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GSA Mission Statement

It is the mission of the Georgia Society of Anesthesiologists, Inc. to associate and affiliate into one
organization all physicians and others in Georgia who are engaged in the practice of, or otherwise
especially interested in, anesthesiology and its subspecialties; to encourage specialization in this field; to
raise the standards of the specialty; to safeguard the professional interests of its members; and in all ways
to develop and further educate within the specialty of anesthesiology for the general elevation of the

standards of medical practice and patient safety.

Adopted by Board of Directors, Winter Meeting, January 15, 1999
Ratified by General Membership, January 17, 1999



General Information

Welcome

The 2016 GSA Summer Meeting is jointly sponsored by the American Society of Anesthesiologists and
the Georgia Society of Anesthesiologists. As a convenience to GSA members and guests, this continuing
education conference is structured as a two-day event. The meeting offers up to 11 AMA PRA Category 1
Credits™ with content derived from educational survey feedback and post-meeting evaluations over the
last few years. The educational focus will inform attendees on current issues in anesthesiology and
updates across multiple disciplines. The Ritz-Carlton Lodge at Lake Oconee, is an excellent venue for the
conference. We hope that you enjoy the educational portion of the meeting and receive appropriate
business and government affairs information during the GSA General Business Meeting, which will be

held Sunday from 7:00 - 7:30 a.m.

Registration Fees

The GSA member rate is $450 for physicians, $175 for residents, $275 for AAs, $200 for retired
physicians, and $50 for students. The non-member rate is $575 for physicians, $225 for residents, $375
for AAs, $200 for retired physicians, $50 for students, and $575 for CRNAs. Educational seminars,
breakfasts and breaks are for the REGISTRANT ONLY. A $100 late fee will be applied to all
registration forms received after Monday, July 18, 2016. This late fee applies to both on-site and online

registration. Guests are welcome at both Friday and Saturday evening receptions.

Accreditation

This activity has been planned and implemented in accordance with the accreditation requirements and
policies of the Accreditation Council for Continuing Medical Education (ACCME) through the joint
providership of the American Society of Anesthesiologists and the Georgia Society of Anesthesiologists.
The American Society of Anesthesiologists is accredited by the ACCME to provide continuing medical

education for physicians.

Credit Designation
The American Society of Anesthesiologists designates this live activity for a maximum of 11 AMA PRA
Category 1 Credits™ . Physicians should claim only credit commensurate with the extent of their

participation in the activity.



This year’s evaluation and CME certificate process is completely electronic. In order to access the course,
claim your CME credits, complete the program evaluation and print your CME certificate, you must log

in to the ASA Education Center at the following link: http://education.asahq.org/

Cancellation Policy

Cancellations and/or changes in registration or participation in all or any portion of the meeting must be
received at GSA headquarters by Monday, July 18, 2016, to qualify for refund. Absolutely no refunds
will be issued for changes received at GSA headquarters after Monday, July 18, 2016. The cancellation

policy and late registration fee will be strictly enforced.

Evening Hospitality
All registrants, faculty, exhibitors and guests are invited to enjoy evening hospitality events offered
Friday and Saturday. Badges are required for participation in all receptions. Please register your guests so

that a badge can be produced.

Questions
Please visit the registration desk for more information or clarification on any of the meeting elements,

schedule or CME verification.

Disclaimer
The information provided at this CME activity is for continuing education purposes only and is not meant
to substitute for the independent medical judgment of a healthcare provider relative to diagnostic and

treatment options of a specific patient’s medical condition.



Educational and Learning Objectives

2016 GSA Summer Meeting
July 22 - 24, 2016
Ritz Carlton Lodge at Lake Oconee

CME Activity Co-Directors
Tanna Boyer, MD & Vikas Kumar, MD
Augusta University

Timothy G. Buchman, PhD, MD
Emory University
Atlanta, GA

Error, Competencies and Standards in Critical Care
At the conclusion of the presentation, the learner should be able to:

L.

2.
3.
4

Describe a taxonomy of error in conception and delivery of critical care.

Discuss the evolution of competency-based training in critical care.

Compare the training strategies of aviation and critical care.

Contrast the use of competencies and standards in evaluation of aviation and of critical care
professionals.

Timothy G. Buchman, PhD, MD
Emory University
Atlanta, GA

Cheryl Hiddleson, MSN
Emory Healthcare Inc.
Atlanta, GA

Tele-1CU: Past, present and future for Georgia and the nation
At the conclusion of the presentation, the learner should be able to:

L.

2.
3.
4

Review the history of ICU telehealth.

Discuss the evolution of for-profit and not-for-profit ICU telehealth delivery system.

Critically evaluate prior reports of tele-ICU clinical and financial performance.

Analyze the tele-ICU component of the Emory CMS Healthcare Innovation Award with respect
to clinical and financial performance.



Heather Byrd, MD
Augusta University
Augusta, GA

J. Drew Prosser, MD
Augusta University
Augusta, GA

Update on Sleep Apnea in Children — Anesthesia Perspectives
At the conclusion of the presentation, the learner should be able to:
1. Define pediatric OSA and discuss associated comorbidities.
2. Differentiate between adult and pediatric OSA.
3. Discuss pathophysiology related to pediatric OSA.
4. Discuss anesthetic implications of pediatric OSA and tonsillectomy.

J. Kenneth Byrd, MD
Augusta University
Augusta, GA

J. Drew Prosser, MD
Augusta University
Augusta, GA

Head and Neck Surgery: The Difficult Airway

At the conclusion of the presentation, the learner should be able to:
1. Recognize challenging airway scenarios in patients with head and neck disorders.
2. Formulate an airway plan based on anatomical factors in head and neck surgery.
3. Recognize understand the surgeon's perspective in head and neck disorders

Miguel Cobas, MD

University of Miami Miller School of Medicine
Department of Anesthesiology

Miami, FL

Monitoring Physiologic Principles of the Critically I

At the conclusion of the presentation, the learner should be able to:
1. Assess physiology parameters useful in management of septic patients.
2. Review common tests and limitations in the ICU.



Barriers in implementing the Perioperative Surgical
At the conclusion of the presentation, the learner should be able to:
1. Identify the characteristics that make anesthesiologists good candidates for perioperative
physicians.
2. Discuss some of the challenges that make it difficult for an anesthesiologist to fully participate in
PSH.

James Rawson, MD
Chairperson of Radiology
Augusta University
Augusta, GA

Payment System Reform, How will this affect your practice?

At the conclusion of the presentation, the learner should be able to:
1. Review current models of reimbursement.
2. Review proposed models of reimbursement.

James Rawson, MD
Chairperson of Radiology
Augusta University
Augusta, GA

Waste, Lean, and Opportunity in Healthcare — learn how to save $ in your health system
At the conclusion of the presentation, the learner should be able to:

1. Review waste and inefficiency in healthcare

2. Review Tools of Lean

3. Discuss opportunities for improvements

Nitin Anand, BA, MD
Assistant Professor of Anesthesia
Augusta, GA

Opportunity for Improvement
At the conclusion of the presentation, the learner should be able to:
1. Outline several Lean based quality improvement projects.
2. Discuss the process of developing and designing a Lean based improvement project.
3. Discuss the Lean tools best suited to different projects.
4. Outline the difficulties and common errors made during the process.



Vikas Kumar, MD
Augusta University
Augusta, GA

Shvetank Agarwal, MD
Augusta University
Augusta, GA

Mohamed Gaber, MD
Augusta University
Augusta, GA

PSH Ultrasound Workshop

At the conclusion of the presentation, the learner should be able to:
1. Perform transthoracic and transesophageal echocardiograms.
2. Understand different views of cardiac ultrasound with a plethora of pathologies.
3. Perform abdominal FAST exam and basics of lung ultrasound.



3:00 - 7:00p
4:00 - 9:00p
5:00 - 7:00p
7:00 - 8:30p

8:30p

6:00a
6:30 - 7:20a

7:20a

7:30 - 8:30a

8:30-9:30a

9:30 -10:00a

9:30 - 12p

10:00 - 10:30a

10:30- 11a

10:00a

GSA 2016 Summer Meeting Schedule

The Ritz Carlton Lodge
Lake Oconee, GA
July 22 - 24,2016

Friday, July 22, 2016
Registration - Salon III Pre-Function
Exhibitor Set Up - Salon III
Board of Directors Meeting - The Boardroom
Welcome Hospitality with the Exhibitors — Salon ITT

Dinner on your own with family and friends

Saturday, July 23, 2016
Exhibitor Set Up - Salon III
Registration/Breakfast with Exhibitors - Salon III & Salon III Pre-Function

Welcome - RCBR Salon I & II
Heather Dozier, MD - GSA President

Introductions - RCBR Salon I & II
Vikas Kumar, MD & Tanna J. Boyer, DO, MS

Summer Meeting Activity Co-Directors

ASA Update - RCBR Salon I & II
Jeff Plagenhoef, MD

Monitoring Physiologic Principles of the Critically 11l - RCBR Salon I & II
Miguel Cobas, MD

Break with Exhibitors - Salon IIT & Salon III Pre-Function

Resident Section Meeting - Starling

Waste, Lean, and Opportunity in Healthcare — learn how to save $ in your health
system - RCBR Salon I & 11

Jim Rawson, MD

Opportunity for Improvement - RCBR Salon I & 1T
Nitin Anand, MD

GAAA Board of Directors Meeting- The Boardroom



11:00 - 12:00p

12:00 - 1:00p

1:00p

1:00 - 4:00p

1:00 - 4:00p
1:00 - 4:00p
1:00p

4:00 - 5:00p
6:30 - 8:00p

7:30 —9:00p

6:30 - 7:30a
7:00 - 7:30a

7:30 - 8:30a

8:30 -9:30a

9:30 -10:00a

10:00 - 11:00a

Update on Sleep Apnea in Children — Anesthesia Perspectives -
RCBR Salon I & 11
Heather Byrd, MD & Drew Prosser, MD

The Difficult Airway in Head and Neck Surgery - RCBR Salon T & TI
J. Kenneth Byrd, MD & Drew Prosser, MD

Meeting Adjourned/Lunch with family and friends

Perioperative Surgical Home Ultrasound Workshop including TTE, TEE, Lung,
Abdomen/FAST with pathologies on simulation - Starling

Vikas Kumar, MD

NYSORA Regional Workshop — Reynolds Ballroom

Resident and Medical Student Poster Session - Salon I & 11

16" Annual GSA Golf Tournament (pre-registration required)
12 Annual Family Ice Cream Social (Sponsored by the GAAA) - Tupelo

Evening Reception — Linger Longer Ballroom

MCG Alumni Dinner — Tupelo

Sunday, July 24, 2016
Registration/Breakfast with Exhibitors - Salon III & Salon III Pre-function
General Business Meeting for GSA Members - RCBR Salon I & 11

Payment System Reform, how will this affect your practice? - RCBR Salon I & 11
Jim Rawson, MD

Error, Competencies, and Standards in Critical Care - RCBR Salon I & 11
Timothy Buchman, MD, PhD

Break with Exhibitors - Salon III & Salon III Pre-Function

Tele ICU: Past, present and future for Georgia - RCBR Salon I & 11
Tim Buchman, MD, PhD & Cheryl Hiddleson, MSN, RN, CCRN-E

11:00a - 12:00p Barriers in implementing the Perioperative Surgical Home - RCBR Salon I & TI

12:00p

Miguel Cobas, MD

Meeting Adjourned

Note: Opportunities for Q& A will be provided at the conclusion of each presentation.



Program and Education Committee
A special thanks to the Program and Education Committee for reviewing lecture materials to ensure
lectures meet learning objectives and do not exhibit biased content. Members of the Program and

Education Committee are as follows:

Brian Thompson, MD, Co-Chair
Gautam Sreeram, MD, Co-Chair
Heather Dozier, MD

Kirk Edwards, MD

Korrin Scott Ford, MD

Tanna Boyer, MD

Gina Scarboro, CAA

Disclosure and Resolution of Conflicts of Interest

The American Society of Anesthesiologists remains strongly committed to providing the best available
evidence-based clinical information to participants of this educational activity and requires an open
disclosure of any potential conflict of interest identified by our faculty members. It is not the intent of
the American Society of Anesthesiologists to eliminate all situations of potential conflict of interest, but
rather to enable those who are working with the American Society of Anesthesiologists to recognize
situations that may be subject to question by others. All disclosed conflicts of interest are reviewed by
the educational activity course director/chair to ensure that such situations are properly evaluated and, if
necessary, resolved. The American Society of Anesthesiologists educational standards pertaining to
conflict of interest are intended to maintain the professional autonomy of the clinical experts inherent in
promoting a balanced presentation of science. Through our review process, all American Society of
Anesthesiologists CME activities are ensured of independent, objective, scientifically balanced
presentations of information. Disclosure of any or no relationships will be made available for all

educational activities.

Planner, Faculty and Staff Disclosure
All Faculty, including editors, authors, reviewers, and staff for the GSA 2016 Summer Meeting reported

they have no relationships with commercial interests.



Planners:

Brian Thompson, MD, Co-Chair
Gautam Sreeram, MD, Co-Chair
Heather Dozier, MD

Kirk Edwards, MD

Korrin Scott Ford, MD

Tanna Boyer, MD

Gina Scarboro, CAA

Vikas Kumar, MD

Jet Toney, GSA Executive Director
Brooke Cain, GSA Meeting Planner

Presenters:

Jeff Plagenhoef, MD

Miguel Cobas, MD

Jim Rawson, MD

Nitin Anand, MD

Heather Byrd, MD

Drew Prosser, MD

J. Kenneth Byrd, MD

Vikas Kumar, MD

Timothy Buchman, MD, PhD
Cheryl Hiddleson, MSN, RN, CCRN-E



Nitin Anand, MD
1318 Hickman Rd.
Augusta, GA 30904

Carolyn Bannister, MD

13762 Windsor Crown Ct West

Jacksonville, FL 32225

Robert Baumann, MD

4571 River Bottom Drive

Meeting Registrants
(as of July 14, 2016)

Robert Arasi, MD
3135 Huntbury Lane
Milton, GA 30004

Fathi Bashir, MD
1018 Micah terrace
Evans, GA 30809

James Beeson, MD
7821 Metcalf Road

Norcross, GA 30092

Timothy Beeson, MD
3715 Sapphire Dr
Martitnez, GA 30907

Amanda Brown, MD
203 Westchester Dr
Macon, GA 31210

Tia Clements, MMSc
1411 Druid Oaks NE
Atlanta, GA 30329

William Daniel, MD

1116 Weatherstone Drive NE

Atlanta, GA 30324

Thomasville, GA 31792

Nathan Brandon, MD
3525 Greenway Dr.
Evans, GA 30809

William Buntin, CAA
2407 Pendleton Street
Albany, GA 31721

Kelli Corless, CAA
1395 Ridgefield Drive
Roswell, GA 30075

Jaiwant Avula, MD
125 Woodchase Drive
LaGrange, GA 30240



Ralph Dapaah, CAA
4892 Patterson Ln
Gainesville, GA 30506

Cayetano Dizon, MD
1150 St. Andrews Drive
Macon, GA 31210

Wiley Drury, MD
2 Plantation Circle
Valdosta, GA 31605

Abimbola Faloye, MD
2160 Boyce Circle
Marietta, GA 30066

Maurice Gilbert, MD
156 Peachtree East Shopping Center Suite 153
Peachtree City, GA 30269

Ashley Hamilton, MD
1080 Peachtree St. NE Apt 2416
Atlanta, GA 30309

Rickard Hawkins, MD
670 Briarleigh Way
Woodstock, GA 30189

Lauren Hinds, MD
4330 Ridge CIliff Dr.
Augusta, GA 30909

Nerlyne Dhariwal, MD
1451 Briarcliff Rd. NE
Atlanta, GA 30306

David Draper, MD
1231 Skip Wells Ct
Tallahassee, FL 32312

Peggy Duke, MD
3530 Piedmont Road Penthouse 3
Atlanta, GA 30305

Robert Gantt, MD
60 Highlands Ridge Lane
Oxford, GA 30054

Stephen Golden, MD
4110 Thunderbird Drive SE
Marietta, GA 30067

Julius Hamilton, MD
1845 Piedmont Ave. NE, Unit #448
Atlanta, GA 30324

Eric Heil, C-AA
167 Grady ave
Athens, GA 30601

Chuck Hufstetler, C-AA
3 Orchard Spring Drive
Rome, GA 30165



Chuck Hufstetler, C-AA
3 Orchard Spring Drive
Rome, GA 30165

Keith Johnson, MD
1060 Woods Road
Waycross, GA 31501

Alan Kaplan, MD

3155 Northpoint Parkway Suite 100

Alpharetta, GA 30005

Matthew Klopman, MD
930 Edgewater Ct.

Sandy Springs, GA 30328

William Lane, MD
151 Gleneagles Circle
Macon, GA 31210

Leslie Lester, DO
GRU
Augusta, GA 30912

Cory Mansour, MD
4461 Galway Drive
Evans, GA 30809

Steffen Meiler, MD
787 Sparkleberry Road
Evans, GA 30809

Natalie Jenks, S-AA
534 Briarhill Ln NE
Atlanta, GA 30324

Gary Kao, MD/(Resident)
680 Greenwood Ave NE #303
Atlanta, GA 30306

Thomas Kessinger, MD
2071 Luxuria Ct
Tucker, GA 30084

Emily Kurokawa, MD
147 Gustav Court
North Augusta, SC 29860

Florence LeCraw, MD
222 12th St #2007
Atlanta, GA 30309

Christopher Ma, MD
1044 Emory Parc Place
Decatur, GA 30033

Charles McMillon, MD
1014 Nottingham Lane NE
Atlanta, GA 30319

Jefferey Mills, MD
660 Ralph McGill BLVD #3109
Atlanta, GA 30312



Jefferey Mills, MD
660 Ralph McGill BLVD #3109
Atlanta, GA 30312

Fletcher Moore, MD
2131 McDowell St.
Augusta, GA 30904

Emily Natarella, MD
345 Broadmoor Dr
Fayetteville, GA 30215

Isaac Osei, MD
403 Lakeshore Drive
Monroe, GA 30655

Krupa Patel, MD
3777 Peachtree Road NE #322
Atlanta, GA 30319

Matthew Rabito, MD
923 Peachtree St NE Unit 1125
Atlanta, GA 30309

Michelle Romej, MD, MBA
1676 Bristol Drive NE
Atlanta, GA 30329

Joseph Schneider, MD
30 Lakeview Dr. NE
Atlanta, GA 30317

Katherine Monroe, MMSc, PhD
2549 Oak Crossing Drive
Decatur, GA 30033

Amjad Najim, MD
5302 Grenada Lane
Augusta, GA 30909

John Neeld, MD
3025 River North Parkway
Atlanta, GA 30328

Marvin Palmore, Jr., MD
8550 Valemont Drive
Atlanta, GA 30350

Hardik Patel, MD
936 Broad St. Unit 207
Augusta, GA 0

Ellen Richter, MD
2887 Elliott Circle
Atlanta, GA 30305

Joy Rusmisell, CAA
243 Hines Terrace
Macon, GA 31204

Robin Schwartz, MD, MBA
4040 Glenside Ln.
Aiken, SC 29803



Robin Schwartz, MD, MBA
4040 Glenside Ln.
Aiken, SC 29803

CarieAnn Sirmon, MD
423 Clairemont Ave Apt 11
Decatur, GA 30030

Kathryn Stack, MD
6200 Mountain Brook Lane
Atlanta, GA 30328

Harsha Tanguturi, MD
468 Harold Ave ne
Atlanta, GA 30307

Andy Truong, M.D.
147 Gustav Ct.
North Augusta, GA 29860

Claire Wainwright, CAA

1110 Ballpark Lane Apartment 2301

Lawrenceville, GA 30043

Oliver Ware, MD
212 Legacy Ct
Birmingham, AL 35242

Igor Zhukov, MD
1336 Nalley Cir
Decatur, GA 30033

Korrin Scott, MD
1705 Johnson Rd NE
Atlanta, GA 30306

Michael Smith, MD
7205 Renaissance Way NE
Atlanta, GA 30308

Steven Sween, MD FCCP
240 Marchand Court, NW
Atlanta, GA 0

Kristine Tindol, CAA
112 Winterberry Dr
Savannah, GA 31406

Paul Turk, M.D.
111 Field Springs Court
Macon, GA 31210

Steven Walsh, MD
53 Fowler Avenue
Roswell, GA 30075

Shaun Williams, Md
4528 Ivy Wood Drive
Fortson, GA 31808



Exhibitors

(as of July 14, 2016)

MedPro Group
Grifols
Pall Medical
Georgia PHP
Teleflex
Pfizer
Medtronic
3D Systems
QGenda
GE HEALTHCARE
Mallinckrodt Pharmaceuticals
Atlanta Capital Group
HEINE USA Ltd
Merck & Co., Inc
Cumberland Pharmaceuticals
PharMEDium Services, LLC
Intermedix
MAG Mutual
Mylan, Inc.

Pacira Pharmaceuticals, Inc.



GSA Staff

James E. “Jet” Toney LeAnn Johnston

Executive Secretary Financial Services

Brooke Cain Morgan Pitts

Meeting Planner Summer Government Affairs Intern

Stephanie Bowen
Member Services & Government

Relations Manager

The Georgia Society of Anesthesiologists is headquartered at the offices of Cornerstone Communications
Group, Inc.

1231-J Collier Rd. NW
Atlanta, GA 30318
404-249-9178

For more information about the GSA, go to www.gsahq.org.
For more information about Cornerstone Communications Group, go to www.cstonel.com.



