testing Center (PETC)

* Phone Call
* Walk-in Clinic (nursing or MD)
* Official Consult (MD staffing)



Pre-Anesthesia Evaluation and
Testing Center (PETC)

History and physical

Vital signs

STOP-Bang

Labs, urine samples, ECGs, additional tests

Notify services of requirement for further
evaluation or testing and assist with
coordinating

Gather and review outside medical records



Guidelines and Policies

Pregnant patients

Obstructive Sleep Apnea

Cardiovascular Implantable Electronic Devices
Local Only

Responsible Adult



Exclusion List

Respiratory Disease and Airway Concern Exclusions
Cardiac and Circulatory System Exclusions

Hematologic Disease Related Exclusions

Muscular Disease Exclusions

End-stage Renal Disease Exclusions

Obesity-Related Exclusions

Infections and Communicable Disease Related Exclusions
New /Unstable Disease Concerns

Pregnancy

Procedure Specific Exclusions



EXCLUSION LIST

Guideline of Exclusions for Adult Surgery at the UVa OPSC

The following list describes patients who may NOT be appropriate for surgery at the OPSC if
general anesthesia (GA), Regional Anesthesia or Newraxlal Anesthesia is planned:

Respiratory Disease/Airway Related Exclusions:

1.

Disgrosed OSA, refusing or unable to use prescribed CPAP (SEE SEPARATE
POUICY FOR FULL DETAILS) UNLESS pans managed primary with non-opiokd snalgescs

Diagnosed OSA and compliant with CPAP, BUT:
o C rbid ditions are not optimized*®
= Planned procedure is:
¢ invasive abdominal surgery
® Alrway surgery other than tonsillectomy and adenoldectony®*
® Surgery anticipated 10 require GA in excess of 4 hours
* Surgery scheduled to conclude after 15:00

STOPBANG >~ 5, AND
C rbid conditions are not cptimized*
Anticipated opioid-based postoperative pain control
(0.8. »= 2 doses of oral opioids per 24 hours)

Tonsillectomy, if:

o Severe OSA by polyscennography

o BMI>&0

o Any genatic syndrome (unless cleared by an anesthesiclogist)
= Craniofacial dysmorphology

Cerebral palsy of any degree

Patient has Cystie Fibrosis and OSA is known or suspected

0o 0

$evere respiratory d , Including patients on/with;
o Homae cxygen
o Portable ventilator
o Persistent asthma patients are excluded if:
* Poorly Controlled Asthena

(Assessment of asthma control should Be discussed with PETC/anesthesis)
* On maintenance oral steroids cr has required oral steraids in the 4 weeks
price to the planned procediure
* Admission to the ICU in the three months prior to the planned procedure
> Cystic fibrosis patients are excluded If:
* Roactive sirways are not well controlled
(FEV], FEVL/¥VC, and peak flow of 70% or greater acceptabie in CF patienss)
* Condition not optimized according to UVA pulmonology

*Poorly Controlled Asthma
[Assessment of asthma control should be discussed with PETC/anesthesia)
*On maintenance oral steroids or has required oral steroids in the 4 weeks
prior to the planned procedure
= Admission to the ICU in the three months prior to the planned procedure
o Cystic fibrosis patients are excluded if:
* Reactive airways are not well controlled
(FEV], FEV1/FVC, and peak flow of 70% or greater acceptable in CF patients)
* Condition not optimized according to UVA pulmonology
*Surgery is tonsillectomy for suspected OSA



EXCLUSION LIST
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chudied UNLESS they have boen optimized by 3 member of the UVA Hemasclogy Degart-
meat, and hawe 3 peroperatve plan cosrdinated with that phyvcen and dacumed
wieth PETC/ arestheuia, Patients with ucide Sralt are not excheded,

. Patl with coagulation duarders that will reqeiie poitaper ative nlusion of dot-

Uirg lectons and/or procospilast madiations sre enchoded Paliesls wih conpslaton
dsarders may Mave suegery o1 OFSE F deared by & UVA Servatolog ot and have 4 peti
operatve plan coordinated by that phyician

1 Pregrancy Exchusiona: [SEE SEPARATE POLICY FOR FULL OTTALS)

T Complicated pregnancy
T sparowcopk procedure
D Fetun » 21 weeka peatations! age

Muscular Disease Exclusions



EXCLUSION LIST

) Patients with muncular dystrophy or myopativy are eachuded, with the saception
Of PABerte WS 2aily FpatAK Sy TR (g fOr e be bedgriy, ardd patents
wth el contiotied mald or moderate Myasthenia Gravis

End Stage Renal Disease [ESRD) Exclusions:

I Plansed procedare han potential for large atnoeption of krigaticn fleld, e.g. cys-
towopy, hystercacopy

