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Periopera/ve	
  Surgical	
  Home:	
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  Roadmap	
  for	
  Implementa/on	
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Anesthesia	
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  Regional	
  Anesthesia	
  

Ochsner	
  	
  

•  No	
  financial	
  disclosures	
  

Goals	
  and	
  Objec/ves	
  

•  Describe	
  a	
  Roadmap	
  for	
  implementa/on	
  of	
  PSH	
  
Training	
  in	
  Residency	
  

•  Define	
  what	
  a	
  Periopera/ve	
  Surgical	
  Home	
  is	
  
•  Importance	
  of	
  PSH	
  in	
  Future	
  Anesthesia	
  Models	
  
•  Explain	
  Implementa/on	
  and	
  Results	
  of	
  PSH	
  
within	
  a	
  Mul/disciplinary	
  Teaching	
  Hospital	
  

•  Evolu/on	
  of	
  PSH	
  Resident	
  Rota/on	
  in	
  Same	
  
Hospital	
  

•  PSH	
  Resident	
  Rota/on	
  Competencies	
  	
  

2006	
  Task	
  Force-­‐	
  Future	
  Paradigms	
  in	
  
Anesthesia	
  Prac/ce	
  	
  

•  Advised	
  Anesthesiology	
  training	
  programs	
  to	
  “expand	
  
focus	
  beyond	
  the	
  OR	
  to	
  include	
  Periopera/ve	
  mgt”1	
  

•  Pa/ent	
  Protec/on	
  and	
  Affordable	
  Care	
  Act	
  2010:	
  
–  	
  included	
  promo/on	
  of	
  Accountable	
  Care	
  Organiza/ons-­‐
mul/ple	
  providers	
  jointly	
  accountable	
  for	
  achieving	
  
targeted	
  quality	
  and	
  reduc1on	
  in	
  cost	
  for	
  pa1ent	
  
popula1on	
  	
  

–  2/3	
  of	
  hospital	
  costs	
  being	
  related	
  to	
  surgical	
  care	
  
–  anesthesiologists	
  must	
  assume	
  responsibility	
  of	
  preop/
postop	
  process	
  3	
  

•  2012	
  ASA	
  reaffirmed	
  commitment	
  to	
  periopera/ve	
  
care	
  

Periopera/ve	
  Surgical	
  Home	
  
•  Evolving	
  Concept	
  
•  Proac/ve,	
  coordinated,	
  team	
  based	
  approach	
  to	
  
pa/ent	
  care	
  	
  	
  

•  Pa/ent	
  involvement	
  key	
  
•  Supported	
  by	
  ASA	
  :	
  
– March	
  2015	
  ASA	
  Board	
  of	
  Directors	
  Cmt	
  on	
  Future	
  
Models	
  of	
  Anesthesia	
  Prac/ce	
  :	
  Rec	
  ASA	
  &	
  ABA	
  	
  to	
  
“appoint	
  commi^ee	
  to	
  cri/cally	
  examine	
  and	
  redesign	
  
residency	
  training,	
  with	
  inten/on	
  of	
  preparing	
  
trainees	
  to	
  meet	
  healthcare	
  needs	
  of	
  future	
  through	
  
expanded	
  educa/on	
  and	
  training	
  in	
  periopera/ve	
  
medicine”	
  2	
  

Periopera1ve	
  Surgical	
  Home	
  

6	
  

Promote	
  Standardiza.on,	
  Improve	
  Clinical	
  Outcomes	
  And	
  Decrease	
  Resource	
  U.liza.on	
  By	
  
Providing	
  Greater	
  Pa.ent-­‐centered	
  Con.nuity	
  Of	
  Care	
  Throughout	
  The	
  Preopera.ve,	
  

Intraopera.ve,	
  And	
  Postopera.ve	
  Periods	
  

Preopera1ve	
  
Phase	
  

Intra	
  Opera1ve	
  
Phase	
  

Post	
  Opera1ve	
  
Phase	
  

Broaden	
  The	
  Scope	
  Of	
  Prac.ce	
  &	
  Expand	
  The	
  Role	
  Of	
  The	
  
Anesthesiologist	
  To	
  “Periopera.vist”	
  For	
  Surgical	
  Care	
  

• 	
  Perform	
  Evalua1on	
  
• 	
  Iden1fy	
  &	
  Communicate	
  Risks	
  
• 	
  Implement	
  Periop	
  Plan	
  
• 	
  Obtain	
  Consents	
  	
  

