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MAP KEY FOR POSTER DISPLAY

THE EFFECTS OF GABAA RECEPTOR MODULATION BY FLUMAZENIL ON EMERGENCE FROM GENERAL
ANESTHESIA
Authors: SA Safavynia, G Keating, | Spiegel, J Fidler, M Kreuzer, DB Rye, A Jenkins, PS Garcia

EFFECTS OF ISOFLURANE ON THE DOPAMINE SYNAPTIC VESICLE EXOCYTOSIS
Authors: Christina L. Bonvicino, Zhenyu Zhou, Hugh C. Hemmings, Jr.

RETROSPECTIVE INVESTIGATION OF READMISSION ASSOCIATED WITH PRIMARY PAYER STATUS
Authors: Robert White, MD, Christopher K. Chan, Matthew J. Alexander, BS, Kelli O’Connell, BA, Sara Halpern,
Akshay Bhat, MEng, Ramin Zabih, PhD, Peter M. Fleischut, MD, Kane O. Pryor, MD

TIMING AND OUTCOMES OF PERMANENT PACEMAKER PLACEMENT AFTER AORTIC VALVE
REPLACEMENT

Authors: Zachary A. Turnbull, MD, Matthew J. Alexander, BS, Virginia Tangel, MA, Peter M Fleischut, MD, Xian
Wu, MPH, Christopher K. Chan, Licia K. Gaber-Baylis, BA, Akshay Bhat, MEng, Ramin Zabih, PhD, Natalia S.
Ivascu, MDD, Gregory P. Giambrone, MS

THE ROLE OF PREOPERATIVE DEXAMETHASONE ON MATERNAL TEMPERATURE CHANGE DURING
ELECTIVE CESAREAN SECTION UNDER SPINAL ANESTHESIA
Authors: Steven Beaudry, DO, Virginia Tangel, MA, Klaus Kjaer, MD, MBBA

THE SOCIOECONOMIC BURDEN OF ROAD TRAFFIC ACCIDENTS IN INDIA AND THE UNIQUE
ANESTHETIC CONSIDERATIONS: CASE REPORT OF ANESTHETIC MANAGEENT OF A ROAD TRAFFIC
REPORT VICTIM

Authors: Shiyin S. Zhu

EFFECT OF A SINGLE DOSE OF INTRAVENOUS DEXAMETHASONE ON NAUSEA AND VOMITING WHEN
ADMINISTERED PRIOR TO INTRATHECAL MORPHINE FOR CESAREAN SECTION: A RANDOMIZED,
PLACEBO-CONTROLLED, DOUBLE-BLINDED TRIAL

Authors: Angela Selzer, Kane Pryor, Kelli O’Connell, Virginia Tangel, Gregory Giambrone, Jeremy Pick, Sharon
Abramovitz, Farida Gadalla, Alaedin Darwich, Klaus Kjaer

COMPARISON OF GRAVITY FLOW EPIDURAL VS COMBINED SPINAL EPIDURAL FOR CESAREAN
SECTION: A PROSPECTIVE, RANDOMIZED, DOUBLE-BLIND STUDY

Authors: Shaul Cohen, MD, Hannah Xu, MD, Rotem Naftalovich, MD, MBA, Tinku Banerjee, PhD, Rong Zhao,
MD, PhD, Scott Mellender, MD

THE ABILITY OF THE TRANSFUSION RISK UNDERSTANDING SCORING TOOL (TRUST) AND
THROMBOELASTOMETRY FIBTEM A10 TO PREDICT BLEEDING AND TRANSFUSION IN POST-BYPASS
CARDIAC SURGICAL PATIENTS

Authors: Michelle Shirak, MD, Melissa Cushing, MD, Michele Steinkamp, RN, Elizabeth Lemoine, BA, Thorsten
Haas, MD, Natalia Ivascu, MD



soj2004
Typewritten Text

soj2004
Typewritten Text
5


10.

11.

12.

13.

14.

15.

16.

17.

18.

IDENTIFICATION OF PAIN MANAGEMENT EDUCATION DEFICIENCIES AT A MAJOR ACADEMIC
INSTITUTION AND RECOMMENDATIONS FOR A MORE ADEQUATE CURRICULUM
Authors: David Cassagnol MS, Neel Mehta MD

PRELIMINARY COMPARISON OF HIGH VERSUS LOW FREQUENCY STIMULATION AT A LARGE ACADEMIC

INSTITUTION
Authors: Mary So, MD, Yili Huang, MD, Shakil Ahmed, MD, Neel Mehta, MD

A MULTIDISCIPLINARY PROTOCOL FOR ANTENATALLY DIAGNOSED PLACENTA ACCRETA: A
RESTROSPECTIVE CASE SERIES
Authors: Jeremy Pick, MD, Sharon Abramovitz, MD, and Klaus Kjaer, MD, MBBA

MULTISTATE ANALYSIS OF POST-OPERATIVE MORBIDITY AND MORTALITY RATES FOR CAROTID ARTERY
STENTING (CAS) AND CAROTID ENDARTERECTOMY (CEA) FOR CARTOID ARTERY STENOSIS, 2007-2011

Authors: Robert White, MD, Tiffany Peng, MD, Bess M. Storch, MD, Xian Wu, MPH, Licia K. Gaber-Baylis, BA,
Gregory P. Giambrone, MS, Akshay U. Bhat, MEng, Ramin Zabih, PhD, Peter M. Fleischut, MD, Kane O. Pryor, MD

PRIMARY PAYER INSURANCE STATUS AND ITS EFFECT ON POST-OPERATIVE OUTCOMES

Authors: Robert White, MD, Matthew J. Alexander, BS, Christopher K. Chan, Kelli O’Connell, BA, Xian Wu, MPH,
Licia K. Gaber-Baylis, BA, Gregory P. Giambrone, MS, Michael Andreae, MD, Akshay U. Bhat, MEng, Ramin Zabih,
PhD, Peter M. Fleischut, MD, Kane O. Pryor, MD

NON-INVASIVE CARDIAC OUTPUT MONITORING FOR CESAREAN DELIVERY UNDER EPIDURAL
ANESTHESIA IN A PATIENT WITH MARFAN SYNDROME AND CARDIOMYOPATHY
Authors: Steven Beaudry, DO, Jeremy Pick, MD

SIZING UP THE LIPID PATHWAY IN A TMEM16 PHOSPHOLIPID SCRAMBLASE
Authors: Mattia Malvezzi, Rabia Igbal, Anant K. Menon, and Alessio Accardi

THE TREK1 PORE POTASSIUM CHANNEL: A MOLECULAR SIGNAL INTEGRATOR AND ANESTHETIC TARGET
Authors: Paul M. Riegelhaupt, Marco Lolicato, Cristina Arrigoni, Kimberly Clark, Daniel L. Minor

STRUCTURE AND DYNAMICS OF THE MthK K+ CHANNEL SELECTIVITY FILTER DURING GATING
Authors: David J Posson, Celine Boiteux, Toby W. Allen, and Crina M. Nimigean
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RESEARCH PRESENTED IN ANESTHESIA CONFERENCES, 2015

American Society of Anesthesiologists (ASA)

1. ANESTHETIC MANAGEMENT OF A 25-MONTH-OLD WITH COFFIN-SIRIS SYNDROME AND KNOWN DIFFICULT
AIRWAY FOR MRI
Authors: Fardelmann, Kristen L, MD, and Chiao, Franklin, MD.

2. IMAGING ARTIFACTS DURING TRANSESOPHAGEAL ECHOCARDIOGRAPHY
Authors: Anastasia D. Grivoyannis, MD, Anup Pamnani, MD, and Nikolaos J. Skubas, MD, FACC, FASe, DSc

3. AXILLARY BLOCK IN A 27 YEAR-OLD PATIENT USING THE DANCING NEEDLE TECHNIQUE IN PUNJAB, INDIA WITHOUT
THE USE OF ULTRASONIC GUIDANCE
Authors: Lee Rasamny, MD, Gregory Kerr, MD, Gunisha Kaur, MD, Michelle Shirak, MD, Ruchi Gupta, MBBS, MD.

4. IN RESOURCE SCARCE INDIA: SUCCESSFUL LAPAROSCOPIC CHOLECYSTECTOMY WITH LARYNGEAL MASK AIRWAY
PROSEAL FOR AN UNEXPECTED DIFFICULT AIRWAY
Authors: Zachary A. Turnbull

American Society of Regional Anesthesia (ASRA)

1. A CASE OF NONSURGICAL ALTERNATIVES TO TREATMENT AND MANAGEMENT OF ARACHNOIDITIS
Authors: Sarah Choxi, MD, Mary So, MD, Neel Mehta, MD

North American Neuromodulation Society (NANS)

1. CERVICAL INTRATHECAL PLACEMENT FOR RELIEF OF REFRACTORY METASTATIC BRACHIAL PLEXUS PAIN
Authors: Yili Huang DO, Mary So, MD, Julie H.Y. Huang, MD, MBA

New York Academy of Medicine (NYAM)

1. POLYMIXIN-INDUCED RECURARIZATION REQUIRING POSTOPERATIVE REINTUBATION
Authors: Vikram Bhasin, MD, Jon Samuels, MD

2. AN ICU CASE OF UNRECOGNIZED AND PROLONGED ESOPHAGEAL INTUBATION DURING HOSPITAL TO HOSPITAL
TRANSFER
Authors: Weiner, Brett MD, Chiao, Franklin MD

The Society of Critical Care Anesthesiologists (SOCCA)

1. ACUTE SUBDURAL HEMATOMA FOLLOWING CORONARY ARTERY BYPASS GRAFTING: A CASE REPORT
Authors: Sheida Tabaie and Natalia Ivascu

Society of Cardiovascular Anesthesiologists (SCA)

1. BLUNT CARDIAC INJURY CONDUNDRUM
Authors: Rohan Panchamia, MD, Anastasia D. Grivoyannis, MD, Emil N. Bogdanov, MD, Shanna S. Hill, MD

2. INTRACARDIAC TUMORS
Authors: Andrew Sosa. Emil Boadanov. and Nikolaos Skubas
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New York State Society of Anesthesiologists (PGA)

1. ELECTROPHYSIOLOGICAL ABLATION OF RECURRENT VENTRICULT TACHYCARDIA UNDER ECMO
Authors: Panchali Dhar, MD, David Graboff, CRNA, Steven Markowitz, MD

2. PAIN MANAGEMENT AFTER EXPLORATORY LAPAROTOMY AND LARGE ABDOMINAL TUMOR RESECTION IN A
15 YO PATIENT WITH NEUROFIBROMATOSIS WHO WAS NOT A CANDIDATE FOR NEURAXIAL ANESTHESIA
Authors: Ajay Dharmappa, MD, R. Scott Dingeman, MD

3. THORACIC PARAVERTEBRAL BLOCKS FOR BREAST LUMPECTOMY IN A PATIENT WITH
FACIOSCAPULOHUMERAL MUSCULAR DYSTROPHY
Authors: Jacob Jackson, MD, Angela Selzer, MD, Stephanie Cheng, MD

4. PERIPARTUM MANAGEMENT OF SEVERE FACTOR XI DEFICIENCY — ROLE FOR ROTEM?
Authors: Emily B. Kahn, MD, Maria T. De Sancho, MD, Sharon E. Abramovitz, MD

5. UNANTICIPATED DIFFICULT INTUBATION DUE TO UNRECOGNIZED LARYNGEAL CYST
Authors: Jenica Lampl, MD, Sabrina Wheatley, MD, Mina Patt, MD, Marc Cohen, MD, Panchali Dhar, MD

6. LEFT ATRIAL TEAR FOLLOWING BLUNT FORCE TRAUMA
Authors: Christopher W Tam, MD, James A Osorio, MD

7. ANESTHETIC MANEGEMENT OF TRACHEAL FOREIGN BODY IN A CHRONICALLY TRACHED PATIENT
Authors: Stephanie Willet, MD, Natalia Ivascu, MD

New York State Conference for Anesthesiology (NYSCARF)

1. AN ATYPICAL PRESENTATION OF PERIPARTUM CARDIOMYOPATHY
Authors: Brar JS, Kelleher DC, Darwich A, Gadalla F, Abramovitz S.

2. A MIRROR IMAGE ARTIFACT IN 3-DIMENSIONAL TRANSESOPHAGEAL ECHOCARDIOGRAPHY
Authors: Anastasia D. Grivoyannis, MD, Anup Pamnani, MD, and Nikolaos J. Skubas, MD, FACC, FASe, DSc

3. CHALLENGES OF FLUID RESUSCITATION DURING CYTOREDUCTIVE SURGERY (CRS) AND HYPERTHERMIC
INTRAPERITONEAL CHEMOTHERAPY (HIPEC)
Authors: Daniel Pak, MD, Jacob Jackson, MD, Minda Patt, MD

4. ANTICOAGULATION MANAGEMENT OF SUBDURAL HEMATOMA EVACUATION IN A PATIENT WITH A LEFT
VENTRICULAR ASSIST DEVICE (LVAD)
Authors: Daniel Pak, MD, and Jon D. Samuels, MD

5. CATASTROPHIC ARTERIAL THROMBOSIS IN AN INFANT UNDERGOING NEUROBLASTOMA RESECTION
Authors: Rohan K. Panchamia, MD, Anahita Dabo-Trubelja, MD

Association of University Anesthesiologists (AUA)

1. LENGTH OF STAY AND READMISSION FOR CARDIAC SURGERY

Authors: Zachary A. Turnbull, Natalia S. Ivascu, Hugh C. Hemmings, Andrea Poon, Elizabeth Lemoine, Gregory
P. Giambrone, Xian Wu, Licia Gaber-Baylis, Akshay U. Bhat, Ramin Zabih, Peter M. Fleischut
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POSTERS FROM RESEARCH CONFERENCES, 2015

American Society of Anesthesiologists (ASA):

Anesthetic Management of a 25-month-old with

Coffin-Siris Sy

Fardelmann, Kristen L., M.D. and Chiao, Franklin M.D.

Department of Anesthesiology?, Weill Cornell Medical College, New York, NY

Introduction:

Providing anesthesia in a remote location creates a
unique set of challenges for the anesthesiologist. This can
be further complicated by the patient's specific co-
morbidities. We describe anesthetic management of a 25-
month-old with Coffin-Siris Syndrome and known difficuit
airvay for MRI,

Three patients with coarse facial features, sparse scalp
hair, and hypoplasia of the fitth digit nail’/phalanges were
initially described in the 1970s by Drs. Grange S. Coffin and
Evelyn Siris. Over the next 45 years, 80 probands of Coffin-
Sirs Syndrome patients have been identified internationally
with varying features. In 2012, Schrier et al. studied all 80
known probands to classify patients with CSS.

Two Prerequslle Features:
of the fifth digit
. Denme of intellectual and/or developmental delay
These features must be present, however, are not sufficient
for diagnosis.

Ectodermal Changes:

+ Hypertrichosis/Hirsutism (93%)

+ Paradoxically sparse scalp hair (68%)
+ Dental anomalies (96%)

Constitutional Characteristics:
+ Short stature (66%)
= Intrauterine growth retardation/failure to thrive (67%)

Organ Based Anomalies:
« Congenital heart defects (46%)
* Spinal anomalies (66%)
* Craniofacial anomalies:
+ “Classic” CSS
« Coarse facies
. eyebrows
« Thick vermillion border of the lips
« “Variant” CSS
* Less coarse, more refined facial features
* Thinner eyebrows
* Thin vermillion border of the lips

Other findings: premature thelarche, growth hormone
. and

schwannomatosis.
Etiology: Gene mutation in the SWI-SNF/BAF Pathway.®

Vital Signs: + RR 22 breaths/min
+ BP 94/62 mmHg * 99% SpO2, RA

- HR 110 beats/min

Pertinent Physical Exam:

Dysmorphic facles, anopthalmic, wide-set skin
creases over orbital area, slightly small mouth
opening, high arched palate and mild micrognathia.

drome and Known Difficult Airway for M

@ Weill Cornell Medical College

Discussion:

our case, i an alpha-2
agonist, provided a safe and effective anesthetic. Our
patient remained immobile for MRI while maintaining

High dose
with loading doses of 2-3mcg/kg and infusion rates of up
to 2 meg/ka/hr have been used effectively to optimize MRI
imaging in pediatric patients. 24

Anesthetic Management:

Difficult airway cart was readily available
outside MRI suite. Inhalational induction with
100% oxygen and 5% sevoflurane was
performed with patient

+Limits use of opioids, benzodiazepines, and propofol all
which may lead to airway obstruction and apnea

+Avoids use of general anesthesia

+Maintains spontaneous ventilation in a patient with a
known dlfﬁcut alrway

ventilation. A 22 gauge IV was placed in the left
antecubital after induction. Due to airway
obstruction, a chin it and jaw thrust were
performed and subuquen(ly a guedel airway

with The

«Dx f post-operative delirium
*Shorter lnductlon and departure from MRI scanner due
to lack of ainvay manipulation ¢

Limitations:

was placed
patient received 17.5 meg dsxmodelom;dm -
infusion over 10 minutes followed by a

ine infusion at 1. The
patient tolerated the imaging procedure well with
spontaneous ventilation throughout without need
for further airway intervention. Minimal decrease
in HR (10-20 bpm) and no change in BP were
noted.

