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2020 = 12 B 19 Qi CASA F2Ha=" Panel {Tif:
1. Dyversity-and Inclusion, modsrator Cathy Cao, MDD CASA Firgt Vics President,
2 Tntemational Collaboratton, moderator Henry Lia, MD . PhD, CASA Former-Fresident,

3 COVID-13 Vaccrnabon and Well-being of anesthesiologists, moderator: Hong Wang, MD.
PHD . and Jmm ediate Past President of CASA

1. Diversity and Inclusion

Caﬂq Cao Toiming me today are-three distinguished panelists; Dy, Beverdy Bhiltp, President of
ASA, Dr Xinzhi Zhane, Fresident of Federal Asian Pacific American Council and Dt Corinna
Yu, A5A Committes member of young physicians, assistant Professor at the Indianapolis
University. My sincere sratitude goes to each one of you for your ime and commitment. Tf
anyane would hike to ask quéshions, pleass put your giiestion in the chathoz

2020 has besn an-extraordinary year for saience, an exteptional vearfor ASA  a very tough
and challeaging year for every CASA member Wiule frontline Chinese American
an=sthesiologists are fighting the Covid-19 pandemucan the hosptals, they also have to endure
the stigma and hostle sentiment outside hospital s becausz Prasident Trump keeps referring to the
coronavirus as "the Chinese virug” and "Kung Flu" This double-fold stress and discnmination
lias caused & great dzal of anmety and inental health 1ssues among cur CASA members

Dr Hinzhi Zhang, you are a courageous leader agamnst anti-Asian racism . would you please
give ug some examplss of recent Surge of
ant-Asian attacks. and what we should do

to buld rezsilience and raiss awarsnsg? Wt ez BT T, FeE

FREAM

Xinghi Zhang Thamlk you for inviting me As
Dr. Plulip outhined in the mismon of ASA.
hope many of CASA mentbers wall ntep up to
bécome{=gders of ARA Today's topioie
Drveruty, Equity, and inclugion Ithas beena
long joumey for Asian Amencans to come 1o
the current pomt As President Obama once
said; there s no Bed Amenican. Blue Amencan,
we'are dll Amencang, there are nowiutes
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Ameticans, black Amencans, Lanno Amencans or Astan Ameticans, we are gl Amiéncans. “The
journey of thousand miles begins with one step " It' s esseatial for us to remember Dr Martin
Luther Kitig s spesch when we tallke-about the DEIL1szue

Aboutten days (Dec. 9, 2020) ago. Chunese Amencan WWII Vetesans were honored with
the Congressional Gold Msdal (CGM). As Congresswoman Julie Chy mentionsd during the
ceremoeny that “Despite faonmne disenminatory laws likee the Chinese Exclusion Act, which
testricted tharr fights and treatsd them as secondclass ettizens, tearly 20,000 Chinese Americany
vahantly served our country dunng World War IE These American heroes d=fended our nation’s
democracy andsdeals abroad:even as they faced ranial prejudice at home © Ax an active-duby
meamiber a5 myself 1t s very mice to kndw that those Anan Amencan beroes finally zot
recogmized for their contpnbution; at the same time, we:have to ask why (t toek 75 years

Ohiness Amprican WV beterana hpnored Uit et Vo bevw Dbt vl 1 11 4
weith Congressional Gold Meddl Asiiney Areiatisish youthis sopurienoe tist

Hulbyrg, rapert says

Another thing that came:cross to me1sthe-fact that dunng the COVID-12 pandemic, as Dr
Cao-azkad, Anian Amencan Physicians as frontline healtheare providars have to éndure the racial
bullying and discnnunation while saming patients” lives The survey among 1000 lugh schoeol
Assan Amerrcan stodents showed that 1 oot of 4 Anian Amencan youths have expenenced raceal
bullying during the pandsmic A very consistent story published by Bew research found out that
A0%, Asian Amencans and African Americans are sxpenencing racial discrimination now. At the-
same tim'e, T am very happy to'see our yourger 'sanaration A=ian Americans standing up and
saving "o to this kund of behavior The reason we need to talk about DET here is that you may
not experience the discnminatton yourself, your neighbors are very muice te you, your coellzazues
and patients respect you, you have no problem whatsoever But, 25 a group, there s evidencs out
there of discnmination For ezample, dunng the financial cosisin 2008, none of the large banks
faced crimral charges, but one smull Hew York bank owned by Chinese Amencans was sued by
federal govemment They spent 10 million dollars to fight the case ind wen, proving they chdn't
do anything wrong 3o what happened, why was the Chiness Amencan banlksr singled out? 1
have to say from the incidznces that you have to leam te protect yourszlf against racizm no matter
how nch you are-asa physician.

Many times, we are very busy taking care of our pahents, conducting ressarch, wrniing
granis: helpang our kids to maks sure they can go to the Ivy League Scems we are too busy to do
anything =l3e° But, we can always find ime to give back to our communrty and our country,
sspecially duning ttmes of cnsms At Federal Asian and Pagific Island Amencan Council, we
work with-semior leadsrstup to fight discrimtinstion. Atthe peak of the pandemit, we organtzed a
webmar wnviting Macyland first lady Yums Hogan, Asian Amencan polibcian, government
leaders and promnent physicrans to chscuss the AAPT COVID-19 response Wereally discussed
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what happensd with COVID-19 that this dispanty affects different minor population’and iow
different commumties can work togsther to support each other to address the equity, diversity
and imcluston 15sues So there ate things that we can‘alvrays do and we c2rtmnly make an impact
by werkinz with eack sther to fight the coronavinis and to understand the eulturs and difference
of different commumty and try to adidress the pandemuc together

Finally, I would like to highlisht one of the programs which 15 called Future Star program
It's 2 mentoning programt for high school studants to britig them exposure to leadarship, expesure
to the public service, haw to serve this colntry, how to mive feedback to the community, for
otherthings they will l=arn through the program overa year really to address the leadership
aneluding you, eventivally improve the leadershnp diversity of Asian-Amencan community andin
overall sociaty. Extremely talented high school students created a webaite with videos and
articles on liow to deal with stregs'and bullying by promotng mental and physical wellness, by
creating 2 teen-friendly snvironment to a better world around iis This 15 an ezample of building
the next generation of leadership forthe: AAF] community

In conclusion, Twill quote Mark Twains' remarks here becauss we do not want to regret 1
20 years: “Twenty years from now you will be more dizappointed by-the things that you didn’t
do than by the ones you did do So throw off the bowlines Jail away from the saf= harbor. Catch
the trads winds in your-sails. Ezplore Dream Discover “Let ns work together. we shallnot only
higlp Asian Amencan commumty, but svery commumty of America Hope many more of you
will b= the leaders to marease the diversity of leaders.

Cathy Cao Thank you so much Dr Zhang for your enbightening talle w= all lecarned alot from
our histery, vou just amled st

You alzo brousht up another important diversity and Inclusion issue facing Asian
Anesthesiolegists—theunder—reprasentation 1n management-and leadership posihons. Weare
often viewsd as a'model minority wnth highest academic pedformance but least ikely to be
premoted We call thig phenomenen as the Bamboo Catling Dy Connna Yy, Iam overly
impressed with your ASA Momtor article régarding the Aman modal mutontty niyih and biag
Would you pleass slaberate further on thug :ssus?

Coninna Yu. Thank you so much for
havning me, thank youDr Cao and thank
you CASA! Tl be talling about the
Overrepresentad Minonty,
Underrepreseated Votee: I am gives five
niinutes, Ljust pared down from a grand
roundlecture. ['ve prepared as- 3 grand
rounds if auyolie i viterested in i ors
information at afurther ime 'l brefly
talk about past and present bias agamnst
Asian Ameticans, then discuss the eifects of
TS immigraton law and the US Census on Asian Amencan representation in madicine and
population heaith, at the end, T'll reflect on the exclusion of Asians and Asian Americans as an
ovarrepresented minonty m medicine while being underrepresent=d in vpice

annna ) Y MO TASA
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A Dy Cap hag nrentinned, this is the mode] munority myth Fornted i the 1860s, whers 1n a
Wew York Times article Mr. Peterson wrote that Tapanese Amencans could succesd in Amencan
culturs better then other races Thig 1 actually a myth, there wete batriers Lo mimigtation and
quotas i place, “no Japs!”™ Back then, Chinesze ware not allowed to do many jobs dueto the
Chinese Exclusion &ct. As faras today s'bias: multiple Asian Amencan doctors have been told
they dan’t belong herz, " go back to Chind" was shouted af them, signs “ws don' accept Chinese
customers for coronavirus, thanks for understanding * We have an entire -websmite for Stopping
AAFT Hate that ss collecting these incidents. Jo you can see that not much hag clianged then and
now, that there 15'shll this anti-Aman sentiment and 1ts present within the historical immigration
acts-and as of more recenatly these are some of the four categones that we have forimmigration
Histoncally, the TS has demead and linlited unnmgration from Asvan countnes

1882 Chinese Excluston Act

182Z Geary Actrenewal, repealedin 1943 for 103 vasas per year

1917 Immigration Act excluded "Asiatic Barred Zons"

1924 Immagration Act-tlatienal Origins Quota from 1890 national census

1952 Immygration Act ended Asian exclimon, 100 visasicountiy/year, but had ractal not natonal
quatas for Asian immigrants

