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The imperfect opinions in these reports are only meant to stimulate discussion: - they should not be considered 
a definitive statement of appropriate standards of care.   

Attendance: Paul Healey, Pragya Ajitsaria, Lisa Doyle, Gabrielle Papeix, Steve Bruce, Nick Stewart, Rob Thomas, 

Blair Mumford, Michael Dobbie, Roeland Passier, Dan Zardawi, Ben Bartlett, Candice Peters, Jason  Denmeade, 

Ben Piper, Delyth Edwards, Lynn Chan, Viv Ho, Mark Davies, Ashok Dharmalingam, Annabel Whitaker, Lucy 

Sutherland, Stephanie Warner, Dan Brown, Claire Sewell. 

 

TOPIC 1:  Elderly JW for THR 

 

85yo male for THR 

 

Background 

 Mantle cell lymphoma - in remission 

 HTN 

 Mild anaemia Hb 122 
 
Discussion 

 Can his anaemia be optimised? 
o Discussed with haematologist - didn’t feel EPO was indicated 
o Fe replete 

 

 Should we use cell salvage? 

o Blood transfusion after primary THR is not uncommon (although usually occurs postopera-
tively) 

o Lymphoma is not a contraindication. See the HNE cell salvage guideline. 

o Info from one of the cell salvage coordinators: 

▪ “Closed circuits” for JW patients just means than the return bag is connected from 
the start by an infusion line to the patient. 

▪ Newer systems have a smaller collection bowl but still need to be filled. The circuit 
is flushed with saline to collect any red cells stuck in the filter and saline-soaked 
bloodied packs can also contribute to collection. There is still a minimum volume 
but this is small with an end-product of 135ml of 70% Hct red cells.  

o Disadvantages include the environmental costs of the circuit + staffing and resource alloca-
tion (outweighed by the benefits in a patient who declines allogeneic transfusion) 

 
• Which surgical cases warrant cell salvage in a JW patient? 

• Difficult to be specific, each case needs to be considered individually. 
• In general, cases which would normally warrant a G&S (and thus have a likely higher risk for 

transfusion), should likely have cell salvage, although this is not a hard rule and may need to 
be discussed with the surgeon. 
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TOPIC 2:  Fructosamine in the perioperative period 

 

Follow on from recent PIG patient, booked for TKR, with poorly controlled diabetes among her many comor-

bidities. Qualification sought from surgeons about their accepted preop HbA1c. Surgical team advised that 

max 7.5% accepted but that fructosamine level may be used if patient is borderline, as a means to either jus-

tify or refuse surgery.  

 

 

Discussion 

• What is fructosamine? 

• Refers to glycosylation of plasma proteins, predominantly albumin.  

• Higher plasma glucose levels lead to increased glycosylation (similar to glycosylation of Hb) 

 

• What is its significance? 

• Plasma proteins have shorter t1/2 than Hb, so it fructosamine level reflects glucose control 

over the previous 2-3wks. 

 

• What does it mean in context of surgery? 

• Limited evidence for HbA1c correlating with postoperative outcomes (and no evidence for 

7.5% v. 8.5% cutoff) 

• Evidence exists for improved outcomes with better glucose control in the more immediate 

perioperative period. 

• 2019 paper showing correlation between higher preop fructosamine levels and higher rates 

of periprosthetic joint infection, reoperation and readmission. Although significant potential 

issues about the validity of this trial 

 

• Should we be targeting fructosamine instead of HbA1c? 

• May be a target in the future but this would require a review of evidence and agreement be-

tween the orthopaedic surgeons, periop service and endocrinology service.  

 

• What are the details of the test itself? 

• At JHH 10-30 of these processed daily 

• Run 24h a day, with a turnaround time similar to a UEC.  

• Cost - Awaiting advice from pathology revenue department. 

 

 

TOPIC 3:  Lap radical nephrectomy with unoptimised ischaemic heart disease 

 

57yo male with renal cancer for radical nephrectomy. 

 

Background: 

 BMI high ++ 

 T2DM 

 Dyslipidaemia 

 HTN 

 

 

Issues 
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 ? Ischaemic heart disease 

o Exertional chest pain  

o GP arranged a stress ECG - positive 

o Saw cardiologist -  stress ECG again positive and the patient experienced chest pain, but 

stress echo negative for ischaemia. Discharged from cardiologist’s care. 

o CTCA arranged which showed severe RCA vessel narrowing.  

o Reviewed at cardiology-anaesthetics meeting - suggested angiogram and likely PCI. 

o Discussed with surgeon - 

▪ Will operate on aspirin but not on clopidogrel 

▪ Based on tumour imaging suggesting nil capsular invasion, ok to delay surgery 3/12 

to enable cardiac stenting and short duration DAPT.  

 

Discussion 

• Why did this patient have so many non-invasive cardiac tests? 

• Usually patients have invasive cardiac testing (angiography) if one non-invasive test is posi-

tive, especially in the setting of symptoms. 

