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The Anesthesia rotation is one month in duration and is intended to provide the fellow with
necessary cognitive and technical skills to manage patients in need of assisted ventilation and
undergoing general anesthesia. In addition, fellows are expected to gain familiarity with issues of
perioperative risk reduction and complications arising from use of anesthetic agents, paralytics,
and airway devices.

Medical Knowledge: Residents are expected to demonstrate knowledge of
established and evolving biomedical, clinical and social sciences, and the application of
their knowledge to patient care and the education of others.

Perioperative Medicine:
During the course of the rotation, fellows have the opportunity to acquaint themselves with the
ASA operative risk grading system and also learn methods to reduce perioperative
cardiopulmonary complications. At the end of the rotation, fellows will :
o Assess pre-operative risk factors for cardio-pulmonary complications
¢ Know the indications for peri-operative B-blockade
e Describe the perioperative management of patients with OSA, AICDs/Pacemakers, and
congestive heart failure
e Know the peri-operative indications for invasive hemodynamic monitoring
o Understand the role that 1) peri-operative fluid 2) pain control 3) heat loss and 4) residual
anesthetic/paralytic agents play in post-operative complications
¢ Know the common causes & management of anaphylaxis in the peri-operative period
e Understand the common complications of endotracheal tubes and airway appliances

Pharmacology of Induction Agents/Paralytics:

Over the course of the rotation the fellow will demonstrate knowledge of (induction) dose, rapidity
of onset, predicted duration of effect, complications, and contraindications of the following agents:

e Sedatives/Analgesics- Propofol, midazolam, fentanyl(+/- other synthetic narcotics),
etomidate, pentothal(sodium thiopental)
Volatile Anesthetics
Paralytics- Succinycholine, rocuronium, cis-atracurium, vecuronium
Vasoactive Agents-Phenylephrine, ephedrine, epinephrine, norepinephrine
Glycopyrrolate/atropine

The fellow will demonstrate:
I. Knowledge of the issues and approaches to intubation of high-risk patients with the following
conditions:
e |schemic Heart Disease
Elevated Intracranial Pressure
e Pregnancy
e Unstable Cervical Spines
e Morbid Obesity
Il. Pre-operative airway assessment, understanding of Practice Guidelines for Management of
the Difficult Airway and ability to formulate a plan for the known difficult airway
[ll. Methods to improve laryngoscopic view, including;
e Improved Jackson/sniffing position
e BURP technique




e Left molar approach
e Head-elevated laryngoscopy
e Proper positioning of the morbidly obese
IV. Familiarity with alternative airway devices (LMA, different blades, including glidescope)

During the course of the rotation, fellows may have significant blocks of time outside of the
surgical suites in which self-directed learning can occur. The following areas often impact the
practice of Critical Care and therefore require familiarity with the subject.

Pain Management:
e Understand the basic tenets of acute post-operative pain management as expressed in
the ASA Practice Guidelines document
o Review approaches to post-operative pain management in the chronic opioid dependent
patient
e Describe the role and complications of neuraxial anesthesia

Conscious Sedation:
o Describe the difference between levels of sedation(minimal, moderate,deep)
o List the requirements for credentialing in and performance of conscious sedation

Patient Care: Residents are expected to provide patient care that is compassionate,
appropriate and effective for the promotion of health, prevention of illness, treatment of
disease and at the end of life.
During the rotation, the fellow will demonstrate the following airway assessment and management
skills:
e Apply various scoring systems (Mallapati scoring system, lip bit test, thyromental
distance, mouth opening, etc) in airway assessment
Maintain an open airway and provide adequate bag-mask ventilation to sedated patients
Demonstrate proper manipulation and intubation of the airway
Provide standard grading of laryngeal view during laryngoscopy
Demonstrate familiarity with Difficult Airway algorithm
Perform alternative to conventional endotracheal intubation( LMA placement, Bougie-
assisted placement)
Provide levels of induction & paralytic agents appropriate to the clinical situation
¢ Maintain hemodynamic stablility and adequate gas exchange around the time of
induction/intubation
o Demonstrate ability to reverse NM blockade, establish criteria for extubation, and
manage acute problems related to anesthesia emergence and extubation

