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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, Vivian Ho, Gabrielle Papeix, Ashok Dharmalingham, David Cottee, 
Mark Davies, Ben Piper, Pat Farrell, Leah Jordan, Steve Bruce, Lisa Doyle, Joel Parrey, Harry 
Bell, Annabel Whitaker, Claire Sewell, Daniel Zardawi, Luke Anderson, John Hollot, Steph 
Warner, Ross Kerridge, Greg Dale, Shaun Jones, Jason Denmeade, Joshua Anderson. 
 

 

TOPIC 1:  MITRACLIP 

 

First Mitraclip procedure at JHH performed successfully this week!   
 

Background 

 86 year old man 

 Severe MR, 4 recent admissions to hospital with worsening CCF despite optimal medi-
cal therapy .  

 Arial fibrillation, on Apixaban 

 Not a suitable candidate for cardiac surgery given significant frailty and co-morbidi-
ties. 

 

Issues  

 New procedure, some uncertainty around what to expect in the perioperative period 
regarding vasopressor and/or inotrope requirements. Possibly some requirement for 
inotrope as cardiac status changing from mitral regurgitation to relative mitral steno-
sis.  

 Anticoagulation ceased for 24 hours preoperatively in consultation with cardiologist 

 Venous access using femoral vein and an atrial septal puncture, theoretically lower 
bleeding risk than other angiographic procedures via femoral artery 

 Backup plan discussed if open cardiac intervention required – this may include valve 
dysfunction or embolization of device 

 
Discussion  

 Further mitral clip procedures planned in future. Note that there have been patients 
that have presented to perioperative clinic for other surgeries who are awaiting Mi-
traclip procedure. Patients should be on optimal medical therapy for heart failure 
prior to being considered for Mitraclip procedure. 

 Literature shows similar improvement in symptoms and decrease in hospital admis-
sions with mitral clips vs open cardiac surgery. Survival benefit and improved clinical 
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outcomes with mitral clips vs goal-directed medical management (See attached pa-
pers CO-APT trial and EVEREST trial). 

 

  
 
Plan  

 No specific perioperative interventions required than standard cardiac assessment of 
valvulopathy patient 

 Case presented to raise awareness of potential patients presenting to pre-operative 
clinic  
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TOPIC 2:  Ameloblastoma  
 

86 year old man, consult for Partial Maxillectomy and free flap 
 
Background 

 Chronic lesion in left maxillary sinus with one episode of bleeding last year. 

 CT showed aggressive infiltration in posterior maxilla and pterygoid plates. 
 
Issues  

 Multiple co-morbidities but no active concerns at present and has good QoL at home 
with wife and supportive family 
 

Discussion 

 Perioperative Risk scoring – SORT score and NSQIP both showed significant risk of 

mortality, but numbers were discordant 11 vs 3.3%. Why was this? 

 Discussion around the nuances of each risk calculator; SORT score comparatively cal-

culates less risk for cancer patients whereas NSQIP can appear to overestimate peri-

operative risk, not the case in this instance. 

 The consensus was that the morbidity outcomes were very significant for this patient 

regardless of mortality outcomes. 

 Patient and family very concerned with preserving QoL and understanding of the limi-

tations of his age and co-morbidities. 

Plan 

 Discussion with surgical team regarding other, less invasive surgical options or radio-

therapy. 

 Surgical MDT is next week. Further discussion required before proceeding to surgery. 

 

 

 

TOPIC 3: Ivor-Lewis Oesophagectomy with Ischaemic Heart Disease 
 
69 year old man with Oesophageal cancer 
 
Background 

 Routine preoperative CPET testing revealed ischaemic ECG changes, suspicious of LM 

disease 

Issues  

 Asymptomatic. Noted to have an excellent exercise tolerance on DASI.  

 Exercised to 90% of predicted HR with AT of 15.6ml/kg/min and VE/VCO2 24.6. This 

represents excellent exercise capacity and would usually indicate patient is fit to pro-

ceed to major surgery.  
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 Discussed with Dr Collins at the Perioperative Cardiology meeting. Concern re left 

main coronary artery disease – recommended angiogram 

 Coronary angiogram which revealed mid-eccentric LAD stenosis of 60-70% with nor-

mal LVEF 

 No coronary intervention required. Plan to proceed with surgery 

Discussion 

 Value of CPET in this instance. Was it a useful test?  

 Discussion centered around the finding of a pathology that didn’t require any inter-

vention.  

 Patient didn’t perform Prehab due to possibility of coronary disease. Was he disad-

vantaged? 

 Should we be performing CPET in all patients for major surgery or just in those who 

are clinically borderline candidates? 

 Consensus that there is sufficient evidence for CPET testing perioperatively for major 

surgery. This patient performed well despite recent completion of NAC and that pro-

vides treating team with good prognostic information perioperatively. 

