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Optimizing peri-operative management of
neurosurgical patients

e« aimsto
- to obtain best possible clinical outcome
- Improve patient experience
- reduce costs
- maximise efficiency



Optimizing peri-operative management of
neurosurgical patients

« remember that patients are people , not numbers!




Optimizing peri-operative management ...
Introduction

e Craniotomy patients




Optimizing peri-operative management ...

e patient journey begins in ...
* Pre-admission Clinic
« attend 1-2 weeks before planned surgery




Optimizing peri-operative management ...
Pre-admission Clinic

« medical history and examination by doctor
« pre-operative blood analysis
* Dblood group and save

 MRSA screening ANAESTHESTA

FOR

 further referral if necessary (cardiologist) NeeRosureesy
« Patient Information Booklet




Optimizing peri-operative management ...
Pre-admission Clinic

« setup at The National Hospital - 2009

« very effective

* no cancellations of operations for health reasons

« 60% all craniotomy patients seen in pre-admission
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Optimizing peri-operative management ...
pre-operative treatment

e onday of surgery
- all patients assessed by anaesthetist
- no pre-medication
- If possible patient walks to theatre
(patient preference / more efficient)




Optimizing peri-operative management ...

anaesthetic room




(adapted {g

Before induction of anaesthesia

Has the patient confirmed his/her identity, site, procadure
and consent?

[] ‘es

WHO Surgical Safety Checklist

gland and Wales)

TIME OUT (To be read out loud)

Before start of surgical intervention
for example, skin incision

Have all team members introduced themselves by name and role?
[ es

Is the surgical site marked?
[] Yesinot applicable

Is the anaesthesia machine and medication check complete?

[ es

Does the patient have a:
Known allergy?

] Mo

[] es

Difficult airway/aspiration risk?

] Mo

[] ¥es, and equipment/assistance available
Risk of >500ml blood loss (7ml/kg in children)?
|:| No

[] ¥es, and adequate IV accessifluids planned

PATIENT DETAILS

Last name:

Surgeon, Anaesthetist and Registered Practitioner
wverbally confirm:

[] What is the patient's name?

[ ] What procedure, site and position are planned?

A nticipated critical events

| ] How much blood loss is anticipated?

Are there any specific equipment requirements

or special investigations?

[] Are there any critical or unexpected steps you
want the team to know about?

Anaesthetist:

[] Are there any patient specific concerns?

[] What is the patient’s ASA grade?

[] What monitoring equipment and other specific

levels of support are required, for example blood?

Nurse/ODP:

[] Has the sterility of the instrumentation been confirmed
{including indicator results)?
Are there any equipment issues or concerns?

SIGN OUT (To be read out loud)

National Patient Safety Agency

National Reporting and Learning Service

Before any member of the team leaves
the operating room

Registered Practitioner verbally confirms with the team:
[J Has the name of the procedure been recorded?
[] Has it been confirmed that instruments, swabs
and sharps counts are complete (or not applicable)?
[] Have the specdimens been labelled
(including patient name)?
[] Have any equipment problems been identified that
need to be addressad?

Has the surgical site infection (551) bundle been undertaken?
[ Yesmnot applicable

= Antibiotic prophylaxis within the last 60 minutes

= Patient warming

* Hair remaoval

» Glycaemic control

First name:

Date of birth:

Has VTE prophylaxis been undertaken?
[ Yesmnot applicable

NHS Number:*

Is essential imaging displayed?

Procedure:

*1f tha NHS Numbar & not Immediataly avallabli, 2 temporary number should ba usad wtil it s

[] Yesinot applicable
-

.

Surgeon, Anaesthetist and Registered Practitioner:
O What are the key concerns for recovery and
management of this patient? y

This checklist contains the core
content for England and Wales

www.npsa.nhs.uk/nrls

81 fancary 30039




Optimizing peri-operative management ...
anaesthetic room

S|GN |N (To be read out loud)

Before induction of anaesthesia :ll:

Has the patient confirmed his/her identity, site, procedure
and consent?

O Yes

Is the surgical site marked?
[ Yesnot applicable

Is the anaesthesia machine and medication check complete?
O tes

Does the patient have a:

Known allergy?

O ne

O Yes

Difficult airway/aspiration risk?

[ nNe

|:| Yes, and equipment/assistance available
Risk of =500ml bloed loss (7ml/kq in children)?

