HSC Anesthesia Department Meeting Agenda 
December 18, 2025 
17:00-19:00

Join Zoom Meeting
https://umanitoba.zoom.us/j/68930357340?pwd=FRK4WLKbhgT4NDRGWGxJyraLi7lANi.1
Meeting ID: 689 3035 7340
Passcode: 467812

1. Welcoming remarks/Review agenda/call for new business 
2. Approval of minutes from June 4, 2025 
3. HSC Foundation: Katie Hall Hursh
4. Professionalism 
5. Site leader’s report: M Tenenbein (pre-submitted)
6. Women’s Hospital: R Singh (pre-submitted)
7. PCUS/PAC: P Inglis/ E Bohn
8. APS: A Grunfeld
9. Pharmacotherapeutics: R Hardy
10. PGME: K Staines/ C Loewen
11. [bookmark: _GoBack]ACA Program: D Rodrigues (pre-submitted)
12. New Business 
13. Adjournment












HSC Anesthesia Department Meeting, December 2025
Site Leader’s Report
M Tenenbein: HSC Anesthesia Site Specialty Lead
Human Health Resources:
Currently around 3.0 FTE short, corresponding to around 10%.  
Deficit being covered by department members picking up extra slates and double coverage of slates with ACAs
No patient cancelations due to Anesthesia unavailability, but rare closure of DCD room.  On days with forecasted shortages, we refrain from “scrambling” returned slates.  Wednesdays continue to be our shortest day
Occasionally overstaffed, but no MDOs issues.  Offers for VDOs are quickly claimed.
Some anticipated departures this spring (Inglis, Simonsen), being balanced against new arrivals (Pries, Grant, Maneluk (nee Gregg), Vun, Bourrier, Deck) plus locums/fellows.  Overall, HSC appears to be on solid footing barring any unanticipated departures/LOAs.

Slate Utilization:
Still experiencing last minute slate returns plus appropriately returned slates which aren’t being picked up (especially Notre Dame slates for day surgery cases).  This also mitigates the consequences of our FTE deficit.
DCD room closed on occasion due to nursing shortages, but less than previous due to increased numbers.  Still see a very high number of sick calls which result in DCD closing.
Occasionally there are times when DCD is staffed but no cases available.  This is due to increased availability of emergency time built in to the slate map (ortho trauma, plastics trauma, oral surgery trauma, spine, gold)
Hospital capacity remains critical.  Case cancelations not uncommon, entire slate cancelations extremely rare.  Usually, cases can be added from the emergency list, but some days ends extremely early.  The end result is improved wait times for emergency cases/reduced emergency list, but definitely wasted OR time.


PACU: 
Issues with respect to ICU overflow and holds remain a work in progress.  Anecdotally, ICU overflow appears to be due to a high number of ward ready patients awaiting transfer.  The use of pre-op holding for up to 6 PACU patients has had some success, but has not eliminated PACU holds.  The overall cause is lack of in-patient capacity.  Smartsheet tracking of holds has yielded around 10 reports in November.  As a reminder, the link is https://app.smartsheet.com/b/form/6fa7650838ba4d0db75a182870789592.

Cell Saver:
Perfusionists remain on call for HSC and available for pre-determined cases.  Their HR situation has improved recently, and the possibility of an on-site presence at HSC may be possible in the near future.  The best way to contact the perfusionist on call is to send a message via Tiger Connect.  Just type “perfusion” in the recipient space.  Plans to trial a new, fully automated cell saver machine are advancing slowly.  The request for information stage is finally complete, with 2 vendors applying.

Offsites:
Volumes remain high.  I’m doing the best I can to schedule these as appropriately as possible.  Each procedure is confirmed the day prior.  This has almost eliminated the previous common occurrence of us showing up for a procedure that had been cancelled.  Same day no-shows occur once in a while.  We are also working on holding the requesting services accountable when they under-request the amount of time required for the procedure.   For offsites, if Phase 1 recovery is required, these patients must go to PACU as this is the only location currently doing phase 1 recovery.  MS3 is now only appropriate for Phase 2 recovery.  In both cases, you must call in advance of arriving to ensure a spot.