1965 Immugration Act Abolished nahonzl origin: quota, preference system

1990 mmigration Act Visas tan't exceed 7% from any single forsign state

v
AR 0y R s i L B
il b

IWow you can, s=e hers I've tned my best to collect the date that Asian countnes actually
makes Up 31 to 85 of the visas from these different four categones, o that's'a lot, and we
probably make up somewhers between 6 8% a5 of the last U S census, we'll se2 what 2020 has
to:say Butif you look at some of the census categones we've actually gone backwardsin the
past 100 y=ars Backin 1910 you can'see-thiat they used to track Chiness and Japancse separately
and now o 20101t was st Asian You'll alao notice, thisis my 2020 censns. they do categenze
out afew of the different categones For different Asian ethrucities, but what's interssting to note
15 whether or not these racial categeories ire =ven relevant because 1n 2060 the two or more races
category 1s going toncreass the most Asianis going toincrease the second most as'a category,
Howsver, data on Anan Amentan pepilstion hizalth 13 omutted, Agzregated, and extrapolated US
Census date may not fully capture Asian Amencan populatien dus to pultural hasrers
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Sowhen weleok at some of the prosections for physicians, the SAMC created seme dats and
you ¢an see here they don't even comment on Astans But here they demenstrate Asianzat 22 4%
“so clearly that's somewlhiere between thres to four imes-what the national population of Asians
might be Medical students simularly at 22 3%, and if you loak at what this category
underrepresentedin-meacheoine 1z, back in 2004 they changed it from underrepresented minonty.
this ik the AAMO, to underrepresentedin medipinz, bzeause they wanted to make sure that we're
really excluding this red portion of the pre. So these are all the minonties and now £ you cut out
the Astatis you're looking at the undertepresented compar=d to population numbers, because
Asians are an overrepresentad proporton compared to the population S¢ we were ex<luded now
as minonties What doss that meanT What does 1t look like? Well. you can see-here doctoral
degrees, med schoo] apphicants, active pliymicians, med school faculty, anywhere from 15to
1%, 50 ¥es. W= are overrepresented there: ﬁﬂesl.h-es:ulugé gtz gomewhere between 15 and 1995,
based on the best data that T evald fiad

| 2019 Physicians | Asian Anesthesiologists

R

ANEATHEN NG HIETH

. i
B o=
. (LIERATT]

L LT

There's actunllya huge need for internattonal medical praduates, we lave 25% of our
workfsrce comng from international medical schoels This does not mean that they're not US
citizens, this does not mean that they're from foreign countnes necessanly. Tt you look at
anésthesiology resicents and fallows, IMGs make up 13% . back in 2018 the match data 122 of
thoge TMiGs were from the U3, 1t's hard to say what that ractal maksup was, and then 120 were
from foreran countnes But 20% of anesthesiologpiste are titarrdalional niedical sraduates andif
you look at the ECEMG data they actually talk about the aihzenship, and 3% —India, Palastan
and Chunahere—came from Asian countnies So part of bz there1s ansed for addibronal
plivsicians and some of them beang from other countnes, Asiany and Ansn Amencans are
overrepresented m medicine which can cause vanous issyes. but the question 15 do we gee that
same pomber repregented i leadership or not? We'te defitutely not there

| Activa Physician IMGs | ECFMG Top Five Countries of Citizenship
At )i (51 5 1S LA . - - wepa : el —
i, 1% —
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In gpovernment and I don't have the data for 2020 but you can ses herein 2019'thet w= had
3 8% Asan US House Eepreseatatives, which 15 leas than the population of Asians: Az faras
ASA leadership, there was one study done by Dr Cynthia Wong ot of the Hovse of Delegates
from ASA that responded to a survey, maybe thers was s1ght percent that were Anan It's very
diffrenlt to say as werenot collecting the data to know. but I wounld suggest to you all that weare
ah overrepresented minority that doss not receive attention becainse-of the modz]l minority myth,
we are-an underrspresented voice Thave several references of this talk

Undarrsplesontod in Angstheslology

| Undemrepresantad In Government V besoe eahin?

._..... 1 o o A

MENRA an —

EREARR
|

Cathy Cas That's excellent, we aze 30 proud of you, Dr Yul Tou iust razs=d an excellznt
questioft to our ASA FPresident Dy Philip, of 15-19% of anesthtestologistsare Aman, we should
expect stmular proportion leaders te be Asian American, howsver, according to the 2017
Anesthesia and Analgia research snrvey, there were only about 8 7% Astans in teadership
pestion 1n cur speaalty Stereotypes and cultural differences contribute tb this diserépancy: Dr
Phulip, what 15 your advice for us to overzonte this Bamboo Caling? What should we learn from
other ethne groups? Thank you

A e, o P il

4]

e clals Pocsen

Beverly Philip: First of all, Dr Vo, | would really ke to
sompliment you for gething that message gut, [thinkitis a
tue message and 1t needsto beared The defimbon of
what amnenty 15 neads to be vary much broadenad I
thinke thers 1« a particular challeng= on meghing with the
Amenecan model when you don't come Fom that cultoral
saclkground and that's-absolutely sorrect

| Phwesdiy £ H|ig, W, FALA, 1A2A

What I do want to highlight 15 that
fortupatzly some of your dstais not up lo
dat= g0 we have some good news coming
from the ASA s:de Lastyearas the
president-eleot comes into this position, the
Ttz job of the year 15 to malce the commuites
appointinents, and I'm very glad to say that &=

Discussion Topic

o 11 15% of ariestnesioloists arm Asian, we should exgact siml
firopartion laaded by be A Amprikan, Howeves, accordin
ASA Monitor e wene only about BT Asiins In lesdenhi
kit m it spacialty, Sterectypes and tltural d

bestwe know, that the percentage of vanous
ethmeities and I'm not saying mmenties, but
sthnicitiss, in our erganization on'the
appointments to the comnuties has been an

eotbribute to this discregancy, thes phenomenan & il
Cofling. What is your aavice for us to overcome this Bamboo
What shoulr vie arn from other ethnic groups?

dctive project of the preudent-elect for several years Tean t=ll you that my year that we
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niateled, that Tworked to match the parcentage of ethnieihies on the commiites répreseutation
that would match the ASA membership This has baen true for a coupls of y=ars now and I can
vouch for thits past year forsure. We are looking at thir and we'll zet back to wltat you guysare:
deinz ButIcan also tzll you the big 1ssue 15 the denominator So !chn mateh, and the preudent-
elect of ASA can-match. to the commattess, but we don't have 12 arsally good data of what our
membership 15 like So I got out the data for this past year, and we've hiad for several years on
our membership applicatien, when you renew your- membership every year, a vanety of optiens
to tdentify with mitotities, and I can tell you that across the board whetharyou look at the mors
senior members, the younger members, the resident members, somewhere between 20 and 95
percent of members dechned to mentionat at all. There 13 an ophion and they either leave 1t blank
ar they say deching to answar Jo my request to you 1§ one way to get befter repregentaives, 15 to
fill out that sthnicity statement when vou become an ASA member Tt in no way mhsbits what
you can do, in fact it gives you the option, of geting encugh people tn representation. AsTsad
95% of people don't answer What w= do knowfor the very few who did answer 15 we have data
on that In fact that the AMC reports about 15 percent anesthesiologists are Asran 1 am delighted
to tell you that's exactly what we're s2eing in' our mambership, asthe five parcent who answer
there 15 that percentage of Asians and it s farly evenly distributed in the populaton I you want
more physicrany just 1dentify wlio'youn are and we can make st happeit, we are tryimng to' make it
happen Fortunately that seven percentss 2017, e are k=eping better data now because we are
concerned and there are opportumities there

My advice for overcomng this bamboe cetling on the smaller level 15, I do liks inside of
ASA ASA s one of the most genwnely represeatative orgamzations that Thave ever workedun
We qust nesd to know. So.pleaze as you renew your membership, tell us whech-ethnicity you
identify with Yes: there's two ormore, but that doesn't really help: 3o please tell us who you are
and the other thung that T would say that T'would emphamze that T thank partidularly the Chnege-
Amenican community seems to be doing very well 15, engpge This 15 something that Tthink not

mrost mmontics do well enough, and 1 would rainforee your eathusiasm to getthings done. to get
involved, kezp that up Becaiss ASA asan organization is menit-based I you voluntesr and you
got an opportunity and you do it well, you're going to.get more opportunitiss  So please far ASA,
getanvolved get engaged, and there will be epportanities There1sa ceiling thers, it does sxzust,
lut imside of ASA we can zet tog=ther to maks 1t better

Michael Champeau (First Vice President of ASA) T'm surs you may wondsr what en zarth
can 3 white guy tell ug about thisjssue. but ] do have a faw credentials to that Twould lik= to just
shate with you my main onets that for 40 years I've been marmed to a first-zeneration Chinese-
Amencan physician Her family 15 from Shanghs, she was bom i Taswan, and like all of you
she com2s from a very accomplished family, both on thrs sida of the pacific and i China: And
T'yeheard this topic discussed at our family dinners for many years, Her fantily 15 filled wath
physictans and scieatists and enginesrs, and this 15 gomething that Tve heard discugsed. so I'man
dbisolute ageesment with Dr. Yu's coniments.

I came up through Cahiforma socisty and hiving here 1n Califermea, T've been at Stanford
University for 37 years, cleatly we have a higher percentage of Chiness Amsricans 0 onr
department than you would s2e i other parts of the country and certainly the same way inthe
‘stats When Ilookat the membershup roles of our California Sdctety, I see so many Asians,
certainly east Anians but also southern Asians There are a lot of Asians and it's been) clear tom=
that yust what Dr Yu 19 saying, the representation an the leadership just dees not commensurate:

Fage 10 | b4
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with the percentage of the memberzhip Jo clearly theie's an 183ue there and weneed fo de
something about st Ithink all of us and the leadership of the ASA have recogmized that diversity
equity and mclusion DEL 1t's not just & black and brown 1ssue that the bambeo cailing i very
rzal and thathay already come up 1n some of the work zroup mestings It's mteresting becauss
I'm on the board of FAEE and I ve bezn involved with the Amencan Board of Anesthesiology
for several years, and both of theose organitzafions, becauss they select their lraders, thair board
members, they fan go out and address these things much more quckly than we canin the ASA,
whers we have ah elected board of directors, where the hoiise of delegates and the beoard ars 2ll
electzd by their home states And I agree abselutely what Dr Fhilip smd, ASA 15 a mentocracy,
Many years ago the filmmaler Woody Allen sard, 80% of life 12 showing up I think that that's
really trus, wheit Llook at my cwa career 25 years ago. I just showad up in Califorina But
there's a differsnce between me and the Asian people: in that Tinew that prebably would not be
turned sway, I knew that T would be welcome of T showed up Tthink thatwe need apartiership
betwean organizations such as yours to encourags people to show up because what Dr Phalip
says 18 absolutely truean-my expenence that we are amentocracy If people showup andkesep
showing up, and do the work, peopls nseup Ithink that we nesd to get the word out better, that
we are 3 welcomng mclusive society, and that we'rs looking for peopls who ar= willing to show
up and to do the work ASA 1swvery comtnstied to this and we tecognize that thiz'ss nob just about
underrepresented mmonties in medicne, which we're loojang at the leadership 1ssus We don't
have that akality to just go out and pick a new board the-way FAER orthe ABA dees, but we
nesd to blend ourmentocracy sthue with the encouragement that CASA can give to the Chinesz
Amencan anesthesiologists

Cathy Cao Thank you Dr Philip and Dr Chanipssu, thank you Iir Yu for your wonderful talle
I am looking at the chatbox for people’s.questions May Ihave Dr Mandell comment on the
digeussion please?