• Perhaps due to GP’s strong suspicion that there was underlying IHD.  

 

• What are the current guidelines around duration of DAPT after PCI? 

• Case-by-case basis, with multiple factors influencing decision (essentially bleeding v. Stent 

thrombosis) 

• Patient - diabetes, ACS, age, LV function 

• Stent - calibre, overlaps, branching, length, DES v. BMS  

• AHA guidelines recommend 3 months of dual antiplatelet therapy post drug-eluting stent (See 

diagram below). 

• Recent database evidence from Denmark suggests risk of MI and cardiac death after DES is 

elevated only with surgery within the first month after stent placement (See attached paper).  

• All such cases require consultation with the treating cardiologist and surgeon to reach a com-

promise. 
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TOPIC 6:  Cancellation for acute SOB 

 

Case details 

• Phone consult in preop clinic 

• History of well controlled, stable asthma 

• Noted to have sore throat - patient encouraged to obtain COVID test (negative) 

• Pt developed URTI, associated with asthma exacerbation. Surgery postponed. 

• Patient health check prior to new surgery date - symptoms resolved, ok to proceed. 

• DOS - patient acknowledges SOBOE (NYHA Class III). A marked decline from resp function pre-URTI. 

Wheeze in chest? Surgery cancelled by procedural anaesthetist.  

 

Discussion 

• Was this avoidable?  

• This patient was reviewed by phone in clinic, so while her chest was not examined, it seems 

that it was the URTI which developed after this consultation which led to her asthma deterio-

ration. 

• Correct procedures were followed with a pre-op health check, however it was only with de-

tailed questioning from the procedural anaesthetist that the patient revealed the key info. 

• Would other anaesthetists have cancelled the patient? – Agreed that for elective surgery, with an 

ongoing respiratory exacerbation postponement is appropriate. Important to exclude other causes of 

new SOB (e.g. CCF) if expected resolution doesn’t occur. 
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• Have there been an increase in DOS cancellations with our move to phone consultations during 

COVID? – No 

• Are we proceeding with surgery in patients whom we recognize are un-optimised to avoid DOS 

cancellations? – Not as per the meeting attendees.  

 

 

 

 

TOPIC 5:  Cancellation for HTN 

 

Case details 

 1st case: ~66yo woman, distance patient, nil pre-op review, previously diagnosed with HTN, now not 

medicated (reason unclear). For Bx of vaginal lesion. BP 220/110 + headache, malaise. 

 2nd case: 92yo lady, for hysteroscopy and D+C for postmenopausal bleeding. Phone consultation from 

clinic. Similar BP. 

 Surgeons amenable to postponement in both cases. 

 

Discussion 

 Would others have cancelled these patients? 

o Some variability in anaesthetist practices. 

o AAGBI guidelines suggest that if patient’s primary care BP is not known, up to 180mmHg SBP 

and 110mmHg DBP are acceptable on DOS (See flowchart below and attached paper). 

o The symptoms associated with the severe HTN in the 1st case were felt to be particularly con-

cerning. Patient was reviewed by med reg and started on regular antihypertensives, prior to 

d/c home. 

 Was this avoidable? 

o Even with in-person consultation this is a difficult issues, with DOS and clinic BPs often falsely 

elevated due to anxiety and medication changes.  

o AAGBI recommend not checking preop BP in clinc if documented at acceptable levels from 

GP (<160/100).  
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Topic 6:  Severe metabolic shock after Open AAA 

 

Case details 

 Sestamibi preop (organized by vascular surgeons) – normal EF and nil ischaemia 

 Uneventful procedure, short clamp time 

 EDB functioning well, extubated, transported to ICU, doing well 

 ~3am developed shock + respiratory failure 

 Reintubated, NAd and vasopressin commenced 

 Cause of shock difficult to establish 

o CT showed no bleeding, all vessels perfused, some small areas of gut ischaemia but not 

thought significant enough to cause the degree of shock 

o Bedside TTE – difficult views but nil obvious cause of severe shock 

o Fluid responsive with lactate dropping from 9 to 5 with fluid resus 

 Surgical team reluctant to take patient to OT for a re-do laparotomy which they believed was likely to 

be non-diagnostic. 

 Patient eventually taken to OT – ischaemic colon and 2m of small bowel – resected, abdo left open 

 Patient survived with AKI 

 

Discussion 
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 Discussion involved consideration of immediate postoperative complications needing surgical compli-

cation to be excluded. This case shows the important of looking to the obvious, common causes of 

shock in a patient after major surgery.  

 Discussion about whether or not a TOE should have been used in this patient while the cause of shock 

was still unclear. The clinician felt that the limited TTE views obtained were adequate to exclude a 

cardiac event as a cause of shock, at least while the most likely source (an intra-abdominal complica-

tion) was still being investigated. 

 Acknowledged that re-look laparotomies have an accepted false negative rate, in order to avoid miss-

ing the opportunity for life-saving intervention. 


