Postoperative Sedation on General Care Wards: A Retrospective Cohort Study
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BACKGROUND OBJECTIVE RESULTS DISCUSSION

Many complications may occur during the recovery from surgical > Determine the incidence, associated clinical factors and outcomes of 23,766 patients met inclusion criteria. 1,131 patients (4.8% [95% confidence Patient characteristics associated with sedation were female sex, low BMI, diabetes » Episodes of acute decompensation requiring emergency interventions were > In this study, sedated patients compared to non-sedated patients had several
procedures requiring anesthesia. Patients with residual sedation following residual sedation on general care wards. mte_rval 4.5, 5.0], incidence 4.8 per 1000 anesthetics) were observed to have mellitus, and renal disease (Table 1, Figure 1). noted in 418 (1.8%) patients and were more common among sedated (N = 92, fold higher rates of clinical decompensation requiring emergent
discharge from the post anesthesia care unit (PACU) may be at increased residual sedation on the ward (Table 1). » 50% of sedation cases occurred within 32 minutes of PACU discharge (Figure 2). 8.13%) compared to non-sedated (N=326, 1.4%) patients, <0.001 (Table 2) interventions.
_rlsk for postoperative complications. To improve patient outcomes, it is > Perioperative characteristics associated with sedation were general surgical > Risk for ward sedation increased with degree of PACU sedation (compared to PACU RASS » Compared to non-sedated patients, sedated patients had longer hospital stays » Patients who were sedated on the ward had a 16-fold increase in the rate of
important to understand the prevalence of perioperative patient METHODS procedures, procedures lasting > 4 hours, increasing intravenous fluid > 0. the risk of ward sedation with PACU ??ASS 2 was: 1.87 [95%Cl 1p44 2.43], PACU (3.4[2.1,6.3] vs 2.2 [1.2, 3.9] days), and higher in-hospital (10 [0.9%] vs naloxone administration, had more episodes of non-cardiac hypotension and
characteristics and clinical factors that contribute to post-operative administration, and perioperative use of gabapentinoids (Table 1, Figure 1). RASS 32081526 3931 and RASS < 4 307 (201 & 42 F_° o 28 [0.1%]) and 30-day (13 [1.1%)] vs 54 [0.2%)]) mortalities. P<0.001 for more surgical emergencies. Furthermore, sedation on the general
deterioration. —3:2.98[2.26, 3.93], an <-4:3.97[2.91, 5.42]) (Figure 3). all comparisons. care ward was linked to longer hospital stays and greater mortality than non-
» Retrospective cohort study conducted at Mayo Clinic Hospital in sedated patients.
» Previous studies identified that sedation in both the PACU and on general - ' ituti TABLE 1: CLINICAL CHARACTERISTICS FIGURE 1: VARIABLES AND SEDATION : . . - :
: : o : 9 Rochester, MN (May 5, 2018 - December 31, 2020) with Institutional FIGURE 2: TIME FROM PACU DISCHARGE » The majority of ward sedation cases appear to occur within the first hour of
care wards has been associated with deteriorating respiratory rate, Review Board (IRB) approval. discharae from PACU
hypoxia, hypotension, decreased level of consciousness, and Naloxone Y _ d medical ds of pafi for d hics. health Characteristic ?IN°=22 35 2{;:1 ) odse Rator (359 e = g :
administration.:- /e reviewed medical records of patients for demographics, healt ’ ’ ' ' T o] A o 1007 > Our findings suggests that the stimulating PACU environment may arouse
history, perioperative variables and post-operative course. Sex <.001 2 s 5 patients only to revert to a sedated state upon admission to the less
» Additionally, patients who have an emergent event after surgery have more > We abstracted perioberative information reaarding age. sex. bodv mass Male 10854 (48%) 399 (35%) 1.00 Ref S ., T stimulating general care ward
complications including higher risk of ICU admission, longer hospital stay, index (BMI z P biditi di gl d'g ge, I’ y Female 11781 (52%) 732 (65%) 1.69 (1.47,1.94) S ] + Reference o 80 - '
and a hiaher 30-dav mortality rate-: Index (BMI), and comorbidities (Ca_r lovascular disease, puimonary Body mass index, kg/m® 292 (254, 33.9) 28.4 (23.9, § § <.001 2 Bl 23 =
9 y y disease, central nervous system disease, renal and hepatic dysfunction 33.3) o e . 3 LIMITATIONS
> Itis unclear whether unexpected post-operative clinical deterioration and obstructive sleep apnea). Diabetes mellitus 3104 (14%) 186 (16%) 127 (1.06, 1.52) 0.009 ; 0.3 + + = 50 | >Thi dv ref d a clinical : h decisi
. . . . .. P o ) < -— >
can be predlcted based on perloperatlve patlent CharacterlstICS. > Penoperaﬂve Characterlstlcs Included Class Of Surgery’ penoperaﬂve Renal disease 989 (46) 79 (7&) 1.57 (1.22, 203) .001 '9 0.8 + + + 8 IS StU y re eCte ac Inlca praCtlce W ere management eC|S|0nS are
medications. anesthetic maintenance. blood transfusions. fluid Type of surgery <001 B 09 o made based on presenting patient and surgical variables. This lack of
g - ;. N : ’ General 7728 (34%) 501 (44%) 1.00 Ref o i o) protocolization likely introduced treatment bias due to perceived risk of
administration, total opioid dose, and surgical duration. : _ h= 8 40 - L :
Urologicallgynecological 5648 (25%) 312 (28%) 0.96 (0.82,1.12) B i c individual patients.