] Ne

|:| Yes, and adequate [V accessffluids planned
.

MName:
Signature of
Registered Practitioner:



Optimizing peri-operative management ...

standard anaesthetic technique

* ‘minimal monitoring’ for all patients

RECOMMENDATIONS FOR STANDARDS
OF MONITORING DURING
ANAESTHESIA AND RECOVERY

4th Edition




Optimizing peri-operative management ...
standard anaesthetic technique

* ‘minimal monitoring’ for all patients
- pulse oximeter
- non-invasive blood pressure
- ECG
- alrway gases: oxygen, carbon dioxide and vapour
- alrway pressure




Optimizing peri-operative management ...
standard anaesthetic technique

* ‘minimal monitoring’
n
arterial line
nasopharyngeal temperature probe
+/- urinary catheter
+/- fine bore nasogastric tube



Optimizing peri-operative management ...
standard anaesthetic technique

« patient warming before induction
- Intra-venous fluids




Optimizing peri-operative management ...
standard anaesthetic technique

e Induction
- midazolam (1-2 mg)
- fentanyl (3- 4 ug/kg)
- propofol
- Vecuronium or atracurium
-0,



Optimizing peri-operative management ...
standard anaesthetic technique

e maintenance
- O, and air
- sevoflurane (closed-circuit)
- remifentanil 0.1-0.15 pg/kg/min



Optimizing peri-operative management ...
entry to operating theatre




Optimizing peri-operative management ...
entry to operating theatre

* before positioning patient in theatre ...
- ‘Time Out’



SIGN IN (To be read out loud)

Before induction of anaesthesia

and consent?

[] ‘es

Has the patient confirmed his/her identity, site, procadure

WHO Surgical Safety Checklist

(adapted for England and Wales)

7N

TIME OUT (To be read out loud)

Before start of surgical intervention
for example, skin incision

Have all team members introduced themselves by name and role?

[ es

National Patient Safety Agency

National Reporting and Learning Service

SIGN OUT (To be read out loud)

‘ Before any member of the team leaves
the operating room

Registered Practitioner verbally confirms with the team:

Has the name of the procedure been recorded?

Has it been confirmed that instruments, swabs

Surgeon, Anaesthetist and Registered Practitioner

Is the surgical site marked?
[] Yesinot applicable

wverbally confirm:
[] What is the patient's name?
[J What procedure, site and position are planned?

[ es

Is the anaesthesia machine and medication check com

and sharps counts are complete (or not applicable)?
Have the specimens been labelled

(including patient name)?

Have any equipment problems been identified that

Anticipated critical events
Surgeon:

Does the patient have a:
Known allergy?

] Mo

[] es

Difficult airway/aspiration risk?

] Mo

[] ¥es, and equipment/assistance available
Risk of >500ml blood loss (7ml/kg in children)?
|:| No

[] ¥es, and adequate IV accessifluids planned
A

[] How much blood loss is anticipated?
Are there any specific equipment requirements
or special investigations?

[] Are there any critical or unexpected steps you
want the team to know about?

Anaesthetist:

[] Are there any patient specific concerns?

[] What is the patient’s ASA grade?

[] What monitoring equipment and other specific
levels of support are required, for example blood?

Nurse/ODP:

PATIENT DETAILS

Last name:

[] Has the sterility of the instrumentation been confirmed
{including indicator results)?
Are there any equipment issues or concerns?

eed to be addressad?

bon, Anaesthatist and Registered Practitioner:
hat are the key concerns for recovery and
snagement of this patient? y

his checklist contains the core
content for England and Wales

Has the surgical site infection (551) bundle been undertaken?
[ Yesmnot applicable

= Antibiotic prophylaxis within the last 60 minutes

= Patient warming

* Hair remaoval

» Glycaemic control

First name:

Has VTE prophylaxis been undertaken?
[ Yesmnot applicable

Date of birth:

Is essential imaging displayed?

NHS Number:*

[] Yesnot applicable

Procedure:

*1f the NHS Number ks nat Immediately avallabls, 2 temporary number should ba wsed unti] 1t b

www.npsa.nhs.uk/nrls

81 fancary 30039



P>

TIME OUT (To be read out loud)

Before start of susrgical intervention
for example. skin indision

Have all team members introduced themselves by name and role?