Commercial Support Acknowledgment

The Georgia Society of Anesthesiologists gratefully acknowledges the commercial support of the
following companies:

MAG Mutual

Un-restricted educational grant

CAE

In-kind donation of 1Vimedix Ultrasound Simulator

3D Systems

In-kind donation of 1 Mentor Ultrasound Simulator



Saturday, July 23

General Session



Cumiculum Vitae

Jeffrey Scott Plagenhoef, M.D.

Address:

Date/Place of Birth:

Marital Status:

Education:

Internship:

Residency:

Board Certification/
Licensure:

Professional Society
Memberships:

Home:

2221 Dominic Court
Waco, TX 76712
Cell (334)790-9648

jsplag@aol.com

May 7,1960
Kalamazoo, Michigan

Married - Deborah Linn Plagenhoef, MD

Children - Nicholas Graham, October 22, 1990
Madelin Maris, February 11, 1993
Alexander Braden, April 24, 1994

Augusta College
Augusta, Georgia
September 1978 - June 1979

Michigan State University

East Lansing, Michigan

September 1979 — August 1983

B.S. — Psychology, High Honor graduate

Medical College of Georgia
Augusta, Georgia

September 1983 — June 1987
Medical Doctor

Transitional

Lloyd Noland Hospital

Birmingham, Alabama
July 1987 — June 1988

Anesthesiology

University of Alabama at Birmingham
Birmingham, Alabama

July 1988 — June 1991

Chief Resident, January 1991 — July 1991

Diplomat, American Board of Anesthesiology, 1992

Business:

100 Hillcrest Medical Blvd
Waco, TX 76712

(254) 202-5835

Diplomat, National Board of Medical Examiners, 1988

Alabama Medical License #14175, July 1988

American Society of Anesthesiologists
Medical Association of the State of Alabama
Alabama State Society of Anesthesiologists



Professional Service:

Houston County Medical Society
International Anesthesia Research Society

American Society of Anesthesiologists (ASA):

ASA President Elect, 10/2015- present

ASA VA Nursing Handbook Response Campaign Chairman, 1/2016 - present
AQI BOD, 10/15 - present

ASA 15t Vice President, 10/2014 — 10/2015

Chairman, Ad Hoc Committee on NACOR Assessment and Business Plan
Development, 11/14 — 10/15

ASA Ad Hoc Committee on Teaching Regional Anesthesia, 2014

ASA Ad Hoc Committee for Children's Surgical Care, February, 2014 - 2015

Ad Hoc Committee for the Maternal Quality Improvement Partnership between
ACOG and ASA, January, 2014 — present

ASA Strategic Planning Committee, November, 2012 - present

Participant ASA 2013 Future Education Summit, Chicago, IL November, 2013
ASA Subspecialty Society Steering Committee, October, 2013 - present

Ad Hoc Committee on Governance Efficiency and Effectiveness, 2013-2014
Administrative Council (AC) Ad Hoc Committee on Data Governance, 2013 -2014
Ad Hoc Committee on Approval of CEO Selection, 2012

ASA Assistant Secretary — 10/2012 — 10/2014

Chairman, ASA Section on Representation, 10/2012 — 10/2014

Member, Section on ASA Board Administrative Affairs, 10/2012 -10/2014
ASAPAC Independent Expenditure Unit, 2011-2014

Member, ASA Ad Hoc Committee on State Component Society Advocacy and
Funding Assistance, 2011-present

ASA Assistant Secretary, October 17, 2012 — present

ASA Administrative Council, October 17, 2012 — present

ASA Ad Hoc Committee on Approval of CEO Selection October, 2012 -1013

ASA Ad Hoc Committee on Data Governance 10/2012 - present

ASA Committee on Professional Diversity, 10/12 - present

ASA Ad Hoc Committee on State Component Society Advocacy and Funding Assistance,
Member, March 2011 — present

ASA Ad Hoc Committee on Health Policy Research, Member, November, 2010 — 2011
ASA Ad Hoc Committee on Electronic Health Records (AIMS), Member, January, 2011 -
present

Chairman BOD, ASA Quality Institute and National Anesthesia Clinical Outcomes
Registry (NACOR) 2/2009 — 10/2012

Founding BOD Member, ASA Quality Institute and National Anesthesia Clinical
Outcomes Registry (NACOR), 10/2008- 10/2012

Recipient 2008 ASA Excellence in Government Award

ASA Committee on Finance, 10/2007 — present

ASA Board of Directors/Director AL, 10/2005-present

Chairman, ASA Committee on the Anesthesia Care Team, 10/2005-10/2010

ASA Political Action Committee, Executive Board Member, 10/2004- 10/2010

ASA PAC, Executive Board Secretary, 10/2009 — 10/2010

Alternate Director, Alabama Component Society ASA, Nov. 2002—2005

ASA House of Delegates, Member, 1996-present

ASA Southern Caucus, Secretary/Treasurer, 10/2004-2008

ASA Anesthesia Care Team Committee, member, 10/2004 -10/2011

ASA Task Force on Payment Methodology, member, 2004 & 2005

ASA Task Force on Anesthesia Assistant Education, member, 2004-2005



Ameardican Soclaty or
Anesthesiologists®

ASA - working for YOU and
the Common Good of ALL!

Georgia Society of Anesthesiologists Annual Meeting
Reynolds Plantation, Lake Oconee, GA
July 23, 2016

Jeffrey S. Plagenhoef, M.D.
Chair, Baylor Scott & White Hillcrest
ASA President Elect

asahq.org

7/17/2016

Disclosures

“» Nothing

GSA's ASA Director and Alternate Director

<» Howard Odum, M.D.

< Tim Beeson, M.D.

Thank you, thank you, thank you!!!

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

GSA’s Officers

% Heather J. Dozier, MD - President

<+ Justin Ford, MD - Secretary

Thank you, thank you, thank you!l!

2015 AMERICA

GSA Lobbyist and AAAA Ex Dir

JET TONEY!

GSA Leading in ASA

“ Steve Sween, M.D. - ASA Speaker of the HOD and
Chair Special Board Comm on Expert Witness
Testimony

“ John Stephenson, M.D. - Chair, ASA Com on
Anesthesia Care Team

«» Howard Odum, M.D. - Chair, ASA Com on AA Ed
and Practice




7/17/2016

2016 ASA Membership - 52,000 members

2015 ASA® Membership

YOUR Professional Citizenship

EDUCATIONAL
1%

is CRUCIAL to our future!!!

MEDICAL STUDENT
3%

RESIDENT.
1%

AFFIIATE
8%

hmul:-n&wldxd
Anesthesiologists® Factors Impacting You and Your Practice

Federal

Why should we all be thankful for GSA and ASA?

Selling membership value proposition should be very easy
when put into the framework of threats and challenges.

You and
your
patients

asahq.org

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS, o

ASA is passionately committed to maintaining
relevance of the profession and to the membership

Disruptive Mergers & Mega Groups
Public Policy  Acquisitions FR——

CHANGE -

Workforce 'ﬁg;:z ;IE:: p&; -
Value Coﬁ:::sus Disruptive Payment=>
“" Model Technology Quality
A A= | PSH-). Patient
“The future ain’t what it used to be.” “& R




The Changing Marketplace impacts BOTH
Your Practice and the ASA

7/17/2016

< Hospital employment

“» The Mega Group - positive Vs negative impact?
“» Academic & private blend

“» ASA VERY AWARE!

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

Amesican Socletyor
Anesthesiologists®

Education

asahq.org

Benjamin Franklin - July 4, 1776

“We must, indeed, all hang
together,

or assuredly
we shall all hang separately!”

1015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

ASA Education Center and My Learning App

Current courses on the app:

ASK = - 2015-16 ACE & SEE

educationcente 2015-16 Journal CME
Ready 10 take your course - SAM-Pediatrics

- SAM- Obstetrics

Track all CME and
MOCA credit in one
place

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS, o

ASA Self-Assessment Programs

Anesthesiology Continuing Education (ACE) Program
- Self-Evaluation Education (SEE) Program
- Self-Assessment Modules (SAM), developed w/sub-specialties
< Critical Care, Pain Medicine, Pediatrics (Current)
* SAM-Obstetrics (Fall 2016)

ASA Supports Quality and Patient Safety

ASA activities approved for
Patient Safety MOCA 2.0 requirements

Fundamentals of Patient Safety
Patient Safety Highlights

- MRI Advisory

- Cardiac Arrest and Spinal
Anesthesia
Cardiac Tamponade
Intraoperative Awareness Epidemiclogy: The How and
Smoking Cessation in Surgical
Patients
Neuromuscular Blockade




ASA Programs for MOCA 2.0 - Part IV Credit

Simulation Education
Network (SEN): a network
of ASA-endorsed
simulation programs for
training physician
anesthesiologists.

- 46 Endorsed Simulation
Centers currently available
for Diplomates across the
nation to receive MOCA
Part IV credit.

Advancing Quality

Patient Safety is Our Top Priority!

asahq.org

7/17/2016

YOUR Professional Citizenship

is CRUCIAL to our future!ll

2014 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

Quality Initiatives - major value!

< Anesthesia Quality Institute “AQI”

“» National Anesthesia Clinical Outcomes Registry “NACOR™"

<+ Qualified Clinical Data Registry “QCDR”
< A major overhaul is concluding!

< Standards, Statements and Guidelines
<» Many committees’ work product

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,
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AQI’s Key Focus Areas in 2016 cont.

- As of June 30 successfully transitioned NACOR to
ArborMetrix’s cloud-based software platform
- They will manage:
» Technical operations; data intake & hosting
- ArborMetrix improvements allow:
= Scalability to manage growth
* Reporting capability
» Data integrity
- AQI will continue to manage NACOR's registry business

operations and support ASA members conducting clinical
research.

2016 AMER
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American Society or )
Anesthesiologists” The Problem Demanding Address

“* The reported incidence of maternal mortality in
the US is among the worst in high-resource
countries (we currently rank #47)

The Maternal Quality

“* NO national system for reporting maternal

|mprovement Project (MQ|P) complications and collecting necessary data
Brief Update “ If you aren’t/can’t measure it, you can’t improve it
either

asahq.org

Amerfcan Socl
What is MQIP? -

Anesthesialogists”

“* The Maternal Quality Improvement Project - joint
partnership ASA and ACOG to collect outcomes data on the
clinical course of childbirth in the US.

Advancing Health Policy
« Steering Committee /Advisory Group - content experts from

obstetrics, anesthesiology, quality measurement, Patient Safety is Our Top Priority!
healthcare policy, and perinatal nursing, helped put
together a data dictionary on which to base the data
collected.

« Alpha site, Univ. of Rochester Medical Center w/Epic, (Epic
plans to incorporate this into their foundation system for
future sites) URMC has made their build tools available

asahq.org
ASA Depart. Of Health Policy Research - est. 2010
Thomas R Miller, PhD, MBA Health Policy Research Resources
“ Peer-Reviewed Articles s sl s

" PoLicyY BRIEF * Anesthesia Opt-Out Policy
* Physician Group Concentration
* QZ Billing Modifier

» Perioperative Surgical Home

% Trend Analyses

» Anesthesia, Surgical and Hospitalist
Workforces

* Procedure Volumes in the United States
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Health Policy Research Resources Fierce Healthcare, June 1, 2016

o,

“ Policy Briefs i s @ "It's interest_ing that _the same doctors w_h_o argue that they
- History of Anesthesiology ] need to be involved in the care of our military veterans don't
insist on being assigned to the front lines during military
+ Critical Access Hospitals actions to care for soldiers horribly injured during battle,
* Health status of VHA patients leaving this up to CRNAs to handle," said AANA President
Juan Quintana in the statement. "Somehow, in their view,
that's less complicated than caring for veterans stateside.

« Critical Reviews of Research That's an affront to any man or woman who has ever worn a
- Health Affairs Study uniform in service to this country.”
- Silber Study “ http://www.fiercehealthcare.com/author/pminemyer

Duke Nurse Economic Impact Study
Talking points for all key scope-of-practice studies

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. 3 2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

Ametlcan Societyor
Anesthesiologists® PSH-Why

“Quality & Safety
* Decrease complications
» Decrease readmissions
» Decrease mortality
“ Improve Operational Efficiency
* Cost
« Strategically Positions our Specialty

“ Aligns with Alternative Models of
Payment

Advancing the Perioperative Surgical Home
Patient Safety is Our Top Priority

asahq.org

The PSH Learning Collaborative 2.0 June ‘16

iy Brought together organizations from
, . across the country to learn from each
a other and subject matter experts to

@:I PERIOPERATIVE prepare for PSH implementation or to YOUR Professional Citizenship

J SURGICAL Hc'fr»itJ £ optimize post-implementation
v {eaming Collaborariee performance, including: is CRUCIAL to our future!!!
** Increased adherence to evidence-informed guidelines &

pathways
<» Improved quality and safety of perioperative care
“» Reduced complications and readmission rates
+» Reduced surgical costs and superior value
<» Enhanced patient and family experiences

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. 3 2014 AMERICAN S




Amerdican Soclaty or
Anesthesiologists®

vour Comprehensive Advocacy core
Educational - ASA members and public
GME Funding
Scientific
Regulatory
PR/Marketing/branding
Health Policy
Payment - bllling, payment, amounts
Legislative
Political

asahq.org

7/17/2016

Research Funding

< Anesthesiology research opportunities.
« Research funding for Anesthesiology from NIH is less than 1% of
total NIH budget.
Research will help to demonstrate the specialty’s value.
Opportunities - scientifically and clinically - to do “new and better
things” in specialty.
“ Goals: Identify consensus priorities of potential problems and
opportunities to address based on impact to the specialty, patients
and ability to make significant progress. Develop White Paper.
Engage ASA Advocacy apparatus to pursue priorities at federal
funding agencies and in Congress.
Resources: Research Summit 2016: White Paper, ASA physician
leaders and staff, & external expertise.

1015 AMERICAN SOCIETY OF ANESTHESIOL

MIPS/APMs — Huge Changes in Payment!

«“» Implementation of Medicare Access and CHIP
Reauthorization Act of 2015 (MACRA)

* Permanently repealed the existing sustainable growth rate (SGR) physician
payment update mechanism.

* Implements a new payment system based upon physician participation in
two pathways, the Merit-Based Incentive Payment System (MIPS) and
Alternative Payment Models (APMs).

“» Goals: Develop necessary tools to prepare ASA members for
the new system. Engage CMS and Congress to shape
implementation of MACRA to be favorable to physician
anesthesiologists.

+“» Resources: ASA Ad Hoc Committee on Physician Payment
Reform, ASA physician leaders and staff, external expertise.

RicA

¥ OF ANESTH

ASA Leading the Fight Against Opioid Abuse

«+ National Crisis

<+ Goals: Support implementation of a multipronged strategy
to reduce the misuse, abuse, and diversion of prescription
opioid medications. Collaborate with stakeholder on
solutions.

<» Resources: ASA Ad Hoc Committee on Prescription Opioid
Abuse. ASA physician leaders and staff, Pain Care Coalition,
AMA Task Force to Reduce Prescription Opioid Abuse.

ASA Leading the Fight Over
Out-of-Network Billing & Payment

“» A national issue that is a HUGE threat to patients and your practice

<+ Primary problem is ir insurance J:{
NARROW and TIERED Networks created unilaterally and sold non-
transparently to patients

Huge unaffordable deductibles and copays

Lack of transparency by insurers and HR departments

Legislators and consumer protection groups AND PHYSICIANS want

to protect patients from surprise inadequate insurance

Insurance industry being dishonest and driving false narratives

about the real causes of “surprise bills” Significant media coverage

to issue of “surprise bills.” They have been way ahead of physicians
« Significant state and federal level legislative and regulatory activity

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

Out-of-network payment - NOT just a state level issue!

Tramparency
Iy o e promots rarmsguaeoncy o price, oost. aeed
iy o Commens, e Tsiged wpports e

Vi Sration of Lalng docments wnd sheranatiy
it Dt of retwork charges for prvaely Imured
st et Care i an W rtork Tacity

Budget in Brief

WRITTE
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ASA Leading a New Strategy of Attack

“» New ASA Committee (payment, legislative & PR)

“ Goals:

Redefine and change the narrative

Create a multi-specialty leadership coalition

Create consensus principles and legislative strategy
Create resource allocation plan to support ASA work and
state component societies

Create “Tool Box” for states - PR and legislative

GA SR 974 - enacted “Senate Surprise Bill Study” 2/2016

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

Public Educational Endeavor:
“When Seconds Count”

a When Seconds Count

PHYSICIAN
ANESTHESIOLOGISTS SAVE
LIVES™

When Seconds Count® Toolkit

=

e PEN PN s

Tips for Telling Compelling Stories
"= Bob Delenan

o dos e . you wae' remermber &

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.
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Advocacy
Public Relations

asahq.org

Research Told Us...

<» Majority of the public and many policymakers unaware that
anesthesiologists are physicians.

<+ Even fewer know how physician anesthesiologists save
lives when emergencies occur.

<+ Quality of care is the No. 1 concern of Americans and
policymakers.

< On issues of quality of care, physicians have almost
unimpeachable levels of credibility.

< People want a physician in case of an emergency.

_p

So we're talking about comprehensive advocacy,

But...

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,




The Advocacy Engine Needs Fuel!

7/17/2016

«» Reasonable Professional Citizenship = giving ANNUALLY to
fund advocacy - local, state and national levels

RS

“ A “Plagenhoef-ism”

“Political contributions are a necessary part of the
American system and are the volume control knobs
on politicians’ hearing aids.”

©.2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

ASAPAC

and the “Alabama Cup” Competition

<+ State Society competition - 3 award categories
1. Total Dollars
2. Percentage giving
3. Exemplary performance in current year
(4 - average dollar amount of donation)
“ Resident Competition - to be 100%, all give $20
“» HUGE impact over time!!!
<+ AA student competition

<+ AAAA outperforms many state component societies

©2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. 50

Why each anesthesiologist should be giving always

RS

“» Supporting patient safety and quality of care
“* Supporting physician-led team-based care

RS

“ Leveraging the power of unity and size

5 2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

ASA Alabama Cup
“Residency Program Competition”

« Initiated 2006 at UAB - cont’d 10 years straight!

< Addresses “Einstein’s Definition of Insanity”

«“ All residents expected to give $20 annually to ASAPAC

“» Goal: 100% of residents support ASAPAC EVERY year

<+ Expected that all residents are taught about the crucial
value of advocacy for our patients and our medical specialty

< In the last several years 38-40 programs have achieved
100% - >5,000 residents now “get it”

«“* The SAD REALITY = ~80 residencies are never at 100% and
likely aren’t pushing advocacy education at all (ACGME
requirements compliant???)

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

What'’s in Your Library?

Frig
MO

ASA Alabama Cup
“Student AA Competition”

«* All SAAs expected to give $20 annually to ASAPAC
“»Goal: 100% of AAs support ASAPAC EVERY year

“» Expected that all AA students are taught about the
crucial value of advocacy for our patients and our
specialty




Compare your Professional Citizenship to NAs and AAs

«“* AA training programs at 100% donation rates to ASAPAC
“» AAAA has outperformed over 20 state components

*% that give to ASAPAC

*Avg $ amount donated
«» AANA members outperform ASA members

©.2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

ASSA’s ASAPAC Support History

Year # Members # ASAPAC % Members Total Dollars | Average
Donors Giving Raised Contribution
271

2010 429 63.2% $144,698 $534
(FL1794)

2011 447 284 63.5% $159,285 $560.86
(FL 1776) (FL$157,350)

2012 464 244 52.6% $117,362 $480.99

2013 457 279 61.1% $133,5934 $478.83

2014 470 269 57.2% $141,850 $527.32

2015 483 257 53.2% $135,743 $528

National 21% $249

Averages

2015

©2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS.

SAA’s Alabama Cup

« 2012 AA Programs at 100%

CWRU (Cleveland, Houston, DC), UMKC, South
University, Nova Ft Lauderdale

« 2013 AA Programs at 100%

CWRU (Cleveland, Houston, DC), UMKC
«» 2014 AA Programs at 100%

CWRU (Cleveland, Houston, DC), UMKC
« 2015 AA Programs at 100%

CWRU (Cleveland, Houston, DC), UMKC

*Do you see the Emory program anywhere?
Why not?7??

7/17/2016

FSA’s ASAPAC Support History

Year # Members # ASAPAC % Members Total Dollars | Average
Donors Giving Raised Contribution
535

2010 1794 29.8% $145.070 $271
2011 1776 670 37.7% $157,350 $235
2012 1886 794 42.1% $199,804 $252
2013 1857 679 36.6% $170,332 $251
2014 2002 707 35.3% $180,991 $256
2015 1907 590 30.9 $168,286 $285
National 21% $249
Averages

2015

©2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. 5

GSA’s ASAPAC Support History
Year # Members # ASAPAC % Members Total Dollars | Average
Donors Giving Raised Contribution
2011 785 191 24.3% $53,191.00 $ 27849
2012 845 205 24.3% $51,090.40 S 249.22
2013 882 189 21.4% $47,052.14 S 248.95
2014 1060 158 14.9% $46,786.29 S 296.12
2015 873 170 19.5% $41,004.69 S 241.20
2016 894 83 9.3% $21,351.90 S 257.25
National 21% 5249
Averages -

*2016 Update *
8 Residency Programs at 100% Support of ASAPAC Now

* Brigham and Women'’s Hospital * Achieved in 2 days!
* Georgetown University

* Mayo Clinic Arizona

* Ochsner Medical Center

» University of Arkansas

« University of Chicago

= University of Texas, San Antonio

* West Virginia University

©2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS &
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Georgia Residency Programs at
100% ASAPAC Participation

7/17/2016

* MCG - 2013 only!
+» Emory - NEVER!

Really?

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. ©

Let’s Review this - THIS IS IMPORTANT TO GET!