Case Presentation:
This patient was a 25 month old, ex full term, 10.4kg M
wnh PMH of Coffin- Siris Syndrome, chiari mulfomlahon lype
delay,
ASD with spontaneous closure, GERD, choanal atresia,
craniofacial abnormalities and known difficult airway who
presented for MRI brain and spine.

DEXMEDETOMIDINE SEDATION FOR PEDIATRIC MRI 407

2 et

. Voo e
P ey
P

o

Kera P. David Zuakowshi, Sheven E. Zgioszewsi, Carsiine 0. Reason, Mareen Camer, Paul R_Hickey, and Jawes A Dinarco, ‘High Dose Dwmesetomiaine

 tascn.
25 the Sole Sedstive fr Pediatre NRL" Pedizire Anesthesi 185 (2208) 40311

L changes - potential for hypertension
with bolus and hypotension with infusion, but incidence
in pediatric literature is low. Potential for bradycardia.
+Slower but not statistically significant discharge from
PACU 24

Pediatric mobile airway carts, an anesthesia machine

with gas scavenging and suction, full MRI compatible

devices, MRI ible infusion pumps and

emerge equipment have been created over time at our

institution to ensure high quality anesthesia care in remote
locations. !

Conclusions:
In a patient with dysmorphic facies and known difficult
airway in a remote location, we were able to show that
q sedation was for an MRI
using dexmedetomidine. We believe this is a viable
technique for patients with similar presentations

References

1. Lerman, Jerrold, Charles 1 Coté, and David J. Steward "Aresthesiain
Remote Locations " Manual of Pediatric Anesthesia (2010): 522.37.

2 Mason, Keira 7, David Zurakowski Steven E. Zgleszewsi, Caroline O

Robson. Maureen Carier, Paul R. Hickey, and James A Dirardo "Hgh

Dose Dexmedetomidine as the Sole Sedatve for Pediatric MR |~

Pediatric Anesthesia 18 5 (2008): 203,

Schrier Vergano S, Deardor! MA_ “Clincal festures, diagnostic critera,

and management of Coffin-Sins syndrome.” Am J Med Genet Part C

Sermin Med Genet 166C (2014)252-256.

4, Tobias Joseph D., and John W Berkentosch, “initial Expenence win
Dexrmedetomiine in Paediatric-aged Patents” Pecatrc Anesthesia
122 (2002): 17178

@



soj2004
Typewritten Text
9


Imaging Artifacts During Weill Cornell

Medicine

Transesophageal Echocardiography

Anastasia D Grivoyannis, MD, Anup Pamnani, MD, and Nikolaos J Skubas, MD, FACC, FASE, DSc
Department of Anesthesiology, Weill Cornell Medicine - Weill Cornell Medical College, New York, NY

Exhibit Description: ARTIFACT HARACTERISTICS LINICAL SCENARIOS WHEN ENC!
Ultrasound imaging results from the interaction between the Multiple reflections
ultrasound beam and biologic tissue. Generation of the 2D image Reverberation Lines in a “step-ladder” appearance, usually in a straight path ~ Calcified wall of aorta,
is based on the principles listed in Table 1. When thelse pulmonary artery catheter balloon, calcified valves
assumptions are violated, artifacts are generated. Imaging Comet tailiring down  Continuous echoes (linear tails) Aortic plaque deposits, callection of microbubbles
aflifacts during Gan;beza:sorca:of Mirror i Identical structure distal to original reflector Descending aorta and aortic arch, prosthetic valves
misleading information and misdiagnosis as they does not convey .lrror |mage e 9 . ; , ) ng , b
anatomic_information. This is the case when the displayed Linear artifact Intra-aortic linear structure often fora flap Dllf—ited scen aorta (>5.0cm) or
structure is not real, or a real structure is misplaced, absent, atrial/aortic diameter <0.6
enhanced, or attenuated. In this echo exhibit, we summarize the Misplaced reflections
most commonly encountered imaging artifacts in 2D Side lobe / grating lobe "Arc-like” echoes displayed on both sides of a true object Highly reflective wires or catheters,
echocardiography, Table 2. aortic plaques, calcified valves
Missing reflections
Itis obvious that a thorough understanding of the mechanism of Acoustic shadowing  Hypoechaic ar anechoic areas distal to strong reflectors Prosthetic valves, calcified structures, catheter wires
artifact generation is necessary to optimize imaging and avoid Enhancement Hyperechoic areas distal to weak reflectors Pericardium, boundaries of ventricular wall
misinterpreting anatomic data, which may lead to erroneous
diagnosis. Visitors of this exhibit should expect to acquire skills in Table 2.
recognmon analys|s and i of vageal Types of imaging artifacts and their characteristics.
images ini artifacts.
Learning Objectives:
1. Define and describe how ultrasound artifact can be
generated on transesophageal echocardiography (TEE)
2. Differentiale amang the different types of ultrasound arlifact
3. Analyze several TEE images, reviewing each for 2D artifact
or no artifact
4. Categorize the type of artifact seen in the TEE images Figure 1.
presented Reverberation artifact from Figure 2.
5. Specify how a particular artifact may have been produced tracheal rings during insertion of Comet tail artifact noted in the Figure 3. Figure 4.
the TEE probe (UE aortic views UE LAX view of the aortic arch. Aside labe artifact & acoustic Acoustic shadowing is noted
in short (left) and long (right) A mirror image of the aorta is shadowing artifacts due to distal to a prosthetic mitral valve
1 Ut A travels i straianel] axis also noted distal to the actual calcium deposit in the anterior in this ME 4G view. Note the
sl s b el structure. wall of the aortic arch (UE LAX enhancement of the septum.
2 A stru;lure or object (reflector) generates view). Note enhancement of the
reflection (echo) only once aortic wall.
3 Echoes are generated only from reflectors
located within the main ultrasound beam Z =
4 The intensity of the echoes is related to the Teaching Points:
acoustic characteristics of the reflector 1. Artifacts can occur near or far from a reflector and cross anatomic borders.
5 The position of the reflectar on the display 2. Reverberations are false images caused by the back and forth traveling of an echo. They manifest as horizontal or perpendicular lines, or
monitor is praportional to the round trip travel even as a duplicate image of a reflector.
time of the ultrasound beam 3. Astrong reflector may be displayed inside a distal structure such as a dilated aorta and mimic a dissection flap. The artifact will be displayed
6 The speed of sound in human tissue is constant at twice the distance of the reflector from the probe.
4. Color Dappler can be particularly helpful in assessing whether a displayed structure s true or an artifact.
Table 1. 5. Alternative imaging planes should be used when a strong reflector causes distal st Adj g time-gain ion can help
i made during 2-Dil i Imaging reduce the effects of shadowing and enhancement artifacts.
References: Video Links:
1. Feldman M, Katyal S, Blackwood MS. Ultrasound Artifacts. Radiographics 2009; 29: 117989. 1. http:/llinks Iww.com/AA/A7OT
2. Heller LB, Aronson S, Shore- Lesserson L. Imaging Artifacts and Pnfalls In: Robert M. Savage, Solomon Aronson, Stanton K. Sheman, eds. 2. hitp:/links Iww.com/AA/A708
Comprehensive Textbook of Peri T 2nd ed. Lippincott Williams & Wilkins, 2011:42-51 3. http:/links.lww.com/AA/A709
3. Pamnani A, Skubas NJ. Imaging artifacts during lransesophageal echocardiography. Anesth Analg. 2014 Mar;118(3):516-20. 4. http:illinks.Iww.com/AA/A710
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Axillary block in a 27 year-old patient using the dancing needle technique in

Punjab, India without the use of ultrasonic guidance

_I NewYork-Presbyterian
1 Weill Cornell Medical Center

Lee Rasamny, M.D. ', Gregory Kerr, M.D. !, Gunisha Kaur, M.D. ', Michelle Shirak, M.D. !, Ruchi Gupta, M.B.B.S., M.D.?
1Department of Anesthesiology, Weill Cornell Medical College, New York, NY; 2Department of Anesthesiology, Sri Guru Ram Das Institute of Medical Sciences and Research, Punjab, India

Background:

In October 2014, the Global Health Initiative at Weill Cornell Medical College
hosted its second trip to Punjab, India. The participants (two CA-3 resident
physicians and an attending physician) spent the trip at Sri Guru Ram Das
Hospital participating in the anesthetic care of patients, while also focusing on
global health education. We report a case of a 27 year-old gentleman undergoing
a wound debridement after a firearm accident to his left hand. The lack of
available ultrasonic guidance or nerve stimulator produced the complexity of this
case.

Case Report:

A 27 year-old ASA class 1 patient with no past medical history presented for a
wound debridement after a firearm accident to his left hand. After a discussion
of the risks and benefits with the patient, a regional anesthetic with an axillary
block was agreed upon as the primary anesthetic and to aid with post-operative
pain cantrol. The patient was placed in the supine position with his arm
abducted to 90 degrees. Sedation was achieved with lorazepam. Under sterile
canditions, the axillary artery was palpated and the superficial skin anesthetized
with 2% lidocaine. A 20-gauge needle was then inserted just anterior to the
axillary artery. Given the lack of ultrasound availability, proximity to the artery
was assured by achieving pulsatility of the 20G needle. After negative aspiration,
20mL of a 1:1 mixture of 0.25% bupivacaine and 1.5% mepivicaine was injected

appropriate proximity to the axillary artery. Another 20mL of the same mixture
was injected. After both injections were completed the patient’s arm was
adducted back to an anatomic position to assure local anesthetic did not track
up. The hand was tested for lack of sensation and the surgery was started. Post-
operatively the patient's pain was well controlled, obviating the need for any
narcotics in the recovery room.

In Resource Scarce India: Successful Laparoscopic Cholecystectomy
With Laryngeal Mask Airway ProSeal for an Unexpected Difficult Airway

Zachary A. Turnbull, MD

Department of Anesthesiology, NewYork-Presbyterian Hospital/Weill Cornell Medical College, New York, NY

HPI: A 40 year-old, ASA 1, female was scheduled for a

pa p ¥ for

PMH: Unremarkable

Labs: Unremarkable

Airway Exam:

* Mallampati: Il. Wide mouth opening

* Thyromental distance: 2 Finger Breaths

* Normal Flexion and extension of the neck
* No overbite or obstructing frontal teeth

Procedure:
« Patient induced with propofol, butorphanol and rocuronium
uneventfully
Mask ventilated without difficulty
First direct laryngoscopy was attempted with a Macintosh 3
blade that provided a class IV view
Patient sut h it | with a

roll and a

second direct laryng py was with a

4 blade providing a class IV view

Given that fiberoptic scopes are in regional
i inin y to costs and

resources, alternatives to airway management were

employed

LMA ProSeal was placed and ventilation was achieved

An orogastric tube was placed via the LMA ProSeal for

o P ion of gastric and air

Case proceeded uneventfully.

Resource Allocation:
Note, if a fiberoptic intubation is needed for an anticipated or planned difficult airwa:

Discussion:

Punjab, India is an area home to a complex interplay of factors between politics,
societal paradigms, and unfortunate human rights issues. In an area where
financial constraints influence the medical care, regional anesthesia offers an
economical option to achieve surgical anesthesia. Additionally, regional

and dependence. A complicating factor in increasing the prevalence of regional

ia is the lack of in the area. Punjab, and the entire
country of India, suffers from an unfortunate human rights issue known as
feticide. lllegal clinics continue to exist to carry out the illicit action of sex
determination leading to abortions of female fetuses. Use of ultrasound by any
practitioner thus carries a great amount of risk. For if the ultrasound machine is
acquired by any person and illegally used for sex determination, the owner of the
machine is subject to imprisonment. Additionally, each time the ultrasound
machine is used the practitioner must attest on a specific form that the machine
has not been used for sex determination. The machine is also intermittently
assessed by a governing body to assure appropriate use by checking all stored
images. The lack of ultrasound however has been overcome by the creativity of
regional anesthesiologists in the area. The dancing needle technique is only one
of the many examples of such creativities. This case illustrates the ever present
connections between international health, human rights issues, and sociologic
norms in an area as complex as Punjab, India.

Weill Cornell Medical College

two weeks in advance from the local pul
difficult

on loan, h ) i to our
poor tions in rural India.

y the fiberoptic scope can be ordered
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American Society of Regional Anesthesia (ASRA)

Weill Cor

A Case of Nonsurgical Alternatives to Treatment and
Management of Arachnoiditis

nell Medical College

Sarah Choxi, MD', Mary So, MD?, Neel Mehta MD*

TFellow, Un niversity. Felnberg School of Medicine, Chicago, IL
? Fellow. Madical College. New York, NY
* Assistant Professar, i Medical College, New York, NY

INTRODUCTION

CASE REPORT
A 30-year-old male with a history of scoliosis developed intractable
low back and left leg pain six months after undergoing spinal cord

Northwestern
Medicing’

We propose that an algorithmic and multimodal approach to treating
arachnoiditis may offer some resolution for intractable pain and

from lumbar

stimulator (SCS) surgery for failed back surgery sy The
patient reported excellent pain relief for several months up until a
after which he began experiencing severe

Figure:

arachnoiditis (arrow).

CT Myelogram illustrating
intermittent clumping of the left-
sided nerve roots of the cauda
equina at L34, likely representing

. of the id + of nerve roots to each other = a pain

disorder.’
= Not well defined clinical di pain and pi
= Etiology mechanical fall,

* Infectious and iatrogenic causes (prior spinal surgery, i ia or
steroid injections)

. i still being il
= Currently no ic or di ic gold exist
= Rare, thus trials not ilable to guide a

algorithm.?

We present a case of arachnoiditis that failed surgical intervention wvith a spinal cord
stimulator but was successfully treated ulilizing conservative options of pain

management.
ILLUSTRATION

of his pain along with progressive weakness in the left

is when surgical
optlons are limited.

Early Treatment (<3 months since causative exposure)®

leg. The clinical history with the ic findings
suggested arachnoiditis (see Figure).?

QOutline of our patient's treatment:
1. Dose escalation of home medications (fentanyl patch, oral
dilaudid and gabapentin)
« Persistent pain and of the left leg
2. Trial of oral steroids and anti-inflammatory medication
« Initial improvement of symptoms followed by recurrence
3. Caudal Epidural Steroid Injection
= |Initial i ymp followed by
4. |nterrogation and opumlzauon of SCS

2. Anti-inflammatory agents to prevent formation of adhesions
Goal: Prevent formation of adhesions
ong term managgmen (=3 momns chmmc Arachnoiditis}
pain i andfor anti-
depressant)
2. Muscle Relaxants
3. Opioids
4
5.