) Comorbid conditions are NOT well controlied”

O Additional organ wytem falling or manginal

£ On hamodiadysls and Last Sabpsle > 2 daya®** or < & hours prior 8o procedere

C Unatie to sbtaln precperative patasdum level on day of procedare, o day-ol -
procedure potassiem bevel of > 5.5 migt

Obesity Related Exclusions:

B > 80 withonut optierived comerbid conditiom*

3 BN > SO enchaded i1
*Comorbid condition not optimized*
* Comorbid condition that would by itsel cawme ASA Phynkcal Statun score of §
or higher
* Aewwy wargery

Cowe 0

Commwnicable Infectious Exchasion:
0 Mgy contagioun srborne infectiom processes (1uch as sctve toberoulom)

New Unstable Medical Process Exclusion:
£ New Sagnoss of dinease wihous preoperative Lad work o Tresmens
£ New oniet of abaormal wital digre or clinical yymptams yet to be evalusted tuch
& tew arviet whee nrg syncapme wrelifeal wesinest, o unlieaied Nyppertersam

Procedure Specific Exclusions:
O Expected need for perioperstive blood produtts
T Ovansce of surgiead complications greater Than minimal (o g intracrsrdal and in.
trathorack e duren are ench ")

£ Nead for inwasive moniaring or a central line

Patients recebving Manitored Asesthathc Cace [MAC)® with no plen for GA Backug may be
sehadubed far sargery of The OFSC with few restebktions. Restrictions for MAC withewt GA
Bachup ndude some patients with o CED o FSRD (specifis regarding thess eachisions are
e same o sbovel and all patients with usstlable anging, & “Communicable Infection
Procens” (described sbove) or & “New Usslable Madical Procens” (destribed sbowe).

“Optimived rphes valued for BF or ghuccse e hypealy somnal or moer noread JA1C < 3 5 4 avadeble
g slevated BP oo day of sargery OK £ most other 2 measrements somsl or near normal) and m-
phen no sercus comedhd condticns Bt are probiemeic aven when wel meraced (8§ severs g
dasase puimonany hypederson, ok )

**Nasal scrperies aw acceptable a1 ©ng a8 nasal packng wil nct e regured for more e 30
PASSRE (AN MYy

Hemodialyvn on Satarday Tor & Wonday protedere is salislactory
AL ehuden protedures Such i Colir 0t el achon et Slatemmnl Carpe havvel Datlery tharge ke

vags sirnciations ofc & whah a deeply sedetng dose of propoil @ geen © Slunt pan sssccsted wih
e armaPeatc ~lugion and e patert o Beoafer (rvet COMOTUS Sedebon o ro sedebon



Pre-Operative Nursing Phone Call

* Three days prior to surgery

* Arrival time and instructions

* Confirm responsible adult accompanying patient
* Obstructive Sleep Apnea (OSA)

* (Cardiac Device

* Medication instructions

* NPO instructions

* COVID screening



Surgery Cancellations

* Evidence suggests that 86.5% of
cancellations are preventable




Outpatient Surgery
Best Outcomes




e Email received 8/29
«DOS 8/31

ePatient is scheduled for urologic procedure
under GA and is on continuous 02 (4
Liters)

«COVID test from 8/24 is positive

e The Skilled Nursing Facility is doing
another test on her today






50 year-old with HCM for knee meniscectomy.
ICD for VTach

On B-blocker and Ca Channel blocker

Normal EF






eDiscovered during pre-operative
phone call that patient is coming
alone via medical transport

eHe lives with his grandparents and
they can’t come with him

ePatient requires General Anesthesia
for hernia surgery






17 year-old male for shoulder
arthroscopy

«Patient with history of Pierre-Robin
syndrome

«Underwent mandibular distraction
as a child

« Father with Malignant Hyperthermia






«59 year-old female with morbid
obesity, BMI 67

«IDDM

«OSA Non-compliant

«HTN

e Asthma

e Claustrophobia

BUT, CATARACT SURGERY



BUT....

e Seen < 2 weeks in ED for light-
headedness

. Tracheal deviation

. CT = large multi-nodular goiter
5x4.5x9

. Mass effect on cervical and
thoracic trachea

. Luminal narrowing as narrow as
3 mm

. Sent home for ENT evaluation



SOurCe: Unating AP, Sovith MA,. Mayodux L), Chumdey NS The Colr Als

1 amdy MOICHE, SECond [ QDN wwm SCCEHAMedn v (O

PYTO © The McGraw- 1l Companies, Inc. AR rghts reserve



Improving Outpatient Surgery
Outcomes

e Better Outcomes Data
e Better Risk Stratification
e Healthier Patients....