O ves

Surgeon, Anaesthetist and Registered Practitioner
verbally confirm:

[0 what is the patient’s name?
[0 what procedure, site and position are planned?

Anticipated critical events
Surgeon:
[0 How much bloed loss is anticipated?

[] Are there any specific equipment requirements
or special investigations?

[0 Are there any critical or unexpected steps you
want the team to know about?

Anaesthetist:
[ Are there any patient specific concerns?
D What is the patient’s ASA grade?
What monitoring equipment and other specific
levels of support are required, for example blood?
Nurse/QDP:

D Has the sterility of the instrumentation been confirmed
(including indicator results)?

Are there any equipment issues or concerns?

Has the surgical site infection (55[) bundle been undertaken?
[ Yesnot applicable

* Antibiotic prophylaxis within the last 60 minutes

* Patient warming

* Hair removal

* Glycaemic control

Has VTE prophylaxis been undertaken?
[ ‘esnot applicable

Is essential imaging displayed?
[ Yesnot applicable

Name:

Signature of
Registered Practitioner:




Optimizing peri-operative management ...

standard anaesthetic technique

e parameters
- normotension
- normocapnia (PaCO, 4.5-5.0 kPa)
- normovolaemia
- normothermia (36 - 37 ° C)
- haemoglobin > 8 g/dl
- normoglycaemia (4-10 mmol/I)



Optimizing peri-operative management ...
standard anaesthetic technique

« analgesia
- 45 minutes before end-procedure
- Intravenous paracetamol 1g
- Intravenous morphine 5 -10 mg
« continue remifentanil 0.1-0.15 pg/kg/min



Optimizing peri-operative management ...
standard anaesthetic technique

« end of operation
- ‘Sign Out’



National Patient Safety Agency

National Reporting and Learning Service

WHO Surgical Safety Checklist

(adapted for England and Wales)

SIGN IN (To be read out loud)
Before induction of anaesthesia

Has the patient confirmed his/her identity, site, procadure
and consent?

[] ‘es

TIME OUT (To be read out loud)

Before start of surgical intervention

for example, skin incision -’

Have all team members introduced themselves by name and role
[ es

Is the surgical site marked?
[] Yesinot applicable

Is the anaesthesia machine and medication check complete?

[ es

Surgeon, Anaesthetist and Registered Practitioner
wverbally confirm:

is the patient's name?
What is th tient" 7
procedure, site and position are planned?
What d ite and iti lanned?

Anticipated critical events
Surgeon:

77~ N

SIGN OUT (To be read out loud)

Before any member of the team leaves
the operating room

Registered Practitioner verbally confirms with the team:
Has the name of the procedure been recorded?

Has it been confirmed that instruments, swabs

and sharps counts are complete (or not applicable)?
Have the specimens been labelled

(including patient name)?

Have any equipment problems been identified that
need to be addressad?

Surgeon, Anaesthetist and Registered Practitioner:

Does the patient have a: _ -

Known allergy? L] How :-'u':h blood Ia];ss is anticipated? O What are the key concerns for recovery and
Are there any specific equipment requirements management of this patient?

[] Neo or special investigations? \_ g patient/

[] es [] Are there any critical or unexpected steps you

Difficult airevay/aspiration risk? want the team to know about?

[] Mo Anaesthetist:

[] ¥es, and equipment/assistance available

Risk of >500ml blood loss (7ml/kg in children)?
|:| No

[] ¥es, and adequate IV accessifluids planned
A

PATIENT DETAILS

Last name:

[] Are there any patient specific concerns?

[] What is the patient’s ASA grade?

[] What monitoring equipment and other specific
levels of support are required, for example blood?

MNurse/ODP:

[] Has the sterility of the instrumentation been confirmed
{including indicator results)?

Are there any equipment issues or concerns?

Has the surgical site infection (551) bundle been undertaken?
[ Yesmnot applicable

= Antibiotic prophylaxis within the last 60 minutes

= Patient warming

* Hair remaoval

» Glycaemic control

First name:

Date of birth:

Has VTE prophylaxis been undertaken?
[ Yesmnot applicable

NHS Number:*

Is essential imaging displayed?

