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Liebe Kolleginnen, liebe Kollegen

Kinderan&sthesie polarisiert!

Geliebt, verpflichtend, vermieden, gepflegt, vermisst, verunsichernd ...

Kénnen wir an der Peripherie dem Anspruch auf hochste Qualitat in die-
sem Fachbereich liberhaupt noch gerecht werden? Wir glauben schon!
Dies vor allem dann, wenn rechtzeitig eine adaquate Risikoselektion
vorgenommen werden kann und die personellen sowie die infrastruktu-
rellen Voraussetzungen mit dem Risikoprofil Gbereinstimmen.

Aus diesen Uberlegungen heraus ist der Entscheid gefallen, ein Sympo-
sium zu Kinderandsthesie anzubieten, ganz explizit in einem Spital,
dem keineswegs die Funktion eines kinderanasthesiologischen Zentrums
zukommt. Wir sind tiberzeugt, dass die Kinderanasthesie auch an

der Peripherie einen wichtigen Auftrag hat, und méchten uns fiir diese

Position starkmachen.

Deshalb freuen wir uns, Thnen mit unseren Referenten spannende
Inputs und die Gelegenheit zu anregenden Diskussionen zu bieten.
Wir laden Sie herzlich ein, am Dienstag, 21. Oktober, nach Winterthur
zu kommen, um mit uns und unseren Referenten dieses Thema zu

beleuchten.

Beste Grilsse

Dr. med. Daniel Borer
Leitender Arzt

Institut fiir Anasthesiologie
und Schmerztherapie
Kantonsspital Winterthur

Referenten

Prof. Dr. med. Walid Habre
Leitender Arzt Kinderanasthesie
Universitatsspital Genf

Dr. med. Michael von Rhein
Leitender Arzt Entwicklungspadiatrie
Kantonsspital Winterthur

Dr. med. Markus Oberhauser
Leitender Arzt Kinderanasthesie
Kinderspital St. Gallen

PD Dr. med. Michael Ganter
Direktor

Institut fiir Andsthesiologie

und Schmerztherapie
Kantonsspital Winterthur

Dr. med. Marco Grischott

Oberarzt Kinderanasthesie, Institut fiir
Anésthesiologie und Schmerztherapie
Kantonsspital Winterthur

Moderation

Dr. med. Daniel Borer

Leitender Arzt Andsthesiologie, Institut
fiir Anasthesiologie und Schmerztherapie
Kantonsspital Winterthur



Symposium
Kinderanasthesie

Datum Dienstag, 21. Oktober 2014

Ort Kantonsspital Winterthur, Aula Ul
Zeit 16.15 his 20.00 Uhr

16.15-16.20 Uhr Erdffnung des Symposiums

PD Dr. med. Michael Ganter

16.20-17.05 Uhr Ist Kinderandsthesie an der Peripherie
noch zeitgemdss? (Vortrag in Englisch)
Prof. Dr. med. Walid Habre

17.05-17.50 Uhr Kommunikation mit dem Kind
Dr. med. Markus Oberhauser

17.50-18.20 Uhr Pause mit Apéro

18.20-19.05 Uhr Andsthesie und Hirnentwicklung
in der friihen Kindheit
Dr. med. Michael von Rhein

19.05-19.50 Uhr Der «kleine» Eingriff beim kleinen Kind
im «kleinen» Spital

Dr. med. Marco Grischott

19.50-20.00 Uhr Diskussion

Forthildungscredits
Schweizerische Gesellschaft fiir Andsthesiologie und Reanimation (SGAR): 3,5 Credits
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Is pediatric anesthesia in a ‘peripheral’

hospital sensible/feasible these days
« Ist Kinderanasthesie in der Peripherie noch zeitgeméass? »

Walid Habre
Paediatric Anaesthesia Unit HIIGY #

Geneva University Childrens Hospital ot Dntoes o e




Discuss this topic controversially:

1. What kind of intervention and which
children should sensibly be treated in smaller
or not specialized hospitals?

2. Why Is the real situation different?

3. What can be done to change and improve
the current practice? etc.

4. Also addressing the problem of education
on pediatric anesthesia in Switzerland.



|_egal aspects of practice by subspecialists

e |n 1989: NCEPQOD report:

“surgeons and anaesthetists should not undertake
occasional paediatric practice and that consultants who
take responsibility for the care of children (particularly
In district general hospitals (DGHSs) and in single
surgical specialty hospitals) must keep up to date and

competent in the management of children.”



The development of the subspeciality:

the other side of the coin

Number of children undergoing a procedure in district general
hospitals (DGHSs) and in specialist centres 1994-95 to 2004-05.

10 000 cases decrease particularly between 0 and 4 yrs of age
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Surgical procedures performed by

generalist anaesthesiologists
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Trauma/Ortho Ophtalmology

Tanner, S. Arch Dis Child 2007;92:664-667



Consequence of referring paediatric surgery to

referal centers

»Hospitals are referring children much quicker pretexting that they
are not competent even for the elective daily practice

» Frustration feeling: minimal cases to perform is not reached Iin
many district hospitals

» The fear of a medico-legal action if something happens

Non specialist anaesthesiologists lost their ability to recognize
and detect compromised cardio-respiratory status in children

Tomlinson A. Anaesthesia 2003;58 (4) :309-11



« Obligation » for providing urgent patient care

A child with compromised cardio-respiratory status

|

Each anaesthetist should be able to assess the A, B, C

/ N

Secure t_h_e airways Intraosseous access
Apply positive pressure

Fluid management



Relationship between specialities
and subspecialities per country
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Distribution of 12-mo subspecialty choices by
postgraduate year-5 residents in the US
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Subspecialty training after primary

certification: where we go from here ?