«» ASA Residents’ Competition and the big push for
comprehensive anesthesiology resident education in
advocacy ever since 2006

<+ Two anesthesiology residencies in Georgia

< One of the two programs achieved 100% one year
out of 10 years and the other one never has.

 Why?

<+ Divide between UAB and Emory and MCG - the
Chatahoochee River & 150 and 300 miles, respectively

% You tell me what is missing.

2016 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

A Great Example:

Louisiana in 2015
Unprecedented LSA Leadership - the Joe & Kraig Show!

“* All 4 LA Anesthesiology residencies @ 100 for residents
AND also attendings!!!

+» LSA doubled ASAPAC support level in one year
»2014=23%
»2015=46%

“» Now, in 2016, they introduced the new
“LSA Ambassador's’ Program”

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS. s

Engagement and support is VITAL to our future!

“History will be kind to me

for | intend to write it.”
Winston Churchill

Will YOU be helping to write the future history of our specialty???

2015 AMERICAN SOCIETY OF ANESTHESIOLOGISTS,

PAC Reps

OCIETY OF ANESTHESIOLOGISTS. o

The
“APRN Consensus Model”
Learn it!!!

<+ The VA's pro-nursing action—-> straight from this House of
Nursing’s SOP advancement play book!

< You would be wise to enlighten your awareness of reality by
“Googling” this topic

<+ ASA cannot win SOP battles without YOU doing your part
too!

11
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Department of
Vetgrans Affairs Take Action Now!!!

The VANH

* —
#1 ASA Advocacy Focus P ROT E CT ——
“» Mandates independent practice for ALL APRNs SA F E VA CA RE

“» Supersedes state scope laws and local Dept. Chiefs VETS EARNED IT & DESERVE IT
Do NOT fear to speak the truth about the value we deliver
to safety & quality, and the difference between physicians

and nurses in anesthesia care WWW-SafeVAca re.OI’g
“ What's ASA doing about it?

<+ www.safesafevacare.org You + 5 = “1+5Plan”!

ASA State Components with Most Total
Even Football coaches have it right! Comments Submitted Opposing the VANH
. 1. Texas
The only place success comes 5. California
before work is in the dictionary.” 3. Florida
Vince Lombardi 4. New York
5. Michigan
6.Georgia!
Your VA Advocacy Performance ASA State Components with Most Total
Compared to Similar Sized States Comments Submitted as % of Membership
Total Total Percentage of #1. Oklghoma
Comments | Membership | Membership #2. Louisiana
#3. New Hampshire
fds 1353 990 137% #4. Georgial
#5. Kansas
Virginia 2042 939 217%
Georgia 2239 910 246%
Indiana 1001 891 112%
Maryland 1008 886 113%

12



What the GSA MUST DO NOW

Redouble every effort made thus far!

NURSE ANESTHESIA SAFE ANESTHESIA

Which ones are the
anesthesiologists and
which are the nurse

anesthetists?

CAN’T
TELL?

wt ax hard 1o tell the difference between their
anesthe lucation, the way they administer anesthesia,
and their safety records

It's

Support the HCFA Rule on Anesthesia Care.
Support H.R. 80475, 866, and Oppose Poison Pill Riders.

==

A ArA,

NURSE ANESTHESIA SAFE ANESTHESIA

CRNA vs MDA. Who wins?

Dec 28 by TheNextCRNA

Comprehensive comparison of lengths of education and training
CRNA: 4 years for 2 BSN followed by 1-2+ years as a tele/medsurg followed by 2+
years in the |CU followed by 2.5+ years in the crna program. In Total: 12 years +

Anesthesiologist: 4 years for BS degree, 4 years med school, 4 years residency, Tota|
12 years

In-conclusion, it takes the same length of time if not longer for nurse anesthetists and
yer "most” anesthesiologists earn twice as much (comparing avg salaries 150K vs
300K), are higher on the tatem pole when making authoritative decisions (they
supervise omas and have more say in the hospital cases), and IRONICALLY the crna’s
are the workhorses while the MDAs are slacking.

What gives?

7/17/2016

NURSE ANESTHESIA - SAFE ANESTHESIA What do rural Americans, low-income families,
onlisted porsons, and expectant -

mothers have in common?

Heard about the
“Sundown Rule"? ey i

W They o e
swta] lans chizes by Ansetsaistagiot

B Thay comprise & largs voting eonst
the country.

Support the HCFA Rule on Anosthesia Care.
“Sapport LR 8045, K88, and Oppore Poisen Pill Riders

Access 16 wate, highquality snesthesia cars I8 & serisus lais.
Allawe HEFA 1 brmpbemment [ta rubs s diber 10 stiabs Low,

Support H.R. B04/S. BEE, the
“Access to Anesthesia Services Act.”

URSE AMESTHESI AFE ANESTHESIA

WHAT IS SUPEIZVISIONQ

OPERATING ROOM 2  OPERATING ROOM 3

nurse
practitioner

brain
ofadoctor

heart
ofa IUISE

) | .
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AANA Rally on Capitol Hill - April 21, 2015

“We know that with
CRNAs...we are going to
expand access, we are going
to get better quality, and we
are going to make health care
affordable."

f/;'“("‘/

athy Hurwit, Chief

7/17/2016

Our messaging - SUPER important!

What are YOU going to do in order to counter that
narrative? Not GSA, not ASA, YOU!

YOUR Professional Citizenship
is CRUCIAL to our future,

And the ASA needs YOUR specific, individual help!!!

Be the contributor that WE need you to be!

Jeffrey S. Plagenhoef, MD
ASA President Elect
Cell: (334)790-9648

j.plagenhoef@asahq.org
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Monitoring Physiologic Principals of the Critically 11l

Miguel Cobas, MD

University of Miami Miller School of Medicine
Department of Anesthesiology

Miami, FL

At the conclusion of the presentation, the learner should be able to:
1. Assess physiology parameters useful in management of septic patients.

2. Review common tests and limitations in the ICU.
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Monitoring Physiologic Parameters

in Sepsis
DISCLOSURE

MIGUEL COBAS, MD, FCCM I have no financial relationships with
ASSOCIATE PROFESSOR, UNIVERSITY OF MIAMI commercial support to disclose.

If it was that easy...
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T
Blood lactate levels are better prognestic
indicators than THF and IL-6 levels

- in patients with septic shock

[ T e Ty e

A niisl R

Elevation in serum lactate at the time of febrile
neutropenia (FN) in hemodynamically-stable
patients with hematologic malignancies (HM)

is associated with the development
of septic shock within 48 hours

Lactate as marker of response to treatment

Early Lactate-Guided Therapy In Intensive Care |
Unit Patients
A Multicenter, Open-Label, Randomized Controlied Trisl

Serum lactate is associated with mortality in severe sepsis
independent of organ failure and shaock®

Mark E. Mikhaisen, W5, V5, Arncrea M Wisaces, B4, D F. (2
By . Fuchs, ME) Chirag V. Saa, MO, MG Scares | Belrey, S Joon [ Chiste, M,

Gabeskd, WD, Mumish Cowal, MO,

sociated with improved outcome in

w

Lactate

CvpP

cvoz

7/13/2016

Lactate as prognostic factor &
marker for response to therapy

» The higher the lactate, the worse
» Sepsis without lactate has a better prognosis

» Generally, a drop in lactate levels correlates
with better outcome

» Epinephrine can confound the picture

The story on Lactate

Increased Lactate in blood does not necessarily mean hypoxia
Increased Lactate in blood does not necessarily mean acidosis

Initial aggressive resuscitation aims to address tissue hypoxia as a source
of lactic acidosis

There is significant individual variation in the anaerobic threshold
Lactic acidosis can develop without tissue hypoxia

On the other hand, even when oxygen delivery is adequate, anaerobic
metabolism can occur

» Lactate is like smelling smoke: better be sure

where is coming from before you dismiss it...

SV e HE » (Hb+ 1.34 « 5a0; + 0003« Pa0y) = (O« (Cady

OO« (Cay — (Hbs 1340 5v0; + 0003« Puily)) = 00« (Calh — CV0y
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All eligible patients were randomly assigned to one of three treatments
designed to achieve different hemodynamic goals: a normal cardiac index
(between 2.5 and 3.5 liters of blood per minute per square meter of body-
surface area; the control group), a supranormal cardiac index (above 4.5
Cd i(‘i ne liters per minute per square meter; the cardiac-index group), and a normal
g SvO: (70 percent) or a difference of less than 20 percent between the
i ey arterial oxygen saturation and the SvO: (in patients with severe arterial
hypoxemia; the oxygen-saturation group). The hemodynamic therapy in
THERAFY 1% CRITIEALLY 1L PATIENTS the three groups consisted of volume expansion (with packed red cells,
Paaems, mrs v, BB crystalloid, and colloid) followed by treatment with inotropic agents
(dobutamine and dopamine), vasodilator agents (nitroprusside and
nitrates), and vasopressor agents.

Fhe New England
Journal of M

IT'he New England
Journal of Medicine

NAMIC THERAPRY 1% CHITICALLY 110

Fhe New England
Journal of Medicine

Protocol for Early Goal-Directed Therapy.
SvO, ScvO,

SV o HR « (Hbe 1.34 « 520, + 0.003 + Paly) = CO« (Ca0y
OO+ (Cay — (Hbe 134 5v0; + 0.003« P0y)) = OO« (Caly — Cviy)|

oy pen supply

Rivers E ot al. N Engl J Med 2001;345:1368-1377.
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ScvO,-based monitoring

Lactate vs. SvO, Lactate Cleasance vs Central Vercus
» Rivers study has been the high point LR ot Thecay
» Has not been reproduced consistently Among patients with septic shock who emr—

» It has been criticized harshly were treated to normalize central venous
and mean arterial pressure, additional

» SCCM did adopt ScvO, as a marker/goal in SSC management to normalize lactate
. clearance compared with management
» High ScvO, may actually portend bad outcomes to normalize ScvO2 did not result in
. significantly different in-hospital
» It requires the placement of a CVC m%namy_ Y P

» This opens a whole new controversy about CVC in sepsis

P Value and A of g Lactate
or Central Venous Oxygen Saturation Goals During Early Sepsis
Resuscitation

Michael A Pusharch. MD, Stephen Treeciak, MD, MPH, Nathan | Shapiro, MO, MPH. Ryan
Emetgency Medicing Shock Resesrch Network (EMSHOCKNET) i
No agreement was found between LC and ScvO2 goal
achievement in early sepsis resuscitation. Achievement of a
Scv02 270% without LC 210% was more strongly associated
with mortality than achievement of LC 210% with failure to
achieve ScvO2 270%.
These data suggest that if only one goal is
achieved, failure to achieve an LC of 10% has a
worse prognosis than failure to achieve an ScvO2

Lactate Clearance vs Central Venous of 70% during early sepsis resuscitation.

Oxygen Saturation as Goals

of Early Sepsis Therapy

» ltis clear that lactate clearance and ScvO, are not equivalent.

» Both Lactate and ScvO, have significant problems to be trusted as sole The Sto ry IS Far more com pIeX
parameters during sepsis resuscitation
Microvascular Perfusion as a Target for Fluid

; Bathrooms up to 85% cleaner Resuscitation in Experimental Circulatory Shock”

The Right Target at the Right Time: The
Microcirculation in Circulatory Shock*
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International Study on Microcirculatory Shock IS that the future Of Monitoring?

Occurrence in Acutely Ill Patients*®

» Likely the combination of many different
techniques increase the yield of a positive
result

» Measuring regional, rather than global oxygen
delivery and extraction holds promise

» Monitoring micro, rather than macrocirculation
may be even better

» We're not there just yet, but...

Sepsis Mortality is down.

Consistency...

Is only good as long as you're not a screw up

» ProCESS

We must be doing something right.

Promise Trial

Prabability of Sure

Days since Randamization

Mouncey PR et al. N Engl J Med 2015;372:1301-1311.




Some Final Thought

» We are doing things in a much better, organized and protocolized fashion
even if we don’t hang our hat in a single value

> Medicine is an art:
» We measure CVP to help reduce mortality in Sepsis even though we discredit it
as a measure of volume assessment
» We don't believe in PAC yet is the gold standards from which we compare all
the measurements of NICO monitors
» We declare an epidural hematoma a bumping emergency yet if it is the best
way to take care of some headaches...
» Just by putting everything together, is already a big difference compared to
20 years ago. Everything we do is a Goal Directed Therapy.

CANCELLED". DUE TO
UNFORSEEN CIRCUMSTANCES

FOR BODKING INFO
CALL 204 & TS
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Some Final Thoughts

» We are doing things in a much better, organized and protocolized fashion
even if we don’t hang our hat in a single value

Medicine is an art:
» We measure CVP to help reduce mortality in Sepsis even though we discredit it
as a measure of volume assessment
We don't believe in PAC yet is the gold standards from which we compare all
the measurements of NICO monitors
» We declare an epidural hematoma a bumping emergency yet if it is the best
way to take care of some headaches...
Just by putting everything together, is already a big difference compared to
20 years ago. Everything we do is a Goal Directed Therapy.

Thank you...



Waste, Lean and Opportunity in Healthcare

James Rawson, MD
Chairperson of Radiology
Augusta University

Augusta, GA

At the conclusion of the presentation, the learner should be able to:
1. Review waste and inefficiency in healthcare
2. Review Tools of Lean

3. Discuss opportunities for improvements



CURRICULUM VITAE
James Vincent Rawson, MD, FACR

jrawson@augusta.edu

@Jim Rawson MD

P.L., J. Luther, Ada Warren Chair Chief of Radiological Services
Chair of Radiology and Imaging Georgia Regents Medical Center
Medical College of Georgia Childrens Hospital of Georgia

Professor of Business Administration
Hull College of Business

Augusta University (formerly Georgia Regents University)

RECENT ADMINISTRATIVE PROJECTS

e Inaugural Chair of American College of Radiology Commission on Patient and Family
Centered Care: created commission of five committees with almost 100 radiologists,
radiation oncologists, patients, technologists and other stakeholders to improve patient
experience in Radiology

e Project Lead on Georgia Regents Medical Center-Philips Health Agreement: 15 year
partnership ($300 million) including equipment, maintenance, education and innovation for
enterprise; Georgia BIO Deal of the Year 2014

e Implementation of Lean Process Improvement in Radiology resulting in combined increased
revenue and decreased expenses of over $10 million

EDUCATION

1975-79 Medford Public High School, Medford, Massachusetts

1979-83 Tufts University, Medford, Massachusetts; Bachelor of Science Cum
Laude; Triple Major in Chemistry, Religion and Biology

1983-85 Tufts University Graduate School/Department of Chemistry, Medford,
Massachusetts

1985-89 Tufts University School of Medicine, Boston, Massachusetts; Doctor of
Medicine

POSTDOCTORAL TRAINING

1989-90 Transitional Medical Internship, Lemuel Shattuck Hospital/Department of
Public Health, Jamaica Plain, Massachusetts
1990-94 Diagnostic Radiology Resident, New York Medical College, Valhalla,

New York; (Senior Chief Resident, 1993 to 1994)



1994-95 Fellow/Instructor, Body Magnetic Resonance Imaging, Mallinckrodt
Institute of Radiology, Washington University, St. Louis, Missouri

1998 Certificate in Healthcare Evaluation, Medical College of Georgia

1999-2000 American College of Physician Executives (Courses: Health Law, Informatics A
& B, Physicians in Management Seminar)

2013 Certificate of Achievement, Academy of Radiology Leadership and Management

2014 Certified Change Agent, National Health Services, School for Health can Care
Radicals

2015 I-CAN Scholar, Institute of Healthcare Improvement

CERTIFICATION AND LICENSURE

1996 Certified Diplomat, American Board of Radiology (Diagnostic Radiology)
1995 Georgia Medical License
1994 Missouri Medical License

ACADEMIC/ADMINISTRATIVE APPOINTMENTS

Medical College of Georgia, Augusta, Georgia

7/1/1995-3/1/2000  Assistant Professor of Radiology

1/1996-6/96 Assistant Chief of Abdominal Imaging, Department of Radiology,
7/1996-7/97 Chief of Abdominal Imaging Department of Radiology

7/1997-99 Chief of Body Imaging, Department of Radiology

1999-3/00 Chief Adult Imaging Section, Department of Radiology

2000-03 Interim Chair and Associate Professor, Department of Radiology
7/1/2000 Medical Director and Chief of Service, Radiology Services,

Medical College of Georgia Health, Incorporated,

e Medical College of Georgia Health, named best performer by
University HealthSystem Consortium, 2001

e Patient Centric Imaging Award 2013

e Patient Centric Imaging Award 2015

2002-03 Medical Director, Vascular Ultrasound, Medical College of Georgia

2003-14 Warren Professor and Chair, Department of Diagnostic, Therapeutic, and
Interventional Radiology

2010-13 President of Medical Staff, Medical College of Georgia Health Inc

2014 P.L., J. Luther, Ada Warren Endowed Chair and Chair of Radiology and
Imaging, Medical College of Georgia

2016 Interim Chair/Chief of Service Radiation Oncology

GRANT/RESEARCH SUPPORT

Project title : Discovering the Value of Imaging: A Collaborative Training Program in
Biomedical Big Data and Comparative Effectiveness Research for the Field of Radiology,
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Waste, Lean and Opportunity in Healthcare
Georgia Society of Anesthesiologists
2016 Summer Meeting - Nothing to disclose

Learning Objectives Perspective: Glass of Wine

» Review waste and inefficiency in healthcare Half Full-optimist
* Review Tools of Lean Half Empty-pessimist
+ Discuss opportunities for improvements Always full-half wine, half air
Poorly designed-engineer
Twice as large as it needs to be-Lean thinker




Eliminating Waste in HealthCare

. Failures of Care Delivery
. Failures of Care Coordination
. Overtreatment
. Administrative Complexity
. Pricing Failures
6. Fraud and Abuse
Total 21-34% National Health Expenditures
Total $558 Billion-$910 Billion
Berwick, Hackbarth JAMA. 2012;307(14):1513-1516

Wastes

Transportation
Inventory

Motion

ET]
Overproduction
Over-processing
Defects

TIM WOOD

7/13/2016

Transportation

« Patient not transported on time

Inventory

* How many different knee prosthesis do you have on
the shelf?

« If you use 10 of an item everyday, why do you have
250 on the shelf?

Motion

* s everything you need within your reach?

» Do you have to go to another part of the room or
another room to get commonly used tiems?

Waiting

» Waiting for patient
» Patient waiting for you
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Waiting )
Overproduction

Unnecessary imaging
Procedures, treatments without evidence

“Waiting is not a healthcare s
Procedures, treatments that the patient doesn’t want

function.”

Pat Sodomka

Over-processing Defects

* How many people document the same event? * Medical errors
* How many people analyze the same patient data? * Wrong sided surgery
* How consults to we get to manage the same problem? * Right procedure, wrong patient

PDCA-Shewart, Deming Lean

Define objectives and Implement the plar and:
expectations collect data

Based on Toyota Production System (TPS)
Introduced into US manufacturing and management
consulting

Lean and US Healthcare

- Acticarmachive clions o cio
‘gap betieen actusl and
Planed rossits
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Lean

Tools and culture
Value

PROBLEM Respect for people

Elimination of waste
Long term journey
NOT cost cutting, reduced staffing

Pre-work

2. Map
Value
Stream

1. Identify

Value AKA Staging or set up

Is there preparation that can be done before the
primary task?

Is there equipment that could be turned on, warmed up,
organized, located?

5. Seek 3. Create
Perfection Flow

4.
Establish
Pull

5S

Sort
Straighten
Shine
Standardize
Sustain

Other
Safety
Security

Forerunner of the Just In Time inventory system
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lantern

« Traffic light
« Airplane monitors
» Check engine light

80% reduction in travel distance

Distant Rooms:

-CT control:

lidocaine from pixsys . r .- ': N —— “Every SyStem IS perf@ctly
Sk L e s b designed to achieve the
— - I results it achieves”

-Supplies:
biopsy trays, hats,
masks if out

-Desk:
Phone, computer

Paul Batalden




7/13/2016

Poka-Yoke (Error Proofing) People vs Systems

Eliminate waste by preventing, correcting or calling » Can you set someone up to fail?
attention to human errors as they occur « Can you set someone up for success?
1960s Shigeo Shingo Toyota

Cannot plug an ethernet cable in upside down
Cannot start your car in reverse

Computer cables

Gasoline vs Diesel

Pull System (Kanban)

Product is not made or moved until it is ready to be
used

Minimize inventory

What if the rate limiting step “pulled’ when it was ready
instead of the prior steps “pushing” and causing
queuing/backlog/waiting

Healthcare and Six Sigma
Defect Rates in Acute Care O |9Y Ortunity

npatentmedicaions
CVsurgerASA3S
KcUCare

— Aiinebaggagehanding

100000 —— Auomabietail

1,000,000
* How much waste is in a process?

10000
Curent Anesthesiain the '80's
Clieal

Processes
Stucural
Standadizaton

Process

—
Standardization Anesthesianow

“— Commeriartavel
T Nudkarpower

Sgma 1
Ralbity 09 0% 0%

Courtesy of Doug Welch CEO Doctors Hospital of
Augusta 2012
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Thank you

jrawson@augusta.edu
@Jim_Rawson_MD




Opportunity for Improvement

Nitin Anand, BA, MD

Assistant Professor of Anesthesia

Augusta, GA

At the conclusion of the presentation, the learner should be able to:

1.

2
3.
4

Outline several Lean based quality improvement projects.
Discuss the process of developing and designing a Lean based improvement project.
Discuss the Lean tools best suited to different projects.

Outline the difficulties and common errors made during the process.