Procedure:

*1f tha NHS Numbar & not Immediataly avallabli, 2 temporary number should ba usad wtil it s

[] Yesinot applicable
-

This checklist contains the core
content for England and Wales

www.npsa.nhs.uk/nrls




SIGN OUT (To be read out loud)

S Before any member of the team leaves
the operating room

Registered Practitioner verbally confirms with the team:
[[] Has the name of the procedure been recorded?
|:| Has it been confirmed that instruments, swabs

and sharps counts are complete (or not applicable)?
[[] Have the specimens been labelled

(including patient name)?

D Have any eguipment problems been identified that
need to be addressed?

Surgeon, Anaesthetist and Registered Practitioner:
[[] What are the key concerns for recovery and

| management of this patient?

e

Registered Practitioner:



Optimizing peri-operative management ...
standard anaesthetic technique

« Wwherever possible extubate patient
- ‘awake’ patient

- provides best quality neurological observation
- Glasgow Coma Score (GCS)



Optimizing peri-operative management ...
standard anaesthetic technique

« preparing for extubation

- discontinue remifentanil

- spontaneous ventilation

- sevoflurane - > E;+2.3%
« extubation (deep)



Optimizing peri-operative management ...
post-craniotomy destination

» decided on day before surgery
« guidelines

1 Chandler Wing

& Neuro Medical Intensive Care

&= High Dependency Unit

&= Maktoum Theatre Suite




POST- OPERATIVE DESTINATIONS AT NHNN

Post-operative Destination

Standard
Recovery Time
fhours)

/i

Discharge

Recovary
CRAKIAL SURGERY
[

ranictomy
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Cranioplasty

{Unimiaral]

Docosmression (VD)
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Formman Magnum Decompression (FA0)
Wanirizule-paitonsal Shunt
Extarnal ¥ontricular Orain £V

HPINAL BURGEHRY
Antarier Cervicsl Digcectony (ACD) ! Decompriasion
Pesterior Cervical Decomprssion
Lumbar Digcoctonmy
Microdiscptonyy

HADKLOGIAL PROCEDURES
CRANIAL

Glun Embalisaticn of Arteric-venous Malamation [(26A
Collieg of Ansurysm Laugud © oooing)
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M minimam Bma
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Mo miniss ma
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s will b conteorad JO mekocdes
pricr o chchaepes v mosf patiants
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:Hf(uuuu Angiogram: b grasn 13 minufas nedion o
Artirto vencus Mallormation GV 1 ELab
Dural Fistula 1
oTHER
Morvs Stimulsbor (oocpte’ s weonl deacral  spieall M minimom ime
Uinas Kerve Drcompression Mo minkmam time
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Battory Crange Mo minkses imo
Trarme-ccagulation Mo minkmem iman
i
n :
¢ Owernight Recovery (OR) — tisam B
Elactive post-op P wha R 1] F UrEl DEI0 - 0700 the
Mmmmmﬂmhunnnlrrnulmmmagm {nlicwing morning Hurpe-ind diacharge i ke
f— By 070 tha folowing monmiog
Evmiiged paran! moers
Ravovry Dischigd ooy
High Dependency Unit (HDU)
CRAKIAL BURGERY
Craniobsmy [rogadig Mvishe AT 0rossens oning iy 12-24 hows)
Bubdural Grid Insertion
Caretid Endarterectonmy (Sisial (ECC Bypess Pafieni uncier comised cane of
Clippiog of Carebral Anturysm (St et
Acoustic Neuroma (= frm] Pt revhrad ot HOW i
SPINAL SURGERY 12 - 24 hours P i Ploedng AO0ATUng
Comphex Spinal Sungery R F NSO
™
MWuhiewd proced e RO wEve ShOWT axpool
Comigien; post-apenatv pain managenand Dabiant i retum by
RADICLOGICAL FROCEDURES 630 - 1400
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Optimizing peri-operative management ...
post-craniotomy destination

- atall stages patients cared for by neurosurgically-
trained nurses



Optimizing peri-operative management ...
post-craniotomy destination

* ‘low risk’ craniotomy (glioma, biopsy)
— Recovery Ward

* If no problems < 6h - return to neurosurgical ward

WAS Taylor et al
Journal of Neurosurgery 1995; 82: 48-50

* hospital audit has shortened Recovery
Ward times



Optimizing peri-operative management ...
post-craniotomy destination

* ‘higher risk’ craniotomy
(VI neuroma, meningioma, aneurysm clipping)
— HDU

« return to neurosurgical ward next day



Optimizing peri-operative management ...
post-craniotomy destination

« very complex cases

(brainstem lesion, ventilated before surgery)
— [TU

« discharge to HDU when appropriate



Optimizing peri-operative management ...

