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OVERALL OUTLINE

NOTE: NOT ALL SLIDES
IN LECTURE ARE
INCLUDED IN THIS
SUMMARY (~50%)

THE NEW ASA OSA GUIDELINE

I. INTRODUCTON: MALPRACTICE
PROBLEM = MULTIDIMENSIONAL,
VERY LARGE, VERY SERIOUS

II. CAUSATION: WHAT ISIT?
WHY DOES IT HAPPEN?

I11. DIAGNOSIS: LAST CAREGIVER =» DX.
HOW? CLINICAL AND SLEEP STUDY.

IV. THE ASA OSA GUIDELINE:
THE SPECIFICS

OBSTRUCTIVE SLEEP APNEA

PROBLEM

REASON

MULTI-
DIMENSIONAL

Intubation, Extubation, Pain
Management Location Problems

POTENTIALLY
VERY LARGE

2% Females, 4% Males
Obesity Present in 60-90 %
Elderly T Risk of TWt & OSA
All Sig. OSA Cases = 18,000,000

DANGEROUS,
LIFE-
THREATENING

Most cases are unrecognized;
end-point for all 3 anesthesia
problems is near death/death

INTRODUCTION
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CAUSATION

SITES OF OBSTRUCTION DURING SLEEP APNEA

SLEEP APNEA: WHY DOES IT HAPPEN?

4 PHARYNGEAL MUSCLE TONE

D COLLAPSE CAN] BE AT § MULTIPLE LEVELS
NASAL OBSTRUCTION
_’8‘- UVULAEDEMA i SFOTHER FACTORS
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.] airspace Laryngopharynx
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COLLAPSE CAN 4 BEAT b MULTIPLE LEVELS
IN 50-75% OF OSA PATIENTS, THE OBSTRUCTION IS AT > 2 SITES } PHARYNGEAL MUSCLE TONE
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DIAGNOSIS

SLEEP APNEA: WHATISIT? NEED3FINDINGSFOR || FULL SLEEP STUDY METHODOLOGY
APRESUMPTIVE CLINICAL DIAGNOSIS
T S e e Y
ASLEEP ——
= ? PR
AROUSAL DAYTIhlE ——— BREATHING
SLEEP < ornGs [ S T SOMNOIENCE | |howr| — PHARYNGEAL
ESOPHAGEAL—| ACTIVITY
HYPOPNEA PR AT e |\ S
DB P
MOVEMENT —
ABDOMEN SIGNS
1 ) 3 e
CENT’R&?&F’NOE& OBSTRLICTNE APNOEA MIXED ﬂPNO
= Insp
B et e —— W
o Y
42‘ ZEE 85-95%

Modified From Can J Anaesth

1996; 43:599

UNDERSTANDING THE SLEEP

STUDY REPORT

EVENTS

INDEXES

Apnea = No airflow > 10 Sec
Hypopnea =TV <50% >10 Sec
Desaturation = SpO, | >4%
Arousal = clinical or EEG

Events/hour; AHI, ODI, Al
Severity of sleep apnea is
f(AHID: 6-20 = mild; 21-40
= moderate; >40 = severe

SpO, data also # of events per 60-69%; 70-79%; 80-89%;
Extremes in heart rate and changes in EKG
are usually narrative descriptions

REPEAT THE ABOVE WITH CPAP TITRATION
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THE ASA OSA GUIDELINE
THE ASA OSA GUIDELINE: C AUSES OF OS As
THE LOGIC '
- WHAT SHOULD TRIGGER ?s FOR 0SA
CAUSES DIAGNOSIS SEVERITY
oFosa |™| orosa |=®| orosa
BMI 2 35 [> 95th PRECENTILE PEDS)]
i NECK > 17" (MEN), 16" (FOMEN)
PERIOPERATIVE - PERIOPERATIVE :fre‘op F SMALL RECEDING MANDIBLE
OF OSA T Pt (BUCK TEETH, POSTERIOR TONGUE)

el

Invasiveness

~

Postop Opioid

" Postop

NASAL OBSTRUCTION (ANY ETIOLOGY)

Of A &for S or Requirement BIG TONSILS/HIGH OP CLASS
CLINICAL DIAGNOSIS OF OSA
DAYTIME
) AROUSALS |
SDB SOMNOLENCE
[SIGNFICANT [EXTREMITY [EASILY
SNORING MOVEMENT FALLS
AND/OR VOCALIZATION, ASLEEP
APNEA] TURNING, DURING
SNORTING] QUIET
TIMVMES]
THIE ASA OSA GUIDELINE: THE SPLECIFICS
CAUSES DIAGNOSIS SEVERITY
roi | [ ParsRR | Toreik |
MILD (1)
MODERATE (2)
SEVERE (3)
CLINICAL VS
SLEEFP STUDY
Facility
PERIOPERATIVE PERIOPERATIVE — Preop
RISK —_p | MANAGEMENT |— Intraop
OF OSA OF OSA [ PACU
T Posto
4 b P
Invasiveness |OT‘| Postop Opioid
Of A &for S Requirement
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EXAMPLE/METHOD FOR DETERMINING