Susan Mandell (President Society for the Advancement of Transplant Anesthesia) T just

wanted to really point out hew brave it was for people to miention that this is s somal problem
hecauze what I've heard teaight 13 how hard we've worked in medicine to accomplish certain
milestones, but somelow that doesn't translate snto what's going on 1 the public sphere. And
while we're sifting in our societies such ze the ASA or whatever society 1t's been u trying to
demide how to make things equal, how to include peopls or how to getamportant resonrces of:
health care-out to ths public, we'rz somshow missing that step I just worry that we'rz going to be
taling a'long time to move forward towards diversity, inclusion, and the absolute shanng of
regources, unless we remember that even as physicians, no matter what society that we belong to,
1t uitimately 1¢ dependent upon us reathing the public, and malang the public feel valued and
providing them with adeguate resources. Sothanl you, and I certainly don't weant to pullup
pelities but about the Trump efra comments regarding the COVID 19 and ifs relationship to
Amans, were very damaging and thaonk you for being brave enough to menhon thar

Cathy Cao Thanle you for your fzedback 1t's a zreat discussion, Dr Mandell! Dr Tiapens
Huang, our prasident, thank you se much for your exemplary leadership, I find out vou are
extremely sffective and well-lik=d by the:pesrs, Jeems you always ge above and beyond
people’s expectations: Would you please share with us the key elements of your syceess, how
should we follow your footsteps? Please give us some closing remarks for this panel.
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Jiapenz Huang (President of CASA) As Asians, as mmmagrants, we alwayns face obstaclss I
think that's something that we kand of learm, but what one thing ] don't want usto dn s to get
tised to it We should sot beiwsed to all the olistacles, wensed to Aghtito svercome themt and we
nesd to zet what we deserve Ithink that there are always opportunities in leadership and
sometimes you feel like [ just want to take care:of my own thung. Ireally don't feel like doing the
leadershup thing nght now, but that's where-you get it wrang. Every oppertinity for leadersiup,
you should get on 1t and demonstrate leadership, and that's how we can improve our own

‘sihigtion. Tthink vee can ask

anvbody else, but 11°s really ourselves who are the ones who's gomg

to decids that Thank you for the excellent panel discasnion

2. International cooperation

Discussion Topics

* During i haorpipie pendermii peepbe wavel signiscantly lezz g
(sitepd Inarrmatlinadly eortmmriepdy sawmli o wi abill eeriphzsiee i
eompr ket Lo s v nted idinesil bivke et o st |jatips

# Holoew plknddmbe. ol wers botloae inishibd in anormie o t" fn n
e T 0 el emariewairry Wiyt eljiem e, W s sl st
il v csatin ol oooERERRY uped Mo can o o2 7

* flo wn sHil nned sntareational conperation T How can e do it

= s e v af this B phryrnas i sectainhlsts el gruibiiinhieed the
COMER marnmg st sframegurs I arstipoas joammm i Dsng
wirlthwidie pndenrle, docs iErngsionn) caskarstion el rsandgmrmpng of
LMD genbimt i e fiapee sliupihy ? Ml

Beverly Phili

SA president

Henry Liu {former CASA president] As we

all well aware of, the pandemic stll ongowmng,
peopls travel 10 the TEA significantly 1255
domestically, tnteimational travel is even more
difficult Dr. Phalip; as the ASA president. do
you shll belisve we need internabional
cooperation, and did ASA set up or plan to set
up.any specific program to promote
miemistianal cooperation/ezchangs?

Yes, oneof therepular and cote-actevtties of what ASA doss s

to join other major mtermational societies of anssthesiology, to bring our speaalty forward
Because mndesd, 1t1s ONE specialty we all belong to, no matter which country you are prachicing
at the moment In differsnt parts of the-world, we havs different sxpertise;, different sxperience:
1Ewe can bong-all these togsther, we can make our speoialty better 'We do need active
intérnational collaborativn, since weare butlding thisspecialty together So, it remams the
ASA's stronzinterest to maintan sfrong mtemational collaberation activaties. For this vear, we
will mest otlser anesthesiology erganizatiens’ leaderships, of course sirtually: We wnll wy meet
several imes a year We ars also leoking forward toit, not enly1in optimistic sense, but alsoin

realistic senzs

Since the pandémic 15 shll engoing, Twonld lilee to compliment People’s

Eepublic of China, they did a great yob to lockdown the cities, to control thesspreading of the:
COVID19 Unfartunately, wein the USA didnot do a good job As the pandemic situation
coming down to a manageable level we wall continue our active, face-to-face collaboranon:
Because these face-to-face collaborations will bs deeper, nicher, and mors produchive And I liks
to heghlight intemmational research, as thisi1s.a very strong compenent for hoth ASA and other

internativedl aneithesiology socielies

Henry Lin: Dr. Davy Cheng, hefore the pandemic. you wers very achively mwvolved in
numerous internahonal ‘sxchange/cooperation activities Why do you believe during and beyond
this pandemac, we still need international cooperation?

Davy Cheng (Former Chairman of TARS Board of Trustees): First of all, I'd lik= to thank

CAZA forwnvitng:me as the representative of WFEA, World Federation of Sociehies of
Anesthesiology WFSA hag 135 nahonz] society members, representing 150 cotintries ‘And

pergonally, myself from Canada,

senchng our best wishes to everyone, also best wishes from

TARS where Isarved as the Chair of the:Board of Trusteez Intemmabonal cooperation ¥ very
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important, we must sngags, cspeaially in anssthesiology, a5 you kieard carlier from Dr Jerams=
Adams, the TS Surgeon General, a very high-prefile anesthesiclogist Now anesthesidlogy asa
profession 15 menhoned by president and leaders 1n vanous parts of the world, especially i
Europs. Trily we= now have the platform to zet the attention, and continue to push sur prafesuion
forward Ialwaystell my faculties and residents: we:must engage As an old Amencan zanng, if
you are not on the tabls, you tigy be on the menin Jo, we must engage internati onal socistizs
TLoek at what 3 central "tagE for us 1n entical care units, the pressure, the compassion, and the
commitment we anssthesiologists have 1 secondary to none. As Dr Philip mentioned, rezearch
and mnovat on withoutnteimational collaberation are unmmaginable Talkimg about thus
pandemic, this 15 the very first me, we had the genome sequenced and published by stientists in
Wilian. Ninie months after the outburst of ths pandemic, wa have vaccines administered to our
high-risk population last wesle Andthe vaccine had gene through Bhase T, I and I randomized
clinical trimls Thrs 15 remarkable, mitie months of intenisenternational collabbrations Tt ik aim vst
imypossible te get all thess done without mternational cellaboration We displayed leadership
roles m our own hospital, by ergamizing airway mansgement teams: teaching others how to
manags arways and mitabatons Wz have to-advocate, to ddvertise our spactalty, this s the ums
forus to shune We do ne=d to network and collaborate for our specralty Hopefully, we can meet
each otherin 2021, not too far from now Thanlk you!

Henry Liu The Phizer vaccine as-amatter of factisthe product of international cooperation
Thevacewe was co-developed by Phizar anid Germidn teams, I'wolld lika th congratolate AJ4
for nurtunng leaderships for the'last several decades Some ASA members become congressman,
senators and other hagh level government officials Tt Shemman,as the SCA president, are you
aware of anything spenific in cardiac anesthesia that American cardiac anesthesiologists |zarned
from outsids of the United States?

- = Stanton Shernan (SCA President) First
ey of all, I"d Iike to thank CAJA leadership
forinviting me, participating this
incredible meeting. As some of you guys
might kmow. internabonal cooparaton 1
o= of the top thr=e items on the platform
« a0 ahe s 0 the e byl sclintits Wi plfishid the ettt S e
COVIE) mangienieinit chratibgion = fioisstiyh st (furmies, Dabie § when we collaborate intzmnationally, it 15
e s ot coopeptm e maemen el oot only-additive, there are some
synergies there Ax we bring the gredtest minds together from entite world, we ate not only
|earming from our success. but also learming from our fmbures And we can hope improving
upon theworld Interms of cardiac-and thoracic anesthesiaper se, Tam not aware of
anything speeific. As wz krow, COVID {smuch organ-specific During pandemec, L
consulted anesthemia colleaguesin Europr and Asia, asking them how to manage COVID
panents Atid for the very firstume, SCA, EACTA and Chinese Cardiovascular Aresthesin
“donety are collaboratively prepaning a guidzhine for the management of cardiovascular
procedures for COVID patiznts: So, my response to your gquestion 15, 1t1s not only
important, but critical for us to collaberate, thate czperiences wnternationally, so we can
have the biest people wath best expenience to put together the best care for our patizats

= iy i His hdmible phndemie, pednle tiakel slghl Bty e gisd
Ferrt b rratis s |y et remily ranel i e o snll st b
Coremraton’ D we peed terratana] infarmoton cathangs S

* Tt pardnic, yeu wnme artrunly e de o o
enihiilnge a conperation, why f sHg pandemic Iknotiliing
bevrr e natinnal soopitatis afid hew s we soit}