post-craniotomy destination

‘early warning system’
used throughout hospital

‘Adverse Clinical Signs
Action Plan’

ADVERSE CLINICAL SIGNS IN NEUROLOGICAL AND
NEUROSURGICAL PATIENTS

[Ep-

UCL

Do not hesiaiz o Tast bieep’ the Anaesthetic SpR (Bleep 8131) or ofher jurior doctor via Switchboard in —
emergencies and contact Ourach Team (Mon-Fri 09001700 Bleep 8277 or ‘out of hours' via SITU | MITU)
ADVERSE SIGN ASSESSMENT ACTION PLAN
+ Decreasing GCS by two points or more Airway
. - Breathing Nurse—in charge i inform
+ Seizure activity
In non-epieptic and all - first epleptic seizure MNewrology or Neurosurgical
neurosurgical patients. of amy form Cultes 'SHO immediatefy
In known epilepbics 4 T Disabiiity v
1 hour offirst seizure
Eo=mo SHO murst attend patient wathin
o Elood Giucose 15 minutes and document
- seizure lasting more therr findings and plan of acton
than 10 minutes v inthe and
= Insigate e Action Pian F appmprate e Es i pul ther
SpR
~ fada .
in time / place within 15 FICENN e ha3 a0 s ciniear 2 ¥
i o e Rememser that assessiment can be scttated by
SO ez 1F SHO fails o respond | atiend
ant memarng s manciamry prior 16 transemng. within 15 minutes contact
. ne pasen o anatner srea SHO again
+ "GCS of Borless -ifthis is a new finding S
e asgessed by an anassibeds! prio o rangler ¥
or 0 anomer area
- on inifial assessment of i no response within 5 minutes
i itted 3= 2n contact SpR
emergency o thevar |- jpspo, §
+ Oxygen saturation < 90% - Samsess v
merany
* Heart rate < 50 or > 110/min - I patient haz 3 sracheosmy Moo emempency. 11:5pR does nat respond within
+ #Respiratory rate < 8 or > 25imin sracedure aiovinm e
- consider saine / sabutamal eputser e
+ =*Systolic BF <100 or > 180mmHg
+ Urine output <100ml or> 1000mi in 4 hours - IFBP / urine outpur ¥
+ Temperature > 3.5°C — gve norma) satiee o peissine 280m 1V
repest .
« Vital capacity < 15mifkg - consider blader washout £ urhe et ¥ FGCSBorless

Na* < 125 or > 150mmall
K+ > Gmmoll
Glusose <3 or > 20mmolfl
Poorly controlled pain
“Worried about patient’

Autonomic dysreflexia in spinal cord injury
Sudden and potentially lethal surge in BF in patients

‘with spinal cord lesion at or above T8
Triggered by noxious stimulus.

These patients often have low BF . ‘normal’ BF may
represent significant rise

Intervention definitely indicated if patient symptomatic

Also consider intesvention if BF 30% above baseline

#* oMz patents wih bran Inyury may PEWT: R INGhA1.al NEE FaIE ANG TESpIFatory e IS 36t
b

Nurse-in-charge to follow

- f arine output 4 cheok specific gravity directions above but
R — Anassthetc SoR Besp 8131)

— sens cumures 22 appropeae mmediately

~ comaise v s

_ . The Anaesthetic SpR and

Autonomic dysrefiexia
Autonomio dysreflexia Ouireach Team are avalable at
Signs and Symproms Inciude: o o b Treparea

~ Severe pounang nesaache
- Fusned azoearance of s abave ievel r ksion
~ Emensve sweatng atore ievel ofmury
TTSIIMENT - MUST DS INTATA QUICKTY
- S8 patient wpright
- Comest prablem fe.g. biocked cameier, ek

ine Inenzve Care Team before dizcharge o the wara

e

s

Sanuary 2008 (for review January 2010)




Optimizing peri-operative management ...
post-craniotomy destination

« particularly useful on wards
- abnormal signs (] GCS, seizure, |SpO, 1T°C ...)