Sub-specialty training in general
anaesthesia: are we producing what the
hospitals need?

Core training In anaesthesia: what does It
need to include?



Subspecialists: Is It good?

Increased clinical expertise

Improved job satisfaction, work
environment, income for
subspecialists

Potential triage of complex or
rare cases to subspecialists

Improved collaboration with
other specialities

Increased research opportunities
and innovations in subspeciality
~ care

Advantages

Decreased access & increased
costs for care overall

Decrease practice opportunities
and job satisfaction for generalists

Loss of generalists’ skills,
resentment from generalists, &
subspeciality practice vulnerability

Expensive and complex clinical
staffing requirements

Increased duration, cost and
associated debt of medical training

sabejuenpesi

Curr Opin Anaesth. 2007; 20(6):572-575



Challenges faced by the sub-specialists

e A minimum number of cases Is needed to
maintain privileges.

 Establish policies to define patients that should
be managed by general anesthesiologists

e Smaller team shares night on-calls.

e The trend for having a specialist
anesthesiologist for every type of case, at all
hours of the night and weekend, is a difficult
one to staff



Challenges faced by generalists

* |t Is common for general anesthesia practitioners
to cover many or all specialties when they are
on-call.

o Availability of better trained anesthesiologist or
sub-specialist to help with an individual case.

» Keep the standards of care particularly in a
community hospital



Comparing generalist and specialty care:

discrepancies, deficiencies, and excesses

e What Is the evidence that the knowledge base and
quality of care provided by specialists exceeds those of
generalists?

 Are differences obvious? Definitely multifactorial.

» Does overuse of diagnostic and therapeutic modalities
by certain specialists leads to increased costs ?

Donohoe MT. Arch Intern Med. 1998; 158(15):1596-608.



Where Is the problem ?



1.4 Severe Adverse Events per 1000 anaesthetics
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Respiratory events: pharyngeal obstruction
laryngospasm

ronch :

SLACIRAR ORI Cardiac arrest

Cardiovascular events: variety of causes

“Care escalation”: medication errors 65%
equipment dysfunction 24%
blood reactions 9%
malignant hyperthermia 1%
operating room fire 1%

Visual system injury, 1.1%
“Wrong surgery,” 0.4%
Awareness 0.3 %



Adverse sedation events by non-specialists

n=95

~ Critical Incident Analysis ~

60 deaths / permanent CNS injury

80%: 1st event respiratory

Poor outcome associated with:

1.

2.
3.
A4

Inaded
Inadea
Inaded

Inadeo

uate resuscitation (outpt >> inpt)
uate monitoring, particularly SpO,
uate initial evaluation

uate recovery phase

represents the “tip of the iceberg”

Coté C. Pediatrics 2000;105:805



rate /1000 anesthesia

More than 50% of perioperative morbidity In

paediatric anaesthesia is of respiratory origin

70 B %
60 - 00-1yr
50 - O1-7yr
40 - * 08-16 yr
30 -
% _
20 7] * * *
Salivi iy lil
0 |_|—I_I _n—|_| | I_I_ﬂ L C o |
Q 2. L : o) . L
% O;G @‘?O,/; OO)/;} . O)/®o Q/'O;Q @%,/; O/))/;} . 0)®0
C @60/ ?Q (@ 960/ ?Q

Anesthesia PACU

Murat | et al. Paediatr Anaesth. 2004; 14:158-66



Risk for PRAE Is 2.74-fold higher if

non-specialists paediatric anaesthesiologists

O Presence of paediatric
anaesthesiologist

O Absence of paediatric
anaesthesiologist

OR =2.74(0.47; 15.82) OR =1.43(0.91, 2.24)
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Bronchospasm

Airway managed by registrar:

6219 171 (3%) 3078 22 (1%) 3-85 (2:47-5-98)

Laryngospasm

Airway managed by registrar:

6219 290 (5%) 3078 61 (2%) 2-35 (1-79-3:09)

von Ungern-Sternberg B. et al. Lancet. 2010; 376(9743):773-83



The effect of surgical training and hospital characteristics on

patient outcomes after pediatric surgery: a systematic review

Outcome [study] Favours general surgery Favours pasdiatric surgery Odds ratio (95% C.1)
Appendicectomy :
Misdiagnosis [14] ._._. 1.33 (0.58-3.17
Misdiagnosis [15] o 1.24 (0.20-7.62)
Comnpications [14] 2.59 (0.57-11.75)
Complications [15]* . 1.94 (0.57-6.55)
Complications [15]2 5.17 (1.24-21.59)
Readmission rates [14] 5 - 3.27{0.77-13.8%)
Pyloromyotomy
Comphcations [29] 1~ S4(18-158)
Comglications [24] 1.72 (0.80-3_59)
Druodenal perforation [29] 4 " 6.7 (1.5-29.6)
Duodenal perforation [24] - : - 426 (0.53-34.1)
” 2 g B s )
Odds ratio (95% confBidence mterval)

Forest plot of odds ratios of outcomes dependent on surgical specialty

(general surgery compared with pediatric surgery)

Evans C et al. J Ped Surg, 2011; 46: 2119 - 2127



The effect of surgical training and hospital characteristics on

patient outcomes after pediatric surgery: a systematic review

Outcome [study] Favours low volume centre Favours high volume centre Odds ratio (95% C.1)
Appendicectomy :

Misdiagnosis [18] - —a— 1.5 (1.0-2.2)

bfisdiagnosis [19] . e 2.01(1.41-2.88)
Pyloromyotomy '

Complications [26] g . 1.63(1.19-2.200

Duodenal perforation [26] - . ' . 6,74 (2.68-16.98)

o 1 w0
Odds ratio (93% confidence mterval)

Forest plot of odds ratios of outcomes dependent on hospital volume

Evans C et al. J Ped Surg, 2011; 46: 2119 - 2127



Published evidence suggests that:

(1) pediatric appendicectomy should not be centralized
because children can be managed effectively by general

surgeons,

(2) pyloromyotomy need not be centralized but should be
carried out in children's units by appropriately trained
surgeons who expect to see more than 4 cases per year.