. Physiotherapy
. Psychotherapy
Goal: Symptom management
Exacerbation.
il infusion of NMDA antagonists®

* Interrogation of SCS and Pulse
revealed a properly functioning SCS
. pts to adjust imp to optimi
increasing pain in the area of stimulation®
= Patient requested removal of SC8 and IPG
5. Explantation of SCS and IPG
* Noimp in pain or
6. ] of ic agent, anti-i
i with  physi p

pain were met with

¥ and opioid
and ongoing

psychotherapy
= Patient was able to regain function in his leg with significant
relief of his back pain

REFERENCES

1.David D. Ngu: D, Rene Przkors, MD PhD2, Gulnhnh Dnulmmm Mo
iss., Ol . Evaluabon, i. Pain Medicine. Apiil

2012; 14(4)557-612
2. D lewa &, Baroiat G, Techabitscher M, Ragnane E, Aimar €, Gastani P, Tal cioni F,
Loicnizetli M, Ciolli FM, Rodrigucz Bacnia R, Wainke JP. Lumbar Aizich aad
Thaceiiecony. Exief v ard Fiogoees Treatar AckEfin, Cent Eok Neiroaiig Nov
2010; 71{4)207 12

2. Delamarter RB. Diagrosis of lumbar aroskno
Scine 1090; 15 204-210
4, Kochary, J,, Tran N._Sara J. Increasing Uack st (4amcular Som 7 vears | olowng
intrathozal Cump. Pain Wodicine. Nov 2013: 14111): 165863

5. Aldrete JA. Early Coméo Tharscy Can Reverse Arschaasaitie Clinical Anesthesiology.
Jan 2008, 35,01

6. Duke, R.J.. Hashimoto, 5 A Famitial spinal arashncidiis.  row ety frch. Nourol.
1074; 30:300-302
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North American Neuromodulation Society (NANS)

Cervical Intrathecal Catheter Placement for Relief of Refractory Metastatic Brachial Plexus Pain
Yili Huang, D.O., Mary So, M.D., Julie H. Y. Huang, M.D., M.B.A.
Weill Cornell Medicine, Department of Anesthesiology

Introdu

ction

Brachial Plexus MRI

5 NewYork-Presbyterian

Results

Intrathecal drug delivery is a safe and effective
option for treatment of cancer pain refractory to
conventional therapies. While, these catheters
are usually placed in the lumbar spine for lower
limb or pelvic pain, drug delivery to higher spinal
regions may help target more cephalad
pathologic pain. Only a few case reports of
intrathecal catheters placed in the cervical/
upper thoracic spine have been described in the
literature.

Case

A 43-year-old woman with a history of tethered
conus and stage I\ adenocarcinoma of the lung
s/p chemotherapy and radiation treatment,
presented with severe 8/10 (NRS) pain of the
right neck, shoulder, and upper arm. It was
associated with numbness and weakness in the
cervical nerve root/brachial plexus distribution,
which has progressed for 6 months. MRI
revealed tumor involvement of the right brachial
plexus C7-T1 nerve roots, inferior trunk with
extension into the distal segments of the right
brachial plexus.

i

Intrathecal Pump Trial

Having failed conservative pain therapy
including escalating doses methadone, IV
|dilaudid, lidocaine patch, and oxycodone
ER, the patient underwent an epidural
catheter trial for an intrathecal pump (ITP)

radio-opaque
catheter

| inserted with
tip terminating
at C6 on the
right.

Weeklong trial of epidural Dilaudid 60 meg/
mL and Bupivacaine 0.0625% at 5ccfhour
resulting in improvement of pain level to 3/10
with return of mobility and function of her
| right hand

Implantation

ventral migration of the catheter limiting its
effectiveness and potential cord injury, ITP
implantation was performed with laminectomy and
durotomy at T9 with the catheter tip placed at T2.

Because of her tethered conus, which may lead to |

ITP morphine was started at 5.5mg/day and
titrated to 7.5mg/day over the next month while
the patient continued to experience palliative pain
relief with return to function until her passing.

Conclusion
Very few cases of cervicalthigh thoracic placement
of ITP are found in the literature. These ITP were
all placed for malignant pain from neck/thorax/
upper extremities. The catheters were inserted
between T2-T5 and the tip placed between C5-C7.

The patient's unique history of tethered conus and
presentation of right arm pain due to tumor
involvement of the brachial plexus makes her an
ideal candidate for palliative placement of cervical/
high thoracic ITP.

Given its effectiveness, we believe that cervicalf
high thoracic ITP catheters should be considered
a part of the armamentarium in the treatment of
refractory upper extremity cancer pain.

Citations
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New York Academy of Medicine (NYAM)

Polymixin-induced Recurarization Requiring Postoperativ

3

", Weill Cornell Medical College
Reintubation

Vikram Bhasin, MD, Jon Samuels, MD

Dapartmant of Anasthaslology ¢, Walll Comall Madical Collaga, New York, NY

Introduction:
Polymyxin antibiotics are effective against most gram-negative bacteria., Concerns regarding neuromuscular weakness have limited their use.

Case Presentation:

45-year-old male with post-ERCP pancreatitis complicated by multiple polymicrobial abscesses, scheduled to undergo debridement of necrotic tissue
under general anesthesia. Prior drainage of his abscesses grew multiple microbes, so he was started on polymyxin, meropenam, and fluconazole.

In the OR, he received scheduled doses of meropenam and polymixin. His induction, intubation, and intraoperative course were uneventful. He received
full reversal with neostigmine 5 mg, and atropine 1.8 mg. A nerve stimulator showed 4 twitches with no visible fade. He was alert, oriented, following
commands, breathing spontaneously with good tidal volumes, and was extubated. He developed difficulty breathing, initially thought to be due to partial
laryngospasm, which resolved with positive pressure. He continued to feel weak with discoordinated movements. The nerve stimulator showed zero
twitches indicating recurarization. He received neostigmine 2mg with atropine 0.6mg and was re-intubated

Discussion:

This patient had neuromuscular weakness after he initially showed evidence of retumn of neuromuscular function. This recurarization was likely due to
polymyxin. Although he had received polymyxin during his hospital course, this was the first ime he had received it alongside a neuromuscular blocking
agent

The reported incidence of neuromuscular blockade with polymyxin use has been low. When comparing data between 1962 to 1977 and 1995 to 2005, it
is noted to have decreased.

Conclusions:
The use of polymyxin can still have tangible morbidity even through the reported rate of complications is low.

Figure 1: Anesthetic Record

Fip 4. Intrazpreratue cinkal coarss shosing aunell stehin mssimion pemmears 20z Feracnamiss, Fxhibated i OR. nnserad and minhibated
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An ICU Case of Unrecognized and Prolonged

Esophageal Intubation
Transfer

during Hospital to Hospital

Weiner, Brett MD, Chiao, Franklin MD

Department of Anestheslology, Welll Comell Medical College, New York, NY

introduction:

Thers are numerous complications that can arise
'when patients are transported bemon medical

Case Report:

An 83 year old Alzheimer’s domentia with depressive
features presented as a transfer from an outside Dmmtalm the setting of twanty-four hours of neurologic

Itis the d i lion of these
problems that can become dﬂfuui\ and requires
g behalfof provider to recogni Key Points Prior to Transfer:
and treal such issues belore they can cause ham 1o
the patient. As medical providers, we are &ded hy - Prior to admission, wo des of falls with h but without loss of
it d devices to detect such - Head CT at the i left cerebellar a large right frontal hemorrhagic
mnlf use bocomes essential bilateral acute on
istak has an - At i ainvay protection

- Decision made to transport the patient to our hospital for possible operative intervention

Figure 1: Chest X-ray

Missing Information:

- Pati i ive attemy o

. Two chest x-rays were obtained following each intubation and prior to transfer which showed an esophageal
intubation

- Following the second chest x-ray, the patient had already been discharged for transfer

- No attempt was made to inform the accepting hospital of this mistake

Important Events Following Transfor:

Discussion:

The incid
lemargency aiway management has been reportad to bo
around 8%. ' Recognition of an inadvertent esophageal
intubation is paramount in order to prevent associaled morbidily
land mortality incurred to the patient including hypoxia

to apnea, abdominal
vomiting and yioan
and bowel perforation.

Important Considerations for this Case:

L nt ing during transfer

- Hypoxia secondary to apnea was avoided

- Remained at high risk for other complications including bowel
perforation

Devices and Techniques to Confirm Endotracheal Intubation:

- Direct the
the vocal cords
- Auscultation of bilateral breath sounds
Visualization of chest rise bilatarally
- Fogglng of the endotracheal tube
u direct vi i the

- Palienti into circui the ventilator

- No episodes of e

- Senior anesthesia resident perin'ma wbo exchlnge vla Cook Catheter with direct McGrath
laryngoscope

- ¢ not oblai erify the i
the exchange

- Significant abdominal distension became notable on physical exam

- Chest x-ray obtained (as shown)

tube within the trachea
- Chest radiography depicting comect placement within the
trachea

- Qualitative and quantitative end-tidal CO2 detection®

However, despite the various methods available to

Figure 2: Incidence and Relative Risk Ratio for Comptications Foliowing Esophageal versus Non-
Esophageal intubation*

9.03-16.31,P < 001

Regurgitation 24 247 1314 8.76-19.68. P < 001
Aspiration 08 128 1722 9.43-31.43,P < 001
Bradycardia 15 213 T 11.12-23.39, P < 001
Oysthythmia 41 218 837 444014, P< 001
Main Stem Bronchial 48 14 32 212.4,90.P < 001
Intubation
Cardiac Arest 07 02 1507 7.88-28.82.P < 001

intubation, none of the available techniques has proven to be
100% accurate further indicating the importance of vigiance on
the part of the it to detecta i act
accordingly.?

Referances:
1. Schworez DE. Matiay MA, Cahen N, Doath aad ather implcadons of
emergancy ainvay mansgament in criicay i aduts: a p
salpadoncf 207 tmclmal bt aestiaboct e S67-

2. O'connor RE., Swor RA. Verfication of endolracheal lube placement
fostowing intubation, Netional Association of EMS Physician Standards
and Cinical Practice Commiies. Profosp. Emer. Care, 1999:3:248-50

3. Knapp S.. Kofler J.. Storsec B., et. al. The assessment of four difforont
methods to venfy tracheal tube placement in the crifical are setting.
| Anosit. Anag. 1999.68:766-10.

4. Mort, 7. C.. Esophageai intutation with indirsct Clnicai Tests During
Emargency Tracheal intubation : A Report of Patiant Morbidty. J. of
 Cinical Anosthesia, 2005: 17:255-62.

The Society of Critical Care Anesthesiologists (SOCCA)

Acute subdural hematoma following coronary artery

bypass grafting: A case

report

Sheida Tabaie § *and Natalia Ivascu $

Department of Anesthesiology  , Weill Comell Medical Collage, New York, NY

Neurological complications following cardiac
surgery have poltentially devastating consequences,
According to recent studies, the risk of ischemic
stroke post-coronary artery bypass grafting is 1-
5%." However, intracranial bleeding complications
are infrequently reported following cardiac surgery.
Despite its relative rarity, early recognition of
bleeding is of t tance as
there are emergent interventions that can markedly
improve outcomes in the post-surgical period.

Pre- and Intra-operative Course:

A 70 year-old female with no history of a bleeding
disorder presented to an outside hospital with a

NSTEML. She received a 300 mg dop;dagrel load
prior to cardiac

with partial

L lateral venl.ncle and a 4 mm midline shift

Weill Cornell Medical College

Conclusion:

Acute subdural hematomas are generally precipitated
by head trauma. With no evidence of head trauma in
this case, the etiology remains unclear. A literature
search of subdural hematomas following cardiac
surgery reveals several case reports 254567 A
[possible etiology includes the pre-operative
anticoagulation regimen combined with heparinization
for CPB leading lo a bleed from tearing of the dural
bridging veins secondary to rapid intra-operative
cerebral luid shifts.2 However, given the acuity of the
'subdural hematoma, it is less likely to have begun
while on CPB with delayed presentation until POD #3.
Interestingly, the adukt case reports identified in the
literature had a wide range in timing of presentation

CT images the L of the from POD #2 to POD #42. Based on the limited data,

it appears that intracranial hemorrhage following

Post-operative Course:

3-vessel CAD. The patient was slaned ona
heparin drip and was transferred to our hospital five
days later for definitive treatment. The heparin drip

inued until the night prior to surgery. She
remained supratherapeutic on the heparin drip
despite decreasing the dose, with PTT >150 for two
days. She was also started on aspirin 325 mg
daily. Three cays after admission, the patient
underwent 3-vessel CABG without complication.
Conventional CPB was used, including
heparinization and protamine reversal. There were
no intraoperative complications, and the only

blood products i were two

units of packed red blood cells.

Her post-op

with no episodes of bleeding or hypotension. She was started on
prophylactic SQ heparin moe aday on POD #1, and the aspirin 325 mg was continued daily. The platelet count fell to
88.000 immediately post-operatively, after which it remained above 100,000. All other coagulation labs were consistently
within normal limits. On the moming of POD #3, the patient had an acule change in mental status associated with a right
hemiparesis. Upon examination, the patient was oriented to self and was able to briskly follow commands, but had a
moderate to severe expressive greater than receplive aphasia, and a right hemiparesis. The acute stroke team was
aclrvaled On neurology evaluation, the patient had an Initial National Institutes of Health Stroke Scale score of 8. She

cardiac surgery does not commonly occur in the
immediate post-operative period. Thus, it is critical to
establish a neurological baseline in the immediate
post-operative period and to consider intracranial
lhemorrhage in the differential when there is an acute
change from the neurological baseline.

o 12 Nt J, Graagnine G, Wane C, Newmn M
al campications o candac surgory Tha Lancet Mauriogy 2014; 13 490-

stable with no ic support and minimal oxygen supplementaﬂm via 2 Aojoh 8 Kowoa . Fukunoga 8, Toama . Uoda .St Homalomo ter
nasal cannula. A stat contrast head CT revealed a large left subdi vith partial o] cosmemtavomy tew ok On T 15 50483 Eo—
the left lateral ventricle and a 4 mm midline shift with subdural There was no
known head trauma during the i ion or prior to the All anti was held and the patient
received one unit of platelets prior to a left i for of the subdural The post-operative

r
course was unremarkable, and the patient made a full recovery with no residual deficits.

hear sirgery Ann Therac Surg 2003; 76 &
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Society of Cardiovascular Anesthesiologists (SCA)

_I NewYork-Presbyterian
1 Weill Cornell Medical Center

Blunt Cardiac Injury Conundrum

Rohan Panchamia, MD, Anastasia D. Grivoyannis, MD, Emil N. Bogdanov, MD, Shanna S. Hill, MD.
NewYork-Presbyterian Hospital — Weill Cornell Medical Center, New York, NY
Tmage 1: Pulmanary Vein Tear identified, while on CPB

Techniques employed for airway
management & ventilation:

Background:

Blunt cardiac injury (BCI) hus o mdu spectrum of

manifestations rang 8 clinically

asymptamatic ta lethal rwd\ngﬂm B

= Incidence reported: & -7

* Myocardial contusion, most commonly reported
» RA{ RV most likely to sustam mjury

* Left-sided (LA IV) injuries vare

Low lidal volume stealegy should be used 1o
improve post-op survival in patients with acule
lung injury (ALL

Volatile anesthetics may have a role in regulating
the pro-inflammatory response in the Tungs.
Case:

Permissive hypercapmia conld provide Tung
33M brought to the TD after being pinned bessveen protection in the wtting of ALL
hwa ractar-trailers.

CT chestiabdomenypelvis was notable lor mulliple
right rib fractures, bilateral pulmonary contusions,
e el A b e Surgical considerations which impact
cidenc ad - 5 & A
DUIONSTY YeIR teof anesthesia decision-making:
venous cannulation sie
areniz] cannuleten st2
lesentasn cephiad

He was intubated for hypoxia and was started on
norepinephrine and  phenylephrine mfusions for
significant hypatension. A bedside "I'lE showed a
moderate-large pericazdial elfusion with kunponade

Tmage 2: linear echodensity identified
between epicardium and myocardium (TTE)

« Pump-dose heparin should be dravwn up and
readily available prior to sternatomy.

® Fmergent bypass requires @-mmw
r hehween the anes
seon and perfusionist.