Anesthesia Attendants:
Phone numbers should be posted in each OR.  For those wanting to add numbers to your phone’s contacts:
Lead Hand A (theatres 1-5) 431-323-8612 (also applies to weekends, evenings, nights)
Lead Hand B (theatres 6-9) 431-335-6995
Lead Hand C (th 10-14, AC05) 204-583-6167
Lead Hand KIAM 204-794-5158
Offsite Aid (Terry) 204-795-3919
Pre-op Holding:
The changes to pre-op holding have had mixed results.  Pre-op patients are sometimes brought down to the former space depending on need for blocks/epidurals, space availability, time of day etc.  Communication from the theatres to the desk has improved as of late.  We no longer have the option of “calling” for patients too early, and having them occupy a valuable space in pre-op holding for extended amounts of time, especially if the patient does not require a regional anesthesia technique.  Trainees are able to do early assessments on patients by going up to MS3.  
Kristin Hammersley has announced her retirement, last day will be January 2nd.  This will mark the end of the “high risk Anesthesia” Nurse 3 position as it will not be filled.  We are planning a retirement celebration in the afternoon on Wednesday December 17th. Plans are being finalized as to what the new system will look like.  The rationale for the Nurse 3 positions date back to the HSC Cardiac surgery program.  

APS:
We currently have an excellent roster of dedicated APS physicians.  Most members do 4 stretches of APS per year (one per quarter).  APS does the lions share of offsites, with PCUS lending a hand.  I try to ensure the APS physician has at least 3 hours available to round per day, but come short of this goal every second Wednesday when balloon endoscopies are performed.  For the time being, APS will continue to bill the IHA2 beeper fee.  The current vision is for all new incoming members of the HSC department to join the APS service, unless they have a PCUS fraction.  This would result in everyone helping out with the many offsite anesthetics we do.

MRN 1801210-4
22 yo female well know to ED/GI service. PMHx: intellectual disability/FASD, chronic self harm/SI, recurrent FB ingestion (batteries, magnets…).  Almost 20 presentations over past year
Conscious sedation has typically been done by ERP to facilitate endoscopic removal by GI service.  Patient has developed increased tolerance to IV agents. On last visit, patient received Propofol 800 mg, Ketamine 200 mg, Haldol 10 mg.  The procedure was aborted due to inadequate sedation (reportedly, the patient was still following commands).  The ERP group is no longer comfortable sedating this patient.
If the patient re-presents, we will be asked to provide her anesthetic.  After hours, this patient would have to be booked in the OR for a general anesthetic, triaged as either an E2 or E3 depending on the clinical situation  (patient condition, type of battery…).  If GI nurses are available, we could conceivably do this in a 3rd room after the elective slate with ACA support.  Currently, the GI service only has one nurse on call after 20:00.  So if the patient needs to come for a scope after that time, they will be booked as an E2/3 with the OR clerk, and OR nursing will participate in the case.  During regular daytime hours, this case can likely be done in endo, again depending on patient presentation.  The agreement with the Emergency Department is that they will hold a bed for the patient to which they will return to once completing phase 1 recovery.
Sharpsmart Pharmaceutical Waste
Blue bins have been added to the ORs.  These are for pharmaceutical waste that is not contaminated with patient fluids. 
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Charting/CI reviews
Over the years I have been asked to interpret Anesthetic records with patient safety officers.  At times this is quite easy for me, at other even I have difficulty understanding how the anesthetic was administered due to poor charting.  Please be extra diligent with your charting.  Specifically, if a patient experiences a complication, taking the extra time to write a note in the IPN section really goes a long way in documenting the true sequence of events.
Notre Dame
We still regularly receive slate closures in ND.  There is a shortage of surgeons in Manitoba, specifically in plastics and Head and Neck which result in slate closures.  We also receive “slate returns” from Silver and Oral Surgery.  We have been working with these groups to avoid last minute closure.  Specifically,  by them giving ample notice (months) when these slates aren’t being used.  This is similar to how we give our availability months in advance.  This remains a work in progress.  One way to maximize ND slates is to review patient selection for this site. I would like to take some time at the meeting to review our criteria listed below.  Going forward, PAC will be adding a stamp on all PAC sheets where we can check off whether a patient is ND appropriate.
SDA cases are permitted and if possible, should be slated as 1st case of the day. 
 