Evans C et al. J Ped Surg, 2011; 46: 2119 - 2127



er 1000)

Death rate (p

Complication rate (per 1000)

Importance of the number of cases both for

surgeons and anaesthesiologists

e Example for the abdominal surgery:
- Decrease mortality from 7% to 3.1% for hospitals

with high volume

- Decrease in morbidity from 11% to 2.3% for
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with high volume
Killeen SD et al. J Vasc Surg. 2007 Mar;45(3):615-26

In paediatrics: Both morbidity and mortality

o

8
3
]

decrease for cardiac catheterism with increasing
number of performed cases.

West R et al. Heart. 2006 Jun;92(6):810-4.

Mortality following paediatric cardiac surgery is
Less in centers performing over 300cases/year

Jenkins JK et al. Pediatrics. 1995 Mar;95(3):323-30.



Basis of anaesthesia management

Prediction Prevention Detection Intervention



Risk factors for increase morbidity

and mortality In anaesthesia

=»Failure to DETECT

= Failure to RESCUE



Fallure to Prevent

Anaesthetist In charge
prescrlbes the dru

Nurse gives
the drug

datient” s allergy
hlstory not obtainec

: . No Alert on records
Patient arrests

and dies



Most of the adverse events encountered

under anaesthesia are preventable

Adverse Events Preventable Adverse

(95% CI) Events (95% CI)
Service
Obstefrics A 247471 0) 286 (200-007)
I; Surgery 18.0 (7.9-28.1) 8.5 (<0-18.3)
Pediatrics 14.5(15.2-23.8) 114 (0.3-22.5)
Family practice 03 (23 18.3) Wil KRt
Pharmacy 9.4 (1.7-17.1) 214 (7.0-35.8)
Gynecology 1.6 (<0-5.8) 6.8 (2.9-10.7)
Location
Labor and delivery  26.2 (13.5-38.6) 26.2 (10.841.6)
Pharmacy 14.9(10.7-19.1) 21.4 (7.0-35.8)
4 by - O 2LVIN e e L -

Newborn nursery 4.8 (<0-10.6) 6.9 (<0-157)
TABLE 4. Estimated Frequency Distribution of Pediatric Ad-

verse Events and Preventable Adverse Events by Covering Service
and Location of the Event

Particularly in neonates and infants and in adolescents
Woods D et al. PEDIATRICS 2005; 115: 155 -160




Log-odds event rate

_930 —

Significant decline In perioperative
mortality per year over the decades

-10-00
1929

| | | | | | | | |
1937 1945 1953 1964 1970 1978 1936 1994 2002
Study year

Bainbridge D. et al. The Lancet 2012; 380: 1075-1081

|
2010



Survey of Anesthesia-related Mortality in France:

Deviation from rules and/or standards

Relative Incidence of Deaths Associated with
Deviation Deviations |dentified, % Occurrence of Each Deviation, %
Intraoperative care 18 46
Management of hypotension 5
Diabetes mellitus 7
4

Besuscitation cardiac of arrest

Preanesthetic assessment and preparation
Preanesthetic assessment

Management of postoperative analgesia 10

Postoperative management of blood loss 2

Miscellaneous <1
Intraoperative management of blood loss 12 ar
Anesthetic induction technique 11 34

Substandard induction technique (patient at risk 6

of aspiration of gastric contents for example)

Overdosing 4

Allergy in patients with known risk 1
Management of anesthesia 9 26
Anesthesia information system 6 19
Monitoring in the postanesthesia care unit 5 14
Others 3 11
Intraoperative monitoring 3 10
Surgical technique 2 7
Inadequate healthcare structure 2 6
Total 100 —

Lienhart A. et al. Anesthesiology 2006; 105(6):1087-1097



Preoperative Risk Assessment

* Predictable and preventable :
Assess to ldentify

e Predictable but Unpreventable:
Assess to Plan and Anticipate

o Unpredictable and Unpreventable:
Assess to Inform



Fallure to assess in more than 30%o of the cases

Table 3. Adverse Events That Occurred in the Operating Room

Problem n Event Age (y) Outcome
Anesthesia event 9 3 missed extubations 3,4, 4 2 deaths, 1 not reported
1 tracheal tube kink 5] Cardiac arrest but no harm
1 esophageal misplacement 6 Death
3 laryngospasms after extubation 3,5,12 2 deaths, 1 not reported

1 laryngospasm in PACU, also b Died 3 d later

i Blnotioun of Le

Morbid obesity and unrecognized Cardiac arrest on induction Death

pulmonary hypertension due Autopsy showed cardiac hypertrophy and
to OSA evidence of pulmonary hypertension
Coagulopathy Abnormal coagulation profile ignored by both Mo outcome reported
anesthesiologist and surgeon; massive
hemorrhage
Sickle cell disease Not transfused preoperatively; anoxic avent Mo harm
possibly attributable to acute sickling
Unrecognized congenital heart One arrested and died on induction and the Outcome not reported, 1 death
disease Willlams syndrome other on emergence from anesthesia
Arrested at the end of the case Mot reported
Extubated, obstructed, adenoid 1 Unable to clear airway 3 Neurologic injury
tissue in tracheal tube
Transected carotid artery 1 Carotid tied off (3] Stroke followed by death
Return to OR with hemorrhage 2 1 Unable to intubate 16 Death
d later

