NAPAN®©® Newsletter

PANA - NAC (Alberta North)

Page 12 of 16

Summer 2013

Members of the Executive: President Angela Winter; Treasurer: Charlette Opper

Secretary : Janie-Rae Crowley

There is much excitement and anticipation for Certification amongst PANAnac members. Planning for PeriAnesthesia Nurses Week is in full
swing. Events arranged include Cup Cake Monday; Wild Funky Sock Tuesday; Pizza Wednesday; Cookie and Coffee Thursday; Pot luck Friday and
as a grand finale to PeriAnesthesia Nurses Week we are hosting our 3" annual Perianesthesia Symposium with 4 speakers and a lunch on
Saturday Feb 9™ The last two symposiums were very well attended and a great recruitment vehicle. PANAnac is also holding a full day Adult
Acute Pain Symposium on May 17" The profits from this event will be used to create bursaries to support members attending ICPAN 2013.

A PANAnac member has been selected as one of the speakers at this event which is very exciting, way to go Pauline Worsfold.

Our membership is holding steady, we hope to increase the membership by creating educational opportunities. We are still holding a
recruitment drive for new members of the executive; So far we have been unsuccessful but hope springs eternal

Respectfully submitted
Angela Winter, President PANAnac.

Article:

The Holy Grail of Geriatric Surgery
Mark R. Katlic, MD
Annals of Surgery. 2013;257(6):1005-1006.

The Holy Grail of Geriatric Surgery is a simple, reliable test
to assess perioperative risk. Have the authors found it?

It seems intuitive to most people, even most physicians, that
advanced age increases operative risk; but is chronologic age
itself really the culprit? We all know octogenarians who play
vigorous tennis and others who cannot walk to the mailbox.
Most of the possible tests to clarify risk in this highly variable
group are surrogates of the standardized cardiopulmonary
exercise test (CPET) that the authors studied. These
surrogates, utilized because CPET is unavailable in some
locales and unappealing in others, all suffer from one or more
inadequacies, although some have been correlated with
maximal oxygen consumption or surgical risk or even cancer
survival: stair climbing, 6-Minute Walk Test, Long-Distance
Corridor Walk, gait speed, Shuttle-Walk test, Timed Up-and-
Go test, Braden scale, various frailty scales, Surgical Apgar
Score, Charlson Comorbidity Index score, American Society
of Anesthesiology (ASA) Physical Status Classification, and
visceral assessment of an experienced surgeon.

The Charlson Comorbidity Index, ASA Physical Status
Classification, Braden scale, and several different frailty
scales have all been shown to predict surgical risk but are not
true tests of physiological fitness. The Surgical Apgar Score
is calculated postoperatively rather than preoperatively. The
walking tests and the Timed Up-and-Go test are simple but
have not been extensively studied in surgical populations.

Stair climbing, historically used most by thoracic surgeons
and with decades of published results and with decades of
published results, has consistently come closest to mimicking
the CPET.*2

We have known for decades that cardiopulmonary fitness
declines with age, even in elite athletes. The authors have
shown that this phenomenon, admittedly associated with age,
is more important than chronologic age itself in predicting
risk.”! Thereby, they also have struck an indirect blow against
"ageism," prejudice based on chronologic age alone.

In nearly 400 patients who underwent major open
hepatobiliary and sarcoma operations, anaerobic threshold, at
a level of 10 mL/kg/min, proved to be the best predictor,
better than chronologic age. Age became important when
fitness was poor but was unimportant when fitness was good.
The study also shows that CPET is safe and even elderly
patients with malignancy can complete the test (96% achieved
anaerobic threshold).

So, why not just administer the CPET to all elderly surgical
patients? Access to the test and delays in surgery will remain
issues. Cost is a major factor and not only cost to the payer.
The patients and their caregivers will inevitably bear some
cost in time and dollars. The decreased length of stay either in
the hospital or in the intensive care unit shown in the present
article accrues only to the least fit patients and may not apply
to the United States, where one's insurance policy and family
issues may prolong stay beyond medical necessity. There is
already proven overuse of cardiac stress testing in Medicare
patients undergoing elective noncardiac surgery,' and we will
need to be selective in our use of the CPET.

