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IMPORTANCE MAIN OUTCOMES AND MEASURES = Overall acceptability, departmental adoption, penetration, and sustainability were

observed after MAP implementation with measured increased compliance (85.1%)

= Enhanced recovery after surgery (ERAS) protocols were established to standardize U _
and decreased MME variability (median: 70 mg, IQR:7.5-111). The result has

patient management and optimize outcomes.

= With the current opioid crisis in the United States, opioid-sparing protocols have been = The primary endpoints are measures of implementation: overall acceptability, adoption, been a clinically significant reduction (44.0%) of opioid usage in H&N free tissue
suggested in complex surgical patients, including head and neck (H&N) free tissue penetration, and sustainability. Secondary endpoints include morphine milligram equivalents reconstruction patients following the implementation process.
reconstructive surgery, as a countermeasure for prescription-related opioid dependency (MMEs) and compliance rate.
and mortality. : : :

= These protocols, which consist of multiple interventions and components, may face _ _Med_lan morphlne Compllar_]ce
barriers to consistent and complete implementation by multidisciplinary teams. miliequivalents (MMEs) (Medication

RESULTS administration)
OBJECTIVE = Key barriers and facilitators were noted during our implementation of a MAP (Table 1). Phase 1 (Informal 109.5 63.4%

= Our aim is to identify barriers and facilitators to complete implementation = Barriers were identified by key stakeholders including the complexity of multiple settings, of the Implementation)
of a multimodal analgesia protocol (MAP) in H&N free tissue need for standardized analgesia order sets, intentional identification and engagement of nursing
reconstructive surgical patients. leadership able to disseminate information to all relevant nursing staff, and universal buy-in from Phase 2 (MAP 70 85 1%

all stakeholders.
= Facilitators were also identified including formal multidisciplinary education meetings and open

DESIGN, SETTING,AND PARTICIPANTS communication. Additionally, individual team lead champions are vital for more consistent
Implementation of MAPs. Constant evaluation and feedback for stakeholders also aided with Table 2. Phase 1 and 2 comparisons of median morphine miliquivalents (MMESs) and compliance.

successful implementation.

Implementation)

= Patients undergoing H&N free tissue reconstruction were part of the pilot
cohort for the new multimodal analgesia protocols (MAPS). CONCLUSION AND RELEVANCE

= There were two phases to our Implementation evaluation including Phase

1: MAP informal implementation and Phase 2: MAP implementation Eacilitators Barriers
applying feedback from care team stakeholders. = Implementation of evidence-based care into practice requires complex collaboration and

= Formal implementation, Phase 2, began in December 2019. MuIt'dlsc:ség;?%:ducauon Complexity of multiple settings coordination with a multidisciplinary team that presents unique facilitators and barriers
L . which need to be addressed for success.
Open communication Standardized order sets e . - .
INTERVENTIONS = |dentification of barriers and facilitators through a formal plan and evaluation allowed
Individual team lead champions Dissemination of information for a consistent implementation of a MAP.
from nursing leadership = This demonstrated an increase in compliance by >20% as well as a 44% decrease in

= The literature was reviewed for implementation models and strategies for inpatient and
surgical analgesia protocols, and there was overwhelming evidence that ERAS Patient compliance Buy-in from all stakeholders
recommendations can be difficult to adopt, with overall low compliance.

= Early-on acceptability and feasibility are necessary for implementation; thus planning . _ o _ _ _

: - : Table 1. Facilitators and barriers noted during implementation of a multimodal analgesia protocol

focus groups were held to discuss protocol guidelines with key stakeholders from (MAP)
Anesthesiology and Otolaryngology departments.

= The implementation Otolaryngology team facilitated pre-implementation informal focus
groups which influenced the development of the MAPs.

MMEs, which, together, may contribute to a reduction in opioid prescriptions and their
related dependencies.

= Phase 1 resulted in a high variability of compliance (63.4%) and MMEs (median: 109.5 mg, IQR:
45-159.5), demonstrating the need for a formal implementation process (Table 2).
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