Coté Ch. Et al. Anesth Analg 2013; ePub ahead



Faillure to RESCUE

Clinical
status Patient
gets
sicker
mplementation of Pediatric
arly Warning Signs (PEWS)
Patient
_ worsens
sicker

Modified from Patient Safety & Quality Healthcare July 2005; www.psgh.com



Pediatric Early Warning Signs:

PEWS

The Children’s Hospital

parameters
* No retractions

above normal
parameters

*Use of accessory
muscles

*30+0%0 FiO2
*3+ Liters/minute

normal parameters
*Retractions

* 40+% FiO2

* 6+ Liters/minute

*Trach &ventilator
dependent

parameters with
retractions
*Grunting.

*50% FiO2

*8+ Liters/minute

0 1 2 3 Score
Behavior *Playing *Sleep *Irritable/Inconsolable *Lethargic
*Alert *Fussy but *Confused
*Appropriate consolable *Reduced response
At baseline to pain
Cardiovascular *Pink * Pale *Grey *Grey
*Capillary refill * Capillary refill 3 | *Capillary refill 4 *Mottled
1-2 seconds seconds seconds *Capillary refill 5
*Tachycardia of 20 seconds or above
above normal rate sTachvcardia of 30
above normal rate
or bradycardia.
Respiratory *Within normal *Greater than 10 *Greater than 20 above | *Below normal

Green=0-2 Score

Yellow=3 Score

Orange=4 score

@

Red =5 or Greater Score

Please Note: Asthma patients on continuous albuterol nebulizers will automatically be a 3 due to respiratory status, please use
clinical judgment and make sure the patient is meeting the criteria for not just tachycardia when rating their cardiovascular

system

Adapted from Cincinnati Children's” PEWS

Page 9




80% of the paediatric units in GB implemented

PEWS and 20% have no PEWS and no RRT

52% of tertiary unlts and 10% of DGH |mplemented a RRT

Type of hur.'ipltal

DGH Tertiary
Member of RRT n=11 n=13
Paediatric intensive care consultant 0 [0%) 4 (30.8%)
Paediatric intensive care registrar 0 (0%) 8 (61.5%)
Paediatric intensive care nurse 1 (9.1%) 8 (61.5%)
Advanced nurse practitioner 3(273%) 5 (38.5%)
Paediatric consultant 8(72.7%) 4 (30.8%)
Paediatric registrar 9 (81.8%) 10 (76.9%)
Paediatric junior (foundation or spedialty 10 (90.9%) 9 (69.2%)

trainee 1-3)

Paediatric intensive care consultant and/or paediatric B (72.7% b (46.2%
consultant
DGH, district general hospital; RRT, rapid response team.

19.4% reduction in RRT activations after PEWS implementation

Roland D et al. Arch Dis Child. 2013: ePub ahead




Patient safety

Patient safety means that the overall management of patients
has to be taken into account during the entire perioperative
period — from preanaesthetic consultations through the
Intraoperative time and into postoperative management.

l

Change In culture

l

System Safety

Van Aken H et al. Best Pract Res Clin Anaesthesiol. 2011 Jun;25(2):ix-x.



he quality and coordination of care provided
by generalists and specialists may be improved
through changes in education and training, via
quality improvement methods of providing
patient care, and by increasing visit length and
optimizing use of referrals and strategies for
generalist-specialist co-management.

Donohoe MT. Arch Intern Med. 1998; 158(15):1596-608.



How to maintain competence In Paediatric

Anaesthesia

» Great varaibility in the competence of anaesthesiologists
» Great variability in the number of cases performed
» Variable expertise within the subspeciality

» Variable adaptation to new technology: ultrasound,
ventilation, cerebral monitoring, ...

» Variable expertise of the surgeons

The real challenge: How to keep competence?



Minimum mandatory requirements

Detect early cardiovascular compromise and
Impaired oxygen delivery

l

Assess and monitor
oxygenation, ventilation,
arterial perfusion pressure, intravascular volume,
markers of tissue hypoxia, and cardiac output

}

Apply resuscitation algorithms



UEMS Statement

“Promoting Continuing Professional Development in the EU”

« Ensure patient safety and the safe and effective practice of health professionals »

/

Keep updated B
Develop new interests or Promote and facilitate

knowledge through their career CPD
Exchange information Establish a dialogue

on, and best practice in CPD on CPD



Continuing medical education

+

continuing professional development

CME

Specialist knowledge

Directed at individual specialist
Deficit view of knowledge
Content determined by experts
Emphasis on theory out of context
Internal or external

Discrete learning

CPD

Generic knowledge

Associated with groups/care-
teams

Knowledge from professionals’
practice

Active self-directed learning

Theory grounded in practice

Usually in the workplace

Continuous learning



Work within the limits of competence

* |dentify areas of practice where you could
undertake further development

 Importance for the on-call cover: basic criteria to
stay generalist anaesthesiologist

e Facilities to maintain core skills defined in the
curriculum (core training): X weeks every year?