Parenthetically, the study begs the question, "What do we do
when we discover reduced fitness preoperatively?"
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Although pulmonary rehabilitation before lung resection has
been proven valuable in certain sets of high-risk patients, in
general, studies of prehabilitation have shown equivocal
results to date.”! Attempts to improve nutrition, medication
use, and postdischarge care are admirable but even more
speculative. | suspect that a well-defined patient population
(eg, below anaerobic threshold or frail by criteria) given a
discrete intervention (eg, brief, evidence-based
prehabilitation) would show benefit from that intervention.
Given our burgeoning elderly population, most of whom need
surgery sometime, this is a ripe area for research.

Many centers have shown excellent results, results equal to a
younger population, in septugenarians, octogenarians, and
even nonagenarians undergoing major operations such as
esophagogastectomy, pancreaticoduodenectomy, and
ascending aorta replacement. Better selection of patients may
be a factor in their good results, but so may be the great
attention to detail perioperatively. Gretschel et al,®® for
example, showed that despite statistically increased
comorbidities compared with a younger cohort, their elderly
patients suffered no increased morbidity or mortality after
gastric resection for cancer. Our Sinai Center for Geriatric
Surgery is taking this dual approach: more comprehensive
preoperative evaluation of the elderly and excessive attention
to perioperative detail.

What should surgeons do in 2013? They should incorporate
into their preoperative assessment as many of the Best
Practices for Optimal Preoperative Assessment of the
Geriatric Surgical Patient, recently promulgated in dual
publications by the American College of Surgeons and The
American Geriatrics Society.l") Patients identified to be at risk
(frail or depressed or malnourished, patients with delirium or
diminished cognition or poor functional status), particularly
those for whom a extensive surgical procedure is planned,
should then be referred for the CPET.

Have the authors found the Holy Grail of Geriatric Surgery?
Not yet. As good as it is, the CPET cannot be conducted
easily in a surgeon’s office or in a routine preoperative testing
suite. However, they have shown CPET to be an excellent
option for the assessment of selected patients, and we need
every possible tool if we are to improve surgical results in our
grandparents, parents, and—soon enough—ourselves.
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International Conference for PeriAnesthesia Nurses (ICPAN)

ICPAN

2013, Dublin

To Register: http:/ /www.icpanconference.com

Let’s keep the sharing happening internationally by
having a great show from Canada.



http://www.icpanconference.com/index.php/the-gathering/
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+ NAPAN.

PeriAnesthesia Nurses Certification:

For Registered Nurses working in PreAdmission, Day of Surgery, Phase I, Phase II or Extended
Observation areas. Environments include: PACU, Day Surgery, PreAdmission, Interventional
Radiology, Endoscopy, Out of Hospital offices and surgical centres, including Oral Surgery, Plastic
Surgery, and any other area where Anesthesia is administered to patients for the purposes of a
therapeutic intervention (invasive or non-invasive)

The development of the Certification Examination with the Canadian Nurses Association (CNA) is underway! Over 50 volunteers
(PeriAnesthesia Nurses from across Canada) have generously donated their time and have committed to this task.

In the fall of 2012, volunteers travelled to Ottawa to develop competencies over a 5 day period. This not only requires that these
generous volunteers give of their time, but they will also have travel and accommodation costs to recover.

There will be many other expenses incurred by our Volunteers. Won't you assist them with their financial obligations so that they may
concentrate on developing our Certification Examination?

All donors to this cause will be recognized in the NAPAN® newsletters, on this website (see list below), and in the Certification Study
Guide. Receipts for all donations will be issued.

To see information regarding Certification, please go to this link: Certification for PeriAnesthesia Nurses of Canada

To read more about donations for Certification, please read this letter: NAPANc Letter to Donors for Certification.

To donate money or other valuable items (hotel accommodation, travel vouchers i.e. train, bus, airline, gasoline vouchers,
food/restaurant vouchers, etc.) please print the following form and mail or fax to the address indicated: NAPANCc Certification Donors
Pledge Form or purchase a Mountie Bear or T-shirt from our recent Inaugural International Conference (click on the link provided to
order yours). Proceeds will go towards Certification expenses. Thank you in advance for your generous donation!