Practice based Learning: Residents are expected to be able to use scientific
evidence and methods to investigate, evaluate, and improve patient care practices.
Fellows at all levels of training are expected to 1) identify areas for improvement and implement
strategies to enhance knowledge, skills, attitudes and processes of care 2) analyze and evaluate
practice experiences and implement strategies to continually improve the quality of patient
practice 3) develop and maintain a willingness to learn from errors and use errors to improve the
system or processes of care and 4)use information technology or other available methodologies
to access and manage information, support patient care decisions and enhance both patient and
physician education. Requirements for this competency include;
e Maintain a list of patients attended to experiencing an untoward event (morbidity and
mortality) during the peri-operative period
e Review relevant literature surrounding occurrences and presenting findings to fellows and
faculty at monthly M&M conference



Review key articles in the literature related to patient safety (see section on conferences)
and present synopsis at M&M conference

Demonstrate ability to access critical event and adverse drug reporting forms and
participating in surveillance

Translate techniques & management skills learned in this rotation into other settings
(familiarity with, use & maintenance of difficult airway, regular availability of routine
vasoactive agents)

Professionalism: Residents are expected to demonstrate behaviors that reflect a
commitment to continuous professional development, ethical practice, an understanding
and sensitivity to diversity and a responsible attitude toward their patients, their
profession, and society.

Demonstrate respect, compassion, integrity, and altruism in relationships with patients,
families, and colleagues

Demonstrate sensitivity and responsiveness to the gender, age, culture, religion, sexual
preference, socioeconomic status, beliefs, behaviors and disabilities of patients and
professional colleagues

Adhere to principles of confidentiality, scientific/academic integrity, and informed consent
Recognize and identify deficiencies in peer performance

Admit to and seek help in remedying errors

Interact with nursing staff and other professionals as two-way educational opportunities
when current approach does not appear to be effective

Interpersonal and Communication Skills: Residents are expected to
demonstrate interpersonal and communication skills that enable them to establish and
maintain professional relationships with patients, families, and other members of health
care teams.

Provide effective and professional consultation to other physicians and health care
professionals and sustain therapeutic and ethically sound professional relationships with
patients, their families, and colleagues.

Communicate effectively in times of dynamically changing conditions

Interact with consultants in a respectful, appropriate manner

Transfer care of the patient in a manner that ensures patients safety, comfort and
continuity of care

Demonstrate respect for and recognition of particular skill sets possessed by other CC
practitioners, such as CC nurses, RT, PT, OT, dieticians, pharmacists.

Considers ethical issues and patient wishes in treatment decisions

Systems-Based Practice: Residents are expected to demonstrate both an
understanding of the contexts and systems in which health care is provided, and the
ability to apply this knowledge to improve and optimize health care.

Understand, access and utilize the resources, providers and systems necessary to
provide optimal care

Apply evidence-based, cost-conscious strategies to delivery of peri-operative care
Demonstrate the Critical Care Practitioner’s role as patient/quality care advocate
Establish multidisciplinary relationships needed to effect quality care

Participate actively in PCCM or multidisciplinary M&M or case conferences

Recognize how Anesthesia/Critical Care services are documented, coded, billed, and
reimbursed in different medical practices

Interpret drug costs in context of outcomes (e.g., advanced generation NMBAs, reversal
agents)

Describe the proper procedure to correctly identify a patient to minimize patient errors.



Instructional Methods:
Introductory Lecture Series, Web-Based Curriculum (RICU), Weekly Critical Care Fellows
Conference, Multidisciplinary ICU lecture Series, weekly Anesthesiology Grand Rounds.

Methods of Assessment:
e Competency-based staff evaluations
o Ancillary care provider evaluations
o Conference attendance and participation
e Structured evaluations of airway management, central line placement,
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