SGAR/SGKA may have a great role in developing an
exchange program and develop a structure to do this



Suggestions to keep competence

and integrate knowledge in one owns practice

Identify areas of practice where you could undertake
further development

Critical Systematic
appraisal clinical review
Analyze clinical problems in order
to identify the need for further learning

Self-assessment  congsider change 360° Simulation
surgical list assessment scenaril




Table 1. Guiding Principles of
Generalist-Specialist Relationships*

1. The patient's welfare and best interest must be the main
concern of all physicians.

2. All physicians, as members of a common profession, have

a duty to treat each other with integritv and respect.

3. All physicians have an obligation to use health resources
appropriately and prudently, avoiding unnecessary
consultations.

4. Physicians should obtain consultation when they feel a
need for assistance in caring for a patient. If a patient
requests a referral when the physician does not believe it
is indicated, the physician should discuss his or her clini-
cal reasoning with the patient, seek out underlying con-
cermns and anxieties, and create a mutually agreed upon
plan of action consistent with patient desires and profes-
sional judgment.

2. Unless authority has been formally transferred, the

ultimate responsibility and corresponding authority for a
patient’s care lies with the referring physician.

*Several of these principles are adapted directly from the American
College of Physicians Ethics Manual, 3rd ed., 1992, 14



Harmonization of training in Paediatric Anaesthesia

Recommendations by FEAPA validated by UEMS

For trainees who aspire to a post with an interest in paediatric
anaesthesia (<50% of their time or at least ¥2 day per week)

« Sufficient number within the different surgical
specialities & mixed age group of patients

e The recommended number of patients Is:
10 Iinfants less than 1 year of age (2 neonates)
20 children aged 1 to 3 years
60 children aged 3 to 10 years



A position with interest

In paediatric anaesthesia:

» < 50% of their time
> at least Y2 day a week

v

Further training module
of at least 6 months

A position with interest

In paediatric anaesthesia:
» > 50% of their time

» at least 2 %2 days a week

1 additional year with a
min. of 2 months in ICU



Today: a sub-specialist In
paediatric anaesthesia

2 years training:
18 months in paediatric anaesthesia
& 6 months In paediatric intensive care

While training in paed anaesth is recognized, the speciality is not



Core Competencies that need to be acquired

€ Resuscitation, basic and advanced life support

€ Preoperative evaluation and premedication

& Stabilisation and transportation of the emergency case

€ Techniques for induction and maintenance of general anaesthesia

€ Airway management in all age groups

€ Monitoring circulatory support and fluid management

€ Regional anaesthesia and analgesia

& Perioperative pain assessment and management

& Postoperative recovery room management and the initial
stabilisation of vital parameters of children who require intensive
care management

€ Communication skills in respect to children and their parents

€ Medico-legal aspects



Patient Safety in Pediatric Anesthesia:

Developing a System to Improve Perioperative Outcomes.

SMART AIM

We will reduce the
incidenca of
airway evenis and
airvay-candiac
arresis by 50

GLOBAL AlM

Reduce
anesthesia related
sarious advarse
avents by 20%

INTERVENTICNS {(LOR)

KEY DRIVERS

Maeat with pharmacy to develop a plan to
improve avallabdity of drugs

Availability of drugs
succylcholing, atroping, mon- I

dapolanzing muscla relaxants,
reversal agents

Lse anesthetic fechnigues for jubale in chidran 2 vears and voungor for
infubation which reduce the I._,_._._-—-—'-"'_'___—d ERBaE = 0 FhinLbai
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Kreeger, R et al. Int Anesth Clinics 2013; 51(1):164-178



Is pediatric anesthesia in a "peripheral’
hospital sensible/feasible these days ?

YES But there are borderlines

+ Establish policies to identify patients who benefit from
subspecialists (age, Surgery, Co-morbidities, ...)

+ ldentify areas of practice where generalists could
undertake further development

+ Consider change In the surgical list
+ Promote specialist-generalist co-management
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Kommunikation mit dem Kind

Was ist Kommunikation

Der Anasthesist als Kommunikator

Kommunikation bei Narkoseeinleitung

Fazit

Sprachverstandnis
Sprachentwicklung
Offene Kommunikation
Wahrnehmungskanale
Perspektive des Kindes

Das Aufklarungsgesprach
e Besonderheiten in der Kinderanasthesie H
. Voraussetzungen und Inhalte

»No-gos“ bei der Aufklarung 'a
Tipps fur ein gutes Aufklarungsgesprach

Die Angste des Kindes

Einflussfaktoren
e Anwesenheit der Eltern
e Einleitungstechnik
e Psychologische Aspekte

Vorgehensweise

ABC der erfolgreichen Kommunikation




Kommunikation

Kommunikation ist der Austausch oder die Ubertragung von Informationen.

ylnformation” ist in diesem Zusammenhang eine zusammenfassende Bezeichnung fir
Wissen, Erkenntnis oder Erfahrung.
Mit ,,Austausch” ist ein gegenseitiges Geben und Nehmen gemeint.

komplementar

http://de.wikipedia.org/wiki/Kommunikation



http://de.wikipedia.org/wiki/Kommunikation

Sprachverstdndnis

e Sprachverstandnis, DLIZidUZidLIdLI
Synonym fur
Sprachverstehen, ist
die Fahigkeit, Sinn
und Bedeutung von
LautaulRerungen zu
erfassen.




Sprachentwicklung - Sprachverstdndnis

Ab dem 5. Lebensmonat entwickelt sich das Sprachverstandnis.