— urgent attendance of doctor (< 15minutes)
— urgent attendance of Outreach Nurse



ADVERSE CLINICAL SIGNS IN NEUROLOGICAL AND
NEUROSURGICAL PATIENTS

Do not hesitate to “fast bleep’ the Anaesthetic SpR (Bleep 8131) or other junior doctor via Switchboard in
ememencies and contact Outreach Team (Mon-Fri P900-1700 Bleep 8277 or "out of hours' wia SITU F MITUY

(e

ADVERSE SIGN ASSESSMENT ACTION PLAN
* Decreasing GCS by two points or more Airway
- - Breathing Murse—in-charge to inform
*  Seizure activity
Innon-epdepbic andall - first epdeptic seizure . MNeurology or Neurosurgical
neurosurgical patients of any form SHO immediately
In kniown spileptics - repeated ssizure within =iy ¥
1 howr of first setzune Ex
st SHO must attend patient within
o Blood Glucose ﬂg;:ﬁlﬂhs Tﬁmdmamen
- seizune lasting more ngs and plan
than 10 minutes B in the medical notes and
or instgate the Action Plan I aporopriane dmﬁhwﬁm
- increase frequency of chservadions In any
- falure to be orientabed patient who has an adverse clinical sign &

in time { place within 15
minutes of saizure

*GCS of B or less

. - i this is a new finding
or
- on inifial assessment of a

patient admitted as an
‘emergency to the ward

*  Oxygen saturation < 30%

*  “Heart rate <30 or > 110/min

» *Respiratory rate < & or > 25/min

» #Gystolic BP =100 or > 180mmHg

*  Urine output < 100ml or > 1000ml in 4 hours

»  Temperature > 38.5C

*  Vital capacity < 13mlikg

* Na* =123 or > 150mmoll

* K> emmoll

*  Glucose < 3 or > 20mmol/l

* Poorly controlled pain

* “Worried about patient”

Autonomic dysreflexia in spinal cord injury

Sudden and potentially lethal surge in BP in patients
with spinal cord lesion at or above TE

Triggered by nosiows. stimulus

These patients often have low BP . "normal” BF may
represent significant rise

Intervention definitely indicated if patient symptomatic

Also consider intervention if BP 30% above baseline

+ + Bome patents with brain Injury may hawe had indhidual heart rate and respiratony rate Imits set

Rememger that assessment can be fSacilated by
the use of SONTINUGUS MEONRGIING
FECE, NIBP, 5p0,)
is ¥ Brior o
the patient fo anofher area
Patients with a poor GC-5 {s 0 or faling) must
B 3zsessad Ny 3 ANBESHENT ANGr o RN
0 anofier aea

and

Troubies hooting tips
- IFSp0, &
— reposition patlent and sit up I aliowed
= cxpgen Hempy
— If patienf has a fracheosiomy foilow emepency
ErBrsdue sigommm
— consider saine / salbutamol neduilser

= If BP J urine output #
— give nommal saine o QEiBArEine: Z50ME IV +~

repeaf
— consider bladder washoot ¥ urine cutpot o

= If urine outpur 4 check specific gravity
= f sudden 4 in temperature consider sepsis

— sand cuifunes a5 appropdias
= comsider [V fuids

Autonomic: fiexia

SIQNs and SYMPINmS nciude
= Eeverz pounding headache
— Firshed appearance of skin above level of kesion
— Exfenshee sweating above level of injury

Treament — MusT be infiamd quickly
— SE patient uprght
— Comect problem fe.g. Biooked cateter, o)
— May require urgent medication fo reduce 8P
= BTN sub-Snpual spray / Infusion if needed
= Avald beta hinckers
— Record BF every § minutes ontll episods resohes
{see Profocod

by the Iniensive Care Team bedore: discharge o the ward

If SHO fails to respond / attend
within 13 minutes contact
SHO again

¥

If no response within 5 minutes
contact SpR

¥

If SpR does not respond within
3 minutes, contact

“FGCS Borless
Murse-in-charge to follow
directions abowe but
Anaesthefic SpR. (blesp £131)
marst also be mformed
immediately

The Anaesthetc SpR and
Outreach Team are avalable at
any time for advice if required

*esPatients hawing azsessment of their Sutonomic neEnous Syshem may have different limits st for their systolic BP

January 2008 (for review January 2010)




Optimizing peri-operative management ...
miscellaneous

 Infection control

« steroids

* mannitol

« anti-epileptic drugs (AED)

« venous thromboembolic (VTE) prophylaxis
« analgesia

« specialist teams referral



Optimizing peri-operative management ...
Infection control
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Optimizing peri-operative management ...
Infection control

 begins with MRSA screening in Pre-admission
Clinic

« de-colonisation where necessary

» strict guidelines
- hand washing s
- aseptic technique for vascular access = [t

€2
ment and do et
~

k




Optimizing peri-operative management ...
Infection control

MRSA prophylaxis in Neurosurgical

Patients

1)  Ensure you are aware of the MRSA status of any patient you are
anaesthetising.
2) Follow the regime below for MRSA prophylaxis.