= {1 i w0 et st il conpeindinn g Hew carw il

Henry Lin Ds Laze Fiong, as the Former CEA prandent, and corrzntly a CEO of a hospital in
Shangha, what do you believe Chinese health system can leam from outside of theoweorld?
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Lize Xiong (former CSA president) Thanks CAZA leadership for inviting mes It 15 very nice
seerng you all Yes weleamed alot from anesthemolomsts of other countnes, mciudmg.
members of ASA, K WEFIA, and CASA Every vem, wewnvile anesthesiolomsts from ASA,
(CASA, atd WFSA, to help train our young anesthesiologists Chiness scienhists sequenced the
COVID virus genome and published on mternational journals, soscieabistsin other countnes can
save lots of hme, to develop COVID tests mid vaccuues, When the pandsmic 15 sndsr control,
hopefully we can meet face-toface, we can-have more collaberations. Thank you 50 miuch|

Davy Cheng Pegarding to intematienal collaborations, it 15 not limited to our profesnion, we
alzo need cross different disciplines for collaboration: For example, (Global Health Fesearch Tt
on Global Surgery in Burmnngham, TK has iz data from multiple countries for surgery and
penioperative care It is veryimpertant i1 our domain. Surgery delay and cancellation will be
atlier challenges for us for the coming 6=1E months, T d like to éncourage everyone to leadan
your hospital and m our doman and profession to solve these problems and provide the best cars
to our pahents

3. COVID-19: Vaccmation and Well-being of Anesthesiologists:

Hong Wang (CASA Immediate Past
President): 773 started the COVID vacaine-a

f=w days ago, As we know, the'amount of
vacoine 15 lomited The federal government
has set up soine pnonty guidelines But sach
state and hosptal have their own guidelines
In West Virginia, ancsthasiologists were niot
at the top ter at first We campaigned and
went to the Stnte-Huﬂpﬂai Association We
are now the first gipupias well a5 the
mtensivists and emeérgency phyficans Dr Phutlip and ASA have recently 12mued a statement
about the early-access of wvaccine by anestheniologists

fiscussion Topics

1 Viaccing impact on cur practlee
& Wi chisstd pot 1% vasrire st b vosr Soparimest?
P iR by w1
B, Workheed e isilen
Wi LI P e e
£ FPEs aad COVVD leiling S wecritladed sutienty

2 Thie plpehuioglell brpaet of COVID 19 on Anisd ey
'] ﬁlh_l'.DF L4 =Sa N ] 'fﬂr P proekdens nd-provider i FIHIII.'f
B Wirrklesd Jliaege
€ Leonuine ifibost sisd lob Moty

G How do wemake gure. we as anesthesiol ogists are tn'the top pnonty to receve the:
vaceination?

Beverly Philip (ASA President) When st became clear that we will havs the vaccine and the
scheduling process has started, we heard From very saily on fromi a broad speciruim of members
across US which you have describead first There 15 a federal guideline but heing interpreted
differently at the vatious states and hiospitals In essponse to ourmembars’ request, w= putiouta
statzment tp bring te vour organization and to your hospatal Thisas simply arecogmition of what
‘we anesthestologists have been domg: And another part of the answeris we-can get this doneaf
we semain engaged As you have sdid, you have to go to your hospital and sensetimes to your
state health authonity We do need to stand up for ourselves You may not get everything you
would like to, but you surely will get more than of vou said nothing Talee this statement, g0 to
your i=sader, and keép up the good work!

Hong Wang Dr Lizz Xiong. [ know China his not stérted vaccination yét Clhanaas sull
conducting the phase M tnal Iz there some discussion at the government leval whe will be the

firtotityT
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Lize Xiong (former CSA President) Thank you, Dv Wang You ars nght Next menth, we will
have the vaceine. The prenty will be for the people who have the high nzk of exposure. More or
lesz same az US These people include hospital worleers and mrport workers 15 mtillion will be
our first group

Hong Wang Dr Cheng, we would likete knew how our n=ighboring country Canada is doing

Davy Cheng (Former Chairman of IARS Board of Trustees) We actually got our first bateh
last wzekin Toromte. University Healtk Network has started T mcludes 17 hespitals in Ontario
COVID 15 second wave 1z huthing us very hard. The prnonty soes to acute care hespitals:and
chromye Bare famlities Tt s comung

Q2 Vecoaneimpact an our praciice such agwork distnbuiion

Hong Wang I have invited Dr (moddane for this panel Dr Giordano is the Char of ASA
COIPA Committes COSPA Committes 1k an ASA mtersocisty collsboration and relshonghip
committes. Dr Giordano, the vacane supply 1z limited What 1z the impact of the praches if only
some of your members get thevaccine? Will only the vacanatsd providers take care the COVID
patents or high risk FUI panents? What happenedif the recovery nurses did not have the
vacmne; but the anssthesa providers did?

Chris Giordano (ASA COSPA committee chair): Dr Wang. thank you for having me These
are pretty tough questions

‘Hong Wang Ilmow Ipave the bestfor you

Chris Giordane Iam gladIdon't have to answer thess from the high=st level T can fell you
what we are deing and what we-are trying to accomplish: If you are talung care of COVID
patients, as you have mentioned, you will be-on the top tier Weare on a lott=ry to dicide-wiio
will get the vaccine. Our datly alloration :5 8003 day In terms of who s going to talke-care-of
the COVID patients bazed on 1f you are vaceinated ot not, I think I was fortanste that Twas
vacanaizd on the first day I do feel good aboutat since Thave been vacomated Even though I
still nead the second shot, I feel more comforteble to take care the COVID patients than those
who did not get thevaccine But I'don’t think we haye the full game plan to changs our work
distnbution based onif we get the vaccins ornot We still don't know the longterm effect of the
vaceine

John W Zhong (Associate Professer, University of Texas): Chns, I'think you will have the

immumty onz week after the second dose

Hong Wang We vaccinated everyonein dur department since we did net knew 1f we ghould
choose the high-risk providers or the highrisk exposures to selve this protilem

Chris Gierdann I think swe need be carsful about tlus Like the situation i Stanford You do
want to makes sure that the front-line people will get the vacane We all try to l=2am from each
otlier:

Hong Wang Dr Jiapeng Husng, Iheard your department had vacainated differently for faculty,
CENAs or resydents Are there 155ues about thia? Js thus affecting the morals 1n your department?
Hew de you decide the work distnbution” Does this mean only vacanated providers wil]
intulats the patents?

Fage 15| 64
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Jiapeng Huang (CASA President): Thank you for the sxezllent question We had the mesting
very early on to decide-who will get the vaccine first We did not want everyone to get the
vactitie at the same it dise to the concery of sertous side effects. So, we decided to take a
stepwise approach. We discussed wath the CEXA group The zeneral fecling 15 that the CRIVAS
do not-want to be the first group Ourintubation team includes faculty and residents Some
faculty has been vaccinated My vacanahon is next Tuesday So.if you donot hear from me
next Tuesday, please checkin Ithink every department has to make its own decizsion on what
strategy they will use Td=ally, we want to have a vacatie with side effect free andeffective But
unfortunately, this 12 not true for any vaccine So, I think for the benefit of the populaton, we as
a physician should be the first in line to taks the nsk

‘Henry Liu (Former Cﬁﬁﬂﬂﬂ'dt!: Our system har 3,500 people but enly 1,900 vaccine

We are aglang forvoluntesrsto get on the walting lyst For the vacene Tam ofie of those
volunteets

John W Zhong Kudes to you, Henry [had the vacane yasterday afternoon I do not have any
lingenng effects Iran Sk this momung, piayed tznnis 3 hours, then played 9-hpole galf

QueshonsTrom the nudiznce What do you douf someone does not want to get the vaccne?
What de you do then?

Hong Wang The vaccine is not mandatory We have three people who do not want to get the
vacoine Thereisan impact becanse of thus Fortunately, we only have thres individuals We ask
for volunteers for the COVID team. The COVID teain members takks cars of the COVID
patients’ surgery andintubatien This model will definitely not work for every department, We
ars fortunate that we have only thres providers who réfuze the vacains

ETEEXRSR. FEY panel discussions TIEFEFRFLTHETER, 22FFUWFE
F, HiYRE=SaSs, R, HAEEREESR5OEE Well-being WSS
SEEWETE.
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Introduction

Adrenccortical carcinema (ACCT) 15 a rare mahenancy with an
ansual incidence of approxinately 0.5-2 cases per million peopls?
Poor prognosiz g related to dtIa}r in diggnosis and to the lack of
eifechveadjuvant freatiment ! Surgery remrains the most effective
treatment, and complete resection 15 the most conmstently cited
progacatic factor forlong term survival *Y However. despite
complete regection, T0-85% of patienits develop recurrence locally
or distantly, which partially accounts for the poor S-year surnival
Invelvement of inferior vena cava (IVC) was pnmanly reportedin

single case reporis or small senes wath the sxception of Cluche et al

*, but recurrent ACC with caval extension has not been descnbed

Here we present a case of recurrant ACC with liver and lung matastases (mets) and. mass
extending into the IVCT in a young patient who has shown evadence of stable dizease after 8
cyclesof chemotherapy: The purpose of thisirepostisto discussithe anesthehe management-of-a
patient who underwen! retropstilonzal pericaval mass resschion including vena cava resection
and reconstruchon with interpositioned Gore-Tex graft, and resection andablation of multiple
liver m=ts.

Case Report

An otherwise healthy 36 year-old femnale wath recurrent ACT with liver and lung metastazes, had
aprevious open right adrenalectomy (15 8 cm tumor), nephrectomy, pericaval node dissection,
and removal of adrenal vain thrombosis at another hospital about one and a half years prier to
et presentationat our inshifution Seven months after the initial surgery, hér repzat imaging
showed interval development of multiple-hypodensze hiver lesions suggestive of matastatic
disease- She recerved mitotans, cisplatin, doxotubicin and stoposide as adjuvant chemotherapy,
and rezponded posiively o 8 cycles of treatment wath evidence of stahle disease She was
referred to NTE Climeal Canter for evalgation and posmble surgical intervantion.
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Her preoperanive labs including CEC, chiemistry panel, liver function t2sfs, coagulations and
alpha-fetoprotein wees all normal Her EKG findings were unremarkable A ©T of chest and
dbdomten tevealed a soft tissue massan tight adrenalectomy surgical bed (3 1oin = 2.9 em), tiear
complste effacament of adjacent IVC (Fig 1), and mulhple hypeattenuaiing hepatic lesions and
bilateral pulmonary nodules, consistent with metastalic disease Magneticrezsonance imaging
(MET) confirmed a focal lesmon (1.6 cm x 1/ 8 cm)at the right adrenal=ctony surgical bed that
appeared to extend into the IVC There was also a possible non enhancing component of thig
lesion in the TVC suzgesting a bland thrombus (Fig 1) No further precperative cardiae wotk up
was indicated due to her ags and lack of any significant cardiac history.