NITIN ANAND MD

1318 Hickman Rd, Augusta, GA 30904 - 706-386-2967 -+ nitin23@gmail.com

SUMMARY

- Highly qualified and efficient physician. Board Certified Cardiac Anesthesiologist with TEE Certification. Experienced in diverse anesthetic case
load including Cardiac, Thoracic, Vascular, Neuro, Ortho, Urology, OB, Acute Pain and Healthy Peds. Skilled in neuraxial anesthesia and basic
regional blocks. Comfortable with critically ill complex patient populations and building rapport with patients and family. Provide leadership and

supervision to Medical Students, Interns & Residents. Professional and team-oriented.

PROFESSIONAL EXPERIENCE

Assistant Professor of Anesthesiology
Augusta University

EDUCATION

Medical Degree
Saint Louis University School of Medicine

Bachelor of Health Studies Honours
McMaster University

POST GRADUATE TRAINING
Fellowship
Western University | Cardiac Anesthesia Fellow

Internship & Residency
RUSH University Medical Centre | Resident Anesthesiologist

CERTIFICATION

American Board of Anesthesiology’s (ABA) Part 1 Examination Written
American Board of Anesthesiology’s (ABA) Part 2 Examination Oral
Advanced Preoperative Transesophageal Echocardiography

RESEARCH & PUBLICATION

Midwest Anesthesiology Residents Conference (MARC)
Presenter

- Presented, “A Rat Model of Lumbar Facet Joint Osteoarthritis”
+ Received FAER Award

University of Toronto - Department of Laboratory Medicine & Pathobiology
Clinical Researcher

PROFESSIONAL MEMBERSHIPS
Society of Cardiovascular Anesthesiologists
Canadian Anesthesiologist Society
American Society of Anesthesiologists
American Medical Association

MEDICAL VOLUNTEER EXPERIENCE
Rush University Medical Centre House Staff Association | Vice President

St.Louis University School of Medicine Health Resource Centre | Lead Coordinator

REFERENCES AVAILABLE UPON REQUEST

Augusta, GA USA
09/2015 - Present

St. Louis, MO USA
2010

Hamilton, ON CAN
2006

London, ON CAN
08/2014 - 06/2015

Chicago, IL USA
06/2010 - 06/2014

Certified 07/2014
Taken
Passed 09/2015

Chicago, IL USA
03/2011

Toronto, ON CAN
05/2007- 08-2007

2012-Present
2009-Present
2008-Present
2006-2010

Chicago, IL USA
06/2012 - 06/2013

St. Louis, MO USA
08/2007- 04/2010
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Opportunities For Improvement No
Financial

Nitin Anand, MD ;
itin Anan Disclosures

Assistant Professor
Anesthesiology and Perioperative Medicine
Medical College of Georgia
Augusta University

Learning Objectives

- To outline several Lean based quality improvement
projects

- To discuss the process of developing and designing a

Lean based improvement project PROJECTS

- To discuss the lean tools best suited to different
projects

- To outline the difficulties and common errors made
during the process

7/13/2016

Examples

elncomplete airway management eAnesthesia OR Joint Commission requirements
documentation and lack of a difficult airway are met inconsistently; e.g. syringe labeling,
alert in the patient’s eMR. locking up of drugs.

e Patient hand-offs are performed inconsistently ePreoperative patient evaluation guidelines are
with variable patient information in the OR, not uniformly practiced leading in some cases
PACU and ICU. to day-of-surgery delays or cancellations.

7/13/2016 7/13/2016




Timeline

Anesthesiology Smart & Lean PI Projects
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PROCESS

Charter

Background & Business Need
Project Scope Statement

Project Objectives/Deliverables

7/13/2016

Boundaries WHY???

Assumptions

1)
External Dependencies 2)
3)
4)
Key Stakeholders 5)

Project Risks

Required Resources

Requested Timeline/Milestones

Timeline

Communication
Planning
Analysis
Authorization
Documentation

7/13/2016

Anesthesiology Smart & Lean PI Projects
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Timeline
Pl Event

- Getting to work i j
etting to worl Anesthesiology Smart & Lean PI Projects

- Structured

- Goal Oriented

- Focused

- Accountability

' Taaees Frwize Onsh e,

A3 Template . PDCA Cycle

s}

- ~ e
v__"_ﬁ-_:__l -";'EN‘ Fi'-

—

~ LOTS.OF PAIN




W@ he Problem
Establish Control Pl; |Slr§]/‘ @
6(; | 74115 The Current State
Design and Implement
Solution

The Root Causes

7/13/2016

SPAGHETTI DIAGRAM

80% reduction in travel distance

7/13/2016

DIFFICULTIES

SWIM LANE DIAGRAM

7/13/2016

Purchasing

Production

Logistics

Goods

Receiving
Quality

Control

Supplier

FISHBONE DIAGRAM

7/13/2016

Children Alarm Clock
Umq.twah.-d mm.g T Clockang In
Route to Work Incentive

Late for //Pistance to Warky/ Lata for School

Work [\cotfes Marhlnl\ Traffic Jam Y\ Feod
Car \ Fog \ Clothee,
N, Train \, Ran N, Ponol

\N-A"" Chock \ Holidary \ Elechicity

m

JUMPING TO SOLUTIONS

“Before | state the problem,
~are there any solutions?”

7/13/2016

7/13/2016



NO TIME/LACK OF EFFORT

Are you too busy to improve?

—_— e ———
No We are
thanks! oo busy
—~ g
ol

7/13/2016

Questions?

e nanand@augusta.edu

7/13/2016

Thanks!

7/13/2016

7/13/2016

7/13/2016



Pediatric OSA- Anesthetic Perspectives

Heather Byrd, MD
Augusta University

Augusta, GA

J. Drew Prosser, MD
Augusta University

Augusta, GA

At the conclusion of the presentation, the learner should be able to:

1. Define pediatric OSA and discuss associated comorbidities.
Differentiate between adult and pediatric OSA.
Discuss pathophysiology related to pediatric OSA.

> wn

Discuss anesthetic implications of pediatric OSA and tonsillectomy.
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Heather Scott Byrd, MD
Assistant Professor
Department of Anesthesiology and Perioperative Medicine

Children’s Hospital of Georgia

Augusta University

Office:1446 Harper St. BT-2651, Augusta, GA 30912
Office: 707-721-5271

Home: 3585 Granite Way, Augusta, GA 30907
Cell: 256-431-0587

EDUCATION
HIGH SCHOOL
1996-2000 Athens High School
Athens, AL
Salutatorian
UNDERGRADUATE
Dates Name and Location Degree Major
Attended Of Institution Subject
2000-2004 University of Alabama B.S. Chemistry
summa cum laude
Tuscaloosa, AL
2004-2008 University of Alabama School M.D.
Of Medicine
Birmingham, AL
POSTGRADUATE
Dates Name and Location Name of Program Director
Attended Of Institution and Discipline
7/2008-6/2012 Department of Anesthesia and Matt McEvoy, MD

Perioperative Medicine
Medical University of South Carolina
Charleston, SC



7/2013-6/2014 Fellowship Franklyn Cladis, MD
Pediatric Anesthesia
Children’s Hospital of Pittsburgh
Pittsburgh, PA

SPECIALTY CERTIFICATION

American Board of Anesthesiology (certificate #49973 — expires 12/2023)
American Board of Pediatric Anesthesiology (9/13/2014 — 12/31/2024)

PROFESSIONAL
Years Inclusive Name and Location of Institution Rank/Title
2012 -2013 Department of Anesthesia Clinical Instructor

University of Pittsburgh Medical Center
Pittsburgh, Pennsylvania
2014 — present Department of Anesthesia — Division of Assistant Professor
Pediatric Anesthesiology
Augusta University

Augusta, GA
HONORS/AWARDS
2003 Phi Beta Kappa
2005 Summer Neurology Student Research Scholarship, University of Alabama
School of Medicine
2006 Fearn Fellow, University of Alabama School of Medicine

SCIENTIFIC AND PROFESSIONAL SOCIETIES

2008 — Present ~ American Society of Anesthesiology

2008 — 2012 ASA Political Action Committee

2008 — 2012 South Carolina Society of Anesthesiologists
2011 —Present  Society for Pediatric Anesthesia

2014 — Present ~ Georgia Society of Anesthesiologists

COMMUNITY ACTIVITIES

2006-08 Integrated Medical Sciences Subcommittee, Committee Member,UASOM
2010-12 Pediatrics Working Specialty Group, MUSC

2011-12 Anesthesia Education Committee, MUSC

2011-12 Residency Interview Committee, MUSC

2013-14 Fellowship Interview Committee, Children’s Hospital of Pittsburgh
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JOHN DREW PROSSER

918 Heard Ave

Augusta, Georgia

TEL: 706-338-7858

Email: jprosser@augusta.edu

EDUCATION/TRAINING:

Statesboro High School, Statesboro, GA

University of Georgia, Athens, GA
B.S. Genetics

Medical College of Georgia, Augusta, GA
Program: Medicine (M.D.)

Georgia Regents University, Residency
Department of Otolaryngology

Cincinnati Children’s Hospital
Pediatric Otolaryngology Fellow

MEDICAL LICENCES

Georgia
Number: 73632

Ohio
Number: 57. 022822

South Carolina
Number: LL 33077

Georgia
Number: RTL 003094

BOARD CERTIFICATIONS

2000 (National Honor Society)

2004 (Honors, Cum Laude)
2008 (AOA Honors)
2013 (Chief Resident,

Finalist Resident of the Year)

2013-2015

Active: 2015-present
Exp: 11/2016

Inactive
9/9/2013-6/30/2015

Inactive
8/4/2010-6/30/2012

Inactive
7/1/2008-6/30/2013

American Board of Otolaryngology Head and Neck Surgery 2015

OTHER LICENCES AND CERTIFICATIONS

National Provider Identifier:
Number: 1942462627

2008-present



DEA Provider Number 2015-present

Number: FP 5161384 Exp: 3/31/2018
EMPLOYMENT
Assistant Professor 2015-present

Department of Otolaryngology- Head and Neck Surgery
Division of Pediatric Otolaryngology

Augusta University

Augusta, Georgia 30912

CURRENT HOSPITAL LEADERSHIP POSITIONS

Associate Residency Program Director 2015-present
Otolaryngology Head and Neck Surgery Residency

Surgical Director/ Co-founder 2015-present
Multidisciplinary Pediatric Sleep Disorders Center

Member of the Craniofacial Team 2015-present

Surgical Director/ Co-founder 2016-present
Multidisciplinary Pediatric Trach/Vent Center

Co-Director of Otolaryngology Medical Student Rotation 2016-present

Medical Informatics Director, Dept of Oto-HNS 2016-present

CURRENT COMMUNITY LEADERSHIP POSITIONS

Family Promise of Augusta 2016-present
Board of Directors

The Church of the Good Shephard 2016-present
Confirmation leader

MEDICAL SOCIETIES

American Medical Association (2004-2008)

American Medical Student Association (2004-2008)
American College of Physicians (2006-2008)

American Academy of Otolaryngic Allergy (2009-2013)

The Triological Society (2010-2013)

American Broncho-Esophagological Association (2011-2013)
American Academy of Otolaryngology (2009-present)
American Society of Pediatric Otolaryngology (2013-present)



Pediatric Sleep Apnea — Anesthetic Perspectives
and Who needs a sleep study before T&A and
what do we do with that information?

Heather S. Byrd, MD

Assistant Professor

Pediatric Anesthesia
Children’s Hospital of Georgia

J. Drew Prosser, MD
Assistant Professor
Pediatric Otolaryngology
Children’s Hospital of Georgia

Children’s Hospital
D rgin

Pediatric Sleep Apnea

Sleep Disordered Breathing

Obstructive Sleep Apnea — Pediatrics vs Adults
Causes

Pathophysiology

Sequelae

Diagnosis

Complications

Anesthetic Considerations

Children’s Hospital
of L Georgia

Obstructive Sleep Apnea

* What is OSA?
— Episodic upper airway obstruction that occurs during sleep
— Episodic hypoxia
— Intermittent hypercapnia

R Children’s Hospital
— Sleep fragmentation of % Georgia

7/13/2016

Disclosures

* None

Children’s Hospital
of 4 Georgia

Sleep-Disordered Breathing

* SDB - spectrum of sleep-related breathing abnormalities
— Primary snoring — 20%
— Upper airway resistance syndrome
— Obstructive hypopnea syndrome
— Obstructive sleep apnea

DURING SMORING DURIMNG SLEEP APMEA

Children's Hospital
AUPLOW PAREIALLY BLOCKID  AULPLOW COMPLETELY BLOCKED of AGeorgia

OSA Manifestations in Children

Nocturnal Daytime
* Snoring e FTT
* Increased respiratory effort * Obesity

* Apnea * Poor school performance
* Oxygen desaturation * Inattentiveness

* Hypercapnia ¢ Hyperactivity

* Enuresis * Somnolence

Disturbance in sleep patterns Behavior disturbance

Children’s Hospital
of & orgia




Pediatric OSA

* Apneas and hypopneas
— Obstructive apnea — respiratory effort but no airflow (85%)
— Central apnea — interruption in airflow and effort (10%)
— Mixed apneas (5%)

— Hypopnea — shallow breathing, decreased airflow by at least 50%
— Adult vs pediatric criteria

Children’s Hospital
of &« Georgia

7/13/2016

Pediatric OSA

Predisposing factors for upper airway obstruction
— 1. Airway narrowing: obesity, enlarged tonsils/adenoids
— 2. Discoordination between airway walls and muscles
— 3. Abnormal neural control

— 4. Muscle weakness: neuromuscular disorders

Children’s Hospital
of & Georgi

Pediatric OSA

Type of Aprea

o | Pl A | A VA B — Vi
Draphemgmats: Bscursions | T W | VWAWMVANVY | WV M

S S .w

Central vs. Obstructive vs. Mixed Apneas

Children’'s Hospital
of L Georgia

Pediatric OSA

* OSA defined
— Mild OSA: AHI 1-5
— Moderate OSA: AHI 6-10
— Severe OSA: AHI >10
— REM Sleep
— Prevalence: 1-3%
— Peak 3-6 years

Children’s Hospital
of & Georgi

[ ———— o

Pediatric OSA

Table 1 — Factors that can contribute to obstructive sleep
apnea in children

Anatomical factors
«Craniofacial or mandibuk g

~Enlargement of the fongue,** fonsils, or adencids*
«Laryngomolacia*”

-Fat deposition in the nack, such as occurs in obesity®
Conditions that produce inflammation of the soft tissues
of the upper airway

«Gasiroesophageal reflux diseose®

« Allargic rhinitis and viral upper raspiratory fract infactions™
=Exposure fo anvironmentol fobacco smoks®!

Conditions that result in reduced baseline central musele rone

sMNeuromuscular disorders

«Some chromosomal varionces, such as Down syndrome=
and PraderWilli syndrome*

«Corabral palsy

else of certain medications*4

Children’'s Hospital
of i Georgi

OSA Pathophysiology

* Deep sleep 2 decreased pharyngeal muscle tone = reduced
airway dimensions = discoordinated pharyngeal muscle tone

* Progressive airway collapse = intermittent obstruction -
increased respiratory effort > no airflow

* Prolonged airway obstruction = Hg desaturation, increased
Cco2

Children’'s Hospital
of i Georgi




OSA Pathophysiology

Sleep Onset |

1

Apnea/Hypopnea
1

10, 1CO;,
ipH

1

Sleep Arousai

| Resumption of Airflow |
|

Exhausting!!

+
Return to Sleep | Chitdraus Hampltat

% Georgia

OSA Diagnosis

* PSG - EEG, EMG, EKG, pulse oximetry, airflow, and thoracic and
abdominal movement

¢ Obstruction = more than two obstructive breaths
¢ Nocturnal oximetry
* Daytime sleep patterns an

(1% & [ ]

d questionnaires
[

Children’s Hospital
of &« Georgia

Why doesn’t everyone have a PSG?

 Lack of laboratories
* Expensive
* Requires overnight stay

Children’s Hospital
of &« Georgia
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OSA Sequelae

* FTT
* CV: pulmonary HTN, RVH, cor pulmonale

* CNS: neurocognitive dysfunction, attention deficits, learning
disabilities, behavioral problems

Children’s Hospital
of 4 Georgia

PSG in Adults vs Children

Adults Children

« Apnea duration 10 sec * Apnea duration 2 breaths

* Hypopnea desat >=4% Hypopnea desat >=3%

* Hypopnea duration 10 sec Hypopnea duration 2 breaths
Cortical arousals uncommon
Normal AHI <1

* Cortical arousals common
* Normal AHI <5

Children’s Hospital
of 4 Georgia

* McGill Oximetry Scores

* MOS 1 = inconclusive

* MOS2 = oxygen nadir <90
* MOS3 = oxygen nadir <85
+ MOS4 = oxygen nadir <80

Nocturnal Oximetry

e

(24%)

Children’s Hospital
of 4 Georgia




OSA and Postop Respiratory Complications

« Severity of OSA predicts the nature of perioperative respiratory
complications

* RDI > 20 = breathing holding with induction
* RDI > 30 = laryngospasm and desaturation with emergence
* AHI > 10 and Sa02 < 80%

h

Children’s Hospital
% Georgia

Conditions Associated with OSA

« Achondroplasia * Mucopolysaccharidosis
« Apert syndrome * Obesity

* Beckwith-Wiedemann * Pierre Robin

- CP « Pfeiffer syndrome

Prader-Willi
Sickle cell disease
Treacher Collins

« Cleft palate after repair
* Crouzon syndrome

* Cystic hygroma

* Down syndrome

* Hypothyroidism

| * Klippel-Feil syndrome

.

Children’s Hospital
of L Georgia

Anesthetic Considerations

7/13/2016

Risk Factors for Postop Respiratory Complication

* Age <3 years

¢ Severe OSA on PSG

 Cardiac complications from OSA
* Marked obstruction on induction
« FTT

¢ Obesity

* Hx of Prematurity

* Recent URI

* Neuromuscular disorder

* Craniofacial abnormalities

. . Children’s Hospital
netic/chromosomal disorders of A Gacrgls

Facial features associated with OSA

Small triangular chins

¢ Retro-position of the mandible
* Steep mandibular plane

High palate

¢ Long, oval shaped face

Long soft palate

* Large tonsils with the above
features

minault ot al, Pediatics 1996/98:871.52

Anesthetic Considerations T and A

Midazolam premed

Inhalational induction

* Upper airway obstruction

* PEEP, 100% oxygen, and manipulation of TMJ

* Morphine 10-20 mcg/kg or fentanyl 0.2-0.5 mcg/kg
* Suction for blood and secretions

* Extubated awake

* Lateral recovery position
. * Nasal airway

Children’s Hospital
of A Georgia




Analgesics

Children’s Hospital
of &« Georgia

| halved

Opioid Sensitivity

CO2 response s
curve

Oxygen nadir <
85%
Mu receptors

eolarvertition, Irsimin

Morphine
requirement is 3 ES L ] o

Children’s Hospital
of L Georgia

Outcomes

* >75% with improvement after adenotonsillectomy

¢ Obesity, severe OSA, RDI >19 may be associated with persistent
OSA

¢ Craniofacial anatomy (Trisomy 21) and decreased neuromotor
tone (CP) are risk factors

* CPAP
* Orthodontic maxillary expansion

' ¢ Mandibular distraction/advancement, midface advancement
Children’s Hospital
of % Georgia

7/13/2016

Analgesics for Tand A

* Dexamethasone — reduces pain, edema, and vomiting
* NSAIDS — controversial

Acetaminophen
* Dexmedetomidine

Local anesthetics — intracranial hemorrhage, bulbar paralysis,
deep cervical abscess, cervical osteomyelitis, medullopontine
infarct, cardiac arrest

h

Children’'s Hospital
of L Georgia

PONV

* Opioids
* Propofol
* Ondansetron
* Dexamethasone — up to 24 hours
* Fluids (10-20ml/kg)

h

Children’'s Hospital
of A Georgia

Discharge

* AHI <10, no comorbidities, age > 3 years

* Mild OSA - decreased apnea events, improved oxygen
saturation

* 2 hour minimum pacu stay
* More research is needed

h

Children’'s Hospital
of A Georgia




Protocol?

* Mild OSA
— Premed: midazolam 0.7mg/kg po
— Hydromorphone: 10mcg/kg

o Severe OSA
o Premed: midazolam 0.5mg/kg
o Hydromorphone: 5 mcg/kg

* Moderate OSA
— Premed: midazolam 0.5mg/kg
— Hydromorphone: 7 mcg/kg

o All received tylenol,
dexamethasone, and
ondansetron

Children’s Hospital
of “ Georgia

7/13/2016
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Who needs a sleep study?

‘Children’s Hospital
of “ Georgia

Answer

* Maybe both or
* Maybe neither
* Depending on who you ask!

spital
ia

How about this kid? (my 5 year old!)

Children’s Hospital
of i Georgia

Gundedne FOUNDATION

Clinical Practice Guideline: Polysomnography :":T..:‘S.TE:"’
for Sleep-Disordered Breathing Prior to
Tonsillectomy in Children

oy Foasdution 21|
Jepe—

gt e P o e
DOK FL1ITHIMEP A
bty oncrtary

Peter 5. Roland, MD', Richard M. Rosenfeld, MD, MPH®,

Obesity, Down syndrome, craniofacial abnormalities, neuromuscular
disorders, sickle cell disease, or mucopolysaccharidoses.

Cited “benefit [to] clinicians and patients by improving diagnostic
accuracy in high-risk populations and defining the severity of OSA to
optimize perioperative planning. History and physical exam alone are
poor predictors of OSA severity or risk of postoperative complication.”

Children’s Hospital
of i Georgia




AAO recommendations continued

« Surgeon “should advocate for PSG prior to tonsillectomy for
SDB in children without any of the comorbidities ... for whom
the need for surgery is uncertain or when there is discordance
between tonsillar size on physical examination and the
reported severity of SDB.”