• 	
  Ensure	
  Just	
  In	
  Time	
  Pa1ent	
  Arrival	
  
• 	
  Serve	
  as	
  Op	
  Room	
  Coordinator	
  
• 	
  Communicate	
  With	
  Team	
  
	
  

• 	
  Serve	
  as	
  Periop	
  PCP	
  
•  Integrate	
  Post	
  Op	
  Care	
  
•  Communicate	
  Discharge	
  Plan	
  
•  Deliver	
  Just	
  In	
  Time	
  Pain	
  Care	
  
•  Establish	
  Timelines/Milestones	
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Ochsner	
  PSH	
  Implementa/on	
  

•  Primary	
  Total	
  Hip	
  Arthroplas/es	
  Chosen	
  as	
  
Pa/ent	
  Popula/on	
  	
  
– Healthgrades	
  iden/fied	
  THA	
  	
  not	
  mee/ng	
  
Milleman	
  Benchmark	
  LOS	
  criteria 	
  	
  

– Acute	
  Pain	
  Service	
  Involvement-­‐	
  includes	
  acute	
  
pain	
  anesthesiologist,	
  resident	
  ,	
  nurse	
  

– Acute	
  Pain	
  Resident	
  Involvement	
  
	
  	
  ASA	
  Periopera/ve	
  Surgical	
  Home	
  Review	
  June	
  
2014	
  4	
  

Ochsner	
  Implementa/on	
  of	
  PSH	
  

•  Preopera/ve,	
  intraopera/ve,	
  postopera/ve	
  
stakeholders	
  iden/fied	
  &	
  met	
  

•  Care	
  pathways	
  of	
  all	
  phases	
  were	
  drawn	
  out	
  
•  Collabora/ve	
  Leadership	
  Team	
  Weekly	
  
mee/ngs	
  held	
  for	
  con/nual	
  process	
  
improvement	
  

•  3	
  month	
  process	
  
•  ASA	
  Periopera/ve	
  Surgical	
  Home	
  Review	
  June	
  
2014	
  4	
  

Ochsner	
  Team	
  Members	
  

•  Preopera/ve	
  Clinic:	
  Anesthesiologist,	
  Internal	
  
Medicine	
  Physician,	
  Anesthesiology	
  Resident;	
  
Social	
  Work,	
  PT,	
  OT,	
  Nursing,	
  Discharge	
  Planners	
  

•  Intra-­‐opera/ve	
  Team:	
  Regional	
  Anesthesiologist	
  
and	
  Regional	
  Anesthesia	
  Resident;	
  Orthopaedic	
  
Surgeon	
  and	
  Resident	
  

•  Postopera/ve	
  Team:	
  Acute	
  Pain	
  Anesthesiologist,	
  
Anesthesiology	
  Acute	
  Pain	
  Resident,	
  Acute	
  Pain	
  
Nurse,	
  Orthopaedic	
  Surgeon	
  and	
  Resident,	
  Social	
  
Work,	
  Nursing	
  

Pathway	
  Driven	
  Team	
  Based	
  Approach	
  
Care	
  Plan In	
  clinic Pre	
  op	
  Clinic Day	
  of	
  Surgery Post	
  Op	
  Day	
  1 Post	
  Op	
  Day	
  2 Discharge	
  Goals

Nutrition
IV	
  Started	
  for	
  fluids	
  &	
  Medications Sit	
  up	
  in	
  chair	
  for	
  meals Sit	
  up	
  in	
  chair	
  for	
  all	
  meals

Catheter	
  inserted	
  in	
  bladder	
  
during	
  surgery

Discontinue	
  IVF	
  @	
  6AM	
  if	
  no	
  
nausea

Independent	
  movement	
  to	
  
bathroom

Clear	
  fluids	
  as	
  tolerated

Advanced	
  Diet	
  As	
  Tolerated

Activity One	
  PM	
  PT	
  Visit Two	
  PT	
  Visits PT	
  &	
  OT	
  1-­‐2	
  Visits	
  as	
  Needed	
   Patient	
  is	
  able	
  to	
  achieve:	
  