Pre-operative planning.

Diiie to the sature of the surgical procedire, (e, Ee-exploration, liver and recurrent mass
resechon with pessible IVC involvement), there was a very hagh nisk of significant intracperative
blesding The bleod bank was notified about a potential massive blood less Siz wuits of packsd
red blood cells (pRBC) were ordered on tliz morming of the suygery. The Belmont rapid infuser
BI-2 {with max rate 750ml/min) was bronght to the operating room (OE) The patient bad been
preseribed hydrocorisone supplement for adrenal insufficiency, -and was grven stress dose
steroids (100mz hydrocortisone) mntravenously (J77) on the moming of the surgery The
an=sthetic plan ineluded a precperative thoracic epidural for postoperative pain control-and
general ansfthesia with standard AZA monitonng After pre-oxvgenation, the patient wasg
mduced with J77 Fentanyl, Propofol and Cisatracurium, and was smoothly untubated wath a 7.0
-endotracheal tube under direet laryngaseopy. Anesth=sia was mamtained with Sevoflurans and
Cisatracunum infusion  After intubation, twe large bore 18 gaugs penipheral IF and'a 20 gaugs
artenial catheter wers placed Hypothermia was prevented by intravenous fluid warmer; upper
and lewar boady heated ar hlanlkals,

Intra-operattve course:

The patent was posihoned pupine on the CF table and 2 modified midline nght subcostal
extension ncision was miade Upon thenitial mobilizaton of liver sndinspection of pert-caval
mass, it was noted that thers was tumor thrombus ingide the vena cava adjacent to the palpable
mmass: The mital surgical approach mcluded three wedge resections of liver, left parhal
hepatectomy, desp liver lesion ablation, and ressction of diaphragmatie adhesions with livers
mass: Duning this penod, the patient was flutd restnicted in order to avord liver engorgement and
lemorthiaze. The estimated blood less (EBL) up to this point was about 600ml, srid the patient
remained hemodynamically stables

Tliss=cond part of fiirgzry was tc resect ratropéritonsal mass szteading to the cava Therzawas
stgnificant scarmng at the previous right adrenalectomy surgical bed The surgzen was able 10
dhssect and mobilize the niass that extended dowi to the 1=t fenal vain. With IV C cross-
clamping, the tumor way resected off of the TVC, the cava opened, and the mmor thrombus
removed In anticipatten of decreased venincular preload with IVC erogs-clamping. velume
loading and phenylephrine infusion were initiated

There were several brief iypotensive episodes secondary to tumor mampulation, each lasting
less than five munutes These episodes wers treated with a combination of raprd transfusion of
blood products to catch up with blood loss and phenylephnineanfuston to counteract hypotension
The blood logs for this portion of surgary was sstimnted to be 5 L. The vena cavarepair wag
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attempted with direct suturing, follewed by 3 bovine pericardial patch to thie veria cava These
attempts faled due to poor tissus quality, Ultmately, the fnable portion of IVC was resected
'(below the Hepatic wein to the level of left adrenal vein) and reconstructed with a zraft To
facilitate this repair, the IVC was cross-clamped for multiple episodes, the longest banz 57
minutes Patient's hemodynamics were supported by rapid bicod transfusion and phenylephnne
infugion At the end of the repair) the total EBL was 171

The massive tratsfusion protocol (MUTF) was activated early during the case in anticipation of
substantial blood loss Artenal blood gas (ABG) wnitl elecirolytzs were analyzed every 30-60
smunutes nsmg pomnt-of-care testing (1STAT 1 Analyzer, Abbott, MIT 300-G) in order-to gmde
hlood loss regusaitanon Calcium chlondsand magnesium sulfate were admiumstérad as nezded,
Hyperkalemia K+ of 6 7) was treated with insulin, caleium chlende, and hyperventilation

In total, the patent rzeeived 360 of packed red blood cells (pRBCs), 20 w of fresh frozen plasma
(AFFF), 4-pack (22u) of platelats, 10 v cryoprecipitate; 800m! of 25% albyman, and 10 L of
lactated nnger's solution and 0 9% normal saline. Due to continuzd blezding and the duration of
the surgery (11 hours), the surzeon decided to pack the abdomen and transfer the patient to ICU
intubated and sedated te stabilize pnior to resuming the procedure on the next day. The final
ABG leaving the OR was PH 7 36, FaCQ. 37, FaO: 343 on 100% oxygen, hicarbonate 21, base
excess 4, zodwsm 147, potessium 4 3; calaum (093, Hegb 7 1, and oxyegen saturatron 1002 The
patient’s body temperature had been mantawed above 36'C thraughout the eass.

The patient’s hemodynamics remained stable without requinng any pressors evermghtin the
ICU Thromboeiastography (TEG) test was seut and results indicated more platelst transfusion
‘wasindicated Hepann infusion was imhated at a low dose due to IVC graft Her thoracic
eprdural catheter at TE-9 lavel dosed with buprwacamne 0 125% and fentanyl 2 mcg/ml atid an
mfusion rate at 6 mUhour was started for post-operative pun control She remained intubated,
but was-awalee and abls te answer questions by writing on paper the sext mormng. Zhe was
brought back to OR in the sfizmoon for complstion of therepar of right kemidiaphragm,
placement of two chest tubes, and plosure of abdomen Thers was mintmum intraoperative
blzzding: The patisiit was =xtibated at the and of the procedures and brought back to the ICT for
TECOVErY.

Peost-operative course

Her postoperative courss was complitated by non-occlusmvs, balateral deep venous thrombosis of
the common femoral veins treated with 2 hepanin infusion followed by subcutansoiis enoxapann
wmyection: Eenal function was mimmally impactad considering the patient’s lustory of previous
untlateral nephirectomy and IVC cross-clamping with reconstruction. Thepatient’s creatimime
peak=d at 1 37 mg/ and rapidly returned to a normal level {range 0.51-0 25 me/dL) afrer fiud
bolus Her postoperative paty was well controlled by an spidural 1ifusion and she was
dizcharged from ICU on postoperative day (POD) 5 and retumed home on FOD#14

Discussion

Becanse adrenocortical carcinoma 12 a rars neoplasm, there are no randomized sontrolled studias
to guide treatment recommendations Data frem retrospechve: cohort studies prowide the lughest
level of evidence avallable. Currently, the enly curahive treatment to ACCs remaing aggrasnive
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surgical ressction Adjuvant therapies aim te reducethe nsk of recurrence Thess tum'ors are
usually lughly mvasive with 5(-T(1% of the patiants being already 1n advanced stage upon
presentatron *% Due bo lumited sfficacy and associated toxieity with syatemic chemotherapy for
ACT a5 eritical to appreciate the role of resection of locally advanced and recurrent or
metastate disease Although cureis rarely achievedin these circumstances, resection may offer
survival benefit a3 well as symptom relief i appropristely selectzd patients

This patient had stage IV disease with metastases to the Liver and the lungs Shealso had
reclrrent refropentoneal mass sxtending to INC. Sysiemuc chemotherapy after inthal surgery
provited good control of tumor progression Due te her young age and without any other:
comorbrditiss, shewas consitlered a good candidate for surmcal ressction to decrsass her tumor
Turden

The surgeal approach to the adrenal mass depends greatly on the side and mize of the tumor
Leftsstded ACCs generally are adhersnt or invasive to the spleen. pancreas, 128t kidney, splenic
flemure of the colan, andlor stomacly ‘and thegs arzans may need to be pegected at the fune of
operation Post-operauve complications of lefi-sided multiviseeral resechons inelude renal
fatlureinsufficiency, pancrestic fistuls; postsplenectomy sepsis, - andlor delayed gastnc emptying
FRisht-uded AQCs enn invade the right kdfiey, liver and IVC If the ACC invades the TVC (often
along the nght adrenal vein). a porhon of the IVC along with tumor thrombus neads to be
excised This can require complste (solation of the refreliepatie [V O andler cardiopiilmensry
Liypass if there 15 an wvolvement of supradiaphragmatic thromb: The main rigk of resection of 2
right-srded ACC 1s massive hfsthreateming bleeding from i Jury 1o the TVC. Complicattens that
arz continon to both left and right sidas include adrenal insufficiency, lerma, desp venous
thrombesisinaddition to penoperative sardiovascular morbrsdity. such asmyocardial infarchion
and pulmonary embiolism.