Ihe patient was taken la the operaling raom for a
pericardial window, He arrived 10 the OR on
maximum concentrations of vasopressors receiving
frequent baluses of epinephrine ko maintain his
mean arterial pressures > 0 mml g, He was placed
on low lidal volume ventilation. A TEE confirmed
TIE findings and  displayed a lincar echodensity
betwen the epicardinm and myocardium of unclear
clinical significance.

Teaching Points:

- BCI prescntations vary but should be highly
suspected when other thoradi
as peumiothorax and pulmonary contusion,
Full comventional sternotomy was made for are present.
exploration. Bright red blood was noted to b
briskly pauring from the mediastinum leading to
complete elfacement of arterial line Wacing, The accurate reflection of coagulation function
patisnt was cmergently hepacinized, canndlated, : ; - and may reduce total blood component
and placed on CPB. Evaluation of all mediastinal 2 ; inistration, potenially decreasing the
structures revealed a tear in the nferior pulmanary - - incidence of mult-organ fallure and ARDS,
wvein as il entered inlo the is was repaired and
the patient was slowly weaned and sepurated from
CTB aéter full resuscitation.

. Point of care hemoslalic assays provide an

Coagulopathy was treated wilh 1he administration

of prolhwombin  complex  concentrate  (PCC),

cryoprecipitate (CPT), platelets, and protamme

sulfate a5 guided by ROTEM. After hemostatic 2 urits pRBCs
contol was carefully achieved, the sternum was ’: coagulaten factors, direct anticoagulants,
closed and the patient was taken lo the ICL, He procipiay elels

suffered nolong-term sequedac. patelet function, Férinogs
SN A —
fisrinciysis

Tan References:
Fxplaration of ki3 n Farameters &
Mzjor Influers g Factors:
O0ce cell-saver
Kashuk JL et al. Pestinjury coagulopathy manage
xhrm‘led Tesuscili <Ir|)|| via POC thrombaelastog rap!
sLb

Intracardiac Tumors
Weill Cornell Medical College

Andrew Sosa, Em Bogdanov, and Nikolaos Skubas
i k. NY

Weill Comell

Figure 1 Figure 2 Conclusion:

Introduction: [Primary cardiac tumars are fortunatety a relative rare

A 73-year-old male presented for removal of a 34x 3
cm mass Iccated on the apex of his Ly, His past
[medical hisiory was significant for melasiatic
meianoma tc his eye and lungs for which he had
undergone an enucleation, mulliple horacolomics and
wecge resections. His current L fumor was.
giscavered on roulne olow-up sorc
induction of general anest
ccho was perfomed, v
pedunculsted mass just to the side of the trcuspid
valve (figure 1.2, The mass was not obsliucting flow,
or causing trzuspid regurgitation. A CT and TTE
porformed 3 monlhs carlcr faicd lo dotect the mass.
A differential of intracardiso masses are myxomas,
lipomas, sarcoma, hrombus, and motastasis. Given
the rapid growth of this tumor and
e mesanoma. L most el clagrost s

Alarge o oo mase was oo and s,
canfimed by pathology to be consistent v
molanoma. Tho remaindor of the mass invaded th

i p(um and no ’unherarpmm was made 1o
o rosidual LV clod uo
i gn cal Tk i bese R vt 4
iy disseminatod disvase siate.

Rv-Right wentricle
IAS- Infraatal seoh.

um

« Figure 1- Widesophageal Short 2xis aurlc valie showing the tumor in

the right atrium

« Figure 2- 30 recveation of ight atral mass.

Barign Tumore

fyxoma- Accoun for 25% of all primary cardiac tumars and 50% of
iemgu tumors. 75% are localed in the left alrium. They usually have
heterogeneaus composition that has a pedicie which attaches to the

interairial seplum.

Lipomas- They are usually sbepicardial, located i o \nu LV, RAor

|45 Can lead to compression, arthythmia and conduc

Papillary Fibmetestoms- Most commor

Tumor Type
Myxoma

Echo Findings
Wobile, heterogeneous tumor
Connerted 1o 185, usually in 14
Lipema Homogenous, hyperechaic mass, Can
appear hypaecholc f located In the:

pericardial spave:

tumor of cardiac valves. It

usually is <16m and allucts Ihe avrlic ur milial valve

havs molasiasis un diagnusis.

Undifforentiated Sarcoma- acoount for 0-24% uf sarcomas. Large

tumars reaching up to 10cm and can he sessile or pedurculat

Osteossrcoma- make U

9% of cardiac sarcomas. Most

commonly they are localed in the LA anc produce respiraiury symploms

pilary Locatedon

walwular surfaces
characteristic shimmer at tumor bloog
interface, and display frond lice

projections

caten

1) Paraskevaidis, loannis A, Chiristos A Michalakeas, Gonstant
1-5.

Tumors.* ISRA Oncoiogy 2011 {2011

occurtence with an inceence of less than 0.1% in U
gereral populatian. 75% of these tumors are benign,
moslly mysomas, vs 25% which are maignant and are
usually sarcomas. (1) Seconcary or metastatic cardiac
Lemors arc 3040 imes more frcquent than orimary
cardiac tumors. with an estmated incidence of 1.6-18.3%
of palionts wih malignancy. Melastases 1o the heart arc
usially crly seen in widespread disseminatec cisease.
(2}

tolanorma in partiular has a tendency to molastasize (o
the heart. and autopsy studies of patents wih melanoma
havo shown an incidonce of up to 45%. (3) Melanomas
can affert all areas of the heart, but most commoniy
affocts the ericardiem and the right atrium. Trose
Itumars are usually only diacnos stmortem due 1o
rarity of clinical symptoms. When symploms do prosent
mnst comman are: acite percardits, pericandial effuson,
congestive heart failuro. atrioventricular blocks. atrial
tachyranda, and transient ischemic attacks, The.
N fos: e am M e B
ctancy heing 2 years (ringe of & months to 7
YﬂaM.s )

(Given the propensity of melanoma to metastasis to the
right sile of the heart, and s lack af clinical symptoms
scresning of patient’s heart prior to cannulation is critical.

Reiwtdornyorri- WosL curnimion prinary podialsi car p ;
iy e s W e e Ui e Rrzbcomyoma Multisle small lobulzted homosencus :};m’fg Lxl ;‘:‘fghi?;fm"‘;gfﬂ"z‘ i
The RY or RY oulllow (racl. Indbypeachiolc it [nAAR after the discovery of the mass, this pian was switced fo
. _ . IVC/SVC cannulation. In the fulure, nvestgation of the
Malignant Tumors. Angiosarcoma Large echogenic masswith poor fight atrium in patients wih a hstory of melanoma should
Li- Left Atium are the most tumor making up demarcation ot bordeis Inthe A be underizken orior to cannulaion to aveid accidental
Lv- Left Vanlrice 33:37% of malignan primiry carciac lumors. Usually localod io o gt tumor injury
RA- Right Atrum airium. these tumors are highly agareasive tumars and 80% of pa =

i0s H. Papadupoulos, and Maria Arastasiou-Nana "Cardiae

Heat, and Lari A. knrwm “Metastatlc: A ignant Melanoma Manifesting as an
Gy 19.3 (2010): 1

35
a) Bossert, T. ‘Resecton of a Right Atral Metastat c Melamoma ot Urkown Origin of Primary Tumr." Europsan Joumal of Cardio-

Thorac:

Surgery 15:3 1998 37375,
e Tumours: diagnos

nagomunt.” Lancel Orsolugy 2005:6:219-20

5) Bourma, W. “Successful surgical alon of P

y rig)
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2001; 647
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New York State Society of Anesthesiologists (PGA)

Weill Cornell
Medicine

Electrophysiological Ablation of Recurrent

Ventricular Tachycardia under ECMO

Panchali Dhar, MD", David Graboff, CRNA", Steven Markowitz, MD?
Department of Anesthesiology', Weill Cornell Medicine, New York, NY
Department of Cardiology?, Weill Cornell Medicine, New York, NY

The patient is a 67 year old male with hypertrophic cardiomyopathy discovered on MRI following syncope resulting in a motor vehicle accident. A
coronary angiogram showed no significant CAD and an EF of 80%. An ICD was implanted and he started treatment with amiodarone.

Avyear later he began to have episodes of ventricular tachycardia treated with antitachycardia pacing by his ICD. He underwent two unsuccessful
attempts at electrophysiological ablation. A third ablation session was complicated by sustained polymorphic ventricular tachycardia and cardiac arrest
requiring ACLS for 2 minutes. He was started on mexelitine and discharged home.

associated with lightheadedness and dizziness.

A |ABP B Impella C TandemHeart D ECMO
j ,-‘;; | |
[ / i
N {
Ablation Procedure

The patient was brought to the electrophysiology laboratory and general
anesthesia was induced. During the case. ECMO flows, SvO2, MAP. and
cerebral oximetry were monitored. The adequacy of gas exchange
support was verified by blood gases from a radial arterial catheter. The
hemodynamic effects of VA ECMO upon the myocardium were gauged by
following the pulsatility of the arterial waveform. ECMO flows were
maintained between 3-4 L/min. A phenylephrine infusion added
hemodynamic support, The inhaled sevoflurane served mainly as an
amnestic. MAP ranged 50-70 mmHg and Pa02 ranged 170-279 mmHg.
An epicardial catheter was inserted through the subxiphoid approach.
Mapping was also performed in the left ventricle through the left femoral
artery. Programmed stimulation resulted in multiple episodes of VT.
During VT the MAP held steady at 55-70 mmHg and cerebral oximetry
ranged R53-65/ L 57-69.

Learning Point

References

2. DellaBella P, etal

1 Tung R, et al. Cathatar Ablatian of Ventricular Tachycardia
loft

He continued to have frequent episodes of VT daily, treating with anti-tachycardia pacing and/or shocks. The episodes lasted up to 10 minutes

A fourth attempt at VT ablation using peripheral ECMO support was conducted. General anesthesia was induced and femoral veno-arterial ECMO was
started. During ECMO, ventricular tachycardia was purposefully induced to locate the pathologic foci. The ablation study lasted 10 hours. The patient
continued to have episodes of VT after the procedure. He was extubated 24 hours later without any evidence of cognitive deficits. He ultimately required a
fifth procedure using an Impella device and trans-coronary ethanol for successful ablation.

Discussion
« There are four types of percutaneous left ventricular assist devices (pLVAD)
used for hemodynamic support during catheter ablation of VT: IABP,
Impella, Tandem Heart System and most recently, ECMO.

ECMO is the only system capable of a true total support at very high
ventricular rates of 300 bpm, during ventricular fibrillation, and even in the
setting of RV failure
ECMO provides both hemodynamic and respiratory support. Circuit
components are chosen to allow for at least 50-75 ce/kg/min of flow in
adults. It provides 60-80% of the predicted resting cardiac output. The
remaining 20-40% of venous return flows normally through the native
pulmonary circulation,

The femoral venous cannula withdraws blood. Blood is then pumped
through the membrane oxygenator allowing for oxygen uptake and carbon
dioxide removal, and this arterialized blood is returned to the systemic
circulation through the femoral artery.

.

This case demonstrates the advantage of ECMO support during VT ablation because it maintains cerebral perfusion and oxygenation.
ECMO facilitates mapping during hypotensive VT and protects the brain from ischemic injury.

Circulation 2011:123:2284-88

the trouble? Cire Arhythm Electrophysiol 2012.5:1056-58

Journal 2014 Article ID 393258

Support for Ablation of Untolerated Tachycardias. Is it worth

3. Chung M, ef al. Monitoring of the Adult Patient on Venoarterial Extracorpareal Membrane Oxygenation. Scientific World
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Pain management after exploratory laparotomy and large abdomina
tumor resection in a 15 yo patient with neurofibromatosis,
who was not a candidate for neuraxial anesthesia

Ajay Dharmappa, MD', R. Scott Dingeman, MD?

1Department of Anesthesiology, NewYork-Preshyterian Hospital, Weill Cornell Medicine, New York, NY
2Department of Anesthesioclogy, Memorial Sloan Kettering Cancer Center, New York, NY

Summary

In this case report, we describe a 15 year
old patient with neurofibromatosis who
was unable to receive neuraxial anesthesia
for post-operative pain management. The
patient underwent exploratory laparotomy
and tumor resection, but received effective
postoperative analgesia using multimodal
analgesics, including acetaminophen,
ketorolac, ketamine, and gabapentin. The
case further illustrates successful use of
gabapentin as a pain adjuvant in a
pediatric patient, which has not been
thoroughly described in the literature

Case Report

A 15 year old male with a PMH significant for a large malignant
i inal tumor. Neurofi is type 1. with both
plexiform and dermal neurofibromas, scoliosis post Harrington
rod placement and exercise induced asthma presented for
exploratory lap: w for a ion of an intr i

tumor.

Intraop: Itwas determined that the patient was not a candidate
for neuraxial anesthesia due to placement of previous
Harrington rods {figure 1) with a large posterior cervical to
lumbar incision and multiple dermal neurofibromas which
covered the back extensively (Figure 2). In anticipation of post-
operative pain management, the patient was given 300mg of
gabapentin, 1 hour prior to incision. Intracperatively the patient
was induced with propofol, fentanyl, and rocuronium. A
ketamine IV bolus of 0.5mg/kg was given at induction. The
patient was placed on a ketamine infusion intracperatively at
0.25mg/kgthr, and maintained on sevoflurane. Fentanyl was
titrated intraoperatively to supplment analgesia. Due to
extensive blood loss and large amaunts of fluid resuscitation,
the patient was kept intubated post-operatively and transferred
to the PICU, where he remained an a ketamine infusion at a
rate of 0.1-0.2mgrkg/hr. with I\ morphine given prn.
Postop: On post operative day (POD} #0, the patient was
remained intubated, sedated, but arousable and able to answer
questions appropriately. The patient reported pain scales of 3-
4110 The patient was successfully weaned to extubatian on
POD #1. and transitioned to a hydromorphone IV PCA,
weaned off the ketamine infusion and continued an gabapentin
100mg PO Q8h. The patient reported pain scales of 1-4/10 on
POD #1. On POD #2, standing ketorlac and acetominophen
were added to the pain regimen, with reported pain scales
decreasing to 1-2/10. On POD #3, the patient was weaned
from the dilaudid PCA, the ketorlac and acetominophen
transitioned to prn, and the patient was started on standing
oxycontin and prn oxycodone. Pain scales were reported as
1110 on POD #3. POD #4, the patient was discharged home

with reported 0/10 pain on oxycontin and oxycodone pr.

Figure 2

Dermal neurofibromas similar to presentation of
the patient

Discussion

Post -operative pain management in pediatric patients
has become a major concern and challenge {1,2}. This is
especially evident in the fact that post -operative pain in

the pediatri ion remains (2).

Effective pain control in the post- operative setting has
many advantages including fewer pulmonary and cardiac
complications (3). Faster recovery, early ambulation and

improved patient satisfaction are among the other
benefits of optimal pain control {3). This case highlights
successful pain management in a pediatric patient using

a multimodal approach in a patient who was not a

candidate for neuraxial anesthesia. The case further

i | use of gabapentin as a pain

adjuvant in a pediatric patient, which has nat been

thoroughly described in the literature. The use of
systemic ketamine in pediatric patients has been shown
to decrease pain scores in the post -operative setting (1).

However, the use of systemic ketamine has failed to

show an opaid sparing effect (1). The use of a single

dose of gabapentin preoperatively has also failed ta

show opoid sparing effects and has failed to demanstrate

decreases in pain scores in pediatric patients (4).
This case demonstrates a favorable effect on pain scores
and pain management with the use of both systemic
ketamine and gabapentin used around the clack until
discharge. In addition to these two agents, we utilized
acetominophen and ketorlac for optimal pain control.
Further ir igation regarding the use of gabapenti
around the clock and/ar with ketmaine may be warth
investigating, specifically in the pediatric population.
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Thoracic Paravertebral Blocks for Breast Lumpectomy
in a Patient with Facioscapulohumeral Muscular
Dystrophy

Medicine

Jacob Jackson, MD, Angela Selzer, MD, Stephanie Cheng, MD
Department of Anesthesiology, NewYork-Presbyterian Hospital, Weill Cornell Medicine, New York, NY

Case:

A 59-year-old woman with FSHD

presented for left breast

lumpectomy and sentinel lymph

node biopsy. She had the following

medical history:

* Recurrent pneumonia

+ Asthma

« Severe restrictive lung disease
and reduced DLCO (requiring
home O,)

+ Dysarthria and dysphagia

+ Inability to lie flat secondary to
shortness of breath and GERD

+ TMJ disorder

A preoperative pulmonology

consult recommended leaving the

patient intubated if she were to

undergo general anesthesia, with

postoperative ICU admission.