Classification Description
ASA 1 Healthy patients
ASA 2 Mild to moderate systemic disease caused by the

surgical condition or by other pathological processes,
and medically well controlled

ASA 3 Severe disease process which limits activity but is not
incapacitating

ASA 4 Severe incapacitating disease process that is a constant
threat to life

ASA 5 Moribund patient not expected to survive 24 hours with
or without an operation

ASA 6 Declared brain-dead patient whose organs are being
removed for donor purposes




Thank you...



References

ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/P
NCA Guideline for the Prevention, Detection, Evaluation,
and Management of High Blood Pressure in Adults: A
reporto f the American College of Cardioloyg/American
Heart Association Task Force on Clinical Practice
Guidelines. Hypertension 2017.

Brodsky |, Lemmens H, Brock-Utne |, et al. Morbid obesity
and tracheal intubation. Anesth Analg 2002;94:732-6.

Candace Sabers, MD, David |. Plevak, MD, Darrell R.
Schroeder, MS, and David O. Warner, MD. The Diagnosis of
Obstructive Sleep Apnea as a Risk Factor for Unanticipated

Admissions in Outpatient Surgery. Anesth Analg
2003;96:1328-1335.

Carr AS, Lerman ], Cunliffe M, McLeod ME, Britt BA. Incidence
of malignant hyperthermia reactions in 2,214 patients
undergoing muscle biopsy. Can ] Anaesth 1995; 42: 281-6.



References

Carr AS, Lerman |, Cunliffe M, McLeod ME, Britt BA. Incidence of malignant
hyperthermia reactions in 2,214 patients undergoing muscle biopsy.
Can ] Anaesth 1995; 42: 281-6.

Chung F, Mezei G. Adverse outcomes in ambulatory anesthesia. Can ]
Anesth 1999;46:18-26.

Chung F, Mezei G, Tong D. Adverse event in ambulatory surgery: a
comparison between elderly and younger patients. Can | Anesthesiol
1999;46:309-321.

Chung F, Mezei G, Tong D. Preexisting medical conditions as predictors of
adverse events in amulatory surgery. Br ] Anaesth 1999;83:262-270.

Cote CJ, Zaslavsky A, Downes |], et al. Postoperative apnea in former
preterm infants after inguinal herniorrhaphy. A combined analysis.
Anesthesiology 1995; 82: 809-22



References

Coley KC, Williams BA, DaPos SV, et al. Retrospective evaluation of
unanticipated admissions and readmissions after same day surgery
and associated costs. ] Clin Anesth 2002; 14:349-352.

Duncan P, Cohen M, Tweed W, et al. The Canadian four-centre study of

anaesthetic outcomes. Are anaesthetic omplications predictable in day
surgical practice? Can J Anaesth 1992;39(5):440-8.

Ferschl MB, Tung A, Sweitzer B, Huo D, Glick DB. Preoperative clinic visits
reduce operating room cancellations and delays. Anesthesiology.
2005;103(4):855-859.

Fleisher L, Pasternak R, Lysles A. A novel index of elevated risk for

hospital admission or death immediately following outpatient surgery.
Anesthes 2002; 96:A38.

Fleisher, Lee MD; L. Reuven Pasternak, MD, MBA, MPH; Alan Lyles, ScD,
MPH. A Novel Index of Elevated Risk of Inpatient Hospital Admission

Immediately Following Outpatient Surgery. Arch Surg.
2007;142(3):263-268.



References

Fortier J, Chung F, Su J. Unanticipated admission after ambulatory surgery:
a prospective study. Can | Anesth 1998; 45:612-619.

Friedman Z, Chung F, Wong D. Ambulatory surgery adult patient selection
criteria—a survey of Canadian anesthesiologists. Can Journ Anesth
2004;51:437-443.

Gold BS, Kitz DS, Lecky JH, Neuhaus JM. Unanticipated admission to the
hospital following ambulatory surgery. JAMA 1989; 262:3008-3010.

Grinberg R, Edelist G, Gordon A. Postoperative malignant hyperthermia
episodes in patients who received "safe” anaesthetics. Can Anaesth Soc
] 1983; 30(3 Pt 1): 273-6.

Gupta RM, Parvizi |, Hanssen AD, Gay PC. Postoperative complications in
patients with obstructive sleep apnea syndrome undergoing hip or
knee replacement: a case-control study. Mayo Clin Proc 2001; 76: 897-
905.

Howell S], Sear JW, Foex P. Hypertension, hypertensive heart disease and
perioperative cardiac risk. Br | Anaesth 2004; 92:570-583.