4 Buropean Soctety of Endocnine Surgeons (ESES) survey from 18 conters 1n nine conntnes:
reported ACT with IVC invasion was sncountered in 38 patients Tumor thrombus sxtendedin
tha prehepance IVC (a=21), subdiaphragmatic IVC (0=5) orinto the SVCinzht atnum, (n=3)
Perioperative 30-day mortality was 13% due to sevare wiraoperative blesding and pestoperative
congulopathy * Chiche L 2t al reportzd ACC 1nvaded adjacent and retropentoneal orgamsin
about 25% of cases: ACC can affectthe IVC by compression, dirsct invasion ot by mtraluminal
‘extension in the formn of thrombus °

Fenloperative evalushon of a patisntwith a tumorinvading the IVC wicludes a tomprehensive
remiew of the preoperative imazing studies (€T or METL echocardiogram) to ass=ss for tumor
‘extensson and structures affscted Ulhmately, umor extension will impact surgical planmng and
anzsthictic management Hepatic vein invasion may affsct drug metabolism and coagulation
Tnecreased collateral circulation will also potentigte the sk of intraoperative bleeding

Td this caze, we encountered massive blood loss Pre-operative anticipation and preparation,
timely intraoperative recogmbon and efficient management are vital for successful outcomes
after major bloodloss, In an analysis of Hemorrhags claims from Anesthesia Closed Claims
Froject datalass betwesa 1295 and 2011, the authors note that anesthena care was mors often
agsessed ag lesy thay appropriate ¥ Anesthesiolomsts shonld, therefore, be well adept atithe
current concepts in the management of massive blood loss and transfusion
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Massive blood transfusion i5 a lif-saving and life-threatening process Bleeding leads to tiszue
hypoxia resultingin aoadons, blood transfusion and crystallond infysion cauming hypothermag,
diluton of coagulation factors and platelets thereby leading to coagulopathy, Current evadence in
the literature demonstrates that early admmistration of FFF, & 1 this case dunng massive
teansfuston. dacreased congulopathy and improved survival in pahents The utilization of an
MTP can lead to improved patient phivsiclogic stabilization and a dezrease in mortality ™ The:
main aim 15 to ophimize cardiac output, tigsue perfusion, exygenation and metabiolic state

The complications of massive blood transfusion mclude immunologic redchons, transfusion
reachions, and mefabolic complications (e.g citrate tomerty, hyperhkalemia hypocaleemia,
hypomagnesemia, and azidesss) To optimize management, complete blood eount. coagulahon
profils, iomzad caletum and ARG with elzctrolytes should be mezasured both =arly and
frequently Ceagulation tests nsually have lung..prucfss_:ng tumes and may not be helpfulin
guiding therapy 11 a raprd evelving bleeding scerane Thromboelastoaraphy (TEG) has proven
to be a simple viscoslastic test of averall coagulation by measuning clot strength, which reflacts
the quantity and goality of bothiclotting factors and platelet function Itis arapd (several
unutes versud 43 muiutes for APTT and PT) test, and the results that can direst appropnite
therapy in a timely and tarzeted manner Goal of massive blood loss resuscitation ars to mamtzn
temperatise >35%C, pH =7 I, base excess < 6, lactate =4 mmol/L, and 1omzed calcium > 1.1
mmol/L. Platel=ts count > 50 KimeL, PT/activated partial thramboplastn tim= <1.5 % nermal,
with INE. <1 5 and fibnnogsn tevel = 1.0 gm/L 1

In summary, ACC 12 an uncommon and aggressive tumor with the potential to invads local ussue
wmcluding the IVC. Anesthethic managementregquiras:-a comprehensive preoperative evaluation,
understanding the charactetistics of tum or extension and structures invelveament, strong
penoperative communicatton with surgeons. and preparation for complications. such asmassive
hlood logs The use of a masaive transfusion protoceol to facilitate tiniely and approprate use of
FEBC and other blood components may reduce the sk of mortality A multi-disciplinary
approachnvolved with endocninology, cardiology, surgary. anesthesiology, transfusion
mzdicine andntensive care 15 strongly recomunendsad for these rars but complex cases
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atemznt of the adygcent IVC

L ¥

Figl A MET demonstrating the presence of T2 hyperintense and diffuimon-testnching lesion at
nght adrenalectemy surgical bed wath highly likely extension 1o the IVC (2 6em =z 1 8 cm). B
HNoti-enhancing compotient of thiglesion i the IVC (1. lem) sugzesting a bland thrombus
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Inakility tovisualizathe endetraches| tube for an imubstad pauent in ICU

-Emergency airway meanagement

Minz Mizo, MD

Xiaower Lu, MD
Andrew Mannes, MD, Chief

DEM. CC NIH

Abstract

Emergzney intubation ar eiidotrach=al tube (BETT) sxchange for patients in ICT, dus to
pat ent’s respiratory falure, air leak or ETT dislodgs. present a nsk of loss of the mirway with
subsequent cardiac or respuratory arrest, espeeially m patients with defficult atrway whe have
been prolonged intubation, thick secretion or edematous soft tigsue (2. g swollen tontgue) We
present an emergent ETT exchange for an adult SARS-CoV-2 patient 1 ICU whose respiratory
funinon was detenorating dus to a persistent cuff |=ake

Introduction

Airway smergencizs (AEs) ars ifethreaterung events that can happen at any time in the
haspital, niost commeonly in ER. and ICTT AEs wnvolve the risks for many potenhal comphications
that can increase the patent’ s:mofbxdinr or result in death When AEz develop, entical actions
are ime senntive and rapid résponses are requred The healthcars providerz i this nituation
'must b2 capable of rapudly azsessing the patrent but also of mmultansously implementing
appropriate interventions!® The goal of AE; management 1s to rapidly ophimize oxygenshon and
ventilahion while mumizing the resk of comphications:sucll az aspiration

The difficult mrway (DA) represents a comiplex initerachon between pahient factors,; the
climical seting, and the skills of the practiuener, and sometines can quickly become
wnergencies, inereanng the risk of hife-threatemng complicationy or death™' There are two
‘separate scenanos for considenng the difficult mrway The first 13 difficult mask ventilation
(DREV) and the sacond, diffiqult trackieal tntubatien (DTT) ™

The patients with prolongsd intubation and/or frequent change of supins vz prone pomtion te
improve oxygenation will face mgher nsk of ETT mugration or dislodge®® Therefore, successful
prevention of AEs depends an rapid recognition and intervention befors patients bacome
uistable It 1= also paramount that clinician s abls to troubleshoot the difficult airwsy wath
availab]e appropnate equipment:

Eecently, the acrosel spread of the SAPS-CoV -2 virus duning airway management
procedyres have added the complsxity of thie task, and medical providers have to wear special
persenal protective equpment (FPE) The use.of PFE impacts chinicians by reducing mobality,
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dexterity and audibility, and makssat more difficult to communieate with other medical
providers Thia 1z espeaially entical with emergeney laryngeal mampulation: endotracheal
intubation. ETT exchange etc?® We present a prolonzed intubated adult with severs SARS-TaV-
2 acute respratory distress syndrome (ARDS) and sigmficant sir leake The patient had an
undisclosed difficult auway wath resprratory complications aftzr farlure to advanes or exchanges
ETT by thz anesthesiologist as a result of non-isualize ETT and voeal cord

A caseTeport

Tl-year-old male with BMI 40 1 kg/m?®, COFD/Asthma, obstructive sleep apea,
hypertension and dyslipidem:a whe has been intubated due to severe SARS-CoV-2 ARDS
requiritig meclanical ventilaton m ICT formore thay 7 days Sinee admission to ICT,
veahlation settings were monitored and admisted based onhis respiratory status. ARG regults and
oxygen praturation Hewas sedated, and he cycled through the supine and prone positions
intermstiently to optimize:-oxysen saturation He was also treated with IV fld, Eemdesivic /.
dezamethasone, bronchodifator as nieeded, empine antibiotics, vascactive medication for
hypotensive shock, Contitivcus Eenal Feplacement Therapy (CERT) for oliguri¢ acute renal
Falure and worzemne volume ovetload

A senes of AP CXF showe=d ETT posttions had migrated svery day. The first day when he
wias admutted to the ICT, CXE showed ETT 2/6em cephalad to the cafina, ard then 2 Scm,
3 Scmy 4:5cm., 5 Tom and Sem away from canna daily changes nll ETT was notwisnalized on the
AF CXER

When the ETT was found to have a signsficant air lsak which didn't improve afier cuff
deflabion:and re-inflatton during an unsuccessful attemptto-advance the ETT by ICTU providers,
the anesthesiologist on duty was calledinte SARS-CoV-2 ICT for urgent exchange of ETT at
bedside The tesponder was utiaware of the patient mirway status and previons attempts to
agvance ETT The anesthesiologist donned the EFE and eatered the.room to inspect the ETT
with avideso ghdescope Inttially, the ETT could not be visualized because it was obstmucted by
the swollen tongue and an ovennflated ETT balloen m the upper arway above the vocal cord
Upon clossr sxamination, the anesthemologist Tound the ETT curled toward the Jeft site in: the
tnouth and covered by edematous soft hzsue and tongue (Fig 1-3) The anesthesiologist assisted
by the respiratory therapist, released ETT securement device (ETT halders) a1 patient’ slip, tried
to mobilize the ETT back to the midling and to possibly advancs the ETT between the vocal
cords Immediately, the patient developed aleak and could no'longer be adequately ventilated
Tliz mechanical venhlator could not deliver sustmnable tidal volume, desaturdtion oécuryed
quickly after a few minutzs The pattent progressed to hypozic bradycardic arrsst CPR was
mitiated immediately After several further attempts, the anestheniologist was able to reantubats
the patient blindly with a direct laryngoscope and secured the airway The spontansous
circtulation (BOSC) retumed after three rounds of epinephnne, calcmm gluconats, and sodium
bicarbonats
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The patient was imtiated o inhaled nittic oxids, continuéd on CERT while on bicarbonais
drnp and vasopressors: Overthenext 24 hours, vasopressors and bicarbonate dnp wers weaned
off TTE post cardiac arzest showzd normal |2ft ventmeular function Family was updated and it
whe decided that no forther herotc measures would bie continted should he have o cardiac arrest
A sadation and paralytics weaning tmal was planned for the nexi day to assess neurclogieal
status, but later that evening, the patisnt's blood pressure detenorated atid within minutes, the
patient was found to be i asystols

Discussion

Adverse mrway events are often unprédictable, Urgent and lifethreatemng which most
comm only happen outside operating rooms (.5 They have high asks of difficult intubation,
arway injury and other complications, ven among highly trained and skilled anestlicsiologists®
Mayjor risk factors which result in AEscan be desenibed-az obstructed airway, traunvatized
airway, and falurs of invasive arrway procedur=s or ventilanion?