Facioscapulohumeral

Muscular Dystrophy:
FSHD, a dominantly inherited
disorder, is the third most common
dystrophy after Duchenne and
myotonic muscular dystrophy. Itis
characterized by progressive
skeletal muscle weakness across
facial, back, and upper arm
muscles that often affects muscle
groups asymmetrically.2

Conclusions:

A lack of publications exists
describing the anesthetic
management of patients with
FSHD. Patients with this type of
muscular dystrophy who
undergo general anesthesia,
even for ambulatory surgical

Fig 1a: Superficial skin markings for left breast
lumpectomy.! Fig 1b: Needle “walked off” transverse
process into paravertebral space.!

Anesthetic Technique:
. Standard ASA monitors in the

sitting position

. Five liters O, via nasal cannula

. Light IV sedation (midazolam
2mg and ketamine 20mg)

. Palpation of surface landmarks,
skin preparation and local
anesthetic skin wheals (Fig. 1a)

. Ultrasound-guided
paravertebral injections of 5 mL
per level of 0.5% bupivicaine
with 1:200,000 epinephrine and
preservative-free
dexamethasone for levels T2-
T6 on the left side (Fig. 1b and
Fig. 2)

. Glycopyrrelate 0.2mg to reduce
oral secretions

. Maintenance of sedation with
small boluses of ketamine

Tole 239¢ MpOr I O 9RONIeD With
e eazest puniseun of e
poliem, who 5wl peucosly
ik ol Spescie Fanks B o
o ssin = quecs ' ard 10 ar
ropnnd ity peTiss an from D
2y Greanaesss, W (Rt 1

! N
T3 Transverse
Process

Fig 2: Ultrasound image of local anesthetic injection
into the left T3 paravertebral space.

cases, may require prolonged
intubation and postoperative
care in the ICU until they can be
safely extubated. Anesthesia
was provided with long-acting
paravertebral blocks combined
with light IV sedation. The
patient was discharged home
the same day of surgery with
adequate analgesia and stable
respiratory function.

References:

1. Greengrass R and Steele S.
Paravertebral blocks for breast
surgery. Techniques in Regional
Anesthesia and Pain
Management 1998, 2: 8-12.

. Tawil R. Facioscapulohumeral
muscular dystrophy.
Neurotherapeutics 2008; 5: 601-
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Peripartum Management of Severe Factor Xl
Deficiency — Role for ROTEM?

Emily B. Kahn, MD, Maria T. De Sancho, MD, Sharon E. Abramovitz, MD
NewYork-Presbyterian/Weill Cornell Medicine, New York, NY

Background:

Severe factor Xl deficiency (activity
level <15%) presents a unique
challenge in the obstetric population.
While there is no standard of practice
regarding the management of these
parturients, it is recommended that
patients undergo factor replacement
therapy in the peripartum period and
those at high risk for bleeding receive
antifibrinolytic therapy postpartum.
This still leaves the question of how
we should assess the effects of these
interventions towards effective
hemostasis in these high risk
patients. Could rotational
thromboelastometry (ROTEM) be of
use in guiding therapy in these
patients?

Case:

A 34yo G2P1 with a history of severe
Factor Xl deficiency (baseline factor
Xl <1%, 2% at 35 weeks gestation)
and post-partum hemorrhage after
her first delivery by cesarean section
(C8) in 2013 now presents for repeat
CS8. Management of her first delivery
included 4U FFP preoperatively
which normalized her aPTT from her
baseline of 80 seconds to 35
seconds but only increased her
Factor Xl level from <0.1% to 17%.
She received an additional 2U FFP
intraoperatively with EBL of 1500-
1800cc. An additional 4U FFP was
given postoperatively with TXA. For
this delivery, a total of 5U of FFP
{15cc/kg) was transfused. Baseline
coagulation and ROTEM were
measured and compared to post-FFP
values. The aPTT normalized from
61.4 to 27.6 and the ROTEM clotting
time (CT) on INTEM also normalized
from 268 seconds to 172 seconds.

Figure 1: Baseline INTEM showing
prolonged clotting time (normal 122-208)

- / INTEM
60/ 1
RT: 00:29:15
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CFT
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Figure 2: INTEM after 5units of FFP given
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Given the normalization of coagulation studies with
the evidence of strong clot formation without
fibrinolysis on ROTEM analysis, spinal anesthesia
was performed and cesarean section proceeded
without incident. Factor XI showed an increase from
2% to 25%. The EBL was 800cc and the
postoperative course was unremarkable with no
evidence of postpartum hemorrhage. The patient
was started on a TXA infusion prophylactically
postpartum. There was never any evidence of
fibrinolysis post-partum.

Weill Cornell
Medicine

Conclusions:

Although previous
recommendations include factor
replacement therapy titrated to a
level of 30-40% normal activity, in
this case that would have required
excessive plasma transfusion
beyond what available studies
showed the patient needed to form
an effective clot. With the risk of
infection, adverse transfusion
reactions, and alloimmunization
increased with each unit
transfused, therapy should be
guided in a way to achieve
effective hemostasis while limiting
potential harm. While further
research linking ROTEM results
with clinical outcomes is needed,
based on the findings in this case
there is a great potential for using
ROTEM, at least adjunctively, to
demonstrate effective hemostasis
following peripartum replacement
therapy in patients with severe
Factor XI deficiency.

References:
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Unanticipated Difficult Intubation due to
Unrecognized Laryngeal Cyst

ge=r Weill Cornell
&) Medicine

Jenica Lampl MD, Sabrina Wheatley MD, Minda Patt MD, Marc Cohen MD, Panchali Dhar MD
NewYork-Presbyterian Hospital, Weill Cornell Medicine, New York, NY

Pre Operative Evaluation

70yo female for elective robotic ventral hemia repair

PMH:

* Morbid obesity (BMI 42)

« Type 2 disbetes

« Hypertension

« 20 pack year tobacco history

« Shortness of breath at rest, dyspnea on exertion,
productive cough, and hoarseness

Pre op studies:

+ Normal chest CT

+ Sleep study diagnostic of OSA (did not use CPAP)

« Echocardiogram with EF 60%, diastofic dysfunction

Operative Course

A RSI was performed and intubation was attempted with
size 4 McGrath video laryngoscope. Posterior pharyngeal
and laryngeal structures were difficult to distinguish due to
active bleeding. A mass was noled partially covering the
vocal cords. A 7.0 ETT was successfully passed and
placement confirmed. Infraop course was uneventful. The
palient remained intubated post cperalively for further
evaluation of the suspected laryngeal mass

Post Operative Course

The patient returned to the OR the following day. Evaluation
by ENT with an anterior commissure laryngoscope was
initially unremarkable. The bleeding was attributed to a
laceration of the nght lingual fonsil, which was now
hemostatic. The patient was then extubated in the OR after
meeting criteria. Immediately after extubation she became
stridorous. tachypneic, and endorsed difficulty breathing.
Oxygen saturation was 96% on 100% facemask despile
administration of nebulized epinephine. A flexible
nasal fiberoptic scope was inserted to view the laryngeal
aperture: this exam revealed an a 1cm pedunculated mass
obstructing the cords and creafing a ball valve effect with
respiration. The patient was reintubaled. Re-examination
with a rigid laryngoscope revealed the mass attached to the
right aryepiglottic fold; it was now pushed up alongside the
ETT. The mass was punctured, revealing tenacious white
mucous and confirming the diagnosis of laryngeal cyst The
cyst was aspirated and the peduncle excised. The patient
was exlubated the next day after receiving dexamethasone.

Clear vocal cords after resection

Discussion

Unrecognized laryngeal cysts can lead to “cannot
intubate, cannot ventilate™ scenarios®®7£, Incidence
in adults is on the order of 1 in 1600 based on
incidental findings during endoscopies’. The
pathophysiology is chronic mucesal irritation causing
blockage and dilation of ducts?’. Symploms can
include sore throat  dysphonia, dysphagia,
odynophagia, dyspnea, and globus sensation, but
most are asymplomatic and  discovered
incidentatly*4. Despite their benign nalure, there is
potential for these cysts 1o presenl as aiway
emergencies requining tracheostomy®. The treatment
of choice is complete removal by marsupialization or
electrocaulery; aspiraion alone can result in
recurrence’. Spontanecus resolution may occur >,

Both recognized and unrecognized cysts can result in
difficult intubation*®72. If a cyst is known o exist pre-
operatively, transoral or transnasal fiberoptic
intubation is the technique of choice*~*. When awake
fiberoptic is not an opton, an ENT anterior
commissure laryngoscopye may be more suited to
pass distal to a large, mobile cyst’. Other modalities
such as Macntosh or  Miller  blades,
videolaryngoscopes, and  bougies may be
unsuccessful at displacing 2 pedunculated cyst from
the vocal cords* ®. Blind or forceful intubation can lead
to cyst rupture, bleeding, and aspiration'. An LMA
may be rendered useless as a rescue device as
pedunculated cysts can still obstruct ventilation;
however, they can be used as condutts for fiberoptic
intubation®?, In the case of a previously unrecognized
cyst, resection shouid be undertaken prior to
extubation 7*

In this case, an unrecognized large supraglottic cyst
was the cause of our patient's chronic shortness of
breath, hoarseness, and cough. Extensive
preoperative cardiac and pulmonary evaluations did
not reveal the true source of her symptoms, and the
cyst was discovered upon intubation during elective
surgery. Fortunately, intubaticn with a styletted tube
was successful. though it pushed the cyst inferiorly,
and made it difficult to visualize with the ETT in place.
Only extubation and nasal fiberoptic exam adequately
demonsirated the ball valve effect the cyst created.
Laryngeal cysts should be considered in the
differential diagnosis for dyspnea and hoarseness if
candiac and pulmonary workups are unremarkable.
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Anesthetic Management of Tracheal Foreign

Body in a Chronically Trached Patient

Stephame Willet, M.D., Natalia Ivascu, M.D.

Weill Cornell

Introduction:

A tracheal foreign object is a life-
threatening emergency: most concerning
for airway obstruction creating respiratory
insufficiency. manipulation of the airway
Ieading to increased oxygen consumption,
airway hypoxia, and even cardiac

arrest. Before induction of anesthesia,
the site, degree, and timing of obstruction
must be carefully addressed. Of utmost
importance. is how to establish adequate
gas exchange while not obstructing the
surgeon’s view or pathway of foreign body
removal, as well as establishing a
contingency plan should the trachea
become completely obstructed. We
present a challenging case. not only
because the foreign object is lodged at
the level of the carina, but the object in
question is the distal end of a transected.
rare tracheostomy tube. Proximally, only
a fractured iracheostomy tube remains in
the and difficult

above renders oral endotracheal nearly
impossible,

New York, NY

*Figure 1: Pre-op CXR AP

&L ot

+Figure 2: Pre-op Neck XR AP

* Newly fractured tracnecstomy tube with dstal fragment caudally
locared wih inferior 7p at the level of the carina

a‘*

a‘”

Weill Cornell
Medicine

« Froctured tube with inferior frag: i
nferiorly to the level of the carina.

T

+ AirLon Tracheostomy/Laryngectomy Tube - Set,

Inhalation, Alr-Lon

Case Scenario:

A 73-year-old man tothe D

with 4% lidocaine
solukm Mldlzularn 2mg, Glycopyrrolate 0.2 mg, Lidocaine
80mg, De 10mg were

with increased clear secretions and inability to pass an inner)
cannula through his tracheostomy tube for 3 days. His past
history consisted of a severe electrical burn injury in 1985,
[which required emergent tracheotomy and chronic
tracheostomy tube for the past 30 years. Additional medical
history included coronary artery disease, history of NSTEMI
(EF 21% with akinesis of distal anterior wall), diabetes
mellitus type 1, chronic kidney |r|su|ﬁl:|ano/ and
hypertension. Notably, his prior bum injury resulted i in
difficult anatomical curvature and

A 5.0 uncuffed tube securely fit into the
residual iracheostomy tube to deliver inhalational agent.
FFB was then advanced through the mouth, however vocal
cords were difficult to visualize secondary to distorted
anatomy, thus requiring multiple attempts. The fractured end|
of the tracheostomy tube was identified al the carina with
tissue. Lidocaine 2% solution was

used to topicalize the trachea. Patient maintained adequate
spontaneous ventilation on 100% FiO2, however coughing
and restlessness prompted initiation of 1.4 MAC of

scar lissue. thus requiring a unique tube (Air-

and low-dose Propofal infusion of

lon/Tracoe) not available at our institution. His arway
history included a tracheoesophageal fistula resection and 4
occurrences of tracheal stenosis requiring dilation and
iracheostomy exchange. Chest X-ray and flexible fiberoptic
bronchoscopy (FFB) via the tracheostoma revealed

of the tube 1 cm distal

to the skin and inferior tip of the fractured segment at the
carina seated longitudinally (Figure 1 & 2).

At the time, the palient's airway was stable (oxygen
saturation 98%) on humidified 21% oxygen via trach collar.
Patient was urgently scheduled for foreign nb}aﬁ removal
via FFB in| the OR. We planned h\zl

Pressure support between 10-20 cmH20
was used to maintain tidal volumes at 6-8ccikg, secondary
lo mechanical insirumentation in the trachea. The

y team then the fragment i with!
rat looth forceps. however circular narrowing necessitated
serial balloon dilations for 45 seconds each. Volatile
anesthetic was discontinued and Propofol infusion with
boluses of 20mg IV provided anesthesia during dilation.
Significant tracheal swelling and minor mucosal bleeding
were controlled with imigation of dilute Epinephrine
0.1meg/cc and cold normal saline. The fragment was then
again pulled back proximally but further tracheal stenosis
\was encountered. Ultimately, angled forceps were

and general wathout
neuromuscullr blodung agent to maintain spontaneous
General ia included &
via cuffed tube

through the stoma, grasping the edge of the

fragment and mobilizing It past the proximal stenosis. This

required several attempts during periods of non-ventilation

jwhile the entire tracheostomy tube was removed. Between
the

through stoma and low-dose Propofol infusion. Case was
booked in the emergency cardiothoracic room in case

was required if

complete tracheal obstruction ensued.

tube was placed into the stoma
and positive pressure ventilation assisted sponlaneous

Conclusion:

As the surgeon and anesthesiologist
share management of a potentially
obstructed airway, clear communication
and a detailed anesthetic and operative
plan should be discussed, including
methods of induction, ventilation during
bronchoscopy, and maintenance of
anesthesia, An induction that maintains
spontaneous ventilation minimizes the
risk of converting a partial proximal
obstruction to a complets obstruction, air
leakage around the scope, and disruption
of ventilation when attempting to retrieve
the foreign body. As airway trauma and
rupture are significant and potentially fatal

it is also essential to avoid
coughing and bucking secondary to the
intense stimulation from the
bronchoscope. Administration of IV and
topical lidocaine diminishes airway
reflexes and allows the use of less |
intravenous and inhaled anesthetic . It
has been previously reported that a total
IV technique with spontaneous ventilation
was associated with a higher incidence of
body movement, breath holding, and
laryngospasm in comparison with an
inhaled technique™. Maintenance of
spontaneous ventilation using local
anesthetic topicalization and a balanced
technique of inhaled and IV anesthetics
allows for suitable bronchoscopy
conditions and a consistent level of
anesthesia.
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Left Atrial Tear Following Blunt Force Trauma

Weill Cornell
Medicine

Christopher W Tam, M.D., James A Osorio, M.D.

Il Cornell Medicine Now York, NY

 Low gasl, euse ol use umst 2ggh dhugmastis probaba.aty s made bestside 111 vl
20mpeneat o paticnt care in the 1CT2.