* Summary: Sleep study as the tie breaker.
— Big tonsils but no snoring with concerned parent/clinician
— Small tonsils but loud snoring/ questionable apneas

Children’s Hospital
of &« Georgia

Where do they agree?

* “Nap studies” are bad and should not be used in children
* Home sleep studies are bad and should not be used in children
* Definitions of severity
— Mild 1-5
— Mod 5-10
— Severe >10
¢ And since the AASM wants everyone to get a sleep study prior,
they also agree with the AAO recommendation for those with

| comorbidities or discrepant H&P.

Children’s Hospital
of L Georgia

What do we do here?

* For the most part we follow the AAO guidelines unless we have
already decided on the higher level of post-operative care
(PICU anyway regardless of what the sleep study says)

« | generally avoid sleep studies in the loud snorer with big
tonsils and associated neurocognitive/behavioral problems
— Negative PSG does mean will not benefit from T&A (Chervin, 2006)

h

Children’s Hospital
of L Georgia

7/13/2016

RESPIRATORY INDICATIONS FOR POLYSOMNOGRAPHY IN CHILDREN

Practice Parameters for the Respiratory Indications for Palysomnography in Children

R Nisha Auroea, MD', Rochele S, Zak, MEY. Ancop Karipgat, MDY Carn | Lamm, MO, Timothy | Morgenthaier, WEP: Sanford H. Auerhach, MD*
Saten R. Bista, MD'; Kereth R Casey, MD", Susmes Chosdhert, MO", Danid A, Wristo, MD'™; Karean Ramar, WMD"

¢ American Academy of Sleep Medicine (2011)

¢ Summary: Everyone who is considered for T&A for
obstructive symptoms should have PSG prior.

h

Children’'s Hospital
of L Georgia

What are the problems with getting a PSG for
everyone?
* Expense
* Delay in treatment

* No apnea, no need to treat.... right?

Publiked m final
Pedamics. 20

SLEEP-DISORDERED BREATHING, BEHAVIOR, AND COGNITION
IN CHILDREN BEFORE AND AFTER ADENOTOMNSILLECTOMY

Fonald D. Chervin, MO, M5, Deborah L. Ruzicka, RN, Ph.0.". Bruno J. Giordani, Ph.D.

2 Robert A Weatherly, M.0.7, James E. Dillon, M.0.%. Elise K Hodges, Ph.0.2, Carole L.
Marcus, MB.8.Ch.5, and Kenneth I Guire, M.5.°
Children’'s Hospital
of L Georgia

What do we do with the information?

5
.

Children’'s Hospital
of A Georgia

h




Gurdeine
Clinical Practice Guideline: Polysomnography

for Sleep-Disordered Breathing Prior to
Tonsillectomy in Children

Peter S. Roland, MD', Richard M. Rosenfeld, MD, MPH®,

Communicate results to the anesthesiologist.

“Overnight monitoring after tonsillectomy, if they are under age 3 years
or have severe OSA (apnea-hypopnea index of 10 or more obstructive
events/hour, oxygen saturation nadir less than 80%, or both).”
“monitoring” defined as continuous pulse ox with the ability to provide
02, CPAP, and intubation if required (not specifically PICU)

Children’s Hospital
of &« Georgia

Predictors of Perioperative Complications in Higher Risk
Ci after Adenotonsillectomy for Obstructive Sleep Apnea:

A Prospective Study

Anchana Thongyam, MD'2, Carcle L. Marcus, MBBCh', Justin L. Lockman, MO, Mary
Anne Cornaglia’, Aviva Caroft®. Paul R. Gallagher, MA®. Justine Shuits, PhD®, Joel T.
Traylor, RPSGT', Mark D. Rizzi, MD®, and Lisa Elden, MD*

'Sleep Center, The Chidren's Hospital of Philadelphia and the University of Pennsylvania
Perelman School of Medicine, Philadelphia. Pennsylvania, USA *Bangkok Pattaya Hospital

* Anyone with PSG defined OSA should be admitted after TRA
(cited up to 25% respiratory complications post-op)

¢ AHI not the only predictor
— 02 nadir

— Elevated peak CO2
Children’s Hospital
of L Georgia

Thank you

Children’s Hospital
of &« Georgia

7/13/2016

-

Tonsillectomy Care for the Pediatrician
Glenn Isaacson
Pediarrics 2012;130;324; originally published online July 2, 2012;
DOL: 10.1542/peds. 2011-3857

* “Children younger than 3 years and those with severe
obstructive sleep apnea, coagulopathy, or certain comorbid
conditions (eg, neuromuscular disorders, prematurity, obesity,
failure to thrive, craniofacial anomalies) benefit from in-hospital
observation”

Children’s Hospital
of 4 Georgia

AASM Summary

“.... values should not be considered absolute cutoffs, especially
as ROC models failed to precisely define populations at risk, and
thus, clinical judgment is still needed to determine which
children with OSAS should have surgery at an ambulatory or
pediatric hospital site and which should be admitted after
adenotonsillectomy.”

Children’s Hospital
of & orgi:




Head and Neck Surgery: The Difficult Airway

J. Kenneth Byrd, MD
Augusta University

Augusta, GA

J. Drew Prosser, MD
Augusta University

Augusta, GA

At the conclusion of the presentation, the learner should be able to:

1. Recognize challenging airway scenarios in patients with head and neck disorders.
2. Formulate an airway plan based on anatomical factors in head and neck surgery.

3. Recognize understand the surgeon's perspective in head and neck disorders



5/13/15

CURRICULUM VITAE
NAME: James Kenneth Byrd, MD BIRTHPLACE: Lexington, SC
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CITIZENSHIP:  United States
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The Difficult Airway Disclosures
In Head and Neck + None
Surgery

J. Kenneth Byrd, MD J. Drew Prosser, MD
Assistant Professor Assistant Professor
Medical College of Georgia at Augusta University Medical College of Georgia at Augusta University

Objectives

e For Adult and Pediatric patients with disorders of
the head and neck:

— Recognize challenging airway scenarios Adu It H N Pa'“ents

— Formulate an airway plan based on anatomical
factors

— Recognize and understand the surgeon's
perspective

Head and Neck Squamous Cell Head and Neck Cancer
Carcinoma Common Sites

*>50,000 New Cases Annually Oral cavity

Oropharynx

Larynx

Hypopharynx
Nasopharynx
Paranasal Sinuses/Skull
base

*Paucity of literature Skin .
discussing general anesthesia Thyroid
for these patients Salivary

*~50% survival for all patients

e Affects appearance,
communication, breathing,
and swallowing




Challenges for Anesthesia Team Workup

o TmEE * Assess for symptoms of occult airway compromise

— Bleeding ; B ) — Stridor/retractions
— Airway impingement o R A ‘- — Hoarseness
— Trismus . e A — Muffled voice
e Treatment 7 3 — Inability to swallow saliva
— Prior surgery 1
* Reconstruction ‘ 5N i g « Preoperative imaging
* Prior tracheotomy ;
— Radiation
» Tolerance
— Substance dependence

— CT neck with contrast

« Preoperative fiberoptic laryngoscopy
— Hypopharyngeal/laryngeal pathology
— Superior to indirect laryngoscopy

Oral Cavity

Most common site in HN...
maybe

Common subsites

HNSCC: Subsite-specific - Tongue

. — Floor of Mouth
I nfOrm atl 0 n Primary Treatment
— Surgery
— Resection, reconstruction,
neck dissection

— Adjuvant radiation +/-
chemotherapy for Stage
v

AUGUSTA UNIVERSITY

Oral Cavity: Anesthesia Concerns

Oral Cavity Staging

Trismus due to pterygoid muscle
involvement will not resolve with
Oral Cavity (AJCC Staging, paralytics
7thed., 2010)

<2cm T3/T4 oral tongue tumors have
2-4cm impaired mobility, making intubation
difficult

>4 cm

Invades bone, floor of mouth, inferior alveolar nerve,
extrinsic tongue musculature, skin of face, or maxil- >T2 tongue will often require

lary sinus reconstruction

Involves masticator space, pterygoid plate, skull base, — Tracheotomy indicated based on
or surrounds internal carotid artery size and location of defect

— Nasotracheal intubation is an
alternative to tracheotomy*

Greenfield’s Surgery, 6t Ed: Head and Neck. Byrd JK, Ferris RL. In Press
USE OF NASOTRACHEAL INTUBATION IN PATIENTS
RECEIVING ORAL CAVITY FREE FLAP RECONSTRUCTION

Michas! G. Moore. MD,' Amit D. Bhwany, MD.” David O. Francis, MD." Bevan Yueh, MD."
Neal D. Futran, MD. OMD*




Oropharynx Oropharynx: Anesthesia
Concerns

Friable

e Subsites L d Oropharynx (AJCC Staging, 7th ed.,
2010)

— Tonsils g ' Trismus 2am

4 24 cm
— Tongue base ‘ | Tongue base tumor SR . .
_ 2 - — May displace epiglottis ’ i e et K Y e
oft Palate

— Midline IaryngOSCOpy may v lateral pterygoid muscle, pterygoid
. . plates, lateral nasopl kull base, or
* Treatment . : . not be pOSSIble surrounds internal carotid artery

— Surgery or Radiation _
Tonsil tumors

— Transoral Robotic T — Careful with Glidescope!
Surgery*

 Increasing incidence

Greenfield’s Surgery, 6t Ed: Head and Neck. Byrd JK, Ferris RL. In Press

Larynx

2"d most common subsite
Glottic > Supraglottic >> Subglottic

Glottic tends to grow slowly due to fibrous
ligaments

Invasion of pre-epiglottic and paraglottic spaces
allows more rapid spread

Vocal fixation signifies cricoarytenoid joint
involvement, mechanical obstruction in
paraglottic space, or RLN infiltration

Laryngeal Cancer: Anesthesia
Laryngeal Cancer: AJCC Staging Concerns

T3 cancers will narrow glottic
realr aperture but do not always
tves >1 subsite of epiglott, o iavolves preclude orotracheal intubation

e adjacent mucosal subsite

supraglottis

Exi to

with impaired

Bulky supraglottic tumors
necessitate awake fiberoptic
intubation versus awake
tracheotomy

Greenfield’s Surgery, 6t Ed: Head and Neck. Byrd JK, Ferris RL. In Press




The Irradiated Patient

» Late effects of radiation may increase difficulty of endotracheal

Laryngectomy

Functional separation of trachea

from upper airway intubation

Permanent stoma that does not

T e » Changes continue to progress years after treatment

» Anatomical and functional changes may not be easily recognized
with standard evaluation
Long-term Changes

“Safest airway in the world...”

Not intubatable transorally Induced by High-Dose
— Important to differentiate from Irradiation of the Head
tracheostomy o
and Neck Region:

www.headandneckcancerguide.org

Imaging Findings'
Minerva Becker, MDD + Gerbxard Schroth, MD « Peter Zixiren, MD

Jacqueline Delavedle, MD + Richard Gretner, MD + Peter Vock, MDD
Abxdellearim Allal, MD « Daried A, Ridfenacht. MD = Frangots Terrier. MD

Post-Radiation Airway Obstructive Sleep Apnea in
Changes Survivors

Mounting evidence for increased prevalence of OSA in patients
who have undergone surgery or nonsurgical treatment of HN

Finding Consequence C
i i . . ancer
* Osteoradionecrosis « Potential mandible fracture _ _ -
« Chondronecrosis of Iarynx Payne RJ, et al. High prevalence of obstructive sleep apnea among patients with head and neck cancer. J
. A ° DIffICUIty maSk'Ventilating Otolaryngol. 2005 Oct;34(5):304-11

* FIbI’OSlS Stern TP, Auckley D. Obstructive sleep apnea following treatment of head and neck cancer. Ear Nose Throat J.

— Trismus e Smaller pharyngeal aperture 2007 Feb;86(2):101-3.

. . Faiz SA, Balachandran D, Hessel AC, Lei X, Beadle BM, William WN Jr, Bashoura L. Sleep-related breathing
- Tongue/floor Of mOUth ° Anterlor Iaryngeal dlsplacement disorders in patients with tumors in the head and neck region. Oncologist. 2014 Nov;19(11):1200-6
— Suprahyoid musculature « Poor neck extension Zhou J, Jolly S. Obstructive sleep apnea and fatigue in head and neck cancer patients. Am J Clin Oncol. 2015

— Neck/spine musculature BB

. ?p%(?glotticlglottic edema and )
riability * Coexistent sleep apnea Given the rising incidence of HPV+ OPSCC and its favorable
outcome, we can expect to encounter this more often

« Difficult laryngeal visualization

Mallika Balakrishnan MD , Renju K e MD & Rachel Cherian Kosh

@ AUGUSTA UNIVERSITY (2004) Radiation induced changes way—anaesthetic implica outhern African

Journal of Anaesthesia and Analgesia, 10:2, 19-21,

Direct Laryngoscopy

By B

-]
!
Standard intubation indicated for early- Il
stage cancers

o o —
T h - in%?#?ém?;?rr\l)\llgggscopes may be useful *z-—i
echniques

[ — Anterior commissure

Videolaryngoscopy
— Allows simultaneous visualization by
anesthesia and surgical teams _
— Angle of blade advantageous after !-
radiation therapy* T,
| &

*Presenter’s experience

@ AUGUSTA UNIVERSITY lowa Head and Neck Protocols




Videolaryngoscopy \ Awake Fiberoptic Laryngoscopy

Can J Ancalv) Can Ascsth (2012) 59:41-52
DOI 10.10074 1263001196205 X X
» Several published techniques
— Topical anesthetic alone versus sedative administration

— Glossopharyngeal/superior nerve blocks

REPORTS OF ORIGINAL INVESTIGATIONS

Glidescope® video-laryngoscopy versus direct laryngoscopy for
endotracheal intubation: a systematic review and meta-analysis
Transnasal versus Transoral

Donald E. G. Griesdale, MD « David Liu, MD - — Transnasal may provide more advantageous angle but requires nasal
James McKinney, MD - Peter T, Choi, MD preparation

17 trials, 1998 patients Adequate topicalization is paramount to prevent gag and laryngospasm

Relative risk 3.5 for difficult intubation
Less benefit in “experts” Sedation is contraindicated in the emergent setting due to potential for

“Compared to direct laryngoscopy, Glidescope video-laryngoscopy is sl el .
associated with improved glottic visualization, particularly in patients — True for noncancerous emergencies, as well

with potential or simulated difficult airways.” — Angioedema, anaphylaxis, epiglottitis, etc.

Awake Tracheotomy Collaborative Care

Outcomes of intubation in difficult
airways due to head and neck
» Fang et al. Emergent Awake Tracheostomy. The pathology

Laryngoscope, Nov 2015

— 84 patients 2009-2014

— Malignancy most common indication University of Alabama at Birmingham
 Supraglottic subsite m/c (48%) 152 sequential difficult airways in ENT patients

— 35% local anesthesia alone, 65% local + 2 Head/Neck anesthesiologists, 19 general
sedation anesthesmloglsts .
g L 44% awake fiberoptic
— 32% long-term complications s G

— 22% decannulated at a mean 11.8 months Fewer changes in plan, perceived difficulty under HN
anesthesia care

Head and Neck Cancer:
Summary

Increasing airway difficulty with higher T-stage

Trismus due to tumor infiltration of masticatory muscles will not
improve dramatically with paralytics

Bulky supraglottic or tongue base tumors may preclude direct Than k yO U

laryngoscopy
Gildescope may facilitate orotracheal intubation after radiation
Awake fiberoptic intubation is rarely wrong

Communication between anesthesia and surgical teams is
paramount

AUGUSTA UNIVERSITY
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General Session



Payment System Reform

James Rawson, MD
Chairperson of Radiology
Augusta University

Augusta, GA

At the conclusion of the presentation, the learner should be able to:

1. Review current models of reimbursement.

2. Review proposed models of reimbursement.
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Payment system reform
Georgia Society of Anesthesiologists
2016 Summer Meeting o eI (DIEEED

Learning objectives Current models of Reimbursement

» Review current models of reimbursement * Hospital
* Review proposed models of reimbursement * Ambulatory Surgery Center
« Physician

Physician Reimbursement: Volume Physician Incentives

* Fee for Service * Meaningful Use
» Contract + PQRS
* Employed




Transition form Volume to Value

* What is value?
* Value to who?
* How much does value pay?

Payments linked to Quality

7/13/2016

Basing Medicare Payments on
Value

January 26, 2015 Announcement

Half of all Medicare payments to physicians and hospitals

in 2018: alternative payment models e.g. medical homes
and accountable care organizations (ACOs)

Department of Health and Human Services (HHS) has set

a goal of tying 85% of all fee-for-service payments to
quality and cost measures by 2016, and 90% by 2018.

MACRA

Medicare Access and CHIP Reauthorization Act of
2015

Passed House 3/26/2015

Passed Senate 4/14/2015

Signed into Law 4/16/2015

Repeals 1997 Sustainable Growth Rate Physician Fee
Schedule Update

Changes Medicare PFS Payment

Future Physician Fee Schedule

Merit-Based Incentive Payment System (MIPS)
Incentives for participation in Alternate Payment Model
(APM)

January 1, 2019 — MIPS and APM incentive payments begin

EPs can participate in MIPS or meet requirements to be
qualifying APM participant

Replacing Physician Quality Reporting Program (PQRS),
Value-Based Payment Modifier, Medicare EHR Incentive
Program

Domains of MIPS

Quality measures (30% of Score)
Resource Use measures (30% of Score)

» Counts for not more than 10% in 2019 and 15% in 2020;
additional weight of at least 20% and 15%, respectively,
are added to the Quality score in those years

Clinical Improvement Activities (15% of Score)

> Sub-Categories- Includes Better Off-Hours Access, Care
Coordination

> Patient Safety, Beneficiary Engagement
» Others as Determined by Secretary
Meaningful Use of EHRs (25% of Score)
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Exceptions to MIPS adjsutment

How much can MIPS adjust paymaents?

First year of Medicare participation

Participants in eligible APM who qualify for the bonus
payment

Below low Threshold

compotite perfarmance som
i ol acfsimerds x5 30 the pe
- busdget mewtsal A saling lictar v

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-LAN-PPT.pdf

APM-incentive quality and value APM reimbursement

. Those who participate in the most advanced APMs may

CMS Innovation Center model . v -

{under section 11154, other than a Health bﬂe detfrmmEd to be qualifying APM participants

Care Innovation Award) (“QPs"). Asa resu_lt, QPs:

MSSP (Medicare Shared Savings Program) 1 Are I'_IOt subject to MIPS

2. Receive 5% lump sum bonus payments for years
2019-2024

3. Receive a higher fee schedule update for 2026 and
onward

Demonstration under the Health Care
Quality Demaonstration Program

Demonstration required by Federal Law

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-LAN-PPT.pdf Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-LAN-PPT.pdf

ACO

+ Accountable Care Organizations 2= ~e 05 05 05

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-LAN-PPT.pdf
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Medicare Process Themes

* Listening Sessions * Population health

* Proposed Rule « Value

» Comment Period » Patient engagement

* Final Rule * Information technology
« Appropriate utilization

* Proposed Rule and Final Rule Published in Federal * Prevention/Public Health
Registry

Medicare vs Non-Medicare

Thank you

jrawson@augusta.edu
@Jim_Rawson_MD




Error, Competencies and Standards in Critical Care

Timothy G. Buchman, PhD, MD

Emory University

Atlanta, GA

At the conclusion of the presentation, the learner should be able to:

L.

2
3.
4

Describe a taxonomy of error in conception and delivery of critical care.

Discuss the evolution of competency-based training in critical care.

Compare the training strategies of aviation and critical care.

Contrast the use of competencies and standards in evaluation of aviation and of critical care

professionals.



Dr. Timothy Buchman, Ph.D., M.D.

Dr. Buchman is the founding director of the Emory’s Critical Care Center (ECCC), which is
integrating ICUs throughout the Emory Healthcare system. The Center has assembled
clinicians, teachers and investigators from diverse disciplines to deliver the Right Care, Right
Now, Every Time. Dr. Buchman is past president of the Shock Society, the Society for Complex
Acute lliness and the Society of Critical Care Medicine, the latter being the largest organization
of critical care professionals worldwide. His research has spanned the bench-to-bedside
continuum, including NIH-funded studies of physiological dynamics; of patient monitoring; of the
genetics of sepsis and of ICU end-of-life care.

Before joining Emory, he served as the Edison Professor of Surgery and Director of Acute and
Critical Care Surgery at Washington University in St. Louis. Prior to his 15 years on the faculty
at Washington University, Dr. Buchman directed the surgical intensive care unit and founded the
trauma service at Johns Hopkins Hospital in Baltimore, where he completed his surgical
training.

Dr. Buchman’s current activity focuses on promoting situation awareness in critical care to
achieve better health, better care and lower costs. He is the principal investigator on a Round 1
CMMI Healthcare Innovation Award entitled “Rapid Training and Deployment of Non-Physician
Providers in Critical Care”. The award includes two innovations—telemedicine and the use of
advanced practice providers—to efficiently deliver high-reliability care to locations where critical
care physicians are in short supply. Now in its fourth year, the award has achieved its objectives
of delivering better, smarter care to the federal beneficiaries it serves. Scaling and
dissemination have started, with three Non-Physician Provider Program graduates recruited to
healthcare systems in Michigan, Texas and Washington (state) to establish their own training
programs.
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e The opinions expressed are strictly personal. They may or
may not represent the opinions and views of any organization or
publication with which | am affiliated.

e The contents of this presentation are solely the responsibility
of the presenter.

Innovation

/ Competencies
and SiandardS/

EMORY

Objectives and how | propose to Achieve Them How should we discuss innovation and errors?