NAPANCc would like to thank the following Donors for Certification of PeriAnesthesia Nurses of Canada for their generous
contributions Most Recent Donations, 2013:

Mariola Brady, Mary Lou Drescher, Sue Kroes, Lya Lamb, Alain Vienneau, Janet Shaughnessy, Laura Van Loon, Paula Ferguson, Thao Le
Department of Anesthesia, Health Sciences Centre, St.John's NL; Dawson & Associates, Marketing Services, Kitchener, Ontario

PeriAnesthesia Nurses of British Columbia (PANBC); PeriAnesthesia Nurses of Alberta: both North and South Chapters (PANA-nac and PANA-sac)
PeriAnesthesia Nurses Group of Sasketchewan (PANGS); Manitoba Association of PeriAnesthesia Nurses (MAPAN)

Ontario PeriAnesthesia Nurses Association (OPANA); Quebec PeriAnesthesia Nurses Association (QPANA)

PeriAnesthesia Nurses of New Brunswick and Prince Edward Island (PANNB/PEI)

Association of Nova Scotia's PeriAnesthesia Nurses (ANSPAN) and the proceeds from the Silent Auction at the 11th National Conference, 2012

* 1N/ IFURSE:
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http://www.napanc.org/education/certification-examination
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NAPANo Contacts

info@napanc.org
EXECUTIVE

Paula Ferguson President info@napanc.org
Laura McNulty President-Elect mcnultyl@nb.sympatico.ca
Louisa Bartlett Secretary louisabartlett@shaw.ca
Laurel Archer Treasurer laurelarcher@shaw.ca
Laura Van Loon Immediate Past-President Ivanloon2001@yahoo.com
Vacant Secretary — Elect
Vacant Treasurer — Elect

BOARD OF DIRECTORS: PROVINCIAL PRESIDENTS / JURISDICTIONAL CONTACTS

Lorna Jensen President, PANBC (BC) Darren6@telus.net

Dory Glaser-Watson President, PANA-SAC (AB South) Dory.glaser@albertahealthservices.ca
Angela Winter President, PANA-NAC (AB North) Angela.winter@albertahealthservices.ca
Kathy Jellow President, PANGS (SK) K.jellow@sasktel.net

Wendy Gobert President, MAPAN (MB) wendyavon@mts.net

Deb Bottrell President, OPANA (ON) dhallbottrell@gmail.com

Thao Le President, QPANA (QC) info@aipag.org

Simone Towle President, ANSPAN (NS) Simone.Towle@cdha.nshealth.ca

Laura McNulty President, PANNB/PEI (NB/PEI) mcnultyl@nb.sympatico.ca

Daphne Whalen-Brake Newfoundland/Labrador daphne.whalenbrake@easternhealth.ca
Branka Stefanac Northwest Territories brankastef@gmail.com

Vacant Yukon

Vacant Nunavut

COMMITTEES & CHAIRPERSONS

Kathy Jellow, SK Conference Chair, 2014 k.jellow@sasktel.net
Marion Power, NS Standards Co-Chair, 2011 bluenosenurse@yahoo.ca
Laura Van Loon, SK Standards Co-Chair, 2011 Ivanloon2001@yahoo.com
Paula Ferguson, ON Website Chair info@napanc.org

Colleen Archbold, BC Newsletter Editor cdarchbold@telus.net
Paula Ferguson, ON Executive Chair info@napanc.org

Laura Van Loon, SK Fundraising Chair Ivanloon2001@yahoo.com
Laura Van Loon, SK Nominations Chair Ivanloon2001@yahoo.com
Paula Ferguson, ON International Conference, 2011 info@napanc.org

Paula Ferguson, ON Certification Committee, 2009-2014 info@napanc.org

Laura Van Loon, SK International Representative, 2012-3 Ivanloon2001@yahoo.com

© 2010 by Randy Glasbergen. www.glasbergen.com

GIASBERGEN

“Nurses work 12 hours a day: 4 hours caring
for patients and 8 hours washing our hands.”
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