 Tuiexs nns. Fypniension, hepovalemia. Tow sardise outpit siates. Tn fhe
Candiar wuponade. tghl vl lell vemauulo: flure. KL vabvul dy siumtion aul aertic
dizacction.

» Renct 13 241- o aceess with he
Dielit. nnamgeaten, «

reumthozax a1 hemoper:cardiam that did not siggss temponed
i i
s e s i

nres terarctation and adpsanent in
ik o dillaenal fswsi il

3 h\. icians and traura surgeans

el iastolic |5 al e i

und lwnstsieuspid

Fe was ther raken to OR mncm.nﬂ\, et eandia” winde: snierted fo apen

scomninang and phicod on TR due o profise . Paticnt s, T

Lell atrus and superior pukneiry v tear. Patien, rvevered 1 the CLCL post-
e to prmanary

anstiszion, howeser he e

el and was

(TVCiand *pipas” (Ao 5 with shock
plovsicin: wtdizes puit-ofcae wirssound as 4

“1th s drotnool the lod side
aostic ul montteniug toul.

Tmage

®Length = 1.4 cn
+Length o cn

Figare |- TTE Subvihoid

2 ol hearl wits Lungs sircunfersniial nericantisl ¢

Figire 2 Apreal 4 vamber visw of Lings circuriersntial ps

icardliz) elasicn

» Cardiae maaure

i Blant fismma i3 & cvite oflen associaed with WVA;
stients why bine Ul'l.lll
Aalty

t R'kh zld.\d ra u.> with b

By

e ued @ detect analemical ancTiLes S
wentrienar wall notica abior

Tt k v uh

&

Fompression hucass it angs i

¢ presertation 1 the hospel ue ponera
chambers.
# Hresestatn: Mot petiats

el cvam Jnl\pcvumh as comp!
i, e

oepUible Lo TUpluR.

éf

b .hv

2 s poricardial ctlus
Tl dysfiion

g s showen 0 s vihble ool e TCTT
. dirussis and tresizuent of piiects. Lalside
¢ wll conlinue 1 expand and ulilizod :n improvng overrail
..1 elin cal o

hoeek inthe
Noth

22



soj2004
Typewritten Text
22


New York State Conference for Anesthesiology (NYSCARF)

An atypical presentation of peripartum cardiomyopathy

Brar JS, Kelleher DC, Darwich A, Gadalla F, Abramovitz S.

Department of Anesthesiology, Weill Cornsll Medicine, New York, NY

Introduction:

Peripartum cardiomyopathy
(PPCM) is a rare disorder of left
ventricular dysfunction and heart
failure with an incidence of
approximately 1 in 3000 live births
with an estimated morality of 1.3-
2% [1]. PPCM can develog during
the last month of pregnancy up to
within 5 months post-partum, but
the etiology remains unclear with
viral, autoimmune, and idiopathic
causes hypothesized [2]. This is a
case of an atypical presentation of
PPCM.

Case;

A 37 year-old female G1PD at 34
weeks and 2 days gestation with
hypothyroidism — and  gestational
diabetes presented with pretemn
premature rupture of membranes
and breech presentation. The
patient's preoperative vital signs
were pulse 97 bpm, blood pressure
134/80 mmHg, and oxygen
saturation 8% on room air. Spinal
anesthesia for primary Cesarean
section was performed with a 27-
gauge needle, 1.6 mL hyperbaric
bupivacaine 0.75%, morphine 200
meg, and fentanyl 20 mceg.
Following induction of anesthesia,
the patient complained of nausea,
which was assumed to be related to
hypatension, and was treated with
phenylephrne. She became
hypertensive to SBP 180s and the
fetus developed sustained
bradycardia, prompting an
emergent Cesarean section.

Figure 1

SAMELIRTRE Mg P At 200A emarshating & by
SUINONINY 3160 @

Following delivery, the patient's oxygen
saturation and systolic blcod pressure both
decreased to the mid-80s. Following multiple
boluses of phenylephrine, the systolic bload
pressure was maintained in the 110s and the
oxygen saturation improved to the low 90s.
The patient remained asymptomatic and
denied any chest pain or dyspnea.
Intracperative  fluids included 1000 mL
crystalloid, 260 mL oxyfocin {08 unit'mL),
with an estimated blood loss of 1000 mL and
urine output of 500mL.

While in the recovery room, the patient
developed tachycardia (120-140 bpm) with
oxygen saturation in the low-80s. Although
she remained asymptomatic, arterial blood
gas confirmed hypoxemiz {(pa02 44 mmHg).
Computerized tomography of the chest
revealed ground glass attenuation in bilateral
lungs with pulmonary venous distention and
interlobular septal thickening consistent with
pulmenary edema without evidence of emboli
(Figure 1}.

Figure 2

Weill Cornell
Medicine

Discussion:

PPCM is a diagnosis of exclusion;
however it should be considered in
a patient presenting with heart
failure during the peripartum
period. PPCM usually presents
with orthopnea, dyspnea. pitting
edema, cough. palpitations or
chest pain [3]. Risk factors include
advanced age. multiparity, hlack
race, multiple gestation, obesity,
pre-eclampsia, and chronic
hypertension [2]. This patient did
not complain  of any classic
symptoms of PPCM and lacked
many of the described risk factors.
A high index of suspicicn for
PPCM = essential for timely
diagnosis. Approximately 50% of
patients recover baseline
ventricular functicn within & months
post-partum. Predictors of
improved outcome include
recovery of ejection fraction at 2
months and initial left ventricular
end-diastolic dimension =56 cm,
while predictors of poor outcome
include Ieft ventricular thrombus
and black race [4]

Intravenous furosemide was admini d
and cardiology consultation was obtained. A
transthoracic  echocardiogram  revealed
diffuse hypokinesis, severely reduced global
left ventricular function, calculated ejection
fraction of 25%, mild to moderate mitral
regurgitation, and mild pulmonary
hypertension (Figure 2). Metoprolol and
enalapril treatment were initiated. and the
patient was discharged home on post-
operative day 5 with plans for follow-up
echocardiegram in 4-5 months.

References

1. Michiczuk LY, Wiliams K, Davis OR cf al
Frez sency of IFanparium Cs-3ionysgatay.
A Cardiel 200397 8.

2. 2bbousl) Murad Y, Chen-Scarabell, € et
2l Periparlam cardiomyopalhy &
zomprzhensies reviees IntJ Szrsiol
2007.118.295-203.

S Hilfker-Kie rer D, Fagaikia &, Naahof d sl

sl Psripartym cardiomyopathy cumart
risnagentent and fdune perspscbive. Cul
HesdJ. 2018;535:105C-7.

4. Am2s AR Jaber WA Rugsell SD.
Irrproved oules nzs in peripa-um
cars anmyopachy wih cantzmearary. 2mn
Hez-.l 2003; Ya-15

23



soj2004
Typewritten Text

soj2004
Typewritten Text

soj2004
Typewritten Text

soj2004
Typewritten Text
23


24

A Mirror Image Artifact in 3-Dimensional

Transesophageal Echocardiography
Anastasia D Grivoyannis, MD, Anup Pamnani, MD, and Nikolaos J Skubas, MD, FACC, FASE, DSc

Department of Anesthesiology,

Introduction:

The development of real-time acquistion and online display of ee
dimensional (2D) echacardiographic images has faciltated the use of 3D
lansesophageal echosardiography (TEE) in clinical practice. In a variety of
clinical  scanarios, the 30 TEE imaging provides complementary
informakion 1o the 20 TEE imaging. Numerous aitacis and he physics
wderlying their intidance hava been described during 20 imaging
However, simil relalad 1o 30 imaging are
rolalivoly fow in Ih(' ltevature.

W prasenl Iho casa af a 3D TEE antifact nakad during the insartion af a
puimanary anery (PA) cathelor.

Case:
A 28-year-old man with milral requigifation sacondsry 1o bilkeatiet prolapse.
presanted for milial valve repair. He was ofherwise haaliny. Folowing
plécement of an arenal fine. he underwent uneventhul nduction &nd
endotracheal intubation. A Phillips X7-2t fully sampled matix ariay TEE
transccer wais inserted through the oropharyrix, The transducer veas
connected 10w Philips £33 ulissound system with onine 3D
capabilities. A 9F sheath (Arrow. Inc.) was
then inserted in the rght internal juguier win under uliasound gulance
using the 20 epiaoric probe (L15-710). Subsequenty, an 8F PA artery
cathater (Hospra Inc.) was inserted thiough the sheath and the balloon 1ip
infiated with 15 mi of as, Two faked attempts were made to floal the
catheter into the PA. Subsequently, ihe PA catheter balloon was infiated
with 1.5 mi of nomal safine to aid visualization and advancerment of tha PA
cathaler was atlempled under TEE guidance.

As he PA caihalar Iraversed Ihe right senlricie (RV), a distinl anitact was
nated distal 1a 1ha RV autfiow tract (Figures 1 - 3),

The aditac! appeared o bo a roplication of tho bakoon-lippod PA caihalor,
I had a roduced signal intensity and was locaied immediatoly adjacent 1o
the PA calheler, oulside of the RV. Thaso characloristics boro a distingt
rosomblance to a ‘mirror-inage erifect”.

The PA catholor was floaled successfully and the balloon was defiated
when the tip was properly pasitioned in the PA

Figure 1.
A saline-filed PA catheter balioon and its mimarimage
(red arrow). Modified mid-esophageal four chamber view.

Figure 2.
The saline-Siled PA catheter balloon and its mirror image
(red arrov), adjacent 1o the RV autfiow. Modified mid-
esophageal two chamber view with right turn.

Weill Cornell Medicine - Weill Cornell Medical College, New York, NY

Figure 3.

The mirror image (red arow) of the saiine-filed PA
catheter balloon & located adgcent 1o the tue structure
but outsido the RV.

1 Ultrasound travels in a straight line

2 Astructure or object (reflector) generates
reflection (echo) only once:

3 Echoes are generated only from reflectors
located within the main

Weill Cornell
Medicine

Discussion:

Imaqing artifacts are frequently encountered in 2D echocardiography. Mimor image
arfifacts are generated when the main ultrasound beam emcounters a highly
refiective interface. such as an Intra-cardiac structure, such as a PA catheter. The
additional distance traveled by the ultrasound will mgister an addional image (@
mirror imege) distal to the reflective intertace. The addiional imege Is frequently less
chogeneic than the true structure and is usually located in the direction of the main
ultrasound beam

The artifact (e minor imege of the PA catheter) was probably generated by the
highly reflactive, saline-filed bailoon. The travel of the ulrasound bear between the
proxamal and distal ses of the balloon penerated a mirror PA catheter baloun
which exhitited fewtures typical of artifuct: i) it was not inside & cardiac structure, 1) it
was less achogeneic and i) It mirrored the shepe and motion of & real structure.
These fetures were apparent in 2D, a5 wall as, 3D TEE.

In general, 3D ullrasonographic imaging & Gomprised of 20 imaging data. In “live”
mode (as in our case), or ECG-ggered mult-beat acquisition. & pyramidal 30
volume set is "buit” upon ulrasound reflections. that obey 20 ultrasound imaging
principles. These are summarized in Table 1. Consequently, 3D imaging &
susceptile to  pitfals similar to those encountered in  conventional 20
echocardiography.

nme are mutiple reports m nu: use of ive 3D echocandiogiaphic imeging duning
b, The desciipfion of this artitact
n.gnuum. b il hat may  Sontand echocardiography guided procedures,
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Challenges of Fluid Resuscitation During
Cytoreductive Surgery (CRS) and Hyperthermic
Intraperitoneal Chemotherapy (HIPEC)

Daniel Pak M.D.,* Jacob Jackson M.D.,* Minda Patt M.D.
Department of Anesthesiology, NewYork-Presbyterian Hospital/Weill Cornell Medicine, New York, NY

*Authors contributed equally to this work
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Discussion:
18000 CRS
890 | .insensible fiuid losses are estimated to be
750 | 12 mLkg/hr, in contrast to 8-8 mLkg/hr for
':ﬁ other major abdominal surgeries.'
2175 Liters | *Systematically recording fluid outputs,

following trends in fluid status monitors, and
checking point-of-care tests is essential to
2500 | achieve normovolemia.

1500 HIPEC
s00 | *HIPEC involves perfusion of a

son | chemotherapy solution at 4243 C into the
abdominal cavity, increasing intra-abdominal
pressure. (Fig 1)

course was complicated by persistent
chylothorax requiring a left-sided chest
tube, significant ascites, and malnutrition
for which he was receiving total parenteral
nutrition (TPN). He had no other

+Post-induction right radial arterial line
*Right internal jugular double lumen Cordis and peripheral IVs

Mornitoring Techniques
+Standard ASA monitors

o @ AJEXTEM 8) INTEM
Introduction: ) < ) Fluid Intake (cc)
20
CRS in conjunction with HIPEC is an :’* .
established treatment for patients with - Kalario %
peritoneal malignancies pod PREC
FFP
Factors complicating intraoperative fluid s Ean ) 30 I 30 % 40 Sl alsl Coorecbisme
management: . ) ) Not Intake
+Long duration procedure (8-10+ hours) o) ::9}::276 I::;“J:‘r;::;r:;‘;men:w?c :g’ur R
o i 2 (o)
Large exposure of the peritoneal cavity ;g\ DiaGilion icioes e NEMNOgar -
*Drainage of ascites fluid A) EXTEM: CT 075 (nl 43-82) Irine Output
-Extensive debulking A — B) INTEM: CT 220s (n] 122-208) Ascles
“Increased intra-abdominal pressure & C) FIBTEM: CT 795 EBL
(SRS DRTIC B S CRIREN Auses Table 1. Fluid balance. The net fuid balance zr:mne
" | 5 S an ——ss i Wwas 11.75 L The patient weighed approximately
Patient History: 107 30 307 40" TSOTMN] 14 gver dry weight postoperatively. Nt Output
A 59-year-old, 75 kg male with primary Case Details:
peritoneal mesothelioma presented for
scheduled CRS and HIPEC. His disease Vascular Access

preexisting cardiopulmonary or renal
disease

w

Figure 1. Flow of HIPEC treatment. s e

+Pulse pressure variation (PPV) from arterial line

*Central venous pressure (CVP) from central line

*Non-invasive cardiac output monitoring (NICOM)

*Urine output from foley catheter

+Point-of- blood gas. and analysis using epoc® Blood Analysis System
+*Coagulation studies with ROTEM thromboelastometry (Fig 2)

Induction
“Intravenous fentanyl, propofol, and rocuronium
*Intubation under direct laryngoscopy

Maintenance

*MAPs maintained between 60-80 mm Hg with IV fluids. blood products. and vascpressor therapy (Table 1)

«Total surgical time: 14 hours, 14 minutes

Postoperative Care

«Transported to the ICU intubated. He was extubated postoperative day (POD) 3 and discharged home POD 40 surgery with

with outpatient follow-up.

“Heat stress from the chemotherapy
decreases systemic vascular resistance and
increases heart rate, creating a
hyperdynamic state.? Without adequate
intravascular volume, patients are at high
risk for poor perfusion during this period

Conclusion:

The physiologic imbalances incurred by
patients undergoing CRS with HIPEC are
multifactorial. and achieving adequate fluid
resuscitation requires knowledge of the fluid
demands and metabolic derangements
specific to this surgery.
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Anticoagulation Management for Subdural

Hematoma Evacuation in a Patient with a Left
Ventricular Assist Device (LVAD

Daniel J. Pak, M.D. and Jon D. Samuels, M.D.

Department of Anesthesiology, Weill Cornell Medical College, New York, NY

Introduction:

+ Anticoagulation is necessary to avoid
thrombotic events in patients with LVAD
devices. This risk is low with HeartMate Il
LVAD and occur when INR <1.5 while risk
of hemorrhage is greatest when INR >2.5.
Following LVAD implantation, suggested
anticoagulation includes warfarin (goal
INR 2.0-3.0) and aspirin 325mg per day
M.