Stand	
  With	
  PT	
  Assistance Start	
  OT Independently	
  get	
  in	
  &	
  out	
  of	
  bed Transfer	
  to/from	
  bed	
  &	
  chair	
  &	
  

stand	
  independently
Walk	
  With	
  PT	
  Assistance	
   Walk	
  50	
  Feet	
  with	
  PT	
  Assistance Use	
  bedside	
  commode	
  

independently
Continue	
  to	
  increase	
  walking	
  
distance	
  

Use	
  Bedside	
  commode	
  with	
  
Assistance

Walk	
  at	
  least	
  100ft	
  with	
  PT	
  
supervision	
  

Perform	
  required	
  home	
  exercises	
  
&	
  daily	
  living	
  activities

Medication

Epidural	
  or	
  IV	
  pain	
  medication convert	
  to	
  oral	
  pain	
  medication Pain	
  medication	
  as	
  needed	
  and	
  
coordinated	
  with	
  activity	
  /	
  rehab	
  
schedule

Pain	
  management	
  discussed	
  with	
  
and	
  understood	
  by	
  patient

DVT	
  Prophylaxis Required	
  prescriptions	
  provided	
  to	
  
patient

Treatment

WOMAC Conduct	
  Renal	
  Risk	
  Profile Review	
  Notes	
  &	
  Act	
  on	
  
Recommendations/Protocols

Discontinue	
  Epidural/PCA	
  @	
  6AM Rounds	
  By	
  PSH	
  team	
  in	
  AM Surgical	
  wound	
  is	
  clean	
  and	
  dry,	
  
or	
  wound	
  care	
  management	
  
arranged	
  for	
  home

SF12 Assess	
  Opioid	
  Usage Follow	
  Standard	
  Protocol	
  for	
  total	
  
hip	
  arthroplasty

Rounds	
  By	
  PSH	
  team	
  in	
  AM Discharge	
  Home Staple/suture	
  removal	
  arranged

Harris	
  Hip Conduct	
  Home	
  Care	
  Assessment Administer	
  standard	
  Fluid	
  
Regimen	
  +/20%;	
  Pain	
  Meds

Rounds	
  by	
  PSH	
  team	
  in	
  PM Confirm	
  Prescriptions:	
  7-­‐30	
  days	
  
of	
  Meds	
  with	
  Patient

Frailty	
  Score Enter	
  into	
  transition	
  of	
  care	
  note Dressing	
  checked/reinforced	
  as	
  
needed

Discontinue	
  foley Expose	
  incision	
  when	
  wound	
  is	
  
dry

Create	
  Sign	
  &	
  Hold	
  Order	
  set Fluid	
  From	
  Surgery	
  Wound	
  	
  
Drained	
  As	
  Needed

Remove	
  drain	
  and	
  redress	
  surgery	
  
wound	
  if	
  necessary

12	
  or	
  >	
  on	
  frailty	
  prioritized	
  to	
  SNF

Complete	
  Joint	
  Class Rounds	
  by	
  PSH	
  team	
  in	
  PM

Patient	
  Contract	
   Check	
  post	
  discharge	
  care	
  needs Pre-­‐surgery	
  discharge	
  plan	
   Medication	
  Review	
   Nurse	
  to	
  Review	
  discharge	
  
instructions	
  and	
  medications

Patient	
  is	
  given	
  and	
  understands:

2	
  day	
  LOS	
  Communicated Reinforce	
  Post	
  discharge	
  care	
  
needs

1-­‐2	
  day	
  LOS	
  reinforced Give	
  contact	
  info	
  in	
  case	
  of	
  
emergency

Nurse	
  to	
  ensure	
  home	
  health	
  and	
  
home	
  PT	
  scheduled

Discharge	
  instructions	
  and	
  
medications

Identify	
  Post	
  Discharge	
  Care	
  
Needs

Planned	
  discharge	
  date	
  written	
  on	
  
bedside	
  communication	
  board

SW	
  confirm	
  discharge	
  plan	
  &	
  
equipment	
  in	
  place

Nurse	
  to	
  ensure	
  patient	
  is	
  
transported	
  to	
  post-­‐discharge	
  
location	
  (home,	
  SNF,	
  Rehab)

Required	
  exercise	
  routine

Discharge	
  Plan	
  Reinforced	
  With	
  
Patient

Case	
  Management	
  consult	
  for	
  
discharge	
  planning

Contact	
  post	
  discharge	
  facility	
  
(SNF,	
  Rehab)