1.Describe a taxonomy of error in conception and delivery of critical
care.
LECTURE

2.Discuss the evolution of competency-based training in critical care.
DISCUSSION of our APP Training Program

3.Compare the training strategies of aviation and critical care. I ‘ Taxonomy

DISCUSSION of Personal Experience

4. Contrast the use of standards versus competencies in evaluation of
aviation and of critical care professionals.
DISCUSSION of a transition: “Practical Test Standards” to “Airman
Certification Standards”
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Cognitive Error — Patient Level

Situational cognitive errors
Small-scale (patient-level) are data based and
cognitive errors include: come in three general I
) ] ) types: Air Traffic
Anchoring—getting stuck in a ) ) ) Control
. - failure to receive/perceive
belief because of specific data:
finding )
o . failure to comprehend
Availability—remembering data;
recent cases failure to accurately
Attribution—thinking that a project the (e('f,:heanh)
,, . : consequences of
patient has a particular 2=
. decisions based on the
problem because of labeling data
(old age, alcohol use etc)
EMORY EMORY
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Cognitive Error — Large Scale Neurological System

Common in critical care

Arises from need to believe in
innovation that can produce
extraordinary outcomes

Often “demonstrated” in
“pivotal trial” implying a new
“best practice”

Rapid and wide adoption, slow
realization of problems
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Neurological System Neurological System
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Neurologic system—what happened

e NEW ENGLAND
JOURNAL of MEDICINE
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Neurologic System

e Many additional trials Pharmacological Therapy for Acute Spinal

performed. Cord Injury
e No clear evidence of EET T L8 | it S b, WA, b P S e
benefit Ay = r———— e
o Clear evidence of RECOMMENDATIONS
harm I

e 23 years after prior

o [Administration of methylprediisol

study,

dati for the treatment of acure spinal ¢
recommendations (SCI) s not_recommended, Clinicians con
finally changed. side AP therapy should bear in mind that

1 wl and [ ninistra-
tion (FDA) approved for this 3

i,

There s no Chiss | or Cliss 11 medical
dinical benefit of

evidence sapporin

MP in the treatment of scure SCL. Scartered
reports of Class 111 evidence claim inconsistent
effects likely related 1o random chance o

selection bias. However, Class 1, 11, and 111
evidence exists that high-dose sicroids are

ects including
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associated with harmful side

death,

Heart and Vascular System:
Suprnormal Oxygen Delive

Neurologic system

e NEW ENGLAND
JOURNAL of MEDICINE
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Heart and Vascular System
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Heart and Vascular System:
Suprnormal Oxygen Delive

Physiologic Patterns in Surviving
and Nonsurviving Shock Patients

o Variables in Defining Criteria
herapeutic Goals and Early Warning of Death

Hormal

May 1573 TN e —
ekl WL Ty, PR, New Vork

. Therefore, the data from

-l
surviving patients of this series were

i used to frame retrospectively a set of
| provizional physiologic goals for ther-
F ol apy in the severely ill, j peralive
| J patient. These therapeutic goals are
il 1 as follows: () cardiac index about 4 to

5.5 liters/min/sq m; ie, an increase of
Fig 5.—Sequentis! cxygen transport pat 20% to B0% above normal; |
tems in surviing and roRBURVInG pa-

tients. Nate pronourced lite 18l in coygen

saburation ard early fall in oxygen ava
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Heart and Vascular System:
Suprnormal Oxygen Delive

Cames Cams M
Coprght © 183 by Wikama & Wikina

—— Clinical Investigations ——

Effect of maximizing oxygen delivery on morbidity and
mortality rates in critically ill patients: A prospective,
randomized, controlled study

MIHAE YU, MD; MITCHELL M. LEVY, MD; PHILIP SMITH, M SHARON A. TAKIGUCHI, RN, M8;
ALISON MIYASAKL RN, ME; BALLY A MYERS, RN, MS

d into
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group was assigned a therapeutic bo indexed
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tration of blood proeducts, and the use of ino-
z !
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.. Patients who reached supranor-

mal values (Do, >600/min/m?®), regardless of the
treatment received to reach that goal, had a lower

mal values (Do,I >600/min/m?), regardless of the

Supranormal Oxygen Delivery: What Happened

mortality rate than patients who did not.

...and finally

I
J Trawma. 2002;33:825-832.

Normal versus Supranormal Oxygen Delivery Goals in Shock
Resuscitation: The Response Is the Same

Supranurmal Trauma Resuscitation Causes
More C

Cases of Abdominal Compartment Syndrome

me 5. Cocanour, MDY, Rsemary A. K

vzier, M, PRI
& A, Moore, MDY

Concluslon: Supranormal resuscitation, compared with
normal resuscitation, was associated with more lactated
Ringer infusion, decreased intestinal perfusion (higher
GAPLpp), and an increased incidence of 1AH, ACS, mul-
tiple organ fatlure, and death.

EMORY

Arch Surg. 2003:138:637-643
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heimnentreeewedwreachthatzoal had a lower
mortality rate than patients who did not.

Supranormal Oxygen Delivery at Happened

—

.. Patients who reached supranor-

EMORY




earabies et Doy st (1, 1 ol * s sacied
ues Adigh 1BB. Drortunh 1800 Stad 1847

8 Logarns piea o g vebemn w3 Tl 1 Insly-a vl

e NEW ENGLAND
JOURNAL of MEDICINE

+ 6 ml/kg

RAISED FROMTHE

DEAD

EMORY

The ARDSNet Trial

The New England
Journal of Medicine

@

NINTILATION WITH LOWER TIAL
THABITIONAL TIDAL VOLLIES
AN THE ACUTE B Y 1

5 COMPARED WITH
T8 LU NG INEERT
5 SERDROME

Taste 4, My OUTCOW VassEs Statistically
significant and
clinically important
reduction in death
using low tidal
volume strategy:

Vamans

e

22 percent reduction in death
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Yes, but off-trial mortality looks at least as good as
the strategy proposed in the trial

Editorials

Mechanical ventilation in ARDS: One size does not fit all

idal
ay not be ideal for all

of Health

OFFICIAL JOURNAL OF THE SOCIETY OF CRITICAL €

factors to explain physician behavior*

0%

Critical Care Medicine®

T Care Whee

Underuse of lung protective ventilation] Analysis of potential

VoL 4, B,

Ravi Kalhan, MD; Mark Mikkelsen, MD; Pall Dedhiya, MD; Jason Ghriste, MD; Christine Gaughan, MS;
Paul N, Lanken, MD; Barbara Finkel, MD; Robert Gallop, PhD; Barry D, Fuchs, MD

“This is primarily due to the inherent difficulty in changing physician behavior. “
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60%
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40% -
%
w%
0%

<15 mlkg

Tidal Volume
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O Day 2 (n=88)|
W Day 4 (0=79)
Day 7 (n=T0)

7 ENMIORY




Caring for the Critically Il Patient

Effect of Prolonged Methylprednisolone
Therapy in Unresolving Acute
Respiratory Distress Syndrome

A Randomized Controlled Trial

JAMA. 1998 Jul 8;280(2):159-65

Flacetio

Respiratory System: ARDS
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Effects of Dopasmine i Man: Augmestation of Sodien
Excretion, Ghserale Filtration Hate, asd
pal Plaiema Flow *

VA 190 b Oct. 3, 1974
MEDICAL INTELLIGENCE

EE— e,

DRUG THERAPY
Dopming — Clinical Uses of an Endogenous
Caiecholamine

Lows 1 Goapuns, Fu D, M0
Preliminary studics have demonsrated the efficacy of

dopamine. i
nal Badhure®

arage foe the wins subiess 3 £

JAMA r-2zze
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Renal System

THE LANCET

DOPAMINE HYDROCHLORIDE IN OLIGURIC s e
STATES =
L5, HExpERson T. ] BeaTTiE B
A C. Kpssany Acute oligurin after enrdinpulmonary bypass: renal
functional with low-dose i

Elerverriey Deposermen
i

infusion

In conchasion, amang 15 adull cardiac surgical paticnis
with combined oliguria and left ventricular dysfunction.
infusion of dopamine ar doses of 100 and 2000 pg/man
produced: (1) increased urine fow 10 greater than 0.5
ml/kg-h in every case: (2) emhanced associated renal
function vaniables inclading creatinine, csmolar, and free
water clearances and urine sodium concentration; and
(3) no adverse sysiemic hemodynamis effect,




Renal System : What Happened

—

THE LANCET
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Gl System: What Happened
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Renal System: 20 years later

Use of dopamine in acute renal failure: A meta-analysis
John A, Kellum, MD; Janine M. Decker, RN

17 of these were randomized clinical trials (n = 854). Dopa-
mine did not prevent mortality, (relative risk, 0.90 [0.44-1.83]; p
= .92), onset of acute renal failure (relative risk, 0.81 [0.55-1.19];
p = .34), or need for dialysis, (relative risk, 0.83 [0.55-1.24]; _

Conclusions: The use of low-dose dopamine for the treatment
or prevention of acute renal failure cannot be justified on the
basis of available evidence and should be eliminated from routine
clinical use. (Crit Care Med 2001; 29:1526-1531)
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Gl System: total parenteral nutrition

1972

wsrSURGERY

a4 Bnga VRS

Parenteral Hyperalimentation and Its Practical Applications

* M0, W E Boswa, [, ML, Havar

€ Hastun, ML

e Erocral Winpial, Cooves e, Santh L a

By use of this method up td 5,000 caloriey
and 20 grams of nitrogen can be giver
daily,® with positive nitrogen balance and
weight gain attainable even in the im
mediate postoperative period,”

e 1968:Dr. Stanley Dudrick
reports use of total
parenteral nutrition to
support children with short
gut syndromes

EMORY

It is our hope that by reviewing our experi
ence we can persuade others in similar in-
stitution to embark on analogous programs]

Gl System: total parenteral alimentation

The doumal of the -
JAMA mocies, o s

reund o 8™ 1OTR
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1962

Total Parenteral Nutrition
in the Critically lll Patient

A Meta-analyss

vernll Rish Ratie | B
0001 001 01 1 10 100

TR TPH
Benwdicial Harmiul

Rizk Fatio (Log Scale)
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Gl System: hyperalimentation Gl System: hyperalimentation

JAm Diet Assoc. 1998 Jul,98(7):795-806.

Overfeeding macronutrients to critically ill adults:
plications

Metabolic THE LANCET 2006

- e i i Parenteral nutrition in adult inpatients with functioning
—— | :
Complication g tracts: of
Azotemia
Fat oad Outcome in human beings
atoverioa Parenteral nutrition was developed to support |
syndrome who did not have functioni i

Hepatic Steatosis since withou

N die. Howeve o
Hypercapnia failure to properly understand g

Hyperglycemia echnigues, and an abx
Hyperglvoemia i arenteral nutrition deve
hyp gly | major technique for feeding patients with
yperosmolar gastrointestinal tracts

nonketotic syndrome

Previously well-nourished patients rarely benefit from

EMOM momthe acute administration of parenteral nutrition.
CEITRCH] CAWDCTNTER AT AN en.

Endocrine System: Glucose

e Maintaining blood

= glucose between 80-

Journal of Medicine 110 mg/dl cut ICU
= T — mortality in half!

The New England

ENTEMAIVE INSULIN THERAFY IN CRITICALLY ILL FATINNTS

oL %

Survival i

among,
critically ill patients in the surgical intensive unir,
regardless of whether they had a history of diaberes.

EMORY FrTm

CEITACH CATBCENTER » [ —

Tight Control of Glucose: What Happened Tight Control of Glucose: Ambulatory Patients

- . n e In ambulatory
I'he New England e NEW ENGLAND patiten:s,ftiglht
. - arldicine 3 P T AT T control of glucose
Journal of Medicine JOURNAL o MEDICINE oo
- el L yune w3 - VNS 12, 2eme e d INCREASE in
E )odyc?ﬁ?aboété mortality.

pe 2 Diabetes

scts of Intensive Glucose Lowering i

Insulin
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Tight Control of Glucose: ICU Patients

patients (NOT CT
surgical patients on
TPN) , tight control of

ENGLAND
MEDICINE

r NEW

e In general critically ill
JOURNAL ¢ ‘

T glucose causes an
- % . i ? INCREASE in mortality.
Intensive versus Conventional Glucose Control
in Critically 1l Patienes

=S .L\._
1d N
; =
B =3 T
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Hematologic System: Correction of Anemia

Erythropoietin reduces
requirement for
transfusion in
critically ill patients

JAMA i
Efficacy of Recombinant Human

Erythropoietin in Critically Ill Patients
A Randomized (T‘Eptrdled Trial

Correction of Anemia: What Happened

me NEW ENGLAND
JOURNAL o MEDICINE

Efficacy and Safety of Epoetin Alfa in Critically 1l Patients
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Hematologic System

Hematologic System: Correcti
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Infection/Immune System
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Sepsis Rates Rising

| ORIGINAL ARTICLE |

The Epidemiology of Sepsis in the United States
from 1979 through 2000

[S——

197 191 151 PSS 1% 19 19 BV T 198 2800
[T TR ——— -
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Infection/Immune system—what happened

—

e NEW ENGLAND
JOURNAL of MEDICINE

No benefit in a repeat
prospective study.

the NEW ENGLAND
JOURNAL o MEDICINE

Taken off market.

Drotrecogin Alfa {Activated) in Adults with Septic Shock

1
i £ Our sty shewed that DrotAA was not bene-
u ficial when administered 10 a population of
; tients for which it was an approved ¢
The fact that we found no benefit in any of the
prespecified subgroups should reassure clini
clans who no loager have DrotAd svailable
treat patients with septic shock.™”

Drotecogin alfa (Xigris)

The New England
Journal of Medicine

7 [ n £
Doyn aftue th Start o the Inkssion

Concerns about safety and efficacy

“ clinical investigations in critical care \
e s -

ol k
Human Activated Protein C United
States Trial (ENHANCE US)*

A Single-Arm, Phase 38, Multicenter Study of
Drotrecogin Alla (Activated) in Severe Sepaia

» Worse survival than
original study.
» More serious bleeding
than original study
am 88

Synthesis

e A common problem was reported to yield to a
simple solution that could be rapidly (albeit in
the case of drugs expensively) implemented.

eChange was implemented on a huge scale,
much larger than could possibly be justified by
the study.

ePatients were likely harmed. The new standard
was either discarded or extensively modified.

eln each case, the new standard involved a
seemingly simple change in practice

EMORY
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Synthesis - 2

eHumans are not only complicated (meaning that they
have multiple interacting parts) but also complex
(meaning that the physiology of the whole cannot be
predicted by summing the physiology of the
component parts).

e Critical care “works” because critical care physicians,
nurses and allied health personnel create a safe
context in which the patient can heal.

e Well-intended interventions might or not have the
desired effect.

e However with very high frequency, these newer
interventions have unintended adverse effects.

EMORY

CEITRCAL CANTDCINTE.

A Tale of Two Studies

ENMQORY 32016

Synthesis - 3

e There are few “miracle treatments” in critical care

e Apparent success of an innovation should trigger
caution. Who actually benefitted? Where is the
opportunity for improvement and are we focusing
there?

EMORY

Synthesis - 4

e There are few “miracle treatments” in critical care

e Apparent success of an innovation should trigger
caution. Who actually benefitted? Where is the
opportunity for improvement and are we focussing
there?

e Follow-up evaluation of the innovation “in the wild” on
the appropriate patient population is essential.

e If we should be cautious about new treatments in
critical care, what should we strongly and immediately
embrace?

EMORY

Our severe sepsis patients after initi

resuscitation: where to focus?

P =0.139*
P =0.006° P =0.309°

50

In hospital mortality (%)

10

low Scv02 normal ScvO2 high ScvO2
group group group
n=119 n=108 n=78
CEIFICAT AR CENTEL 67

Objectives and how | propose to Achieve Them

1.Describe a taxonomy of error in conception and delivery of critical care.
LECTURE—DONE

WHICH OF THE FOLLOWING WOULD YOU LIKE TO CHAT ABOUT?

2.Discuss the evolution of competency-based training in critical care.
DISCUSSION of our APP Training Program

3.Compare the training strategies of aviation and critical care.
DISCUSSION of Personal Experience

4. Contrast the use of standards versus competencies in evaluation of aviation
and of critical care professionals.
DISCUSSION of a transition: “Practical Test Standards” to “Airman
Certification Standards”

EMORY
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The ICU: Past, Present and Future for Georgia and the Nation

Timothy G. Buchman, PhD, MD
Emory University

Atlanta, GA

Cheryl Hiddleson, MSN
Emory Healthcare Inc.
Atlanta, GA

At the conclusion of the presentation, the learner should be able to:

1. Review the history of ICU telehealth.

2. Discuss the evolution of for-profit and not-for-profit ICU telehealth delivery system.

3. Critically evaluate prior reports of tele-ICU clinical and financial performance.

4. Analyze the tele-ICU component of the Emory CMS Healthcare Innovation Award with respect

to clinical and financial performance.



Cheryl Hiddleson MSN, RN, CCRN-E

Cheryl is the Director of the Emory elCU Center. Cheryl completed her Masters degree in
Clinical Nurse Leadership from The University of Alabama in 2013. She is a member of
The Society of Critical Care Medicine, The American Association of Critical Care Nurses,
Georgia Nurses Association, American Telemedicine Association, Society of Critical Care
Medicine, and the Georgia Association of Nurse Leaders.

Cheryl joined Saint Joseph’s Hospital in 1991 and has held various positions including 15
years in the Medical Surgical ICU as the daily charge nurse, critical care resource nurse,
and most recently Administrative Supervisor/Flow Coordinator. She has extensive
experience related to critical care, patient logistics, and patient flow/throughput. Cheryl
is committed to advancing innovative care delivery methods such as tele-ICU and
telehealth, to promote quality care for all patients regardless of location.

Participating in Yoga and road cycling are two of the activities she enjoys most when not
working.



Tele ICU: Past, present and future for _ . _
Georgia Disclosure/Disclaimer

Cheryl Hiddleson * Neither speaker has financial interests or other
MSN, RN, CCRN-E conflicts relevant to this talk

Director, E ICU Cent . . . . s . .
rector, Emory € enter — Dr. Buchman is Editor-in-Chief of Critical Care Medicine
and also serves as an advisor to the not-for-profit James S.

Timothy G. Buchman McDonnell Foundation, a grantmaking philanthropy,

PhD, MD, FACS, FCCP, MCCM
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Founding Director, - . ) .
Emory Critical Care Center - Nelther Emory nor thg §peakers receive ANY financial
= Emory elCU Center consideration from Philips Corporation
. - : * All opinions are personal and do not represent those of
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A Short History of Critical Care Medicine AU I mnovat!ons:
problem to solution

1923:

Walter Dandy, MD. Neurosurgeon
at Johns Hopkins

Invented many neurosurgical
procedures, such as the clipping

of aneurysms. [
Also invented the post-

operative recovery

unit—the first ICU

EMORY I . EMORY .

#ICUCENTER #ICUCENTER

A few historical innovations: A few historical innovations:
from problem to solution problem to solution

EMORY s EMORY 6
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ICUs evolved as a location to consolidate equipment Led to creation of Coronary Care Units, 1963

First three coronary care units
were established in 1963 in
Toronto (Toronto General
Hospital); Kansas City (Bethany
Hospital) and Philadelphia
(Presbyterian Hospital).

Results varied widely. The
Kansas City group reported that
mortality was cut in half—from
39% to 19%--following acute
myocardial infarction.

1958 Blodgett Memorial Hospital, USA
around-the-clock care for critically ill patients

EMORY . EMORY s
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. . Data trying to make inroads:
Led to creation of Coronary Care Units, 1963 Computers and Bedside Monitors (1966

. I‘E”“i.nﬁ Monitoring with a Digital Computer of
The Toronto group reported dismal Cardiovascular Function in Scriously 1l Paticnts
results—no improvement. \ -

P —.

Although the equipment was the same, the

T 2| PATION Bi3é BB 0 BATE B)-M-LE MAE BES

application was different. The Toronto group i
. . . . . N = s grms a wm sncrTorTes s
required that a patient with a life-threatening e B o i on
arrhythmia be treated by 8 steps! ain,) old Thia &1) om ek BT IT SR
1. Summoning a physician, T P T TR
2. Wheeling the patient in bed to the nurses "
station, nomiTMARR R
3. Placing a board under the chest, T oy o1 oo o why .0 104 cot
orh, ) osf 124 o7y ol I.:ﬂ Igl

4. Inserting an airway,
5. Beginning chest compressions,

PATIENT 0600 BEO & BATE S3-1h-6  pase ooy

6. Endotracheal intubation, :

7. Obtain an ECG and Not just technology. i T N R,

8. Finally defibrillate the patient if the How technology is applied. | BN WM R
COMPUTER ROOM | WARD W tona s - Bl BCE

defibrillator was available
Famn 1, Relationship of sensing amd display devices oo the compater. A detallod deseriplion
of the Bow of information ls provided in the text.