— Es geht dem Sprechen voraus.
Mit 2 Jahren verfligt das Kind tber einen Wortschatz von ca. 50 Wortern.
Das Erlernen der Sprache geschieht interaktiv - ,learning by doing®.
Im 3. Lebensjahr besteht der aktive Wortschatz bereits aus 1000 Wortern, das
passive Sprachverstandnis ist weitaus grosser.
Ab dem 5. Lebensjahr beherrscht ein Kind die Grundzlige seiner Muttersprache:

— Es kann nun seine Gedanken und Winsche korrekt mitteilen.

— Es versteht noch keine Ironie oder Doppeldeutigkeit: Das Gesagte gilt als die
,Wahrheit”“.

Ab dem 6. Lebensjahr beginnt das Kind vorausschauend zu denken und Dinge zu
hinterfragen:

— Eslernt Gedanken, Empfindungen und Emotionen verbal auszudriicken.

Ab dem 8. Lebensjahr erlernt ein Kind zu abstrahieren:
— Es kann zwischen dusseren Ereignissen und dem inneren Erleben unterscheiden.
— Esistin der Lage zwischen Verhalten und Gefuhlen zu differenzieren.

Elke Schldsser: Grundlegende Fachinformationen zur Sprachentwicklung



Kommunikation ist weit mehr als nur
verbaler Informationsaustausch

Verbal

Non-verbal




Offene
Kommunikation

Zwei Ebenen:
Inhalt €= Worte

Beziehung €= Korpersprache

* Informationsaustausch geschieht Gber alle Sinnesorgane.

e Wir kdnnen nicht nicht kommunizieren. Sobald zwei Personen einander wahrnehmen
kommunizieren sie miteinander, da jedes Verhalten kommunikativen Charakter hat.
(Paul Watzlawick 1974)

e Non-verbale Kommunikation ist die dlteste Form der zwischenmenschlichen
Verstandigung .

e |Informationen werden nur zu einem relativ kleinen Teil durch Worte Ubermittelt.

e Korpersprache, Mimik und Sprachmelodie spielen insbesondere beim Kleinkind eine
entscheidende Rolle.

 Erwachsene Uberschatzen die verbal-kognitive Kommunikation.



Wahrnehmungskandle




Wahrnehmungen aus dem Blickwinkel des Kindes




fremde
verkleidete
Menschen

Nacktheit
Kdlte

- Fixierung
Narkosegas




Mit den Augen des Kindes sehen...

» Reflexion der eigenen
Wahrnehmungen

e Wie wirken unsere
Raumlichkeiten auf Kinder?

 Welche Empfindungen l6sen
sie aus ?

e Wie kommunizieren wir als
Team miteinander ?

* Was kbnnten wir verbessern ?



Der Andsthesist als "Kommunikator"

Was ist der Unterschied zwischen
Gott und einem Chirurgen ? -
Gott hdlt sich nicht fiir einen

Chirurgen.




e h/.re ldulel das
: 'Zdu&rwar{'?

bla laber laber quassel bla bla |
a laber laber quassel quatsch bla b

~i = Yablaquassel bla bla laber laber seic
" \pla laber quatsch bla bla bla lab:
laber laber bla bla bla quas:

Eltern

Kollegen




Das Aufkldrungsgesprdch fiir Erwachsene

Wollen Sie Schmerzen ? - Nein ? - Dann unterschreiben Sie hier |

,Fakten erhalten ihre Bedeutung im Wahrnehmungs- und

Interpretationsfilter des Empfangers”
Prof. Dr. med. Wolf Langewitz



Das Aufkldrungsgesprdch in der
Kinderandsthesie

. Kinder unter 14 Jahren gelten Sinn als nicht einsichtsfahig und

daher als nicht selbstandig

ist Uber die psycho-
linderjahrigen.

. Bei dlteren Kinde
soziale Reife

Gespra

E. Biermann; Medico-legale Aspekte - Aufklarung und Einwilligung : Andsthesie und Intensivmedizin bei Kindern, 2007 2. Aufl. Thieme ; S. 390



Pediatric Anesthesia ISSN 1155-5645

ORIGINAL ARTICLE

Consent for pediatric anesthesia: an observational study
Zoe Lagana', Andrew Foster’, Adriana Bibbo?, Kate Dowling® & Allan M. Cyna’

1 Department of Paediatric Anaesthesia, Women's and Children’s Hospital, Adelaide, SA, Australia
2 Medical School, University of Adelaide, Adelaide, SA, Australia
3 Public Health Research Unit, Women's and Children’s Hospital, Adelaide, SA, Australia

Volume 22 Number 8 (2012)
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Voraussetzungen und Inhalte des
Vorgesprdches

OP st
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* angenehmes Ambiente, Ruhe und Zeit [ %f '\ N
. .. . . (S8 ol e {
* gemeinsames Gesprach mit Eltern und Kind T o > N
* besonders relevant fir Eltern: T M

— richtige Sprachebene (ggf. Dolmetscher)

— Uberschaubare Informationsmenge (angemessen, nicht allumfassend informieren)
— Einschatzung und Bewertung von Risiken

— Moglicher Wechsel des Anasthesisten

— Gesprach tber die Aufwachphase

wichtig flr Kinder :
— Demonstration von Anschauungsmaterial (Verstandnis, Neugier, Faszination)
— Méglichkeit der Artikulation von Wiinschen, Bediirfnissen und speziellen Angsten
— individuelle Planung z.B. Infusion an welcher Hand ? ,Duftnote der Zauberluft“?

e  Was mochte der Anasthesist ?
— Kompetenz und Professionalitat vermitteln
— Vertrauen schaffen
— Probleme und deren Losungsmoglichkeiten ansprechen
— Erfolgskontrolle: Welche Informationen sind angekommen

Zoe Lagana et al: Consent for pediatric anesthesia: an observational study; Pediatric Anesthesia 2012, 22; 8, 787-792



,Ein Gesprach
zwischen Arzt und Patient ist gelungen,

wenn sich der Patient als Partner und in seiner
Ganzheit wahrgenommen fuhlt.”