» Patients were dichotomized into seo_lat_ed (Rlc_hmond Agitation Sedation Orthopedics 5609 (25%) 201 (18%) 0.74 (0.61, 0.88) 175 .0 225 250 .5 N0 35 B0 W5 400 425 450 g > Only patients who were discharged to the general care wards were
Scale_(RASS)) (= —2) vs. not (=-1) within the first 24 hours Neurological 1740 (8%) 50 (4%) 0.52 (0.38, 0.70) Body mass index (kg/m?) 3 considered for this study.
following anesthesia. Otorhinolaryngology 1405 (6%) 47 (4%) 0.61 (0.44, 0.84) 2 20 - ' .
_ _ _ _ Plastic 505 (2%) 20 (2%) 0.47 (0.29, 0.75) S » This analysis reflects the practice of a major academic center and may not be
> P_ostoperatwe sedation was defined as RASS (< -2) following PACU Surgery duration, hrs 3.6 (2.6, 4.9) 4.1(3.0,58) § § 0.001 - 18] £ generalizable to all practices.
discharge to the general care ward. Intravenous fluids, L 1.6 (1.0, 2.5) 2.0 (1.3,3.0) § § 0.015 B 8 3 o -
T : T (]
» Acute decompensation within 72 hours of PACU discharge was defined P""f""t’a‘“_’e “‘:"“’a““s I R, - TR0 . i 3] 0 123 456 7 8 910111213 14 15 16 17 18 19 20 21 22 23 24
. . . . cetaminophen % % . 72, 0. . s < . .
as: emergfency (;esponse teham actlvgtlon, transfer t(l) higher Igvgl pf . NSAIDS 7675 (34%) 380 (34%) =5 062 0.84) 5 e e l Time from PACU discharge (hours) C ON CLU S | ON S
care, unplanned return to the operating room, or naloxone aaministration. Gabapentinoid 2851 (13%) 251 (22%) 1.58 (1.33, 1.87) <001 2 " e }
Lowest PACU RASS score <001 b ¢
>0 2744 (12%) 73 (6%) 1.00 Ref g 0:43 + FIGURE 3: PACU SEDATION » Postoperative sedation on general care wards occurs in approximately 1 in
INCLUSION CRITERIA A 10590 (47%) 311 (27%) 0.98 (0.75, 1.27) e Wl 20 patients.
> A : . . -2 6122 (27%) 377 (33%) 1.87 (1.44, 2.43) 82 e . _ .
dult patients (=18 years) who underwent surgical procedures requiring . 2305 (10%) 21 (21%) 5o 276, 3.93) £, 1 » Deep levels of sedation on the general care ward are highly correlated with
anesthesia and were admitted to general care wards following PACU '5_4 5T ) ’ 129(110;) — (2:91’ 5:42) é 0:5_ 5.5 deep sedation in the PACU suggesting that patients may be discharged to
discharge. : o oo o5 te s 2e a5 e 38 a0 45 & ”3 the ward prematurely.
=] U
EXCLUSION CRITERIA Intravenousfluids (liters) '3’3 ] > There are clinical implications that sedated patients on the ward have a more
. - . . . : T 45 licated postoperative course. Specifically, patients who were deeply
] TABLE 2: SUMMARY OF ACUTE DECOMPENSATION 183 E i comp . ! yere o
> Patients receiving anesthesia in non-operating room settings. ,,:. c g : sedated during PACU recovery should warrant careful evaluation prior to
» Procedures during labor and delivery. ﬂ"f‘;zdgé?" ze-d :tm SL e = N » PACU discharge with special regard to if the duration of PACU stay should be
= = ‘ = .
. . : : : ’ : = d extended.
> Patients who were discharged from PACU directly to a higher level of Acute decompensation? 326 (1.44) 92(8.13) <0.001 s g S 35 _ _ _ _
care (e.g., ICU), to self-care or to an outside facility. int . S '3 + -f-; ] » Finally, the accepting unlt_ should bfa al_erted that such patients may be at
nterventions S 4 ' g 307 * higher risk of post-operative complications.
— 3 L ] > :
RESEARCH Q UESTION Emergency response team activation 310 (1.37) 58 (5.13) <0.001 x ‘5 Resies g -
STATISTICAL METHODOLOGY - R 3 hours I = ] REFERENCES & ADDITIONAL |NFO
. . Transfer to higher level of 123 (0.54 39 (3.45 0.001 s ' T ]
_ _ _ » Analyses were preformed to compare outcomes of patients with RASS ransier fo igherevet ot care (0.54) (3.49) ) "g 0] + + .« ¢ + * & =
> Is there a relationship between the depth of sedation during anesthesia > -1vs RASS < -2. To surgery 13 (0.08) 21(1.86) <0.001 B § .
recovery and the occurrence of sedation on postoperative general care . _ q _ _ linical ch o d using th ' ' ' z i ¥
wards? rpc';t:(egltjr?lnteStegLogﬁrzg\JgrzI:r?:lycs:isaradensncs were compared using the To minimally invasive procedure 9 (0.04) 9 (0.80) <0.001 g e 1.0 + .
' 0.6 ]
» Multivariable logistic regression analysis was used to assess associations Naloxone administration 14 (0.06) 13 (1.15) <0.001 L PR °-5:, e ——— e e = — = ———— = ——
between clinical factors and post-operative sedation, with ward PETERE O RR SRR R RE e RE RE B TE e R R <-4 -3 -2 e 20

(Reference value)
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