Nurse	
  to	
  ensure	
  equipment	
  
obtained

Follow-­‐up	
  appointment	
  dates

Ochsner	
  Patient	
  Care	
  Map	
  for	
  Primary	
  Total	
  Hip	
  Replacement

Discharge	
  
Planning

Pre-­‐op	
  Process	
  
•  Ortho	
  Clinic-­‐pa/ent	
  scheduled	
  for	
  surgery	
  
•  Joint	
  Class	
  -­‐	
  to	
  learn	
  about	
  the	
  surgical	
  procedure	
  as	
  
well	
  as	
  expecta/ons	
  during	
  the	
  periopera/ve	
  period.	
  

•  All	
  pa/ents	
  seen	
  in	
  Anesthesiologist	
  Directed	
  
Preopera/ve	
  Center	
  
–  Risk	
  Stra/fica/on	
  :	
  Decrease	
  tes/ng5,	
  decreased	
  LOS6	
  
–  High	
  Frailty	
  scoring8:direct	
  pa/ents	
  toward	
  
“prehabilita/on”	
  therapies	
  designed	
  to	
  improve	
  strength	
  
and	
  func/oning	
  going	
  into	
  surgery	
  with	
  physical	
  therapy,	
  
nutri/onal	
  support	
  and	
  anemia	
  correc/on	
  

•  Emphasis	
  is	
  placed	
  on	
  seeng	
  expecta/ons	
  for	
  early	
  
discharge	
  (as	
  early	
  as	
  post-­‐op	
  day	
  #1).	
  	
  

Intra-­‐opera/ve	
  Phase	
  

•  Standardized	
  anesthe/c	
  management	
  with	
  
neuraxial	
  anesthesia	
  and	
  analgesia	
  

•  Standardized	
  fluid	
  mgt	
  
•  Standardized	
  mul/modal	
  pain	
  management	
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Postopera/ve	
  Phase	
  
•  Standardized	
  Total	
  Joint	
  Arthroplasty	
  Order	
  sets	
  U/lized	
  
•  Coordina/on	
  of	
  care	
  between	
  Ortho,	
  PSH	
  resident/staff,	
  

PT,	
  OT,	
  Case	
  Manager,	
  Social	
  Worker	
  

•  First	
  PT	
  session	
  in	
  PACU,	
  then	
  twice	
  daily	
  thereaker	
  	
  

•  Daily	
  rounds	
  are	
  made	
  by	
  the	
  PSH	
  team	
  to	
  medically	
  
manage	
  and	
  coordinate	
  the	
  pa/ent’s	
  postopera/ve	
  care.	
  	
  

•  Low	
  frailty	
  pa/ents	
  who	
  perform	
  well	
  in	
  physical	
  therapy	
  
are	
  eligible	
  for	
  discharge	
  on	
  POD	
  1	
  

Resident	
  Involvement	
  in	
  PSH	
  

•  Acute	
  Pain	
  Resident	
  	
  
– Rounding	
  on	
  all	
  total	
  joint	
  pa/ents	
  already	
  
– natural	
  flow	
  to	
  expand	
  to	
  include	
  postopera/ve	
  
management	
  

–  Integral	
  part	
  of	
  successful	
  PSH	
  implementa/on	
  	
  
– Ease	
  of	
  par/cipa/on	
  –expanded	
  role	
  of	
  already	
  
assigned	
  Acute	
  Pain	
  Resident	
  

	
  

Workflow	
  for	
  Resident	
  

•  Monday	
  mee/ng-­‐	
  discuss	
  pa/ents	
  for	
  the	
  week	
  
with	
  all	
  team	
  members	
  present	
  

•  Day	
  of	
  Surgery	
  
–  	
  pa/ent	
  seen	
  in	
  preopera/ve	
  area	
  
–  	
  Standardized	
  intraopera/ve	
  protocol	
  	
  
–  standardized	
  postopera/ve	
  order	
  sets	
  

•  Daily	
  AM	
  rounding	
  and	
  medical	
  management	
  
with	
  Regional	
  Anesthesia/Acute	
  Pain	
  A^ending	
  

•  Discharge	
  planning	
  coordina/on	
  	
  