Prof. Wolf Langewitz
Psychosomatik/Innere Medizin
Universitatspital Basel

..Sie héren mir ffﬁ

=55 wenigstens zu, ' .
g K-~ Herr Doktor !
A q‘\—i i T




Tipps fir &Wml*n\qugl'c Ruﬁagr'tl?neg sgesprdch
sevorgesprach

Auwela,
das sieht aber

(1) Unterschitze nie, was Kinder (mit-)héren verdammt bose

. Worte und Formulierungen kénnen traumatisieren
(spritzen, bohren, schneiden...)

@ Achte auf positive Formulierungen

. , sicher und tief schlafen, gesund machen, heilen...”
@ Ich-Botschaften statt Du-Botschaften
. -, Du darfst jetzt nicht die Hand wegziehen!”
. +,Ich kann Deine Vene nicht finden, wenn Du ...
@ Vermeide negative Vergleiche
. - ,,Du bist ein Angsthase!”
. +,,Du bist mutig wie ein Lowe!”
@ Bringe Sympathie zum Ausdruck N
. -, Wenn Du nicht mitmachst, dann werde ich argerlich” g
. +,Ich bin Dein Freund und ich mochte Dir helfen gesund zu werden”
@ Bleibe offen fir emotionale Botschaften
. Lass ihn erzahlen: ,Interrogation generates defensiveness - narration encourages intimacy“

(Engel G: Psychother.Psychosom.1997;66: 57-62)



Die Narkoseeinleitung

Methods of reduction in preoperative anxiety and
postoperative behavioral disturbances

According to one of the oldest studies published more
than 50 years ago in 1953, by Eckenhoff, (19) there is
a direct link between ‘unsatisfactory’ anesthetic induc-
tion and negative personality changes in postoperative
period. This highlights the importance of the general
psychological comfort of a child in preoperative period
and the consequences of a difficult induction. This
‘level of comfort’ in the child depends on many factors
which translate into feelings of confidence or anxiety.
Every element is important, including the method of
induction and the risk of creating fear within the child
is attendant with both intravenous and inhalation
induction. Constructing a strategy to reducing the level
of preoperative anxiety is, in the authors’ view, more
important than the problem of choosing the method of
induction of anesthesia and should be in the center of
interest of pediatric anaesthesiologists.

M. Zielinska, H. Holtby, A. Wolf : Pro-con debate: intravenous vs inhalation induction of anestzhesia in children,
Pediatric Anesthesia (2011) No. 21, 2 page 159-168



Angste dndern sich...

Sauglinge < 6 Monate 1’ Laute Gerausche
Loslassen

6 Monate bis 6 Jahre b - Trennung von der Mutter/ Bezugsperson
N=) Neues und Unbekanntes
Irrationale Angste (z.B. Dunkelheit)

Schulkinder Gezielte Angst vor potentiell schmerz-
haften medizinischen Massnahmen
(Infusion legen, Drainagen ziehen, Faden
entfernen)

EINgrifT In die Privatsphare

Angst vor Nacktheit, Kontrollverlust
Angst vor Misserfolg des Eingriffs

Angst vor dem Aufwachen wahrend der
Operation

Adoleszente

Nach M. Johr; Kinderanasthesie; 7. Auflage Urban & Fischer



Einflussfaktoren
auf den Ablauf der Narkoseeinleitung

Raumliche Bedingungen
— Kinderklinik oder ,,Nische” im Allgemeinspital
— Einleitung im Operationssaal oder im Einleitungsraum
— Sicht, Gerauschkulisse, Lichtverhaltnisse,
— Raumtemperatur

Medizinische Erfordernisse
— Notfall
— Hygiene

Fachliche Voraussetzungen
— Routine im Umgang mit padiatrischen Patienten
— Ausbildungsstand (und Eignung) des Anasthesisten
— Qualifikation und Erfahrung des Pflegepersonals

Anasthesiologische Grundsatze
— Elternprasenz
— Intravenose oder Maskeneinleitung




sein, obwohl es die Angst des Kindes (und der Eltern) nicht
signifikant vermindert*

Verhaltensregeln vorher festlegen

Begleitung durch psychologisch geschulte Betreuungsperson
Wenn immer moglich und gewlinscht — zulassen

Die Kommunikation focusiert sich auf das Kind, nicht auf die

Eltern

ORIGINAL ARTICLE

Motivation and parental presence during induction of
anesthesia: an examination of the role of ethnicity and
language

Michelle A. Fortier'?, Sulay H. Gomez' & Alexandra Kain®

1 Department of Anesthesiology and Perioperative Care, University of California-Irvine, Orange, CA, USA
2 Department of Pediatric Psychology, CHOC Children’s Hospital, Orange, CA, USA
3 Sage Hill School, Newport Coast, CA, USA

Pediatric Anesthesia Volume 22 Number 11 2012



Du stichst da nicht rein ! ) ‘W)

Intravenose
oder
inhalative
Narkoseeinleitung

e Beide Methoden haben ihre
Indikationen und
Kontraindikationen:

— Das Kind sollte mitentscheiden -

Indications for

— Reduktion der praoperativen halaior
Angst und von postoperativen e
Verhaltensstorungen

all medical situations require a rapid sequence of
induction, eg full stomach, gastroesophageal
reflux, emergency anesthesia

a child with a high risk of malignant hyperthermia

a child manifesting a fear of mask

a mentally impaired child with high level of fear

a child for neurosurgical procedures with high
risk of CNS ischemia (necessity of
neuroprotection) (17,18)

a child with behavioral disturbances

a child with epilepsy

a child who entered operating theatre with an
already has effective and secure vein access

a child who has chosen this method of induction

child's preference, particularly in those who have
had multiple procedures and anesthetics

a child with a real needle phobia

a child with difficult airways

a child with difficult vein access

after failed attempts at vein cannulation. The
decision to abandon after one or two attempts
will depend on the local sites that have been
already anaesthetized and the child's demeanor
after the first failed attempt

M. Zielinska, H. Holtby, A. Wolf: Pro-con debate: intravenous vs. inhalation induction of anesthesia in children,

Pediatric Anesthesia (2011) No. 21,2 page 159-168




Bei Narkoseeinleitung - "Wort halten"

 Die Narkoseeinleitung sollte so
durchgefiihrt werden, wie vorher
besprochen.

- Einhalten von Absprachen!

e |Im ldealfall durch den Anasthesisten,
der auch das Pramedikationsgesprach
gefihrt hat.

- Person des Vertrauens!

* Nicht pramedizierte Kinder sollten nicht
gegen ihren Willen von den Eltern
getrennt werden.

— Alle Handlungen nur mit Billigung der
Eltern.

Watson, A.T.,Visram, A.:Children’s preoperative anxiety and postoperative behaviour (review atricle)
Pediatric Anesthesia (2003) 13: 188-204



Vorgehensweise:

* Beider Ankunft im Operationsbereich
— Das Kind personlich mit Namen begrissen
— Kein Mundschutz oder Handschuhe
— Andere Personen vorstellen

— Patient und Eltern beim Einschleusen moglichst nicht
trennen

* Einleitung
— Entspannte, heitere Atmosphare schaffen

— Freundliche Anweisungen geben - auf Wortwahl
achten

— Ablenkung durch Fragen (Konfusionstechnik),
Geschichten erzahlen

— Hilfsmittel einsetzten: Spielzeug, Biicher,
Smartphone applications

— EinfGhlsam aber konsequent und professionell
handeln

— Bei Schwierigkeiten ruhig bleiben
— Strategiewechsel einkalkulieren
— Eltern kontrolliert und betreut entlassen

4
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Vermeide negativ besetzte Worter

— Anasthesist = Schlafdoktor

— Narkotisieren = tréiumen lassen

C O..gl» au 4/‘7;"(;

— Narkosegas = Zauberluft Gl
— Propofol = Traummilch

— stinken = duften E\ ) ¢

— stechen = Leitung legen g™ F " ‘

— operieren = gesund machen

— spritzen = ein Medikament geben ~Vi£z. |



Das ABC der erfolgreichen
Kommunikation

Ambiente »Bringe St/mme, lwlt, )
Wortwahl Worte und Kérper <
Kérpersprache in Einklang und "
Humor senden eine
Empathie ..

i Uberzeugende
Zuhoren

positive Botschaft,




Kommunikation ? - Vollig iberbewertet!

Reden ist
Silber,-
Betduben ist
Gold |
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Pass auf, jetzt kommt gleich wieder die
Nummer mit dem ., kleinen Pieks"....



Der ,kleine® Eingriff
beim kleinen Kind
Im , kleinen® Spital

Marco Grischott 21.10.2014 m
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® Unser Angebot
® Qualitatssicherung
® Praktische Beispiele aus unserer Fortbildung
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Relationship between complications of
pediatric anesthesia and volume of
pediatric anesthetics.

”\I] rlL IAg
«’\ll’\LO SIAS

Auroy Y, Ecoffey C, Messiah A, Rouvier B (1997)
Anesth Analg 84:234-235 6V
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® Praktische Beispiele aus unserer Fortbildung
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The etiology and treatment of laryngeal spasm
Fink BR. Anesthesiology
1956; 17:569-577

= 4
ANESTHESIOLOGY
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http://journals.lww.com/anesthesiology/pages/currenttoc.aspx
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Die machen immer wieder auf...

man muss nur lange genug warten...
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FAMOUS LAST WORDS

OK lifle fishy, smile and show me your teeth...
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Anasthesiebedingte RF

® Anasthesietiefe

® Erfahrung

= Multiple Versuche
" ITN, LMA, Maske

" Medikamente
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Patientenbedingte RF

= Alter

" ExX-FG <1 Jahr

= |nfekt der Atemwege

= Passivrauchen

= Bronchiale Hyperreagibilitat
(inkl. Asthma)

= ASA-Klasse
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OP-bedingte RF

= AW-Eingriffe (inkl.
Bronchoskopien)

" OGD
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Anaesthesia, 2007, 62, pages 757-75

Editorial

Which port in a storm? Use
of suxamethonium without
intravenous access for severe
laryngospasm

The use of intramuscular suxametho-
nium has gained pole position in pae-
diatric anaesthetic practice as the
treatment for ere laryngospasm dur-
ing an inhalational induction prior to

acting suxamethoni
the anaesthetist stru
They found predict
of 1 mg.lb_1 (2 mg
with  hyaluronidase
(4 mgkg™"), with
They looked at
and found the tin
2-3 min.

Liu etal [6],
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® Unser Angebot
® Qualitatssicherung
® Praktische Beispiele aus unserer Fortbildung
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® Unser Angebot
® Qualitatssicherung
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® Unser Angebot
® Qualitatssicherung
® Praktische Beispiele aus unserer Fortbildung
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