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Conclusion/ Discussion

We have implemented a new PACU care model. To date it appears to
reduce the total amount of patients admitted to the PICU, and seems to be
a feasible model of care for post ENT surgical patients who require
intensive care for a brief period of time

Benefits include

* Reduce disruption in PICU bed planning

* C(Create the opportunity to increase OR and PICU throughput

* Decreased cost to hospital and family of patient

Future goals

* Expanding patient capacity (3 to 5 PACU beds)

* Expanding to other services beyond ENT

* Move from Pilot to Standard Daily Operations



