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SASNEImPUrseEments for beth nospitals and
oh/;]r]r decline, incentives offered for
emwe Gy and outpatient performance of
oucf dures, more procedures—>outpatient
;eu fice setting.
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SRVESIE the predominance: of overnight
zuimission e UEE, UEE can be performed as an
sliPEIENL Tii Specific parameters in place:

Technigque
ESSESpecific pain regimen (pre-,intra- & post

~ procedure)

—

-

—
o

-

~ ®  -Provider availability
® -(Hypertension)
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o -Use | rpcatheters I Use standard
SAls—>Vasospasm— ?endpoint

SEait: & recheck endpoint
Spﬁe‘rlcal embolic : “less myometrial ischemia”
—No colls
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orlin f=efinalel]
110p0oId: [Decrease post-op painiand decrease opoid requirements

om;’lm ation). Additive: effect ofi 2 analgesics that releive paini by
FIMECHanISMS.

grelac trometihiamine pre and immediately post
c'C‘:‘.J ore and continued post
> Naproxen, Hydrocodone bitartrate & acetominophen (encouraged to
: _E}'T_p giiter 3d)
sh fluids post !
- Patient education cornerstone of pain control regimen.
~-Expectations for pain after and how to manage.

-"Re-education”: Discussed with patient at initial consultation, at PAT with
- our nurses, and repeated the day of the procedure, with the patient signing
the bottom of the post-procedure instruction sheet.
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EEIEB Skewed: 860V AA(48Y0r iegistiy)), SIg. # regardiess ofi race ohese

Wea“on 'for 20imISsion) 1N somer patients
,,,,, 2dlwith| post-procedural pain

J\/lrn / pENiSt=timerdiagnesed

Syimpethetic stimulation= inc. HR and causes peripheral vasoconstriction—=>

e B _'-1

ViS:tattenuates this sympathoadrenal response, sedative/analgesic

- prog arties, afterload reduction.

== Labetalol: blocks both beta & alpha adrenergic receptors. 20mg iv over 2’;

--":_.then 10mg g 10" until:

i

"- e -supine diastolic <95, (diastolic decreases by 30mm Hg, or 300mg

—

~  maximum dose reached).
- e Enalapril (Vasotec): 1.25mg over 2’, effect within 15 min, peak 4 hrs.
e [Follow-up with PCP for need oral regimen, weight reduction, etc.




STOVter Availability

VINSINeIOVICE aiter-Care:!

JRNEMPER suvey: 34% IRS not providing after-care and leaving| it
ENG /m coleg|st.

andling uhese issues is not only the right thing to do, but has
SOSEPUENCES for the patient and the entire specialty.

Se=Patient: Wrong treatment administered by on-call physician who
o _;Fip ot familiar with post-embo issues. Increased # of unnecessary
= =ER VISItS, With; unnecessary tests, readmissions, and occ. surgery.

- ~—-'~-- -_—Speualty CMS battle on reimbursement and determination of
- globall period: IR for Gyn on panel left the after-care to her.

s Patients have my cell-phone #: reassurance, privilege that’s not
abused, familiar person vs. on-call doc may not be aware of post-
procedural management.
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Qo & Gl /O( 5 Sholt-termr Outcomes data
3,.L80 pa'uer' enroelled

- =94Y% e1|_d"' itted overnight, X stay 1.68d
=200 Inadeguate pain relief requiring hospital

tre __ent_

 —

- " “Routine use of PCAs

. NTo-standard pain regimen, NUMErous
~_operators/experience
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SREIONVIR 20023(14):1243-50.
v bliweenter tral, 11 IRs (enly 2 dedicated), in 8
dIErentnospitals

oo UEES With planned overnight admission
SXE0S: 1.3 nights (13% 2n, 5% >3n)

P=E Return to the hospital 10%, Readmission 3% (93%
:-_-‘ ﬂe to inadeguate pain relief; others HTN).

r_—Recovery X: 13.1d, 81% work in 2wks, 19% >2WwKs.

—

"o _Routine use of PCAs

® Technigue: Only 5% pts received microcatheters, 54%
had colls used in addition to PVA.
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- J.*km 2t al: JVIR 2000 (11): 305-311.

i

SORGOSEcUtvVe patients over 1 yr. period.
o PECINC pain regimen and after-care:
~47/49 (96%) discharged 6-8hrs after
== ' -" '-pIs overnight (1 with HTN, other late procedure

a..-.—

-c-‘tqme)

T* " -No patients returned to hospital within 48hrs

-
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SV GSICERLErS roUUnElN admit patients after.
SENleESNational Institute for Health & Clinical Excellence

S\|CiErguiaelines for UEE: pts are in the hospital “as
szzle as 24-36 hrs.”

=G IRSE 2007 abstract: Can UFE be provided as a day-

“case in line with recent NICE guidance?

'::" Authors concluded that UFE can be provided as an
outpatient, but noted that “post-operative pain control is
fundamental to prevent readmissions and achieving early
return to work.”
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olsanEnt Interventionall Center: Opened in 2/05. Over
1,000 Y=
NpimenyJdi& Amir, L: Abstract SIR 2008

514 consecutive pts: 501 (97.5%) same-day d/c,
_repp mlng 138 d/c’d following am

. Only pts that spent the night received PCAs (not
S 'OO%)

- #0 -16% of pts on anti-hypertensive medication
®  -No patient return to hospital within 1 week f/u

e -Xrecovery 4d, 77% return to work by 7d, 100% hy
2WKS




IRFE Saliely provided ask an outpatient

patient education (re-education),
pain regimen, and IR availability.
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