References

Joshi, G, Ahmad, S, Riad, W, et al. Selection of Obese Patients Undergoing
Ambulatory Surgery: A Systematic Review of the Literature.
Anesthesia & Analgesia: November 2013 - Volume 117 - Issue 5 -p
1082-1091

Joshi G.P., Chung F., Vann M.A,, et. al.: Society for Ambulatory Anesthesia
consensus statement on perioperative blood glucose management in
diabetic patients undergoing ambulatory surgery. Anesth Analg 2010;
111: pp. 1378-1387

Junger A, Klasen M, Benson G, Sciuk B et al. Factors determining length of
stay of surgical day-case patients. European Journal of Anesthesia.
2001. 18(5):314-321.

Kakarla VR, Nandipati K, Lalla M, Castro A, Merola S. Are laparoscopic

bariatric procedures safe in superobese (BMI 250 kg/m2) patients? An
NSQIP data analysis. Surg Obes Relat Dis. 2011;7(4):452-458



References

Keyes GR, Singer R, Iverson RE, McGuire M, Yates, |, Gold A, Thompson D.
Analysis of outpatient surgery center safety using an internet-based
quality improvement and peer review program. Plast Reconstr Surg.
2004 May;113(6):1760-70.

Keyes GR, Singer R, Iverson RE, McGuire M, Yates |, Gold A, Reed L, Pollack
H, Thompson D. Mortality in outpatient surgery. Plast Reconstr Surg.
2008 Jul;122(1):245-50

Lira RPNascimento MAMoreira-Filho DCKara-Jose Narieta CE Are
routine preoperative medical tests needed with cataract surgery? Rev
Panam Salud Publica 2001;1013- 17

Majholm B., Engbaek J., Bartholdy J., et. al.: Is day surgery safe? A Danish
multicenter study of morbidity after 57,709 day surgery procedures.
Acta Anaesthesiol Scand 2012; 56: pp. 323-331.



References

Mathis, M, Naughton N, Shanks, A, et al. Patient Selection for Day Case-
eligible Surgery: Identifying Those at High Risk for Major

Complications. Anesthesiology 12 2013, Vol.119, 1310-1321.

McGrath B, Chung F. Postoperative recovery and discharge. Anesthesiol
Clin North Am 2003;21:367-386.

Nascimento L, Moreira-Filho, M Kara-Jose, D Are routine preoperative
medical test needed with cataract surgery?

Rev Panam Salud Publica 2001;1013-17

O'Regan D, Shah S, Mirsadraee S, Al-Ruzzeh S, Karthik S, Jarvis M.
Implementation of a process-orientated multidisciplinary
approach (POMA), a system of cost-effective healthcare delivery
within a cardiac surgical unit. Qual Saf Health Care.

2008;17(6):459-463.



References

Rai MR, Pandit J]. Day of surgery cancellations after nurse-led pre-
assessment in an elective surgical centre: the first 2 years. Anaesthesia.
2003;58(7):692-699

Ross J. Evaluation of potassium levels before hemodialysis access

procedures. Semin Dial 2015; 28: pp. 90-93.

Renew J.R,, Pai S.L.: A simple protocol to improve safety and reduce cost in

hemodialysis patients undergoing elective surgery. Middle East ]
Anaesthesiol 2014; 22: pp. 487-492

Sabers C, Plevak D, Schroeder D, Warner D. Anesth Analg

2003;96:1328-35.

Servin F. Ambulatory anesthesia for the obese patient. Curr

Opin in Anaesth 2006;19(6):597-599.

Shnaider I, Chung F. Outcomes in day surgery. Curr Opinions

in Anesth 2006;19(6)622-629.



References

Siyam MA, Benhamou D. Difficult endotracheal intubation in
patients with sleep apnea syndrome. Anesth Analg 2002;
95:1098-102

Thomas H, Agrawal S. Systematic review of same-day laparoscopic

adjustable gastric band surgery. Obes Surg. 2011;21(6):805-810

van Klei WA, Moons KG, Rutten CL, Schuurhuis A, Knape JT, Kalkman C]J,
Grobbee DE. The effect of outpatient preoperative evaluation of

hospital inpatients on cancellation of surgery and length of hospital
stay. Anesth Analg. 2002;94(3):644-649.

Warner M, Shields S, Chute C. Major morbidity and mortality within 1
month of ambulatory surgery and anesthesia. JAMA 1993;270:1437-

1441.



References

Weksler N., Klein M., Szendro G., et. al.: The dilemma of immediate
preoperative hypertension: to treat and operate, or to postpone
surgery? ] Clin Anesth 2003; 15: pp. 179-183.

Whippey A, Kostandoff G, Paul |, et al. Predictors of unanticipated
admissions following ambulatory surgery: a retrospective case-control
study. Can ] Anaesth. 2013;60(7):675-83

Vila H, Soto R, Cantor A, Mackey D. Comparative outcomes analysis of
procedures performed in physician offices and ambulatory centers.
Arch Surg 2003;138:991-995.