EMORY - EMORY w0
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The modern Bedside Monitor MEOCAIMATELED 51354

Max Harrv (‘Hal) Weil. MD  Herbert S. Shubin. MD

The birth of current
generation monitoring

Fm
T RG-SR MEW BT
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Rise of Informatics- EMR (3)

Rise of Informatics— EMR (2)

Circa 1988 Circa 2009
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New York World’s Fair, 1964

Bell “Picture Phone” Forest City Hospital, Cleveland, Ohio

CLEVELAND'S FOREST CITY HOSPITAL CELEBRATES FIRST BIRTHDAY

Forewt City Hospital, Clevelond, Ohio
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Cleveland, Ohio- Mid 1970’s

Cleveland, Ohio— Mid 1970’s

Telemedicine in Critical Care:

An Experiment in Health Care Deliverv
INTRODUCTION

Hetty L Grundy, MD" Because of a scarcity and maldis-

Pauline Crawlord, ANE

Paul K. Jones, PhODY
May Lou Kitey, PRDY
Armnald Aeisman, PAD
Yoh-Han Pag, PADY
Edward L. Wilkerson, MD#
4. 5. Gravensiwin, MD*
Cleveland, Ohio

Grengy BL, Crawlord P, Janes PK. Kiley ML. Aslaman A, Pac YH, Wilkersan
EL, Gravensiein J5: Telemedicine in critical care: An experiment in health
carg delivery, JACEP 8:439-444, October, 1977, telgmedicing, hospital coop-
wration

tribution of intensivists — physi-
cians who specialize in critical care
medicine in the United States,
there are significant problems with
optimal delivery of critical care sery-
ices.! We are investigating tele-

medicine — medicine practiced from
a distance using telecommunications
~ to assess whether it can solve
these problems.* Specifically, we
hypothesized that

1) Telemedicine can enable an in-
tensivist to consult with patients in
the inlensive care unit (ICU) of a

Fig. 1. Mobile Camera Unit, FCH users
- nurses, physicians, and patients -
see themselves and the UH consultant
on S-inch monochrome screens

Monitoring Station. The Uy
cansultant, controlling the mobile camers
at FCH remotely, views medical personnd
and patients on a 18dnck color screen,

Fig. 2,

Glundy BL, Crawford P, Jones PK, Kiley ML, Reisman A, Pao YH, Wilkerson
EL, Gravenstein JS: Telemedicine in critical care: An experiment in health
Care delivery. JACEP 6:439-444, October, 1977. telemedicine, hospital coop-
#ration,

small hospital with no critical care
physician of its own.
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Cleveland, Ohio— Mid 1970’s The Final Report on the Cleveland Experiment,

Present problems of telemedicine Telemedicine in critical care:
. L . Problems in design, impl ation, and t
in eritical care stem less from in-
adequate technology than from in-

BETTY LOU GRUNDY, MD; PAUL K. JONES, Pul; ANN LOVITT, MD

adequate ways of using available we temeicioe, .¢.
. . . for delivery of health services, to alleviate scarcity and ~ CONCLUSION

systems. Technical innovations can mldsirbtion of criica care T !f.ﬂ‘.’f".?l Sine the closure of Fores. Cty Hospal many pe-
1T + 1 with ity-based critical care physicians for patients  tients who wou ave been treated in its are
free us from limitations of t]I-'ﬂe and :';s“:’;}ﬂ”‘ :r':"“{w? ”‘I“F":"-Tll:'*l".:dk"‘t “isits”  yndoubtedly being admitted to larger institutions with
space only when we develop innova- W grester ciicl and cducationsl mpactthan consut.  TelatiVely complete acute care facilities. Thus, closing
: i L . tation using the was ive but small hospitals may represent one solution for problems
tive profe ssional and administrative m:::d'ﬁ:m‘.‘:"'!..',“’u}“‘::_‘_:'\':m"“ tele- ing from scarcity and maldistribution of critical
full exploitation of this technology for delmrr..rmun: care services, By using tel dicine for consultation and
patterns of use. care services was ot achieved. Extensive background  (rigge, however, and transporting those patients who

research, carrently underway at the University of Pitts- i - e
burgh, is necessary before the next telemedicine dem- require the services of a large institution, the small
oariration. hospital might serve community needs in a cost-effective
way as part of a regionalized health care system.
C\'\muy BL, Crawford P, Jones PK, Kiley ML, Reisman A, Pao YH, Wilkerson
EL, Gravenstein JS: Telemedicine in critical care: An experiment in health

EMORY :::D?hmr,_ JACEP 6:438-444, Dclober. 1877. telemedicine, hospital coop- EMORY »
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Road to convergence of video and EMR - 1

Road to convergence of video and EMR - 2

1991 EMTEK installed in Hopkins SICU “elCU" term invented and trademarked

The Future of
Critical Care

~ 1C-USA: E-Solutions for Critical Care
1CUSA brings technology and expertise together to dramatically improve eritical care outcomes.
Owur e-solutions for critical ¢ he Continuous Expert Care Network (CXON) and the Intensivist
Decision Support System (IDSS) are built upon an Intensivist's understanding of what create:
in the critical care dclm_n pro To this understanding we bring the power of toda
and information !u,hmlinLu, such as private networks, the Inl\rml relational databases, decision
analysis, and telemedicine. Together these building blocks are defining a new standard for eritical

care,

EMORY '1 | . EMORY .
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Road to convergence of video and EMR - 3 Road to convergence of video and EMR - 4

Intensive care unit telemedicine: Alternate paradigm for providing
continuous intensivist care

Brian A. Rosenteld, MD, FCOM, FCOP; Todd Dosman, MD, FCCM: Mechael J. Breslow, MD, FCOM;
Peter Pronovast, MD, PnD: Mollie Jenckes, MSc; Nancy Znang, PhD; Gerard Anderson, PhD;
Haya Rubin. MO, PhD

mmmunﬂmmnmmm mance dering the iatervention were compared wth tws 18wk
irfervention

percentage of howpital admissions and rescurce consumption. Ad-  periods. within the year belors the
verie events sy common i ICU patents s contibte 1 high mmummm-m“w|m ality ratio, T
mortality rates and costs. reduced

complicafions. arel mortality when islonsivists marage KU paients, mmmmmu—mumm
3 dramatic satonal shortage of these spocialsts preciudes most  stay, and 10U asd hospital costs were measured during the 3
Roople b oplomsmle n vnt-Bcick. s e il sy ok, Sevcy-sdisind 1 oy docreend oy

4%, compared with Baseding

care maddel. Allemate vratgies s nonded el 1 8% and
proactie, contiaces cars 10 i citcaly i, Wo evaluatod the  periods on wed tws, respectively, Severty-sdusted bospiiad
feandslity of wning telemedicine a3 a means of achieving 24-tv  mortafity decrsased by 7% and J0%, md the iscidesce of KK
intenaivist cversight and improved clinical outeomes. mmmammnu\.mm mmnrm,
- Gservational Sme series iriple cohort stady. and 3%, n
Solfing: B ten-bed surgical ICI i an sesderic-alilisted com-  38%, respectively, mmumww&cm-b« .
munity hospiial. Incidence of complications. i
Falints Conchreioas: Technology-smabled remole caen cam ba used to .
‘study periods. provide continucus ICU patient management and b achieve im- -
Intervensios A 15-whk rogram of contimon inflersivist over- tisical ic outcomes. This e

niensivist. conseltation was. svakble but Sere wern 1o s imprevng quaity of care and redociny costs when oa-sit inten-
intensivists, Intensivists provided management during the Inferven-  sivis! coverage i ot avelable, (it Cars Med 2000; 28
5-3501)

computer-hased dala Wansmission) do oblsin clrcal information Wi Wascs: Selemedicin; critical care; complicalions; medical
‘and to communicate with on-sile persomel. To assess the benedlf of  ermors; intensivists, monioring; medical economics; e-heallh
0 roemcte management program, chrical and sconomic perior-  Cars; femols care; female mordoring
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Road to convergence of video and EMR - 5 IC-USA becomes VISICU

Pacific Venture Group is Lead Investor in Finaneing IC-USA,
Ine.

What's New
IRVINE, Calif., June 12 /PRNewswire/ -- Pacific Venture Group (PVG), a
leading healthcare focused venture capital firm, today announced a $3 million
lead investment, part of a $9 million first close Series B Preferred round in
IC-USA, Inc., provider of a unique telemedicine application that enables
hospital Cardinal Health Ventures and Abell Foundation,

also participated in the financing.

EMORY = EMORY
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Patent Granted 2004

The E-Gang: Medical Marvels

USODGR04656B 1

o United States Patent (0 Patent No.:  US 6,804,656 B1

Rosenfeld et al. (45) Date of Patent: Oct. 12, 2004
FOrb e S el

{75)  laventors Bek
(Us)
Inspired, the doctors quit their hospital jobs in 1998 to found closely held MD (US}

ND METHOD FOR PROVIDING OTHER PUBLICATIONS
OUS, EXPERT NETWORK erry Ann Capuano,

: TROM A 2 cat, Vio, 26 L
w and John Klop

lemetry, Nursing

. Rosenfeld, Baltimere, MIY

< | C
el Breshow, Luherville, health

Betty L. Grum
Experiment in Flealih Care Delivery, JACLE

Visicu in Baltimore to commercialize the concept. Visicu designed an “elCU” (73 Assignee: VISICU, Inc., Baltimore, MDD (US) A .”."Q::n'f:..'u il Mol AT
that, rather than replace on-site staff, provides another set of expert eves to o W . e PO sceedingt of the 1997 Winter Simlation Conferces,, 1997,
watch over patients 24 hours a day. An eICU manned by one doctor and a (] Nolice ot ol o e e 3. DB MGT-1168

N i L L R g s Ll el et Simun Kaplan and Geraldine Fitepatrick, I ity
couple of nurses costs $2 million to $3 million to set up, about $2 million a L 15A() by 0 days. Suppon for Remaic Inicnsive—Care T Ith Usine the
year to run, and can monitor 50 to 100 beds in multiple ICUs. One monitor in Localkes Framework, A —184.%
he eICU fanctions like a Bloombe S e e . Douglas A- Perednia, chnology and Cliical
the elCU functions like a Bloomberg terminal tor patient data, displayin, - 09/443,072 Appl s, JAMA, vol. 6, Feb. 8, 1995, p. 483.*
readings on blood-oxygen levels and other data; a click of the mouse hes Filed: Now. 18, 1999 Microsofl Press Computer Dictionary, Third Edition, 1997,

Mil
p 430

from one patient to another. Proprietary software continuously monitors vital )
signs and pops up “smart alerts” when patients start to deviate beyond their Related LS. Analication Data (Lt e o et g

established stable ranges. High-resolution cameras at bedsides let the remote

team visually examine patients. EMORY 28
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IPO: Going Public It was the era of the tech bubble

Forbes

Visicu: Great Promise, But

B W The prognosis for Visicu Inc.'s future on the stock market looked good
eware Wednesday, as the Baltimore health care technology company's stock rose 55

Visicu offers investors great promise: The founders, intensive care unit percent in its first day of trading.
doctors, sav to improve eare in their field and developed it. The
company has growing revenue and recent profits, but warns that it expects Visicu (NASDAQ: EICU) had already raised the share price twice in the 24

losses in the future as it expands and tries to grab market share. hours before it began trading. The company ultimately priced the 6 million
The company’s promise comes wrapped in uncertainty and risk. Visicu holds shares it is offering the public at $16. Trading opened Wednesday at $18.08
one patent and has applied for ten others, but is likely to square off against a
competitor in a nasty, expensive patent dispute in the future.

and ended at $24.78. Shares had spiked as high as

.02 over the course of
trading.

Do individual investors want to bet on a new company in a highly competitive

and regulated sector and feed the lawyers, too? Probably not. Despite the

company’s solid technology and strong customer list, the IPO won't show

much of a heartbeat in early trading.

EMORY » EMORY
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January, 2008
Just before the global financial collapse

VISICU, Inc. Acquired by Philips

iry of Kan £
{NYSE: PHG, AEX: PHI) | Royalrnlns ) for approximately 5427 million, incleding payment to option holders, pursuant to the
previously announced Agreement and Plan of Merger, dated as of December 18, 2007, by and amang Visicu, PHUSA and Ice

Merger Sub, Inc. As of February 20, 2008, shares of Visicu common stock will no longer be listed on the NASDAQ.

Visicu stockholders will receive shortly a mailing from the Company’s transl
ock cenificates and receiving payment of the merger consideration.

fer agent describing the procedure for returning
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Origin of the value proposition:
Too few ICU MDs and maldistribution

Number of CCM physicians / 100,000 population

Angus, 2000

AMA Masterfile

EMORY
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"We should spend more time
learning how to achieve an
accurate diagnosis and less time
searching for a magic bullet”

Roger Bone, "Sir Issac Newton, sepsis, SIRS, and CARS."
Crit Care Med 1996. 24:1125-1128.

Why, What and How elCU
works

Early years: Present day:
Many clinicians, little technology, Fewer clinicians, disconnected technology
no data massive data

1\ (0) N ¢
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Origin of the value proposition:
Aging of the US Nursing workforce

Employment Status and Age of RNs

(-_.j emoryhealthcare.org
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Need for a new strategy (2004) Need for a new strategy (2004)

Feature Articles

- & Geg ; i s Remote Care Architecture
Effect of a multiple-site intensive care unit telemedicine program

3 3 Hospital 1 ICU Hospital 2 ICU
An alternative paradigm for aspita ospitnl

on clinical and economic outcome:

1 e & Murse's Statien
intensivist staffing®

Michael J, Bresiow, MD; Brian A Rosenfeld, MD; Martin Doerfler, MD; Gene Burke, MD; Gary Yates, MD:; n‘ ——
Dawid J. Stone, MO, Paige Tomaszewicz, MSN, BSH: Aod Hochman, MD; David W. Plocher, MO -t

Otjective: To exsmine whether & sugplementsl remote imen- 12900 relative ik, 073 5% confidence imterval
ive care undl (ICU} care program, implemenied by an Wriegrated  0.95), and 1CU length of stay was shorter (163 days [95% C1,
deltvery network wsing 8 commercial islemedicine and islorma-  129-404] va 435 days [95% €L 1E0-4TH]). Lewer wariable
Bon echnology fystem. can isgrove chrical and sconomic per-  costy s . ”
W‘“":‘:":‘!lmlllf“cﬂw the efiect of adding Conchisons. The addibon of wmm n‘:d.‘“h\ ok
eand-a e ’ .
e captured directly from the central

e wpplemental remiote ICU telemedicin program. [ Py —————] data wy
Setting Two atulft 1CUs of & Large lerSary care hospital mtrrmey. e bl Inarial pertormarse h---u-nwruu- itaring station in real Hime 2 od in 3
Patients: & total o4 2,140 patients receiving IC1f care between mon!hnun. station in I'L:I‘ time and stored ina
T and 2001, inpuact of Emplementire on-ste dedcaled memsist viafling mos- relational database, This database also con-

interventione: The remote care program waed tensiviaty and s however. {acton offs un B lodocSon of +
Phcn i b e Wphvrertal ociriog el - sy v cikrbole B o hotrved o, kot Y ained deta .d patient inform
1o T wm) from & H
mmwwrmnlmﬁmmmmm perfomance. Kthowgh Rwfier shades s noeded, e spparl
whectronic dats Suplay, phyaician nole- snd srder-writing apph-  wctens of thin on-gaing sufiple-ile program, implemented with
catiom. and 5 compmter-hased dechion-ugport o, weers sval-  commertialy avalable s, sgeeh Bt Wemedcis may

abl bt b the 1C10 ared gl the romote wite, Chrical nd sconomic  provide & meam for bospilal o achieve quallly nprovements prietary, ICU-specific information screens that

pertsimares dartrg § et mieemivist program  aveocaaet W iy S g e indemivh, (078 Care . it

oot by el e o=y . could be accessed from the eICl
Mersremests and Mid Resails: Mospital mortality for 51 it Wosen: ielemedicing, remole comulllion, crfical cae;

pasients weas hiwee during the pericd of remate ICI) care (4% v, intemmivisty; medical ecomomic; e health care

il Workataticrm
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Need for a new strategy (2004)

B

A Patients

Hospital Mortality, Length of Stay, and Preventable
30 Complications Among Critically Ill Patients Before
RR=071" " and After Tele-ICU Reengineering of Critical Care
r ta 4 Processes [l

RR=073" e MICU Patierts e AL e e P e 0 A S s S o | o2 o

RR=0.75 g.,....
i
a

.:l § I:l ' T o ’ Related Cantent
All Pationts Micu sicu wl L., . i -
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M Baseline Ointervention ABSTRACT [
L SICU Patients e 1 T T T e NG A X
v Ti e vl Misume of 11 Tnbemnmiicing
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§ a0
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@ e JaMA Network @ e JaMA Network
From: Hospital Mortality, Length of Stay, and Preventable Complications Among Critically Ill Patients Before From: Hospital Mortality, Length of Stay, and Preventable Complications Among Critically Il Patients Before
and After Tele-ICU Reengineering of Critical Care Processes and After Tele-ICU Reengineering of Critical Care Processes
JAMA. 2011;305(21):2175-2183. doi:10.1001/jama.2011.697 JAMA. 2011;305(21):2175-2183. doi:10.1001/jama.2011.697
Table 1. Comparison of Intensive Care Unit (ICU) Processes Before and After Tele-1CU Table 3. Mortality and Length-of-Stay Outcomes
Intervention
Preintervention Tele-ICU Unadjusted Tele-ICU
Preintervention Tele-ICU Intervention Group Group P Effect P
Badside monitor alarms Physiclogical trend alert Outcome (n = 1529) (n = 4761) Value E * _ Value
Abnormal laboratory v larts No. (%) of Patients
Review of responsa to alerts Mortality rate
Off-sit -e_a'n rounds Hospital 208 (13.6) 562 (11.8) a7 0.40 0.21-052P 005
Daily goal shest stection of nonadherence icu 164 (10.7) 410 (8.6) 01 027 (0.28-0.48F 003
u=l Judlllng "
Nurse manager audils P Mean (SD) and Median [IQR], d
Team audits Length of stay
= = — tal 133(17.1)78[02-15.0) 98(10)68[0.2-12.0f <001 1.44(1.33-1.56f <001
alaphone case review intiated Vorkstation review inttiated by intensivist includes elactronic a5 £ 5 72 A < 17 'C < 001
by house staff or affiiate medical recond .magng:;udues_ ir /& audic and video S4ij25p295 458724 0149 <001 1.26(1.17-1.39F <.00
practitionar of patient, interaction witl iratory therapist, AU, intersive care unit; KA, inforog
and assessmant of responsa 1o therapy o offect sre afler adustment for diferences in |r|ntf scone, admission source, admission KoL, time aflter en

of &rst case in group, and oiher pre
aad In the eSupplerment al hitpo/'A
ks Flkc criboence: ilerv)

Fewsard rad %o confidence interval),

factons including laboralony velues and physiological measurements
TILCOM
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From: Hospital Mortality, Length of Stay, and Preventable Complications Among Critically Il Patients Before
and After Tele-ICU Reengineering of Critical Care Processes

Outcomes reports (2012)

JAMA. 2011;305(21):2175-2183. doi:10.1001/jama.2011.697

Clinical outcomes after telemedicine intensive care

Table 4. Association of Tele-ICU Intervention Group With Best Practice and Complication
Measures

No/Total (%)
of Pationts Eligible*

Fremtervention
Group

Telo-ICL
Growp

unit implementation®

Beth Willmitch, RN, BSN; Susan Golembeski, PhD, RN, CHRC; Sandy S, Kim, MA, MEd:

Loren D. Melson, MD, FACS, FCCM; Louis Gidel, MD,

Obyective: To examine clmical outcomes before and after im-
plementation of a telemedicine program in the intensive care
wmits of a five-hospital bealthcare system.

Design: Ohservational shudy with the baseline period of 1 yr
betorn the start of & belemedicing inbensive care unit peogram
implementation a1 sach of § hospitals. The post periods am 1, 2,
2k 3 yra alter Ielemedicine inbensive eafe usit peogram imple-
mentaton o1 sach hospital.

Setting: Ten adult istensive care units (114 beds) in five
community haspitals in south Florida. & telemedicine intessive
care unit program with remote 2417 intensivist and critical cane
nurse electronic monitormg was implemented by a phased ap-
proach between December 2005 and July 2007

Measurements and Main Results: Records from 24666 adult

PhD, FCCP

Dhagnosis Related Grougs scores was used a5 a covanate. From the
mmwmammwmiw

imterval [T uss’:'zm o 10.06 doys (85% O G89-105% p <

decreased to 0.77 (95% O 0.60-087; p < 001).