 No delays to surgery and prehabilitation unlikely to improve fitness further as already 

excellent.  

Plan 

 Results of coronary angiogram and cardiology consult discussed with surgical team 

 Proceed to surgery 

 See attached CPET guideline from Peroptalk.org : https://perioperative.files.word-
press.com/2019/12/quick-guide-cpet.pdf  

 

 

 

TOPIC 4:   BAL for pulmonary alveolar proteinosis using VV ECMO 
 
Update on patient presented at CME – severe type 2 respiratory failure during GA with DLT 
for broncho-alveolar lavage (BAL).  
 
24 year old male with pulmonary alveolar proteinosis 
 
Background 

- Previous medulloblastoma treated with radiotherapy and chemotherapy 
- Complicated by deafness and renal failure 
- Renal transplant 
- Restrictive lung physiology 

 
Procedure completed with femoral access and jugular return veno-venous ECMO.  Required 
5L BAL for each lung with washing out of alveolar protein. 24 hours V-V ECMO support and 
successfully extubated.   

 

https://perioperative.files.wordpress.com/2019/12/quick-guide-cpet.pdf
https://perioperative.files.wordpress.com/2019/12/quick-guide-cpet.pdf
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TOPIC 5:  Laparoscopic cholecystectomy with severe COPD 
 
67 year old lady for elective laparoscopic Cholecystectomy  
 
Background  

 Recent admission for obstructive cholangitis 

Issues 

 Moderate-severe COPD.  

 Current smoker 

 Recent deterioration in exercise tolerate to 20-30m. NYHA class 3 dyspnoea. 

 Spirometry significantly deteriorated from previous. FEV1 = 0.63 (30% pred), FVC 

0.94.  

 No active infection 

 On Clozapine under psychiatry care for schizophrenia 

 

Discussion 

 Are there any alternatives to surgery? ERCP and sphincterotomy or stent? 

 Requires further discussion with surgical team, laparoscopic cholecystectomy is usual 
pathway for these patients   

 Requires respiratory assessment and optimization. Potential benefits of perioperative 
steroid therapy 

 Cardiac assessment given on clozapine? Has echocardiogram booked to review any 
possible cardiac complication of clozapine therapy 

 Suggestion of potential benefits of preoperative hospital admission for respiratory op-
timization 

 Smoking cessation discussed 
 

Plan 

 Defer for 4 weeks while awaiting respiratory review and echocardiogram 

 Further discussion with surgical team regarding respiratory co-morbidities and surgi-

cal options 

 Liaise with psychiatry team given current clozapine therapy 

 

 

TOPIC 6: Knee replacement with abnormal SESTAMIBI 
 
73 year old man for unicompartmental knee replacement 
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Background 

 IHD with significant history of ACS requiring PCI between 2000 and 2008.  

 No symptoms reported in last 12 years.  

 NIDDM. HBA1c = 7.2 

 DASI 7 METS. Can mow lawn slowly. 

 BMI = 39 

Issues  

 MIBI ordered in clinic – moderately impaired coronary perfusion reserve in a single 

coronary artery territory (RCA). Reduction in LVEF post-stress. Findings stratify the pa-

tient to be intermediate-high risk for perioperative coronary events during high risk 

surgical procedures 

 Dr Nick Collins reviewed and recommends deferment of procedure and coronary an-

giogram 

 
Discussion 

 Suitability of testing given asymptomatic with reasonable functional capacity 

 AHA guidelines would suggest no requirement for non-invasive stress testing with 

DASI of 7 METS 

 Consensus that if patient had attended regular cardiology follow-up, he would have 

likely had a stress test in the preceding 12 years given diabetic patient with known 

coronary artery disease. 
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Plan 
 Defer surgery pending coronary angiogram +/- PCI 

 

Topic 7 THR with severe bilateral hip OA 

 

 Elderly man seen in perioperative clinic for THR.  

 Requiring arthroplasty to both hips. 

 

Background 

 Longstanding severe OA. Now wheelchair bound and sleeping in a chair 

 Significant bilateral peripheral oedema both legs, likely dure to inability to mobi-

lise/raise legs 

 Difficult social circumstances 

 Orthopaedic team consulted in perioperative clinic and discussed possibility of bilat-

eral THR 

 

Issues  

 Surgeon decided not suitable for bilateral hip arthroplasty. Likely due to frailty. 
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 Discussion around optimal timing for the second joint replacement taking into VTE 

risk 

 No evidence but consensus was sensible to leave 6 weeks between surgeries 

 Update on case provided by procedural anaesthetist. 

o Unable to attempt neuraxial block due to difficulty in positioning 

o Significant post-operative delirium 

o Would have likely been a poor candidate for bilateral joint replacements  

o Predicted difficultly with rehab and post-operative mobilization due to sever-

ity of OA in other hip 

 
 


