Vascular Anesthesia- October 14, 2009 PseudoMinutes
Present
Dr Neilipovitz
Dr Bryson
Regrets
Dr Wherrett
Dr Miller


Dr Chaput
Dr Charapov

Dr Sullivan
Dr Zunder


Dr Hooper
Dr Curran

Dr Hudson
1. Need for Minutes- was discussed and decided that a summary of the discussion is what will be needed for now.
2. Case Loads- these were shared. Will be used to try and balance things for the future.
3. Administrative 

a. Vascular Group Levels- we briefly reviewed this whereby we again reiterated the 4 levels which was:

i. Tier 1- 6 individuals, will do all open thoracoabdominals, and 
other cases

       ii. Tier 2- 6 individuals with expressed interest in vascular cases

      iii. Tier 3- group members who still do call and will do aortic surgery 
& vascular

      iv. Tier 4- members who will no longer do vascular
b. Role of TEE- attempted to come up with a rationale use of this valuable monitor. It was decided that it ideally be available for complicated TEVARs (i.e. High up, for dissections) and other cases where cardiac concerns are more significant (e.g. significant aortic stenosis).
c. Case Bookings- the suggested booking outline was discussed and for the most part was agreed to: 
  i. Thoracoabdominals-

2 Group I anesthetists
       ii. Complicated TEVARs-
TEE anesthetist + 1 Group I or II
      iii. TEVARs-


1 Group I + 1 Group II
      iv. Complicated AAA-

Group I or II
d. Role for Surgical Flowchart / Judy- the above recommendations were discussed and decided to have it distributed to vascular surgeons and Judy. The former have been informed and understand that it will be Judy who will likely be the ideal central starting place to co-ordinate things. She will be the ideal person to facilitate:

  i. OR booking- if a certain level is recommended

 ii. PAU visit- if a complicated or specific concern is needed to be addressed. Judy will have the PAU schedule to have the patients seen by a vascular interested PAU doctor. The plan will be to start with Dr. Greg Bryson and Dr. Lawrie Garnett see these individuals with additional individuals being identified in the future if required.

iii. Booking office- for the time being, we are not planning of having any new additional identifiers added to the bookings.
d. Start It – Finish It Concept- this was discussed. The problems that can arise from handing over complex or aortic cases was discussed. The especially trouble-some practice of multiple handovers was also discussed. The recommendations are that if-at-all possible, the individual who starts the case, should be the one who finishes the case. This will have significant group and potentially financial implications and thus will be presented to the group at the next business meeting. Concerns of late room shuffling, loss of late room person status, individuals being insulted that they cannot take over the case and exceptional situations were discussed. Dr Curran will therefore present this to the group and the executive to see what will be agreed to. Certain provisos would be however to NOT rely on the fellow as the common person, ideally not have an individual start the case if after ~13:00 (instead trade before case starts), and exceptions that will arise (e.g. expected finish time beyond a typical late room, personal issues) will be considered.
4. Clinical Issues 
a. PAU / Preoperative Model- was discussed. A plan incorporating the above considerations will be created with the assistance of Dr Bryson.
b. Preoperative Medication Consensus- 
i. Antiplatelets- the general recommendation will be to continue the aspirin in all patients. Plavix will have specific recommendations that are presently being developed by Dr Sylvain Gagne.
ii. Angiotensin Meds- including ACE inhibitors and ARBs will be held in all patients. 
iii. Diuretics- will be continued.
iv. Nitrates- will be continued.
v. N-acetylcysteine- will be only administered to vascular patients who are likely to receive radiopaque dye.
vi. Statins- will be continued in all patients.
c. Major Aortic Strategies- although this is an uncomfortable topic with the potential to insult individuals, some goals were agreed to. These will be posted in general on the website but include:
i. Staff Presence- the staff are to present in the OR (at least) for the following times: I. Induction; II. Cross Clamp; III. Unclamping; & IV. End of Case. The residents will be instructed to call staff for the following. 
ii. Hemodynamic Goals- again this is uncomfortable topic but some minimums were suggested. In general, extremes are to be avoided. The blood pressure is to keep the MAP within 20% of a stable baseline with at least a MAP of 70 mmHg. 
iii. Renal Protection- guidelines are being generated and will be posted on our website. In general, the recommendations will be to: 
1. Avoid nephrotoxins INCLUDING NSAIDs / COX 2 in all aortic patients (for at least 3 days)
2. Use of n-acetylcysteine in dye cases (600 mg iv preoperatively and 600 mg iv q12h X 2 doses postoperatively).
3. consider bicarbonate infusion for dye cases (amounts not agreed to, consider ~1 ml/kg/hr)
4. avoidance of hypovolemia
5. avoidance of hypotension
iv. Spinal Cord Protection- guidelines have been generated and will be posted on the website.
v. Testing- at minimal, we recommend that all aortic patients have an I-STAT, ACT and a hemochron INR done BEFORE leaving the OR. Remember, not to do a hemochron INR if heparin is not reversed (will be very abnormal).
vi. Extubation Guidelines- these have been created by Dr Pat Sullivan in the past and will be redistributed and added to website. The general goal is to have warm & stable patients extubated but not have patients with oral airways on multiple vasoactive medications. 
5. Education
a. Fellow 2010-2011- will Dr Firaz Al Qadhi.
b. Topic Reviews / Website- colleagues are asked to please complete their agreed to topics. 
c. Case Series for Residents- these will be generated (time willing) today. Please review them and the resident will asked to review them during their week in vascular with the Tier I or II doctor.
d. Evaluations- please do them.
6. Research- although it was to be deferred, we did discuss ongoing studies. The surgeons have expressed considerable interest in getting various trials going, particularly including a fluid reduced strategy (my paraphrasing to avoid the negative term of restricted). Meeting with Dr Hill further reiterated this goal.
7. Conclusion- occurred at 17:20 meaning the meeting was just over 1 hour. Dr Zunder was voted to do the minutes in the future, Dr Wherrett will supply the coffee, Dr Miller will supply all the snacks, Dr Lui will do all the resident evaluations, Dr Hudson will do all article searches and any odd jobs. 