A 52 year-old woman presented for an
-emergent left craniotomy for subdural
hematoma evacuation following new bi-
frontal headaches and right arm
numbness.

Past medical history notable for non-
ischemic cardiomyopathy (LVEF 10%)
status-post bi-ventricular AICD placement
and LVAD implantation in 2014 as a
bridge to heart transplantation. She also
had a history of pulmonary hypertension,
hypertension, hyperlipidemia, and adult
onset diabetes mellitus. She was
anticoagulated with warfarin, and her INR
was 3.2 on admission.

+ Non-contrast head CT demonstrated
isodense left subdural hematoma with
rightward midline shift, compression of the
lateral ventricle, entrapment of the right
lateral ventricle and downward left uncal
herniation (Figure 1).

Figure 2. Post-surgical non<contrast head CT:
following loft frontotomporal craniotony.

Figure 1. Pre-surgical non-contrast head CT-
demonstrating left subdural hematoma with 1.3-cm
midiine shift.

Weill Cornell Medical College

Case Details:

+ Standard ASA-mandated monitors were placed and patient’s AICD was turned off with a magnet.

+ Pre-induction femoral arterial line and femoral vein CVC were inserted for hemodynamic monitoring and
frequent arterial blood gases.

- Anesthetic induction was performed with intravenous fentanyl, propofol, phenylephrine, and rocuronium
followed by intubation under direct laryngoscopy.

- Mean arterial pressures were maintained at 60-80 mmHg with a low dose infusion of phenylephrine.

- After discussion with the heart failure cardiologist and neurosurgeon, it was decided to reverse the patient's
anticoagulation. Two units of FFP were given intraoperatively with subsequent INR of 1.2.

|+ Per insfituti protocol, a i on
the heart failure team was present in the
operating room for the duration of the
surgical procedure.

- Following surgery, the patient was D tother ICU i due to salvos of
i i i ia to the 160's.
- The patient was on day 1, and di to a rehab facility on POD 19 without new

neurologic deficits.

Discussion:

There is no consensus of target INR in

the setting of infracranial hemovrhage but]
ing bleeding

cessation of anticoagulants and reversal

with FFP/PCC, platelet transfusions [1].

When to restart anticoagulation depends
on the severity and duration of bleeding
IV anticoagulation with short half-life (i.e.
UFH, DTI) is recommended so that it can
be reversed if re-bleeding occurs.
Warfarin can be restarted once the
patient is thought to be stable on
parenteral agent [2,3).

Device thrombosis is difficult to detect;
XR, d-dimer are not useful. Look for
evidence of RBC hemolysis (LDH >2.5x)
as well as echo guided ramp studies [1].

Conclusion:

+« When contemplating reversal of
therapeutic anticoagulation of a LVAD|
patient suffering a CNS hemorrhage, the|
perioperative team must balance the risk]|
of systemic intravascular thrombosis from|
reversal with conservative therapy and|
possible neurologic sequelae. Resuming|
should be until

risk of further bleeding diminishes, in this|
case one month following surgery.
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Undergoing Neuroblastoma Resection

Discussion:

& Critical Care Medicine, Momorial S1oan Kettering Cancor Contor, New York, NY

* Testing for prothombotic risk factors revealed the patient to be homazygous for

Inﬁroductlon' < thermolabile (MTHFR) polymorphism 877C—T
isan Ala”?Val mutation

ol the sympathetic nervous system, arising « MTHFR gene mutation creates an enzyme with reduced activity for homocysteine
from neural crest cells which normally metabolism. which has been linked to the development of venous and arterial thrombo-
differentiate into cells of the adrenal medulla occlusive events

ible for ine sy * Arterial thrombotic events in the pediatric ion are rare and i is
+ 50% of cases originate from unilateral or not widely known
bilateral adrenals, however. neuroblastoma = The of the genotype is important in the context of general
may present anywhere where neural crest anesthesia
cells are found * The use of nitrous oxide is with and even
» Patients may present with abdominal pain, death, as nitrous oxide inhibits vitamin B12 with an effect powbly lasting for days due to its
weight loss, nausea/vomiting, diarrhea, bone “1-MIBG scan CT abdipelvis: 3.8 x 2.6 om partially calcified heterogeneous. ireversible chemical nature
pain, and/or palpable mass e pm/’sn/anz:n s o n[|°° seliac and superior + Triggering events, ally in the period, are m and include
= Favorable prognostic factors include - Sigures-only arteries and leftrenal vein and partially encases the renal arteries surgical stress, oxidative s!ress 1 and enhanced ¥
favorable histology, non-amplified N-myc which can contribute to an i likelihood of ive events
gene, patient’s age less than 2, and stage 1, Case Details: P
2, or 48 disease *14 mon!h old female with a hlsﬁory of stage 3 neuroblastoma, no other i
+ Physiological characteristics an 1o our institution for a left and ]
anesthesiclogist must consider include: 1. resection

airway displacement or compression from
neumblasmma tumors in the neck or posterior

2. vascular of large

vessels, 3. QESMC outlet obstruction; 4. tumors
surrounding large vessels; 5. tumors secreting
catecholamines; and 6. effects from
chemotherapy agents

International Neuroblastoma Staging
Snum (INSS)

ey

Itpeséwww. nant orgip ixfinss jpg

+ As the surgeon made preparations to close, the patient's SBP’s almost immediately
decreased from 90's {general trend) to 60's mmHg, accompanied by an elevation in
heart rate

« Several 20 cc/kg boluses of isotonic crystalloid fluid were administered with no
change in hemodynamics;, a dopamine infusion was started for refractory hypotension
+ Surgical exploration revealed the small bowel to be diffusely dusky and ischemic;
the surgeon identified a thrombus in the superior mesenteric artery (SMA)

+ An ABG retumed with a pH 7.047 in the setting of profound lactate acidosis with a
lactate of 10.4 mmol/L

« Vascular surgery was consulted for an SMA embolectomy and heparin 250 units IV
was given

- As the case progressed, dopamine was up-titrated to maintain MAPs > 40 mmHg

« The patient's lactate continued to rise in spite of reperfusion to the SMA, |eading to
significant vasoplegia and requiring the addition of an epinephrine infusion

+ AWhipple procedure was performed and the patient was closed, left in discontinuity
+ She was transported to the PICU intubated, on dopamine and epinephrine infusions

recuctsae de‘eiency Eur J VedSTT Jul 2003, 6278 435-
2 A un RV, s MTHFR GS77T aene muatea mmmmmmm LTk EurdNewe Jsn 2008 12111 404,
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Conclusions:

Our patient had is MTHFR

Arterial thrombosis in children is a rare phenomenon and when present should be
investigated as an underlying disorder can be found in 95% of cases

Routine is not justified as pi is low

To prevent future thromboembolic events in patients with homozygous MTHFR gene
mutation, patients should be appropriately anticoagulated
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Association of University Anesthesiologists (AUA)

Length of Stay and Readmission for Cardiac Surgery ot bk b B

Akshay U. Bhat*, Ramin Zabih?, Peter M. Fleischut'?
'Department of Anesthesiology, New York-Presbyterian Hospital/ ?Weill Cornell Medical College, New York, NY, *Department of Healthcare Policy and Research,
Division of Biostatistics and Epidemiology, Weill Cornell Medical College, New York, NY, “Cornell University, Ithaca, NY
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Background: Figure 1. Readmission rates and percent discharged by length of stayt

= Variability of length of stay (LOS) and associated factors have not been fully explored in an mPercent Discharged that Day —Percent Readmited Folowing Discharge
uncomplicated cardiac surgery population. 15

= We sought to understand determinants of increased length of stay (LOS) and its variability after
uncomplicated cardiac surgery.

Methods:
* State ient D X e Cost and Utili Project, Agency for Healthcare
Research and Quality
Population: Patients 1g SIX y ive groups of invasive cardiac surgery from
2007-2011 in California, Florida and New York
# Isolated aortic valve surgeries [AVR]; mitral valve surgeries [MVR] AVR and MVR
[AVR/MVR]; AVR with ceronary artery bypass grafting (CABG) [AVR/CABG]; MVR with
CABG [MVRI/CABG]; and AVR and MVR with CABG [AVR/MVR/CABG]
LOS and comorbidities were identified
Multivariable regression analysis (MVA) utilized to determine factors associated with LOS
greater than the median
Utilized unique identifiers to determine 30-day readmission rates

. with an i of postop cor or death were excluded
, 11T ,
= 138.175 discharges met study inclusion criteria; 68.2% CABG, 13.3% AVR, 7.4% MVR, 1.3% - ) LI B
AVR/MVR, 7.2% AVR/CABG, 2.1% MVR/CABG, and 0.4% AVR/MVR/CABG 3 7 8 9 10 11 12 13 14 15 16 17 18 19 20+
Overall median age was 86, 70.5% were male. 71.1% were white, 52 2% Medicare, and median Discharge Day
modified Deyo Index? was zero . o i
Median LOS for the cohort was 7 days (Q1: 5, Q3: 10) o oty Uht o ok ot b de s peps b i it o s etz i e vl o e y peiod
MVA predictors of prolonged LOS included surgical type [AVR/MVR/CABG (OR 2.59, 2.15-3.12)
and AVR/MVR (OR 1.80, 1.83-2.00), when compared to CABG]; female gender (OR 1.33, 1.29- Discussion:
1.36); age 275 (OR 1.55, 1.45-1.65), and payer [Medicaid (OR 1.23, 1.18-1.27), Medicaid (CR LOS following uncomplicated cardiac surgeries is associated with various factors including
2.14, 2.04-2.24), when compared to private insurance] age, gender, payer. co-morbidities, and extent of procedure performed
Comorbities such as CHF (OR 2.13, 1.97-2.29), COPD (OR 1.19, 1.13-1.26), and renal disease It is reasonable to take these factors into account when developing approaches to help
(OR 1.84, 1.74-1.94) also predicted increased LOS decrease LOS
AVR (OR 0.62, 0.60-0.65) and MVR (OR 0.77, 0.74-0.81} had a lower OR of prolonged LOS Further research is necessary to assess factors in the minimally invasive cardiac population,
Despite uncomplicated postoperative courses LOS had significant variability. and the overall and to validate these findings
rate of 30-day readmissions was 14.8%
The percentage of patients disch on each ative day shows wide variation with a References:
peak at 6 days (Figure 1). 30-day readmission rates were lowest for discharges on days 3-5 L;Pn:? A iCE‘;‘alf"'!; ;}gg‘::;f pﬁr:‘ﬁ;ﬂm:;:;;'ﬂ ;?Eg;a'z ::'ﬁ&?{“ﬁ;ﬁ'ﬁﬁ?&%‘ﬁl’;&'ﬁ?’féﬁ o
(Figure 1). dot 10.10167 athoracsur 2074.03,059.

2.Quan H. Li B, Couris CM, et al. Updating and validating the Charison comoridity index and score for sk adjustment in hospital
discharge abetracs Lsing data from 6 countries. Am J Epidomiol. 2011;173(6) 676-82. doi:10.1003/ajelkwad33
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CLINICAL RESEARCH STUDIES

THE INFLUENCE OF ANESTHETIC DEPTH ON PATIENT OUTCOME AFTER MAJOR SURGERY (THE
BALANCED ANESTHESIA STUDY)

Pl: Kane O. Pryor, MD

Protocol #: 1405015113

A prospective, randomized clinical trial of ‘deep’ versus ‘light’ anesthesia to examine whether anesthetic depth
alters perioperative outcome.

RESTRICTIVE VERSUS LIBERAL FLUID THERAPY IN MAJOR ABDOMINAL SURGERY (RELIEF)
Pl: Kane O. Pryor, MD
Protocol #: 1405015112

A multicenter, randomized clinical trial assigning subjects to "Restrictive" or "Liberal" IV fluid regimens. Fluid is
regulated from the start of surgery until 24 hours post-op, after which disability-free survival is tracked for one
year

PREVENTION OF DELIRIUM AND COMPLICATIONS AFTER SURGICAL TREATMENT (PODCAST)
Pl: Kane O. Pryor, MD
Protocol #: 1209013008

This is a multi-institutional, randomized control study that tests whether a low dose of ketamine can prevent
post-operative pain and delirium.

PROSPECTIVE, DOUBLE BLIND, PLACEBO CONTROL STUDY OF ACETAMINOPHEN IV ON HOSPITAL
LENGTH OF STAY IN MORBIDLY OBESE INDIVIDUALS UNDERGOING ELECTIVE LAPAROSCOPIC
SLEEVE GASTRECTOMY

Pl: Peter A. Goldstein, MD

Protocol #: 1503016056

Examining the efficacy of acetaminophen-iv on reducing hospital stay and associated hospital costs in morbidly
obese individuals undergoing elective laparoscopic sleeve gastrectomy.

ROTEM SIGMA PERFORMANCE EVALUATION-METHOD COMPARISON WITH PREDICATE DEVICE AND
REFERENCE INTERVALS

PI: Hugh C. Hemmings Jr., MD, PhD, FRCA

Protocol #: 1406015207

The aim of this study is the performance evaluation of the new ROTEM sigma coagulation analyzer in
comparison to the current ROTEM delta thromboelastometry system.

TRIAL OF RIASTAP VS CRYOPRECITPITATE TO LOWER OPERATIVE TRANSFUSIONS
PI: Nikolaos J. Skubas, MD, DSc
Protocol #: 1408015402

This pilot study aligns with the strategic plan to reduce allogeneic blood product use and decrease unnecessary
laboratory costs, and to improve the appropriate use of transfusion guidelines and reduce unnecessary RBC
transfusions. Further, this study will help to answer whether RiaSTAP is a more effective product to treat
bleeding than cryoprecipitate. This study involves the use of a safer therapeutic, fibrinogen concentrate, to
improve patient care and patient safety. This product does not require the time-intensive process of thawing;
therefore, delays in patient care can be avoided by having the product readily available in the OR.
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10.

11.

USE OF ROTATIONAL THROMBOELASTOMETRY (ROTEM) TO CHARACTERIZE COAGULATION
ABNORMALITIES IN BURN PATIENTS: A PROSPECTIVE PILOT STUDY

PI: Christine Lennon, MD

Protocol #: 1404014977

Specific aims of the proposed pilot study are to use bedside blood analysis with ROTEM in severe burn patients to
provide preliminary information on the nature of coagulation abnormalities and compare subject ROTEM
coagulation profiles within 24 hours of burn injury (day 1) and on days 2, 3, 5, 7, 14 and 21 after burn injury.

PROMISE: PROSPECTIVE, RANDOMIZED STUDY OF MULTICOLUMN IMPLANTABLE LEAD STIMULATION
FOR PREDOMINANT LOW BACK PAIN

Pl: Neel Mehta, MD

Protocol #: 1209013020

A prospective, multi-center, randomized, open-label, parallel-group design to compare Medtronic neurostimulation
systems to optimal medical management in treating patients with chronic pain.

A PHASE lll CASE SERIES CLINICAL STUDY OF THE REVERSAL OF THE ANTICOAGULANT EFFECTS OF
DABIGATRAN BY INTRAVENOUS ADMINISTRATION OF 5.0G IDARUCIZUMAN (Bl 655075) IN PATIENTS
TREATED WITH DABIGATRAN ETEXILATE WHO HAVE UNCONTROLLED BLEEDING OR REQUIRE
EMERGENCY SURGERY OR PROCEDURES. RE-VERSE-AD (A STUDY OF THE RE-VERSAL EFFECTS OF
IDARUCIZUMAB ON ACTIVE DABIGATRAN) TRIAL

Pl: James A. Osorio, MD

Protocol #: 1403014899

Open-label, multicenter, multinational study, with a single treatment arm, idarucizumab. Primary objective is to
demonstrate reversal of the anticoagulant in patients who have been treated with dabigatran etexilate who either
have uncontrolled bleeding requiring medical intervention, or who need emergency surgery or a procedure for a
condition other than bleeding where therapeutic anticoagulation might increase the risk of intra- and post-operative
bleeding.