Results	
  of	
  PSH	
  THA	
  

	
  -­‐	
  	
  	
  	
  

	
  0.50	
  	
  

	
  1.00	
  	
  

	
  1.50	
  	
  

	
  2.00	
  	
  

	
  2.50	
  	
  

	
  3.00	
  	
  

	
  3.50	
  	
  

	
  4.00	
  	
  

Jan	
   Feb	
   Mar	
   Apr	
   May	
   Jun	
   Jul	
   Aug	
   Sep	
   Oct	
   Nov	
   Dec	
  

ALOS	
  BY	
  YEAR	
  -­‐	
  TOTAL	
  HIP	
  REPLACEMENT	
  

2013	
   2014	
   2015	
   TRUVEN	
  BENCHMARK	
  

PSH	
  THR	
  	
  Decreased	
  Cost	
  

	
  9,500	
  	
  

	
  10,000	
  	
  

	
  10,500	
  	
  

	
  11,000	
  	
  

	
  11,500	
  	
  

	
  12,000	
  	
  

	
  12,500	
  	
  

	
  -­‐	
  	
  	
  	
  

	
  5	
  	
  

	
  10	
  	
  

	
  15	
  	
  

	
  20	
  	
  

	
  25	
  	
  

Jan	
   Feb	
   Mar	
   Apr	
   May	
   Jun	
   Jul	
   Aug	
   Sep	
   Oct	
   Nov	
   Dec	
  

VOLUME	
  &	
  COST	
  BY	
  YEAR	
  

2014	
  VOLUME	
   2015	
   2014	
  AVG	
  DIRECT	
  COST	
   2015	
  TOTAL	
  DIRECT	
  COST	
  

Discharge	
  Mix	
  Comparison	
  

Home	
  Health	
  
Organiza/on	
  

66%	
  

Home	
  Self-­‐
Care	
  
5%	
  

Rehab	
  
Facility/
Unit	
  
1%	
  

Skill	
  Nursing	
  
Facility	
  
28%	
  

Discharge	
  Mix	
  2013	
  

Home	
  Health	
  
Organiza/on	
  

80%	
  

Home	
  Self-­‐
Care	
  
6%	
  

Rehab	
  
Facility/Unit	
  

3%	
   Skill	
  Nursing	
  
Facility	
  
11%	
  

Discharge	
  Mix	
  2015	
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PSH	
  Success	
  
•  In	
  2014	
  our	
  ins/tu/on	
  realized	
  an	
  addi/onal	
  net	
  
income	
  of	
  $201,921	
  through	
  the	
  addi/onal	
  
hospital	
  capacity	
  created	
  from	
  length	
  of	
  stay	
  
reduc/on	
  in	
  the	
  THA	
  pa/ents.	
  

•  In	
  2015,	
  $49,296	
  of	
  addi/onal	
  net	
  income	
  is	
  
es/mated	
  for	
  the	
  THA	
  pa/ents.	
  

•  In	
  2015,	
  the	
  addi/on	
  of	
  the	
  TKA	
  pa/ents	
  to	
  the	
  
PSH	
  program	
  is	
  es/mated	
  to	
  produce	
  $259,440	
  
of	
  new	
  net	
  income.	
  	
  	
  	
  	
  	
  

AQI	
  Scores	
  

•  86%	
  Top	
  Box	
  Score	
  
Recommend	
  

•  87%	
  Top	
  Box	
  Score	
  
Anesthesia	
  Care	
  

•  74%	
  Pain	
  <	
  5	
  

•  63%	
  PONV	
  Free	
  

•  U/liza/on	
  of	
  AQI	
  data	
  
for	
  	
  Resident	
  Quality	
  
Improvement	
  Projects	
  	
  

Expansion	
  of	
  Ochsner	
  PSH	
  

•  Expanded	
  to	
  TKR-­‐Incorpora/on	
  	
  of	
  nurse	
  
prac//oner	
  model	
  unsuccessful	
  

•  PSH	
  Rota/on	
  became	
  formalized	
  for	
  resident	
  
assigned	
  to	
  Acute	
  Pain	
  Service	
  
–  Importance	
  of	
  PSH	
  Rota/on	
  	
  &	
  alignment	
  with	
  
ASA	
  Vision	
  as	
  	
  Anesthesiologists	
  being	
  peri-­‐
opera/ve	
  physicians	
  

– A^rac/ve	
  selling	
  point	
  in	
  job	
  market	
  

PSH	
  Results	
  TKR	
  

	
  -­‐	
  	
  	
  	
