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Webcast Questions and Answers
(Answers are in bold)
Questions:
1. When collecting data, are you collecting a specific medication dose? Or are the drop
downs that you are using something like "yes dose as per the order set vs no the
dose is not according to the standard dose set." If you collect a specific dose do you
average that for collective data or how do you use the patient specific dose
information?
a. I am collecting specific medication dosages administered. I total for the patient,
then use an average to report out on surgery type or surgeon.

2. What percent of hospitals have adopted ERAS?

a. I am unsure of that number. I have a brand new book that I am using for
reference, “Enhanced Recovery After Surgery” by Ljungkist et al.

3. Have you found any issues with pain control in patients that have been taking
opioids regularly for chronic pain? For example a patient taking 90 MME day for
chronic pain.
a. While it is not a problem, they do use the prn meds more and their morphine

equivalents are higher, but that is to be expected. One of the things I have taught
our new nurses is that the patient comes in with a MME already and we have to
go above that in order to take care of their acute pain. It is really important they
understand that.

4. What Electronic Mainframe system do you use? Are all your audits a "manual"
field(s) collection or does some info come from Electronic Chart system?

a. We use Cerner and unfortunately, right now it is manual. I have had several
people look at the elements I collect, but they (our IT) have not been able to give
me a report that responds to all of the elements. Pharmacy has said they can run a
report on the meds administered and then another report on MME. I would have
to marry the two reports. So… right now it takes me about 12 minutes to do a
complete chart audit.

5. Are you able to track how many opiates pts are actually taking post op vs how many
were Rx? We have found that many Pts take less than Rx'd.
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a. Yes I am tracking the actual amount of opioids used postop; not what is prescribed
and you are correct they are not taking as much.

6. What do you recommend for people who are unable to take the clearfast or impact
d/t sensitivities or allergies?

7.
8.

9.

10.

11.
12.
13.

14.

a. Impact is gluten free, lactose tolerant, low residue, kosher and halal. Other high
protein drinks may be substitute, but the protein amounts tend to not be as high
(Impact is 22% compared to 12-16%) See Nutritional attachments
b. Clearfast – we use Gatorade 2 or water. The patient gets the fluid but not the
carbohydrate load.
Do you recommend increase glucose monitoring pre/post for patients with diabetes?
a. We check glucose on am of surgery, on arrival to PACU and then on the floor just
like any other diabetic.
How do you time antihyperglycemics and/or insulin pre-operatively? Especially given
continued calorie intake for closer to surgery time.
a. Our current anesthesia orders are all oral diabetic medications and insulin is to be
held the am of surgery. If there are special circumstances – brittle diabetic, type 1,
anesthesia is consulted for further orders.
Have you had any concerns with the warnings with Celebrex with increase GI bleeding, heart
attack and stroke?
a. We have had not had those concerns. We have not seen increases in any of those
patient populations.
For patients on chronic pain analgesics or patients receiving medications for addiction
treatment such as suboxone or methadone, is there a different approach for pain
management for these patients populations?
a. We continue their methadone and suboxone and by adding the other analgesics
and using the blocks we are able to keep their pain under control. Occasionally we
will have some someone who maintains at a 7/10, but we continue to utilize allof
our meds to alleviate pain. We also can contact our Pain Clinic if needed, but that
is not something we have had to do in the two and a half years of our program.
When you have a chronic pain patient on > 90me/day, how do you deal with their baseline
requirements and still maintain adequate pain control?
a. Utilization of acetaminophen, gabapentin, toradol, RTC and their baseline meds.
Why do you restrict lidocaine infusions from coming into the PACU?
a. Pharmacy feels it is too much of a risk. Personally, I disagree and I believe solid
education of staff would decrease that risk.
Do you have information about pain control/patient satisfaction in the first week at home? I
am also wondering about the role and frequency of epidural use in the abdominal and
thoracic surgery patients.
a. One of the next steps for me is to analyze the home usage during that first week
home. Currently at our institution, we are not using epidurals on our abdominal
patients. We are using primarily the TAP block with good success. We are not
using ERAS protocols on our thoracic cases yet.
With increased blocks, and ketamine use, did your general anesthesia needs decrease?
a. Our fentanyl usage has come down in the OR. I have not looked at the levels of gas
utilized.
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