Conclsioms: Afer 3 yra of deployment of a telemedicing
intessive care unit program, this retrospective sbservational
study of mortality and length of stay oulcomes included all cases
admitied 10 an adelt imtessive care unit and found statisticalty
significant decreases in severity-adjasted hospital length of stay
of 14.2%, intensive care unit length of stay of 12.6%, and relative
risk of hospital mortality of 23%, respectively, in a multihospital
healthcare system. (Crit Care Med 2012; 40:450 - &64)

Krr Wosos: ICU outcomes; tele-ICU; telemedicine
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Outcomes reports (2012):

shorter stays—less RN demand Outcomes reports (2012)

A ICULOS B Length of Stay
y 120y
N Table 4. Logistic regression model for hospital mortality
P ns
% Relative 95% Confidence
g E "o G Variable Risk Interval r
§ ; § 105 S Hospital mortality Intervention period
g g 5 Baseline Reference
3 100 — == - 1 vr post 0.92 1.03 142
N e N 2 yr post 0.88 .98 {25
%h‘k k\; K% [ 3 yr post 0.77 057 <.001_|
%

Baselbis (1 yuad) ind Puat knplernantation by ear o ke s Pl iniadaton b i Hosmer-Lemeshow statistics for goodness of fit for model p < 001,
Figure 1. A, Severity of illness-adjusted intensive care unit (ICL) length of stay (LOS). B, Severity of

illness-adjusted hospital LOS,

1\ (0) N ¢
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A look back(2014) A look back (2014)

Conclusions: ICU telemedicine adoption was initially rapid but
recently slowed. Efforts are needed to uncover the barmers to
future growth, particularly regarding the optimal strategy for using
this technology most effectively and efficiently. (Crit Care Med
2014; 42:362-368)

Adoption of ICU Telemedicine in the United States

- : ok
I-
1 ; .2003
- TN
» e UV
= o e i Eml 5 et i .' 2009
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Benefits are debated--

Wilcox and Adhikari Critical Care 2012, 16:R127
hitpeiceforum.comyicontent/16/4/H127

CRITICAL CARE

RESEARCH ipen Access

The effect of telemedicine in critically ill patients:
systematic review and meta-analysis

i

Meill K Adhikari

ssociated with lower ICU and hos: mortality a

Conclusions:

ns. The o

Mix remain unc
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Benefits debated-- 3

Tetemedicire
Study Events  Total
High intarsity passive of active systems

Tatal

Tiry

ong critically ill patients,

49

. 1396 —
High ™ -
. f 2034 .-
intensity i =i
1un ~+
1529 0.80 [0.68, 0.95] -
473 0.70 [0.84, 0.9%] —
Overall effet: pet.01; hetsrogenaity: FaTis
Low intensity pavaive systems
. LOW R ot al, 2000 3 am 2 a7
intensity ' s 248 }
] 840 S8 sTH 1,00 0.78, 152}
T L 1254 100.0% 0.54 [0.20, 2.07]

Overall eftect: pe0.45; heterogenelty: Fs71%

02 as 1
Fveass Selnmoicing
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Costs hotly debated -- 2

sults: Our systematic review identified eight studies reporting tele-ICU costs. These studies

51

depending on the depreciation methods applied.
Conclusions: The cost of tele-ICU implement

on hospital costs or profits is unclear, U dditional data become available, ¢
should carefully weigh the clinical and economic aspects of tele
investing in this technology. CHE?!

s and ad
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T 2013; 143(1):19-29

substantial, and the impact of these programs

53

ICU
mortality

Hospital
mortality
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Benefits are debated-- 2
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Figure 2 Effect of telemedicine on ICU mortality (upper panel] and hospital mortality (lower panef]
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Costs hotly debated -- 1

CHEST

Original Research

CRITICAL CARE

The Costs of Critical Care Telemedicine

Programs

A Systematic Review and Analysis

Cravae Kuvar, MIY: Devik M. Falk, MI: Boliert 8. Bonello, MD; fevemy M. Kalin, MDD
Eli Peremeevich, MIY, and Peter Cram, MDD, MBA

Contemporary (2016) economic modeling
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Economic Evaluation of Telemedicine for

Patients in ICUs*
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Cribcal Care Medscme:

Eebruary 2016 - Violume £4 - issue 2 - p 265-274
ded: 10, 1097CCM 0000000000001426

Faature Asticles

Economic Evaluation of Telemedicine for Patients in ICUs*

Yoo, Byung-Ewang MD, PRD'; Kim, Minchil PhD"; Sasaki, Tomeks PRO?; Melnikow, Joy MD, MM’ Marcin,

James P MD, MPH'

Measurements and Main Results: The base case cost-effective-
ness analysis estimated telemedicine in the ICU to extend 0.011
quality-adjusted life years with an incremental cost of $516 per
patient compared with ICU without telemedicine, resulting in
an incremental cost-effectiveness ratio of $45,320 per addi-
tional quality-adjusted life year (= $516/0.011). The prababilistic
cost-effectiveness analysis estimated an incremental cost-effec-
tiveness ratio of $50,265 with a wide 95% Cl from a negative
value (suggesting cost savings) to $375,870. These probabilistic
analyses projected that cost saving is achieved 37% of 1,000
iterations. Cost saving is also feasible if the per-patient per-hospi-
tal-stay operational cost and physician cost were less than $422
and less than $155, respectively, based on break-even analyses,
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Economic Evaluation of Telemedicine for Patients in ICUs*

Yoo, Byung-Ewang MO, FRO': Kim, Minchul PhD'; Sasaki, Tomoks FROY; Melnilow, Joy MD, M8 '; Marcin,
James P MO, MPH

Incremental Cost-Effoctiveness
Ratio < $100,000 (Per Quadity-
Adjusted Life Year)

Cost Saving”

Emory total
elCU
operational
costs are
currently
$643 per
patient.

$422+$155=$577 is
break-even

even if no ‘downstream’
cost savings

elCU staffing is based on patient ratios. This creates step fixed costs:
if we monitored just 12 additional beds, our elCU costs per patient would
drop to approximately $500 (varies depending on occupancy rates).

Georgia and Nationally:
N Demand for Care, |, Provider Resource

it Iam, that . 10s-K00) domanates oo tebe- L) without o Selemedecing e

1 po htgstad-atay toke IOU ont 12, 14)
ot (13, 14]

What we were facing

5-Year Estimated Growth Rate by Age Group

Aging Population EOL Care Intensivist Demand 010-2015 CCM MDs needed /100,000
population
15 9.44
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Analysis of Bureau of Census and
Population Projections.

Teno, JAMA, 2013
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The Emory elCU COR

Intensivists Needed for 24x7

HRSA, 2006

JAMA Compaces Study
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What we are (really) doing:
detection/correction of anomalies

EMORY

elCU CENTER

Detect

= = == _3

. . . .
Track Project
Decide Act
. . . .
Assign Evaluate
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- N " The Emory Program: Industry standard convergent elCU platform

Multiple EMR, physiologic monitors
Event driven Intervention eMDs: nights weekends and holidays 16 locations, 136 beds in 5 hospitals
(2 university, 1 hybrid, 2 community)

Driver Diagram
Better

Health |o—irws . |

(outcomes that matter to
patients and families)

Execution Layer Processes Matter
Better | strateay
Care ‘

(High-reliabilty and
evidence based) | g Operations Plan

Workforce

111

Lower
Costs

(Optimal configuration of E'r':;,rmm mh:'v:::: Value derives from what we do, making a difference
people and materials) _ value to care 1 T
EMO I z I (-_.j emoryhealthcare.org HEALTHCARE
CRITICAL CARE CENTER

Since we began monitoring patients in

APACHE Scores of Emory elCU:
March 2013

Community-Centered Hospital

APACHE Scores of elCU Patients
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EMORY

el CUCENTER
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unique patienls

Emory elCU Results: Emory elCU Results:
Community-Centered Hospital Community-Centered Hospital

190 LOS Ratios (Actual over Predicted) of elCU Monitored Patients voo Mortality Ratios (Actual over Predicted) of eICU Monitored Patients
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VTE Best Practice Compliance Lung Protection Compliance

% of Patients on VTE Prophylaxis within 24 hours of ICU Admit

99% W—%‘&WW‘AV Compliance with Tidal Volume of < 8 ml/kg
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Reducing the ventilation burden Resources Conserved

- Mechanical Ventilation of eICU Monitored Patients - Cumulative Hospital Days Saved (Predicted - Actual LOS)
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Lives Saved Lower Costs — Internal Analysis

Cumulative Hospital Lives Saved (Predicted - Actual Deaths) Average Cost of Care per Patient Encounter - Less Outliers (>2 SDs)
Source: Payments (Hospital & Physician)

Hospieal Lives Saved
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Lower Costs — External Analysis

3" Party Commissioned by CMS, completely out of our control

The following information constitutes what has thus far been publicly released by CMS.

Analysis of two consecutive quarters of operation beginning July 2014

* Metric: Total cost to federal beneficiaries for the hospitalization and
extending 60 days post-discharge (their metric, not ours)

« Comparators: Propensity matching based on the evaluator’s criteria (not
ours)

* Savings estimated at $1200-$2200 per federal beneficiary served,
primarily through discharge in better health, lower need for long-term
rehab/care

e At the end of the second quarter, p=0.1

Analysis is ongoing.
Additional quarters have been completed and reported to CMS.
Data are embargoed as of this date.

EMORY

HEALTHCARE
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“Big” Data and Real-Time Analytics

==
HealthAffairs Data Analytic Approaches, By Size Of Data And Analytic Complexity.
e
Ny Small amoents of Larges [er
| = = data or samples lmmf!'l:[nfl::]lu
= = [megatytes to [gigabytes ta
= 5_—1-. A wwm! petabytes)
i '
 real-time
precictive and real J analytics
f ! capabilities
i . :I-
i e
i Accurate
1 histerical
CCRSSE are more streamlired i observations
and sstomated :
>
Slen of data

Roski J et al, Health AN 2014;33: 11181122

Real-time population presentations

Emory 20 Hewrn ICU: Real Time Sp0i vs HR

e
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Stream Computing in Intensive Care

i Sensing I Acquiring I Analyzing

gi E [ eartmeresiey

.
Data _ w .
= Hub = [
\"m Adaptation L:;y.gr;;’ Analytical Layee/| Delivery Laye

! E"a InfoSphere Streams J |

Computing across dozens of streams per
patient, dozens of patients per ICU,
multiple ICUs within a single hospital,
multiple hospitals within a healthcare
system, and referencing archived
(reference) data.

Fresenting

Leveraging the Philips DB

aSearch
Data Warshouse
Server

)

eSearch Warehouse
(datamart of DWDE)
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GaTech FHIR project - 1 GaTech FHIR project -2
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Data Data
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@ emoryhealthcare.org

GaTech FHIR project - 3 GaTech FHIR project - 4

Data
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What has been learned What is not known

* In some circumstances, elCU consistently saves « Where impact of elCU is least/greatest

lives
. . — Bedside coverage (physician, APP, nursing, AHP)
* In some circumstances, elCU consistently saves . ) ) o
costs — Patient complexity (low, medium, high risk)
* In some circumstances, elCU enhances consistent * |Influence of local culture on elCU effectiveness
practice * Influence of elCU on local culture

* elCU can support local teams when numbers and
experience of bedside personnel are
overwhelmed by complexity, acuity or volume

* Influence of elCU on aggregate quality, safety,
access, financial performance

@ emoryhealthcare.org

EMORY

HEALTHCARE

@ emoryhealthcare.org
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What we are trying to do Next steps?

Primitive Standalones Integrated

Sense Present Compute/Display N EMORY

(:;j emoryhealthcare.org HEALTHCARE




The Perioperative Surgical Home (PSH) & Us

Miguel Cobas, MD

University of Miami Miller School of Medicine
Department of Anesthesiology

Miami, FL

At the conclusion of the presentation, the learner should be able to:

1. Identify the characteristics that make anesthesiologists good candidates for perioperative
physicians.

2. Discuss some of the challenges that make it difficult for an anesthesiologist to fully participate in
PSH.

3. Discuss current trends in pediatric orthopedic surgery
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NOTHING TO DISCLOSE
THE PERIOPERATIVIST:
WHO ’S BETTER THAN US? » Except that | don’t run a PSH in my hospital

Miguel Cobas, MD
Associate Professor of Anesthesiology and Surgery
University of Miami/Jackson Memorial Hospital

Univedsityessityliabiiami University of Miami

“The perioperative surgical home model would
pioneer the role of anesthesiologists acting to Why the Anesthesiologist?

. q q Any physician can be the center of the PSH model,
coordinate the services provided by other health care oversesingjthe patienticaroplaEndlensannolr cleen

professionals during the perioperative period. Such a meets the pre-defined goals. The anesthesiologist,
del if ted tly, help t th however, is the optimal choice. Why? Anesthesiologists

model may, IT executed correctly, n€lpitoimanagetne are uniquely positioned to fulfill this role because of their
full spectrum of surgical episodes, reduce costly ability to assess, evaluate, and prepare patients with an

licati di th ffici f ” array of_c_o_mpl_ex comorb\_dmes, and then manage thesc_e
complication SiananibrakeiiSSie AR comorbidities intra-operatively and post-operatively. This
in-depth understanding enables anesthesiologists to drive
the standardization of care—one of the most critical

ASA COMMITTEE ON FUTURE HEALTH CARE co;nponents of PSH—thus reducing risk and optimizing
outcomes.
MODELS

Patient Safety and Quality Healthcare, March/April 2015

University of Miami University of Miami

_‘

Failures of care delivery

Failures of care coordination

The US delivers Over treatment

inadequate value for its

e .
cost dministrative complexity

Pricing failures
east

400 8200 "I
Haalth spandieg par capt (USD PRP

Fraud and abuse

ealth Statisties 201 PR eabth-dats en.
World Bank for non-OICD @

Berwick DM, Hackbarth AD. JAMA 2012; 307 (14)

University of Miami University of Miami




Fragmented Care

Discounted Fee for
Service

Payment for Volume
Isolated Patient Files

Adversarial Payer-
Provider Relations

Future
Collaborative Care
Shared Risk/Reward

Payment for Value
Integrated Electronic
Record
Cooperative Payer-
Provider Relations

Focus on procedure
“Everyone For

Focus on triple aim
Joint Contracting

Themselves”

A CHANGE IN PARADIGM

Ambitious and Measurable

University of Miami

_‘

Improving the patient experience of care
(including quality and satisfaction)

Improving the health of populations

Reducing the per capita cost of health /
care.

BETTER RESULTS

» 1967 Pediatric PCMH, revised in 2004 (so-so results)
» New momentum for adult PCMH in 2008

» EMR and IT infrastructure

» Transformative and Redifining

A LITTLE HISTORY

University of Miami

University of Miami

7/13/2016

/

University of Miami

Better Results

COMPREHENSIVE APPROACH

University of Miami

A House Is Not A Home:
Keeping Patients At The Center
Of Practice Redesign

Thea

by Robert A Berenson. Terry Hammaona, David N Gans, Stephen

Zockerman, Katie Morrell, William 5. Underwood, and Almes F.
Williams

University of Miami



PCMH & PSH

S [ Q'
- ;
@ PATIENT _@ PATIENT
4 Q Q
ot

PS| a complimentary model that
creates a consistent seamless journey for our patients

Who's In Charge?

Preoperative

o o ~Transiion to
protocols protocols appropriate level of

+ Optimization (nx
care

ok b ki) Operatons -+ Team management
Evidence based management Right levelof cars ducation of patients
standard protocols Reduced variaton - Preventon of and caregivers
Patient education cor complications ~ehabiltation and
- Reduced variaton [ rew to functon
~Reduced variation

Improvement Database

Supporting Microsystems*

Care plan =

IT Decision Support Case Management Pharmacy Blood Bank
Dietary Human Resources Patient Education Physical Therapy

University of Miami

Health Care Costs and the Perioperative Surgical
Home: A Survey Study

MD, MBA, Maxin
MO, MBA
Anesthesia and Analgesia, May 2014

» Survey looking at attitudes towards reducing cost of healthcare
and perioperative care delivery

» Enthusiasm in being part of cost reduction strategies

» In other words: how important do we see ourselves in the
process?

THE CHOSEN ONES?

University of Miami

7/13/2016

Why the Anesthesiologist?

Strong Tradition in Patient Safety
Systems Management

Nobody knows the OR like we do.

But, do we want to do it?

Patient Safety and Quality Healthcare, March/April 2015

University of Miami

Preoperative
Intraoperative

“Shared-decision making for best
ic plans 5

ndardzed protocos Postop/Discharge
“Standardized fluid e v
management “Targeted recovery plan
- Administaton of lids and fuid therapy Corior
Minimum bowel preparation -standardized nursing and +Mulimodal analgesia, minimize
-Risk svatification for highiisk pts [ S9UiPMent protocols IV analgesia

+ Delrium “Infection prevention strategies [ +Early removal drains and

« Pulmonary compiication | -Multimodal analgesia at

+ Acute Kidney injury

+ Cardiac events

+ICU clinical pathways
+Discharge readiness protocols
“personal recovery pathways
“Telemedicine for remote f/u

Modified from Kain et al. ASA 2014 University of Miami

Health Care Costs and the Perioperative Surgical
Home: A Survey Study
D R. Rap 1, MD, MBA, Maxime Cannesson, MD, PhD, Joseph Rinehart, MD,
8 ooy N. Kain, MD. MBA

Anesthesia and Analgesia, May 2014
Tabde 3. Solt Reportod Responsibiity and Enthusiasm for Varous Means of Redecing Heath Care Costs.

——]
e wen possemsa reeqratin; o wkice sl of

University of Miami



Table 5. Degree of Agreement,/Disagreement Among US Anesthesiologists Survey Respondents Reganding
Future Practice Roles
Strongly
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The Anesthesiologist-Directed Perioperative Surgical
Home: A Great Idea That Will Succeed Only if It Is
Embraced by Hospital Administrators and Surgeons

John F. Buttienwo N, MO, ard Jeffrey A Gn
nesthesia and Analgesia

» Is everyone up/willing to the task?
» Compensation: now is $0!, but we tend to be expensive

» “why would the executive choose an anesthesiologist rather
than a lower paid medical specialist who is available,
competent and willing?”

» “It will be up to anesthesiologists to provide the evidence that it
will make sense for a health system to have anesthesiologists
administer and provide care in its PSH rather than another
specialist who is equally bright, equally information-technofogy-

savvy, but potentially less expensive”
University of Miami

4 Hoap Med 2007 ol 25

Effects of a hospitalist care model on mortality of elderly patients with hip fractures.

Sate JA", MP. Mefion LJ 3. Schieck C0. Larson DR Muddestion PM. Muddesion JM.

The improved efficiency in reducing length of stay and time to surgery in the hospitalist
group did not adversely affect long-term mortality of this patient population.

G Cornasp: Rl Fless, 2000 AugraSB{81 221823 sar 10.1007/11050-000-1290-2. Epus 2010 Mar 12

Medicine versus orthopaedic service for hospiial management of hip fractures,

Chunng CH', Piskoweier G, Hallanbasi CS. Armasreng AD.

Patients with medicine or orthopaedic services did not differ in the rate of severe or
intermediate complications or length of stay in adjusted analysis. However, time to
surgery was longer in patients managed by the medical service in adjusted analysis.

Gl O Foles . 2011 Jub 85T FHIS-3L. o 10, B30T 119980111805y
Does a multidisciplinary team decrease complications in male patients with hip fractures?
Oy G4, G PM, Ton IV, Hobentery JF. Larich O, Lane Ju

Multidisciplinary collaboration for patients with hip fractures can decrease the
likelihood of experiencing inpatient complications in male patients.

University of Miami
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Health Care Costs and the Perioperative Surgical
Home: A Survey Study

M

4 I.Indim of the Perloporative

Hespondants

m = 873}, 0 [%)
Feporiad understanding of the Perioperati Surgical Home
2

.
Puoase utdntalaectend

University of Miami
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Resldem:y Board Certification Requirements and

ive zical Home Activities in the United
Stntes, Comparing A theslology, Family Medicl
Internal Medicine, and Surgery
iyt M, Ciran, A4S, st Ficcopar, B8 [ A, W, P WA mac Thceraan F. Vo, MCL APV

g F— %% BECTIER

: SN PREPARED?

University of Miami

My i Proe. 2008 JasA1{1,28-1)
Associations between the hospitalist model of care and quality-of-care-related outcomes in patients undergaing
hip fracture surgery.

oy A, Hasiman UG, Aoy .

Hospitalist Involvement in the medical management of patients undergoing hip fracture surgery
may be associated with decreases in TTC, TTS, LOS, and total hospital cost.

Aen ) Mana Caa, 2012 Jon 1481 12330
The impact of hoapitalists on length of stay and costs:

Fnshsin 487, Sieal J, Carean €, Fitzpatrisk £, Milasrak B, Kepaesmith £, Sshay

Our analysis suppovts the conclusion that hospitalists significantly reduce LOS without
in ing ts. These findings can be used to define and measure expectations of
performance for hospital medicine groups.

C2: Maars Fal 3513 o S{EpA-E0 dok 1003164 jo 313,07 081, B 3013 Sap 11
Associations between use of the hospitalist model and quality of care and outcomes of older patients
ospitalized for heart failure.
D, Hammil BG°, Ponarw GG, Hekenneich PRY, Go AS®, Patersen B, Cart L, Hemanses AF%.
Hospitalist care varied significantly across hospitals for heart failure admissions and was

not associated with improved 30-day outcomes.
University of Miami
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Future of Anesthesiology Is Perioperative Medicine
»Changing is hard . A Call for Action

Zesv N. Kain, MD., MB.A,, Jane C. K. Fitch, M.D., Jaffiey R. Kirsch, M.D.,
D,

>I\/Iak”.]g Others Change IS d z Berend Mats, MB., Ph.0,, FR.CA, Ronald G. Peari, M.D., Ph.
even harder e

»The choice is no longer “[Our] chief aim [is] to
ours present a proposal and
rationale for changing
>Adaptabi|ity and the name of our
; o | specialty from
Vanablllty are key Lot e AR SR R ‘Anesthesiology’ to
‘Anesthesiology and

TREMENDOUS CHALLENGES AHEAD O e

University of Miami University of Miami

— Managing Complex Chang?‘

» engage (how do | make the world a better place?)

Change
» educate (what do | need to do?)

» execute (how do we ensure we do it?) : Confusion
» evaluate (how will | know | made a difference?)

Anxiety

= Resistance

CULTURE CHANGE IN THE HOSPITAL Frustration

tP, et al. Creating high reliability in health

=Tregdmill

University of Miami University of Miami

» Questions?

THANKS FOR YOUR ATTENTION

University of Miami




Directions for Claiming CME Credit

Please follow these directions to access the course, claim
your CME credits, complete the program evaluation(s) and
print your CME certificate(s):

1. Log in to the ASA Education Center at: http://education.asahq.org/

If you have accessed the ASA Education Center for a previous meeting, please use
your existing ASA username and password.

If you have not previously accessed the ASA Education Center, you will soon
receive an e-mail from the ASA Education Center with log-in instructions.

2. Once you have logged on to the ASA Education Center homepage, click the tab
that says “MY CURRENT COURSES” for the link to the {course}.

“MY CURRENT COURSES” can be found at: http://education.asahq.org/my-
activities

3. Select the link to access the course evaluation and claim credit.

4. To retrieve a username or password, enter your email address at:
http://education.asahq.org/user/password

Note: Physicians should claim only credit commensurate with the extent of
their participation.

If you have any questions, please contact the ASA Education Center at

educationcenter(@asahq.org.





