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SEX, DATE
AND AGE

ANEURYSM

OPERATED

NATURE

SITUATION

RESULT AND REMARKS

CM. 46

4/28/50

7112/51

10/4/51

9/6/51

6.WF WM. 56 9/7151

12/22/48

Syph

Syph

Transverse arch

Rt. subclav.

Innominate and
adjacent aorta

Ascending and
transverse arch

Terminal thoracic
aorta

Transverse arch

Apparently well for 2
months and then
devoloped fatal
hemorrhage

Cured

Cured

Died 14 hrs after
operation, diffuse
cerebral damage,
anesthetic
complication

Died 18 days after
operaiton, secondary
hemorrhage

Improved

Cooley D.A., De Bakey M.E.: Surgical consideratiosn of Intrathoracic Aneurysms of the Aorta and
Great Vessels. Ann Surg 135: 660-680, 1952




the use of surface cooling,
hypothermic cardiopulmonary
bypass + DHCA in adults for repair of

aortic arch aneurysms...

Griepp RB, Stinson EB, Hollingworth JF et al:

Prosthetic replacement of the aortic arch.
J. Thorac. Cardiovasc. Surg. 70:1051-1063, 1975
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* s ﬂ” American Association for Thoracic Surgery

ORTI( SUMPOSIUM 2008

AORTIC SURGERY AND ANESTHESIA
“HOW TO DO IT”

Instituto Scientifico Universitario San Raffaele ,Milano-Italy. December 2008.

The evolution of surgical repair of two most challenging
aortic segments — the aortic arch and the thoraco-
abdominal aorta were, and will be the main topics..

Aortic Symposium 2010 in New York (April 29-30, 20 10).

Aortic Surgery and Anesthesia:"How to do it” Milano (December 17-18, 2010).



Advances Following Repair of TAA. Review of com@limns:
Etz CD et al: Ann Thor Surg 2007;83:5870-876
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Figure 7 - Graphs show in-hospital mortality vates in function of anneal hospital volume (Teft) and
annual sutgeon volume (right ).

Chiesa R. et al:H.SanRaffaele Proceeding 2009;1: 47 -55
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Target Audience: Physicians, CRNAs, Nurses, Physan Assistants, Perfusionists

Abstracts will be accepted for poster-discussion gsentation in the following areas:

new surgical, anesthetic, perfusion and perioperate techniques; monitoring; new pharmacologic agents
interesting case series; and basic science researelated to anesthesia and surgery.

The deadline for abstract submission is Friday, Octber 16, 2009

For information and abstract forms contact
Helen Phillips e-mail: helen.phillips@mountsinabrg Phone: 212-241-7630

www.clinicalupdateinanesthesiology.org
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Aortic Clinic In Mount Sinal Med. Center, NY —Is
following over 3,000 patients.

I I 1
A9638 # Vol.

Ascending | 18 137
Arch 5 47
Descending| 28 295
Abdominal | 38 157
Total 89 636

Surface Area = 169.5
Tortuosity Index = 1.56
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Silvay G, Stone M: Sem Cardiothor Vasc Anesth.10:10

15;2006 (March).
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Neuro deficits 15% 31% 7% 4%
J Vasc Surg 1986;3(3):89-404



Airway management & monitoring:

- Double lumen ETT

- TEE @

) Esopw (

2\

- Jugular bulb catheter

- CSFD

- Right radial A-line

- Right femoral A-line "~

- Bladder temp









RIGHT-sided DLT:

* Right main bronchus is shorter, wider and
more vertically aligned

e Must assure ventilation of the right upper
lobe (fibroptic bronchoscopy required).