Loge of gn mrway 1o an intubated patent, whether spontanzous or acsidental
extibation/dislodzement. 15 amedheal and surgical emergency All those factors could berelatsd
to the difficult airway either difficult face mask ventilation, or difficult laryngoscopy and for
intubation A difficult face mask ventilatiof means th= clinician 15 unable to provide adsguate
trdal volume due to excess gas leak of face mask A difficultlaryngoescopy refernto non-
vigualization of any part of the vocal cord with a direct larymzoscope. A difficult intubatien
implies requiram ent of multipls intubatien attempts A failed intubation sigrifias that & climeian
fails to securs the mrway even with multipie intubaton attempts™ LTabIé: 1

In our case, the patient’ s-age_ morbid obesity, comorbidities, ARS-CoV-2AFDS respiratory
failure, syyelling tongue and prolonged intubatibn all strongly indicated e was a eritical all
patient with apotential difficult arway If ETT dislodeed from the trachea, reintubatton might be
very difficult under urgent situstions With vidéo glide-scope inspecting n:hangem. the arway
and ETT position, the anzsthesiologist was tnablz to visualize the ETT, only swollen tongus and
an ovennflated ETT balloon vimble above thewvocal cordin the bemnming Although the
atiesthesiol ogist was cautions to explors the ETT, the attempts te mobilize the dislodzed ETT
rezultad in a pronounced l=ak that progressed to hypoxic bradycardic arrest Ultimately, the
anesthesiologist estublished the mrway durning the admuimistration of ACLS and the patient had
EOSC but subszquently died

From this case; we ackhowledezd the importanceof rapid and clzat communication bétween
tha anesthestologist-and patient’s climeian regarding details aboutthe patient’s major
comorbadities, mrway status, ETT nugration, focusing on the poxsible difficult auirway and
dislodes ETT pontion prtor to mirway management Asin these acutely 1ll patiénts in emergant

meed of care, airway manasement leaves hittle margin for error To prevent smilar sstuations;
there is a need For rapad awareness of emargency enqupment on hand and for aclear sirategy for
diffienit mrway management together with contingency pians,
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One of the most entical assessments of ETT placement1s conforming the appropnate depth
in the trachza after mmtubation Too deep causes bronchial ventlation and atelectasis of
contralateral lung, teo shallow might lead to unantieipated extubabon. The vsusl common sense
1% that approprate ETT placement was defined as a tip sreater than 2-Scn above the canna and
ciff placement atlsist 2em past the vocal cord®V Tlis svidenceshowsd acadaitly 'sxtithiton
from the airway often oceurred dunng the changean patieat position, or tracheal tube
mantpulabion and fizahon™” After the supin= to prone pesition changs, 91 7% of patients Had
ETT tube displacement-and of thess, 48% of pattent’s ETT moved > 10 mm. posshion changa
displaced the ETT and ETT displacement caused cuff prassure head and neck sxiension leads to
ETT cephalad wnthdeawal, where flezion leads te caudal ETT movament about 2 Bemt and 2 Tam
_m:pecn"i-r:lgr’- 2L A{:amdl_ngly, tongue swollen in an already intubated pattent can canse ETT
czphalad migration and may result in accidant sxtubston With in situ ETT pronmally fized by
tha ETT helder at the hip, tongus swelling causes the ETT totake-a greater radius of curvature in
the oropliarynz, cansing the ETT to back out of the trachea and cephalad maigration®

The pauses of cuff |2aks pan be classified as leaks from the defective puff, or leaks around an
antact cuff wliich are caused by cuff under iiflation, caphalad migration of ETT, traclizal
displacement of orolnasogastne tubes, discrepancy between ETT and tracheal drameter. and high
peak airway pressure The ETT position should'be checked by direct mspection when the balloen
15 suspactsd te be above the vocal cord, or: CXE when the balloon 15 suspectedte be balow the
vocal cord Tf the cuff 15 mtact, ETT may only nezd adjustment and does not have te be replaced
with a new tubet?

Egchatiping an ETT due to tubs malfonction 15 often veeded 1 an urgent situationfor a
patient who has reduced cardiepulmonaty reserves. Thasze procedures are not trivial tachmaques
and could lead to esophazeal intubation, loss of the arway, severe hypozia, or cardiac arrest,
egpecially 1w patvents witlh difficult asrways. Before tnowirg forward with ETT excliange,
anesthesiolomsts should determine why the ETT 15 not functioning corractly (2 g cuff

perforation, ETT lenk disledged or unmatched size)? Based on the assesziment, the
an=sthesiologist should preparz necessary personnal and instruments fer possible lost mrwayt 1%
1= I e permiis, the anesthesiologyst should visualize the vocal cord and ETT wath
laryngoscopy before procesding with ETT exchange

In our case, the patiznt ETT mugrated gradually from 26 cm above canna towards cephalad
direction until neon-nsahized under impge The anesthenologmst should keep in mind that the
prolenged histary of in siti intubation, change 1n body position from supitie-to-prone or vi1ce
versa, head/neck flexion and sxtension, and ETT cuff pressure increase or decrzaze with body
postural changes, the oral soft issuc and tongue swollen all prove high risk of ETT migration or
dislodgsment from the tracheal If rushed to mattage the pahent s-airway without assesnng these
nsk factors and without appropnats praparation, the sitnafion of a difficult airway could become
alife-threatemng emergency
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Sincs sarly an 2020, SARS - CeV-2 dissasc has been spreading through slobal pandamics
and cauged the deaths of hundreds of thourands of people from severe regpiratory. cardiac or
multorgan failure®™® The World Health orgamizahon (WHO) documentzd that among almonst ail
pathents who suffered SARS-CoV -2 infection, about 14% of tases are severs, possibly requunitig
trestment of oxyzen in a hospital About 5% of people had entical infactions and required
venhilator support, Wlile any age group can get COVID-]19 prievmona, 1t’s more likely in
people whao are 65 or older Those whe are 83.or older areat the hughest nsk Patients with a
weakened immune system may also be more hikely to get severe COVID-19 illnessy Thas
mcludes patients who are tobaceo users, patrents undergoing treatmment for cancer, have had a
betie marrow transplant, diagnosed with HIV or ATDS and }!._ﬁhtl:l..*s Al E Ammunesnppressive
madications (& g sterords)™

In patients with gevers SARS-CoV-2 discase, thers 1n 3 high 1isk of serosol spread of the
virus dunng airway managsment procedures. To avord such spread the climerans haveto wear
powered arr-punfymng respirators (PAFR) or Controlled Ar-Punfymg Respirator (CAFR) for
enhanced resparatory protechion when niansging the patient’s dicway. However, 1t has been noted
that clinrcians f2lt poor andibality, -mubd.zﬁr..dﬂ-tmtﬁ and commumeation difficulties dusto
inereased waight of the 'squipm ént and noise generated by positive aurflow™ In thus tass, the
an=sthesiolozist was called to ICT for urgently re-secuning the mrway, and was unabls to
communicate with ICU clinician or evaluate patient imagins prior to sntering the SARS -CoV-2
ICT With limited equipment and medical personnel for atrway managementinside the room,
wearing CAFE simnificantly reduced commumcating with other chnteians and delayed the nme
to azk for help or get help

What we have learned from thig case 15 that | Atleasttwo anesthesiclogists should be
present for SARS-CoV -2 ICT patient-airway management, 2. Thorough communication with
0T elinician of patient history and physical sxam, especially focused on sirway, ventilation,
oxvisn saturation status and othet comtorbidities, 3 Anesthesiologists should venify the vanous
airway plans before to sntenng the room and contacting the patents (1f practical), 4 HAppropnate
equiptment should be sasily available for difficult sirwrays, 5. Boles of team members and closed-
loop commumeation should be desenbed: & Cntical sirway respense team might be needad to
manags AEs and duficult aurwaysn the hospital

Conclusion

Performing emergent intitbahons or ETT exchanges i unfamiliar locatons increases tha
complexty and creates a ugherincidencs of diﬂi-cuj_f-lntu_banﬂnn: and cemplications which can
causs lifz-threateiling airway smergencies. Prior to urgently managing the patient airway,; the
mn=sthemologists should acknowledge that those patients are commonly at high nsk and
functionally compromised, and be sware of the barriers fo safe mrway management in remote
locattons Itss critical to communicate with patisnt care: doctors, tndsrstand pabent respiratory
status, major cemorbidines, be familiar wath equipments and have quick access to airway
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devices, tools, and medications, ven more 50 to manags SARS-CoV 2 patient with advanced
FPE (BAPR or CATR)

Flg. 1, Schematic diagram of endotrachieal tube (ETT] Il the dropharyrix
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& Normal oropharynx B curled ETT and hugs balloon C_5ide view of ETT position

Table 1. The risk factorsof difficult @invay

Difficult mask ventilation [DMV] | Difficult tracheal intubation [DTI)
Ohesity Limitation ofMouth opening
Beard Mallampati class I or 4
Elderly (>55 years) Redrlet heads/nack movement
. Snores Thyrorental distance decrease
Edentulous submandibular space shart
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R AmB A
Trans-catheter Mitral Valve Repalr - the Basics

Pinging Seng, MD
Asustant Professor
Diepartment of Anssthesiology and Pam Medicinz
University of Washington, Seattle, WA

QOutline

1. Evolution and clinical application of the

2. MitraClipTM device

3. Preprocedural MV assessment for suitability
4. Step-by-step procedural cuidance by TEE

Percutancouns Edge to Edge Mitral Valve Repair using MitraClipTM Device

Concept: create a double orifice
“Alfieri stitch” via percutaneous
catheter approach
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Evalution of the MitraClip Device

2003 2008 2011

First CE Mark Everestil FOA approval Tor Primsiy
case Trizl MR with prahibdive

FDA appraval
for secondary
wir il visk [STS 2 5% MR

MitraClip System

Lresrabibs
Gllile
HutitlleE  ™Sg

aw -. I __.r" "I
5 e Defivery

g 6;,5 - Catheter
G M 2003: First MitraClip.

\ Deployed by Dr. Jose

Stegirbile Guide, Stiseabile Slepye Condﬂdﬂ in VEHBZUE!E
& Delivery Cathistie =
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Evolution of the MitraClip Device

MitraClip was safer than surgery (less major adverse events) in 30 days, but less effective
in MK reduction at one year.