  

	
  0.50	
  	
  

	
  1.00	
  	
  

	
  1.50	
  	
  

	
  2.00	
  	
  

	
  2.50	
  	
  

	
  3.00	
  	
  

	
  3.50	
  	
  

	
  4.00	
  	
  

Jan	
   Feb	
   Mar	
   Apr	
   May	
   Jun	
   Jul	
   Aug	
   Sep	
   Oct	
   Nov	
   Dec	
  

ALOS	
  BY	
  YEAR	
  -­‐	
  KNEE	
  REPLACEMENT	
  

2013	
   2014	
   2015	
   2015	
  CMI	
  

PSH	
  Rota/on	
  Now	
  	
  

•  Encompasses	
  2	
  week	
  period	
  
•  CA1	
  
•  CA	
  3	
  
•  Weekly	
  lecture	
  with	
  Hospitalist,	
  Surgeon	
  
•  Keyword	
  presenta/on	
  at	
  end	
  of	
  rota/on	
  
•  Integra/on	
  of	
  PSH	
  Rota/on	
  with	
  Preopera/ve	
  
Rota/on	
  

Preopera/ve	
  Clinic	
  Rota/on	
  

•  One	
  month	
  
•  Standardized	
  pre-­‐op	
  risk	
  stra/fica/on	
  process	
  
for	
  total	
  joint	
  arthroplas/es3	
  

•  	
  Included	
  in	
  Pre-­‐op	
  Rota/on	
  
– Sleep	
  clinic:	
  OSA,	
  CPAP,	
  sleep	
  reports	
  
– Blood	
  bank:	
  matching,	
  typing,	
  etc	
  
– Pulmonary	
  Func/on	
  Lab	
  
– Cardiac	
  Tes/ng:	
  EKG	
  Course,	
  Non	
  Invasive	
  Cardiac	
  
Tes/ng	
  Center	
  (	
  stress	
  tests)	
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Ochsner	
  PSH	
  Resident	
  	
  

•  On	
  Day	
  of	
  Surgery:	
  	
  
– Ensures	
  con/nuity	
  with	
  preop	
  plan	
  
– Ensures	
  standardized	
  intraop	
  clinical	
  pathways	
  are	
  
followed	
  	
  

•  Standardized	
  postopera/ve	
  orders	
  in	
  PACU	
  	
  

PSH	
  Resident	
  Postopera/ve	
  Care	
  	
  

	
  	
  	
  	
  	
  	
  	
  Postopera/ve	
  	
  Care	
  	
  
SCAMPS	
  –	
  Standardized	
  Clinical	
  Assessment	
  and	
  
Management	
  Plans7	
  	
  

– OSA,	
  Chest	
  Pain,	
  Acute	
  Renal	
  Injury,	
  	
  Fever	
  	
  
– Protocols	
  placed	
  	
  in	
  EMR	
  
– expanded	
  as	
  medical	
  issues	
  arise	
  

Competency	
  Based	
  	
  
•  Professionalism	
  	
  

–  Accountability	
  to	
  Pa/ents	
  	
  
•  Communica/on	
  Skills	
  

–  Interac/on	
  between	
  different	
  providers	
  
•  Pa/ent	
  Care	
  

–  Apply	
  SCAMP	
  
•  Medical	
  Knowledge-­‐	
  	
  

–  Weekly	
  lectures,	
  resident	
  keyword	
  presenta/on	
  	
  
•  Prac/ce	
  Based	
  Learning	
  and	
  Improvement	
  

–  Refine	
  SCAMP	
  
•  Systems	
  	
  Based	
  Prac/ces	
  

–  Future	
  Clinical	
  Pathways-­‐OB,	
  Urology	
  

PSH	
  Rota/on	
  Summary	
  

	
  
•  Arthroplasty	
  Model	
  very	
  successful	
  
•  Expansion	
  to	
  other	
  service	
  line-­‐	
  OB	
  begun,	
  
Urology	
  next	
  

•  Ease	
  of	
  Implementa/on	
  within	
  Exis/ng	
  
Residency	
  Program	
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