PERIOPERATIVE RISK
PERIOPERATIVERISK =
EITHER
SEVERITY IAQIY POSTOP
INVASIVE-
OF -|- NessoF  |OR| opo
OSA " WANES &or SURG DOSE
(MMS) \ (MMS) (MMS) }
Whichever is greater

PERIOPERATIVE MANAGEMENT OF OSA:  FACILITY:
OUTPATIENT VS INPATIENT

RISK = 4 (INCREASED RISK): ANY FACILITY SHOULD HAVE
1. Emergency Difficult Airway Equipment

2. Resp Care Rx = Nehulizes, CPAP, Ventilators

3. Portable Chest X-ray and EKG Capability

4. Clinical Lab for ABGs, Electrolytes, H/H

5. Transfer Arrangement to Inpatient Facility in Place

6. No Outpatient Surgery on UPPP, Tonsil <3 yrs of age,
Upper abdominal Laparoscopy

PERIOP MANAGEMENT OF O8A: FACILITY:
QUTPATIENT V§ INPATIENT

RISK 2 5 (SIGNIFICANTLY INCREASED RISK):

THESE PATIENTS ARE:
“GENERALLY NOT GOOD CANDIDATES FOR SURGERY

[N A FREE STANDING OUTPATIENT FACILITY”

PERIOPERATIVE MANAGEMENT OF OSA PATIENTS:
CONSULTANTS AGREEMENTS: PREOP & INTRAOP

PREOPERATIVE PREPARATION WITH CPAP OR BIPAP IMPROVES PHYSICAL STATUS

THE AIRWAY IN GENERAL: FOLLOW THE ASA DIFFICULT AIRWAY ALGORITM
(N 35% OF INDUCTION CVCTLAW SUITS = PATIENTIS BDD)

THE AIRWAY IN SPECIFIC: EXTUBATE AWAKE, SEMIUPRIGHT, IF POSSIBLE

(IN90% OF EXTUBATION LAW SUITS -} PATIENTIS BDD)

Selt- | Moderate/Deep Sedation = Use CO, Monitoring
Evident/Obvious

Statements re

]ntmgpemtive RA for Peripheral Surgery > GA &/or Opioids
are

GA + Secure Airway > Deep Sedation + No Airway
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PERIOPERATIVE MANAGEMENT: CONSULTANT
AGREEMENTS: PACUDCTO UNMONITORED SETTING

POSTOPERATIVE MANAGEMENT OF 0SA PATIENTS:
CONSULTANTS AGREEMENTS

“0SA PATIENTS SHOULD BE MONITORED FOR A MEDIAN OF 3
HOURS LONGER THAN THEIR NON-034 COUNTERPARTS *,
AND INANUNSTIMULATED ENVIRONMENT,
ROOMALR §,0,= BASELINE AND AROUSE APPROPRIATELY

IFEPISODE OF SIGNELCANT OBSTRUCTION
ORHYPONEMLA ONF,0,=ROOMAR
MONTIOR FOR A MEDLAN OF T HOVRS LONGER

NEED TO BE WATCHED

|Exposure o Regional Analgesia*s alverse outeomes
OIS | s exsonol oplds from neoroasi
fEposurety | NSADS - *sopioid use-?‘s adverse oufeome
o A B P it

ADMINISTER CPAP OR BIPAP AS SOOK AS FEASIBLE POSTOP IF ON CPAP OR BIPAP PREOP
(EQUIVOCAL WHETHER APPLIANCE SHOULD BE 1N PLACE WHEN NOT AMBULATING)

(PERSONALLY . YES)

PERIOPERATIVE MANAGEMENT: CONTINUOUS OXIMETRY
CONSULTANT AGREEMENT

IV

CONTINUOUS | /- STER DOWN
3, THENETY

PROFESSIONAL
OBSERVER

DECREASES RISK OF
COMPLICATIONS
INPATIENTS WITH
0SA RISK>4

= NEEDT0 BE WATCHED

Costof Implementation | 4 O”m"?f’ Of
= $100,00 per year Prevention s
perSurgCenter o Hospital | Befter
Ton of Treatment

[\

Preop=Sleep Studies || =~
Peiop = CPAP, -G <10% | Medical | One Death

Chest Xzay, ABG > Legil<

PACUDC (RN Time) .
Pusto (U T <1%J Cost Qne Brain Death
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