* Most malpositions occur when patients are
turned from the supine to the lateral position
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< Changes of MEP during AXC in case of TAAA > I

. Amplitude of MEP (mV)
| _
Before AXC ""f‘ 7 6,47 mV
30 sec after AX(@ ‘/ : Vi 4.80 mV
I minafter AXC {—— "\ 4o0my
2 min after AXC  f—mme 1.07 mv
Start of SP** (30 mlfmin@’ S 1.40 mV
1 min after SP r Mﬁ:\f-" = 1.67 mV
2 min after SP (50 ml/min) | —~—— A\ e 4130V

S min after SP it . Hq‘“’f,ﬁ"‘""‘"“"‘“—“‘*—* 460 mV

During reimplantation ! i ttoe 5.00 mV
| I : ."-‘ '\ I."J
After reimplantation ———— — o\ 4.84 mV
'll__,_“'_ - f’,.' . \'1.1'.‘“ -~ ol
_| /./ ‘t'ﬁ.\ oy /,-- S— 4.60 mV
= A 'x,_,,/f,.— ~— 4.82 mV

Courtesy of Kakinohana et al

*SP : Selective perfusion of intercostal arteries
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1= PERIOPERATIVE CARE
FOR THE GERIATRIC PATIENT

S T . ———— = . Bop

Abstracts wil be accepted for oral and/or poster presentati in the following sreas:

* Perioperative outcomes in the geratric population * Regional anesthesia in the geriatric population

# Postopperative analgesia for the aged # |0l management for the elderly

= Dptimization of the treatment of comorbidities = Day admission surgery for major operations in the elderly

& Prevention of infection and scpsis # |ssue of futility: when to withald or withdraw treatment

= Optimizing perinperative patient management = Cognitive dysfunction and postoperative delifium econemic
# Early mobilization, ambulation and rehabilitation consideratiors of geriatric car

The abstract submission deadline is Sunday, March 07, 2008, Instructions are on website: www.geriatricOD.cz,
Abstract presenters must be registered for the meetingl

George Sikvay, M.D., Ph.DL Prof. Dr. Karel Cvachover, CS5c., MBA
Honerary President of the Congress Chaig Dept. of Anacsthesiology and CCM
Professag Department of Anesthesialagy, Charles University 2* School of Medicine Frague
New York, The Maunt Sinai Schoal of Medicine New York Co-Chairman of the Organising Committes
Grarge Sikvay (@mountsinziorg Karel.Ovachovec@fmmotol.cz

Congress secretariat:

GUARANT International spol. 5 ro.
Dpletalova 22, 110 00 Prague, Czech Republic i i
Tel: +420 264 00 444, Fax: +420 284 001 448, E-mail: geriatric2000@gusrantez www.geriatric09.cz
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WHO IS OLD?

What is more important? Physiological age or
chronological age? How do you feel ?
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The New York Times, December 25, 2006
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J Cardiothor Vasc Anesth 2008;22:Suppl.3,19.
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OUTCOME SERIES OF RESECTIONS OF

THE AORTIC ARCH
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Aortic Arch Replacement

Griepp, et. al. JTCVS, 1975
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DHCA Jugular bulb SO

KA70yF

Diagnosis: TAA
14.00 70%
16:00 76%
16:50 80% CPB
16:57 83%  Cooling
17:12 86%
17:28 89%
18.07 96%
18:09 97% DHCA — 22min
18:31 90% CPB
18:36 86%  Warming
19:30 80%
20:00 74%
20:30 71%

21:00 2%
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450
400

350

300

250

200

150 M Female
100

50 m Male
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For One Lung Ventilation (OLV) Use

 Double Lumen Tube(DLT)- R or L
« UNIVENT® Tube

e Bronchial Blockers






front limb signal

hind limb signal
recovery
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Typical Motor Evoked Potential (MEP)
recorcding for lower limo function

MEP latency (ms)

MEP arnplitucle
(1Y)

3 pulse stimulus

MEP latency — duration from stimulation to first detection

MEP amplitude — peak-to-peak amplitude response







Hypothermia (32° C or DHCA)
CSF drainage

Distal perfusion

Steroids

Neurophysiologic monitoring
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450
400
350
300
250 -
200 -
150 -
100 -
50 -

M Total Patients
B Male Patients
W Total Deaths
m Male Deaths

<65 65-75 >75



A3# T3#S THA T ;7

6



DHCA
Metabolic Management

Alpha-Stat management
Hemodilution — Hct 18-20%
Avoid hyperglycemia

Steroids
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