MRSA negative No additional intervention
required.

MRSA status unknown Add Teicoplanin 400mg to
standard regimen

MRSA positive Teicoplanin 800mg + Gentamicin
1.5mg/kg

MRSA positive for CVP line Teicoplanin 400mg

insertion.




Optimizing peri-operative management ...
Infection control - antibiotics

« MRSA —ve
- cefuroxime x 1.5 g
- < 60 min before skin incision
- repeat 3 hourly intra-op
- N0 post-operative antibiotics



Optimizing peri-operative management ...
Infection control - antibiotics

« MRSA unknown
- cefuroxime x 1.5 g
n
- teicoplanin 400 mg
- < 60 min before skin incision
- NO post-operative antibiotics



Optimizing peri-operative management ...
Infection control - antibiotics

« MRSA +ve
- Ideally 5 day decolonisation (operate day 6 or 7)
- teicoplanin 800 mg
n
- gentamicin 1.5mg/Kg
- < 60 min before skin incision
- O post-operative antibiotics



Optimizing peri-operative management ...
Infection control

« surgical site preparation
- no hair shaving — clipping instead
- Individual stick anti-septic
- 2% chlorohexidine + 70% alcohol + dye
- not multi-use bottle anti-septic
* maintain normothermia /




Optimizing peri-operative management ...
steroids

>

10 x 1 ml ampoules
Dexamethasone
4 mg/ml Injection

4 mg dexamethasone in 1 ml

Each ml contains 4 mg of dexamethasone

as the sodium phosphate)

Solution for injection

Store below 25 °C, protect from light. Do not freeze

KEEP OUT OF THE REACH AND SIGHT OF CHILDREN
PL 0065/0106R

[PoM]

Dexamethasone may be administered
intravenously, subcutaneously, intramuscularly,

by local injection or as a rectal drip
Dose as directed by the physician. Single use only




Optimizing peri-operative management ...
steroids

e most patients
- dexamethasone 4 mg x 4/day
- X 3-4 days
- rapid reduction

« chemotherapy or radiotherapy ?
- continue with dexamethasone 2 mg x 2/day



Ive management ...
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Optimizing peri-operative management ...
mannitol

« not used routinely
« small dose 0.25 -0.5 g/kg
« unusual to give repeat bolus




Optimizing peri-operative management ...
antiepileptic drugs (AED)

« not used routinely
* phenytoin or levetiracetam (Keppra)

« 1Stseizure post-op
- propofol (anaesthetist)
- lorazepam (non-anaesthetist)

Il

NDC 07815114-60 E
Levetiracetam v
Tablets

Ptk

1000 mg

3 0781-5114-60 2

i



Optimizing peri-operative management ...
venous thromboembolic (VTE) prophylaxis

Increasing
Compression




Optimizing peri-operative management ...
venous thromboembolic (VTE) prophylaxis

all patients

graduated compression stockings

Intermittent calf compression

- In theatre

- continued post-operatively until low-molecular
weight heparin (LMWH)

LMWH - 6 hours post-operative If patient OK



Optimizing peri-operative management ...
analgesia

Paracetamol-
ratiopharm 500 o

Tabletten
Wirksaolf: Pacacor

LS

dSchmoren ——

- ratiopharm |
LR} |

Non-Steroidal Anti-
Inflammatory Drugs




Optimizing peri-operative management ...
analgesia

« non-pharmaceutical adjuncts
- head —up/cold packs
« reqgular paracetamol
« NSAIDs>6h
e Oramorph 5-10 mg qds
e QOramorph 5-10 mg 3 hourly prn



Optimizing peri-operative management ...
specialist teams

« 1frequired ... referred to specialist team
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Thank you for your attention