EVEREST II - Primary Mitral Regurgitatian (MR)

L
H¥-

Evint Free Birvival
“

AR
= ﬁa%:

MitraClip group has no
difference in overall sarvival,

but more frequently required
surgery at 1 year and 4 year
for residual MR.
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FDA Approval of MitraClip in 2013

\—

P<0.001

fl e B SO dMn eS0 re RAl e (0m0 IO RS vAkD tAen
[hrye Poit inges Prooesdurs

"The MitraClip Clip Delivery System 15 indicat=d for the percutancous reduction of significant
symplomatic mutral regurmtation (ME > 3+) due to pnimary abnormality of the mitral apparatus
[degenaratve MR ] 1n patients who have been detetmined to be at prolubitive nisk for mitral
valve surgery by abeart teams, which mmcludes a cardiac surgeon and a cardialomist, andin whom
sxisting comorbyditt=s would not preclude the expected benefit from reduction of the mitral

regurgitation ”
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Evolution of the MitraClip Device
2018 COAFT trial —=secondary or functional ME

COAPT - Secondary MR
Primary Endpoint: Hospitalizations for HF

Primary Endpoint: Hesptalizstions for HF
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Time afti;u' randomization (months)

COAPT: All-cause Mortality or
Heart Failure Hospitalization

COAPT: Allicause Mortality or
HF Haospitalization
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Time after randomization {months)

*GDMT; Cwdstine threcied medical therspy
*COAPT Mulncentsr, randomszed, contolled parallel-moup, ppea-label tmaal of tens- catheter mitral-valivs
repme with the MitraClip devics m oymptomatic patiendg witlvheart fatiee eod modecate.to- sevese ar severe metral

regpiaticn

2019: FDA approval for secondary (functienal) MR who have failed aptimal GDMT
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Preprocedural Planning

o Patient selaction
& Frmary mitral regursitabion: heast teatn svaluation for suemeal nsk,
@ Secondary mitral regurmitation: faled ophimal GDMT
o TTE/TEE MF Mechamsm and smtability for MitraClip
e Dfitral Valve Anatomic Elimibility broader mnclusion entetia than the EVEREIT era

Mitral Valve Anatomic Eligibility

Everest Era Criteria Current MitraClip Targets

* Origin of MR is from the central | .

Include A1/P1 or A3/P3 lzsion

2/3 of the valve
’ Suﬁic]ex'!fc %eaﬂet.tis?ue for D st
mechanical coaptation | it PML < 7mm

* Protocol anatomic exclusions
s Flail gap >10mm
* Flail width >15mm
* Coaptation depth >11mm
« Coaptation length < 2mm
* VIDs >55mm
* MV Area <4.0cm2

Mo, XT clips or "zip and clip”

I

L

No, can use multiple clips
Mot necessary

Mot necessary

No, FMR approved

1t

Best, but possible if MVA > 3.5cm2

Decision for MitraClip
1. How many clips?
What type of clips. WTINTW, XTETW
Where 1o place the tmtial clip?
Conceny of mitral stenosis

= S TS
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Case Example Severe Primary MRE
o 8} year old.male with:severs ME Wew York Heart Aszociabion (WY HA) class IT
symoptems. Preservied bavetitneular function, inoderite pulmenary hyertension,
Transient 1schentie attack
o TTE: Nlitral 4alve prolapse vwith fla]. Larze It attium indication clirame ME
o Heart team (cardiology and cardiac suegeon) deemed high nsk forqurzery and
appropriate for MitraChip

Preprocedural Assessment: the Basics
Fule out clot of [eft strial appendage (LAA)
Coezisting valvular disease (Aortie stenasis or Tricusped regurgitation)
Pencardralipleural efbusion
Interatrial septum (TAT) Patent foramen ovale (FEQ) atrial septal defect (ASD)

MR Mechanism: 2D and Color

MR Mechanism: 3D and Celor
Mitral valve en face view; AV at 12 o'clock
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MR Quantification: PW and CW Doppler

1t

w8
LR o 40 il

Procedural Steps

o

Transseptal puncture (TEP)

Advancing SGC (steerable gurds patheter) mto LA
Inserhing and advancng CDE (clip delivery system)
Steermg and Postttonin e the: clip abeve grasping area
Advanang clipinte LV and Grasping leaflets
Comprehensivevalye assessment

Eeleasing clip
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Transseptal puncture (TSF)

L1 P
ik
LE T ]

AL ipoe

IX Huila?

."l.l..l_r
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Clip Position and Orientation
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Post-grasp Assessment

I M

s LT e
Bl !

4

\.fﬁr&m

Depending on residual MR
severity and MV area:

Adjust and regrasp

Release and add 2nd clip
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Post-release Assessment

Conclusion

1. Patient selection and pre-procedural assessment of MV are key for MitraClip success
2. 1D and 3D echo is mvahlzable for procedural - snidance and confirming snccess

3. Echocardiographer is co-procedoralist: effective communication
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o Pratik Pandhanpahde, et al Lorazspam Is an Ind=pendent Fisk Factor for Tranntioning
to Delinum in Intensive Care Unit Fatients: Anesthesiclogy 2006

IF TSR EENF _GS% (BENZODIAZERINE) #25h, ERBERH
HEE  WHE (AMBIEM) =S8 (DIPHENHYDRAMINE) , EE5 R4S,
SEEFLE (FLUOROQUINDLONE HiE= teMESE=E,

EMEL BFEIESASIRBEANREER, M, TSrEnn. SEmEs
2 kT, BES (MELATONIN) TS AEESRFTUE. Juisksl
FH, IRFACEEEDR. FESRERET INIZEBEER
(ACETOMINOPHEN) FE, MiEEEASEIBINESINSESY,

EEEEE SHETEAFEMENTEE, BN EEEEREEEES
WiglT. ST HEREA TREIEEATNBE S AETRNLES. SSNEEESYE
=& FURGEES (HALOPERIDOL) , BH=E (QUETIAPING fMEHFE

(OLANZARINE) , SREESEAFRIEERRESSER(E. BEEFHEEERA
FibEEE . BEFIRIEEFEN OT BEERNEHE, EmrSa0RsR. SEESS
BiT. ESTERRERISE MASSER QT BERERNEE, EF=85EE (304

1) .

EEE—F—TEEEF%%&?%E&E@%E%?@E =T
(DEXMEDETOMIDINE) . XS —EfSiEm ALPHA 2 SR, EHEs L, 6=
e R R SR =R E LIRE (NOREPINEPHRINE) MRy, E2ERR(E
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About my first ever book on ultrasotind and medicine

Jnlaa TaMD EFhB FASA
Azzociate Frolzssor
Prograns Director, Esglonal Ansnthesia and Acute’Pain Madieine Fallowship
Department of Anesthesiology, Yals University School of Medicing
Darector of Pegional Anesthens and Acute Pan Mediane Service, Yale New Haven Hzalth

(EA—HBENERE, SERBREMEHT
B STk BANE SENRRTERN
AETHIZE], R—B5—1Z5EREEREEN
ETEFESMIRDESR. FmASRBES T #®i0
LEESRE AREREESHEIINSHEETHE
BEERA LT, RN EREEESRET
IBEFRER MERNSSFREmZEE =
REFBRARERE. IEHLZEENTABE
FamEE(AETRE—E SEECt—%
B, HEREETFISHESRN

“As aphysician, ] am cestamnly not the only ons who
can appreciate the increasingly important rolz that

ultrasound plays in education and patient cars Sams
consider ultrasound to be the new stethoscope, which

U ItraSU u nd 15 eerkmnly hot an overstatement in miy mand Aga

matter of fact, I personally fzel ultrasound techniques
Fuwam entals sipply uswith o third eve to look deep 1nto the
human anatomy, physiolegy. and patholegy, from

top to bottom Trammng to effsctively use this third
::'fr-_:ﬂ::_:-ll--«ll'-‘-uﬂrlu Niasdhe| eye shonld start yn iadinal schoal, swhich 12 one of

= the reasons why Lwantzd to cr=ats an uitroductery
altrasound bool for medical ftudents, the future of
medicine In additon, ther= ar= many health care
workers, including practicing physimians. physician
azgietants, nurses, advanead nurge prachibieners, and
physizal therapists, who need to use ultragound at
work. but did not have adsquate tramning 10 the past
Thersfore, a visual tool that would allow healtll care workers to [earn an the job sffectively and
efficiently 19 desirable  These considerations are the motivation behind this book, alonz wath the
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hopes of empowering learners and praciitioners with the ability to visualize the body from kead
totoe via ultrasound Umque and pragmatic, Ultrasonnd Fundamentals 13 9 back to basies
imarual on normal and pathologic sonoanatomy of the head and neck, upper and lower
exiremitias, chest, abdomen and other major orghn systems

In thes beok, for svery chagter weadvited expérienced physicians who actively practicain a
vanety madical fislds while using uitrusound Thiz concise image-snbmnced and evidence-basad
ultrasoyund text mcludes k=y topics ranging from the head and neck to the upper and lower
‘exirentities, covering all the clincally relevant sonomrstomy. In additvon, this 35 -chapter book
was divided into six sections, including ultrasound basics. H2ad and Neck Ultrazound, Upper and
Lowszr Extramuty Ultrazound, Chisit and Abdomen Ultrazound, Uhrasound in Speaiilty Care, and
Emesrgency Ultrasound This fundamental book emphasizes the prastical nse of ultrasound for
the diagnosis and treatment of a multitude of conditions in various spacialty areas such ay mrway
management, cardiovascular disease-azsezsmeant, pulmonary status-svaluation, orthopedics,

gynecalogy and pediatmes The optimal technsques and the step-by-step interpretation of sormal
atid pathelogmc soncanatomy are difcussedin detall Thas taxt éun 'be used as a starting pownt for
the study of ultrasound guided disgnoms and treatment, a refresher manual for roncanatemy on
majer orzan gystems, or & last-minut= guids befor= a bedaide procsdure Thers is a great breadth
of nratenal that 1z coversd in 3 comprehennive manner; making 1t a great resource for board
review and ezam preparatien for vanous medical, surzical and alhed speaialties; Umque and
pragmantc, Ultrasousnd Fundamentals 1s°a back to basics nmianval on normul and patholegic
sonoanatomy of head and peck, upper and lower extremity, chest, abdomen and other major
organ systems "
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