THE UTILIZATION OF MOBILE PHONE TECHNOLOGY TO QUANTITATIVELY ASSESS FUNCTIONAL
OUTCOMES OF CHRONIC PAIN PATIENTS — A FEASIBILITY STUDY

Pl: Lisa R. Witkin, MD

Protocol #: 1409015460

Assessing the feasibility and value of using smart phone applications to collect objective, quantitative functional
data from patients under active treatment for chronic pain.

BRAIN DYNAMICS IN DIFFERENT STAGES OF AROUSAL AND ANESTHESIA
Pl: Kane O. Pryor, MD
Protocol #: 1106011763

There are two fundamentally different ways in which the level of consciousness can be temporarily altered: sleep
and general anesthesia. The main aim of this proposal is to compare and contrast the changes in brain dynamics
that characterize transitions to and from sleep and anesthesia. Among the questions that we will focus our analysis
on are the following: 1) Are changes in brain dynamics abrupt or gradual? 2) Can changes in the level of
consciousness be understood in terms of changes to the topology of functional brain networks (see statistics
section below)? 3) Is there hysteresis in the transitions to and from anesthesia and sleep?
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SURVEY STUDIES

A DESCRIPTIVE STUDY OF PEDIATRIC PAIN MANAGEMENT RESOURCES IN NEW YORK STATE AMONG
CHILDREN’S AND MIXED-PRACTICE HOSPITALS IN LOWER AND HIGHER SOCIOECONOMIC AREAS

PI: Franklin Chiao, MD

Protocol #: 1410015621

This is a survey study to examine a new medical issue related to pediatric pain management. This study will
address how many hospitals have a pediatric pain management service in New York State, and the differences in
the presence of pain management services within the pediatric population, between mixed practice and children's
hospitals, and between hospitals in lower and higher socioeconomic areas.

GLOBAL HEALTH INITIATIVES IN ANESTHESIOLOGY RESIDENCY PROGRAMS
Pl: Gunisha Kaur, MD

The purpose of this study is to assess current global health education and international electives in anesthesiology
residency programs via survey method.

A SURVEY OF INTRAVENOUS (IV) REMIFENTANIL USE FOR LABOR ANALGESIA AT ACADEMIC CENTERS
IN THE UNITED STATES (US)
Pl: Jaime Aaronson, MD

This is a survey being distributed to directors of obstetrical anesthesiology across the United States regarding the
use of IV remifentanil for labor analgesia at academic centers.

REGISTRY STUDIES

RELIEF: A GLOBAL REGISTRY TO EVALUATE LONG-TERM EFFECTIVENESS OF NEUROSTIMULATION
THERAPY FOR PAIN

Pl: Shakil Ahmed, MBBS

Protocol #: 1309014281

A prospective, multi-center, global registry of Boston Scientific Corporation neurostimulation systems for
interventions and their frequency and the treatment of pain.

ANESTHESIOLOGY EDUCATION RESEARCH REGISTRY
Pl: Kane O. Pryor, MD
Protocol #: 1403014915

To design and establish a retrospective and prospective data registry of anesthesiology residents'
performance on a variety of examination metrics. All data will be deidentified. The aim of this registry
is to assess the utility of various metrics in predicting resident performance outcomes. These metrics
will include but not be limited to: clinical rotation performance assessments, United States Medical
Licensing Examination (USMLE) scores, and Anesthesia Knowledge Test (AKT) scores. Performance
outcomes will include but not be limited to scores on the In-Training Examination (ITE) and American
Board of Anesthesiology (ABA) board examination.
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CHRONIC PAIN REGISTRY

Pl: Lisa R. Witkin, MD
Protocol #: 90401349

The purpose of this study is to establish a retrospective chronic pain patient data

registry for patients with chronic pain, and to use the patient data registry and Practice Based Evidence (PBE), and
Clinical Practice Improvement (CPI) methodology to identify specific pain management interventions that are most
effective for specific patient types with chronic pain.

PEDIATRIC CRANIOFACIAL SURGERY PERIOPERATIVE REGISTRY (PCSPR)
Pl: Franklin Chiao, MD
Protocol #: 1504016130

This is a multi-center registry to capture information relating to the perioperative course and management of
children undergoing craniofacial reconstructive surgery. The aggregate multi-institutional data set will be used for
benchmarking for national quality improvement efforts

RETROSPECTIVE STUDIES

A RETROSPECTIVE ANALYSIS TO DETERMINE THE ASSOCIATION OF INTRAOPERATIVE FIBTEM
VALUES WITH POSTOPERATIVE BLEEDING, COAGULATION LABORATORY VALUES, AND BLOOD
PRODUCT ADMINISTRATION IN CARDIAC SURGICAL PATIENTS

Pl: Natalia lvascu, MD

Protocol #: 1312014647

This study is a retrospective observational analysis to demonstrate a potential relationship between
thromboelastogram results and blood product requirement, postoperative bleeding frequency thus potentially
paving the way for future prospective studies and guiding future endeavors for transfusion algorithm development.

EARLY VS LATE STROKE AFTER CARDIAC SURGERY: VARIABILITY IN LOCATION AND OUTCOME
Pl: Natalia lvascu, MD
Protocol #: 1504016129

This is a retrospective chart review looking at cardiac surgery patients and the association between timing of
stroke onset and anatomic location of CVA.

A PROSPECTIVE, RANDOMIZED, DOUBLE-BLINDED STUDY TO EVALUATE THE EFFICACY OF
INTRAVENOUS DEXAMETHASONE FOR NAUSEA PROPHYLAXIS PRIOR TO DURAMORPH AND
BUPIVACAINE SPINAL ANESTHESIA FOR SCHEDULED CESAREAN SECTION

PI: Klaus Kjaer, MD, MBBA

Protocol #: 1207012632

This is a study to analyze if dexamethasone is given intravenously before duramorph in a spinal anesthetic, would
it reduce the incidence of nausea and vomiting. Patients who present for scheduled (non-emergent) cesarean
section will be given either intravenous dexamethasone or placebo prior to receiving a duramorph containing
spinal anesthetic. We will then compare the incidence of nausea and vomiting and the use of rescue anti-nausea
medications in both groups.

RETROSPECTIVE ANALYSIS ON THE EFFECT OF INTRAOPERATIVE DEXMEDETOMIDINE
ADMINISTRATION PATTERN ON INCIDENCE OF POST-OPERATIVE COGNITIVE DYSFUNCTION
PI: Cynthia A. Lien, MD

Protocol #: 1510016708

This project primarily seeks to determine whether dexmedetomidine administration during elective supratentorial
craniotomies impacts the incidence of post-operative delirium, as compared to no administration of
dexmedetomidine. Secondarily, we will measure 1. Whether the pattern of dexmedetomidine administration
impacts post-operative delirium rates within 72 hours of surgery and 2. Whether intraoperative dexmedetomidine
use was associated with other indicators of morbidity including the length of ICU stay and

hamndvinamir/racniratnns etatiie
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RETROSPECTIVE ANALYSIS ON THE IMPACT OF QUANTITATIVE MONITORING ON DOSING AND
ANTAGONISM OF RESIDUAL NEUROMUSCULAR BLOCK

PI: Cynthia A. Lien, MD

Protocol #: 14120165765

This is a retrospective study to determine if use of the TOF-Watch (a monitor of depth of paralysis that quantifies
the response) (1) changes clinicians' dosing of neuromuscular blocking agents, (2) increases the time interval
between dosing of medications to reverse muscle paralysis and emergence from anesthesia, or (3) guarantees
that patient muscle strength is adequately recovered before the patient is discharged to the post-anesthesia
recovery unit (PACU).

REMIFENTANIL-INDUCED HYPERALGESIA AND ADJUNCTIVE PREVENTION: A RETROSPECTIVE
ANALYSIS

Pl: Kane O. Pryor, MD

Protocol #: 1106011726

A retrospective analysis to gain a better understanding of the post-operative pain requirements of patients who
received Remifentanil for neurological surgery.

COMPLETED STUDIES NOW IN DATA ANALYSIS

THE EFFECT OF INTRAVENOUS ANESTHETICS ON FEAR LEARNING AND MEMORY
PI: Kane O. Pryor, MD
Protocol #: 0710009434

130 healthy adult volunteers were given a very low dose of an anesthetic drug intravenously. While they were
receiving the drug, subjects performed a series of memory tests and a fear conditioning experiment, which are set
up like a very simple computer game. To create the fear response, subjects occasionally received a mildly
uncomfortable shock to their arm. The subject is able to determine the highest level of shock that they will receive.
This study was conducted to learn exactly how the drugs affect the way people process fear and emotion. This
knowledge might one day be used in the treatment of psychiatric disorders.

NEUROIMAGING THE EFFECT OF INTRAVENOUS ANESTHETICS ON AMYGDALA-DEPENDENT MEMORY
PROCESSES

Pl: Kane O. Pryor, MD

Protocol #: 0710008933

An fMRI study to establish whether intravenous anesthetics cause a common change in amygdala and
hippocampal function during memory processes, or whether the effects on these brain structures are dissociable.

RATE OF GENERAL ANESTHESIA USE FOR CESAREAN DELIVERY AMONG ANESTHESIOLOGISTS WITH
AND WITHOUT FELLOWSHIP TRAINING IN OBSTETRIC ANESTHESIA

Pl: Klaus Kjaer, MD, MBBA

Protocol #: 1410015567

This is a retrospective chart review to look at all cesarean cases between 2009-14, restricted to those occurring
during non-routine operating hours,to consider the problem that general anesthesia presents a higher risk for
morbidity/mortality compared to neuraxial anesthesia during cesarean section deliveries (10-fold higher risk for
pregnant patients compared to non-pregnant patients), but it is nevertheless sometimes used, perhaps for poor
reasons. The hypothesis is that ob-fellowship trained anesthesiologists are better trained to make this decision and
that non-fellowship trained attendings over-use general anesthesia.
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CENTER FOR PERIOPERATIVE OUTCOMES STUDIES

1. ANESTHESIA QUALITY INSTITUTE

Pl: Peter M. Fleischut, MD
Protocol #: 1208012821

The Anesthesia Quality Institute (AQI), established by the American Society of Anesthesiologists, is
home of the National Anesthesia Clinical Outcomes Registry (NACOR).

NACOR is a registry of anesthesiology data that includes billing/administrative data,
quality/perioperative events data, anesthesia information management system (AIMS) data, and
electronic medical record (EMR) data. The Department of Anesthesiology at Weill Cornell Medical
College (WCMC) Participated in this registry and produced two peer-reviewed publications utilizing
these data.

DATA REGISTRY
Pl: Peter M. Fleischut, MD
Protocol #: 1208012815

To establish a retrospective and prospective pre-, intra-, and postoperative anesthesiology data
registry for patients who have received anesthesia services at New York-Presbyterian Hospital/Weill
Cornell Medical College since 2001.

OUTCOMES RESEARCH UTILIZING THE HCUP STATE INPATIENT SAMPLE DATABASE
Pl: Peter M. Fleischut, MD
Protocol #: 1308014181

Outcomes research studies are performed using existing Health Cost and Utilization Project (HCUP)
State Inpatient Sample Databases, an existing publicly available de-identified database. This Protocol
has resulted in the creation of collaborations with Anesthesiology, Thoracic, and General Surgery
resulting in three publications in top-tier Thoracic surgery journals and three additional studies in the
submission phase.

MULTICENTER PERIOPERATIVE OUTCOMES GROUP (MPOG) AND ANESTHESIOLOGY
PERFORMANCE IMPROVEMENT AND REPORTING EXCHANGE (ASPIRE) PERFORMANCE SITE
Pl: Hugh C. Hemmings, MD, PhD, FRCA

Protocol #: 1208012817

The Multicenter Perioperative Outcomes Group (MPOG) is a consortium of anesthesiology
departments of academic medical centers with electronic perioperative information systems. The
purpose of MPOG is to allow multi-institutional collaboration for the purpose of accelerating outcomes
research in perioperative medicine.
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UPCOMING STUDIES...

A RANDOMIZED CONTROLLED TRIAL OF REGIONAL VERSUS GENERAL ANESTHESIA FOR
PROMOTING INDEPENDENCE AFTER HIP FRACTURE (REGAIN)

PI: Tiffany Tedore, MD

Protocol #: 1511016763

Randomized, multicenter, active comparator study of two alternative standard care approaches to anesthesia
(spinal versus regional) for hip fracture on recovery of ambulation at approximately 60 days.

VALIDITY OF PRISM-5-OP INTERVIEWS FOR USE IN STUDIES OF PRESCRIPTION OPIOIDS
Pl: Neel Mehta, MD
Protocol #: 1410015582

Determining the validity and reliability of the Psychiatric Research Interview for
Substance and Mental Disorders, DSM-5 version (PRISM-5), and the feasibility of using PRISM-5 to get a
better understanding of patients' experiences with opioid pain medications.

TWO DOSE NEURAXIAL MORPHINE FOR PREVENTION OF POSTDURAL PUNCTURE HEADACHE
(PDPH)

Pl: Jaime Aaronson, MD

Protocol #: 1509016603

This study aims to determine the efficacy of two doses of neuraxial (either epidural or intrathecal)
preservative-free morphine (PFM) to prevent headache after ADP in parturients.

RETROSPECTIVE IDENTIFICATION OF PREDICTORS OF POSTOPERATIVE RESPIRATORY
OUTCOMES IN A LARGE ACADEMIC INSTITUTION, 2010-2015

Pl: Peter M. Fleischut, MD

Protocol #: 1512016802

Building upon previous research efforts, the proposed retrospective case-control study is designed to identify
demographic characteristics, procedure types, anesthesia medications, and PACU medications associated
with post-operative respiratory complications.

SPINAL CHORD STIMULATION EDUCATION DURING PAIN FELLOWSHIP: UNMET TRAINING NEEDS
AND FACTORS THAT IMPACT FUTURE PRACTICE

Pl: Neel Mehta, MD

Protocol #: 1507016431

Examining how current ACGME accredited pain fellowships are educating their fellows about spinal cord
stimulators (SCS) in order to identify unmet training needs for teaching about SCS, assess SCS training
practices in current and past fellows, and measure opinions about the role of industries in SCS training.
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6.

ANESTHESIA RELATED FACTORS AFFECTING PARENTAL SATISFACTION IN PEDIATRIC AMBULATORY
SURGERY

Pl: Aarti Sharma, M, MBBS
Protocol #: 1512016819

This is a survey questionnaire to assess parent's perception of anesthesia care, as young children may not be able
to effectively express their concerns and parent expectations may be variable from one institution to another.

EPIDEMIOLOGY AND IMPACT OF MEDICATION ERRORS IN THE PERIOPERATIVE SETTING
Pl: Zachary A. Turnbull, MD
Protocol #: 1507016373

Perioperative medication errors occur not infrequently, and may result in meaningful incremental healthcare
resource consumption and patient harm. This study is looking to investigate the anesthesia medication error rates
and consequences at large academic hospitals, where providers-in-training are concentrated.

MYBEHAVIOR CBP: MOBILE PERSUASION BY ADAPTING TO USER BEHAVIOR AND PREFERENCES FOR
CHRONIC PAIN MANAGEMENT

Pl: Lisa R. Witkin, MD

Protocol #: 1511016768

Investigating the effectiveness of a mobile phone application, MyBehavior, in promoting exercise and activity for
people living with and managing chronic back pain.

EVALUATION OF A NEW MOBILE TECHNOLOGY TO ASSESS POST-OPERATIVE PAIN
Pl: Peter M. Fleischut, MD
Protocol #: 1405015155

A preliminary pilot of a real-time innovative mobile application has been developed and added to current post-
surgical pain management processes in a single PACU location since January 2014. This system does not affect
the current standard of care, but instead is integrated seamlessly into current care. The system incorporates a real-
time alert notification to the acute pain service providers when a patient has an escalating postsurgical pain score,
allowing these providers to respond more quickly to a patient in need of immediate attention. We hypothesize that
implementation of this innovative technology will reduce pain scores of >7 for post-surgical patients. To test this
hypothesis we intend to conduct an analysis of pre-/post intervention data. Additionally, we intend to analyze
multiple time points including, time to acknowledgement, time to treat the patient, and the time a patient is in
severe pain.
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Thank you for joining us!
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