Cardiovascular:
Severe aortic stenosis 
Moderate to severe pulmonary hypertension
Symptomatic arrhythmia
Implanted defibrillators (pacemakers ok)
Complex congenital heart disease
Unstable angina
CHF Class III or IV
 
Respiratory:
Severe compromise 
examples: wheelchair bound, home oxygen
 
Neurologic:
Seizures refractory to standard treatment
 
Surgical:
Estimated surgical time > 6 hours
Estimated blood loss > 500 cc
 
Other:
BMI > 47
Severe cognitive dysfunction/behavioral issues
Pregnancy



PAC
The vast majority of PAC assessments remain telephone.  I am not aware of any major incidents in the past 6 months that resulted from our reliance on virtual assessments.  I would like to make a minor change where we will make in-person appointments for patients who require bridging of anticoagulation with LMWH.
Emergency Bookings
It has been a long term policy that all E1 andE2 bookings require a direct conversation between the surgical service booking the case and the IHA.  This is an important phone call in order to make sure everyone is on the same page, to ensure further optimizations/investigations aren’t required, as well for us to understand why the case is urgent.  If the booking service can’t communicate why the case needs to be done within the hour (E1) or six hours (E2), then perhaps the case is being booked inappropriately.     In order for a surgical service to book E1s andE2s, the attending surgeon must be immediately available.   Are we comfortable with residents booking E1s or should it be the attending surgeon?  Remember this goes both ways (ie as part of anesthesia resident graduated responsibility, they often carry the IHA phone as they become more senior).

Call Schedule
HSC has gone with quarterly scheduling of call schedules.  I think this is extremely beneficial to us, allowing us to plan our lives.  It also allows for ample time for call give aways/trades.
Historically, locums have been assigned calls.  I have heard from many colleagues, especially new to practice ones, that they would prefer to do more call.  Especially OR call in order to maintain/build on the skills learnt in residency.  Due to the large size of the HSC department – about 55 Anesthesiologists totaling approximately 30 call FTE, we are doing much less in house call than in the past.  The department has grown, but the same requirement remains at only 2 in-house Anesthesiologists per night.  The hypothetical HSC FTE of 1.0 would expect to do 12-14 in house OR and Maternity in-house calls per year.  The typical 0.6 HSC FTE can expect to do around 8 in house overnight calls per year in each of OR and maternity.  
Do we want to reserve call assignments to full members of the department?  The advantage being full members can have full access to their share of call.  It also makes giving away unwanted call much easier since those not assigned call will actively look for pick-ups.
Pumps
One FK Agilia pump has been added to each theatre.  This is in addition to the B Braun large infusion pumps.  Unfortunately, the goal of only 1 type of large volume infusion pump per theatre was not reached.  The rationale for including these pumps in the ORs was to avoid the situation of having to take care of critically ill ICU patients using pumps we are not familiar with.  The rest of the hospital, including PACU, uses exclusively B Braun pumps and IV tubing.  Please feel free to use either pump in the OR.  FK IV tubing is located in each theatre in the blue bins attached to the side of our medication carts.  

Other Equipment
We have invested in 8 additional CMAC D blades.
The HSC Foundation is supporting us by acquiring a modern TEE machine plus an additional 4 ultrasounds.  Please keep this in mind when I send out the annual email for members to make a contribution to the HSC Foundation.
IHAs have received phone calls from non-Anesthesia Intensivists to borrow our current TEE.  Please note this expensive equipment should not be lent out outside our department.

A9 Default Settings:
The current default PCV-VG settings are quite curious to say the least.  Rate of 10/min, volume of 425, and inspiratory time of 1 second.  We can change these default settings, including changing inspiratory time to I:E ratio.  Prior to the meeting, send me some suggestions on how to improve on this.  I will collate the responses, and we can vote to determine how we will be moving forward.

Faculty Dinner:
Currently looking at dates in February.





	Dec1-5
	
	
	
	
	
	

	Day of the week
	numbers of rooms planned
	number of rooms delivered
	rational for not running planned rooms (if applicable) 

	Monday
	17
	17
	
	
	
	

	Tuesday 
	17
	16
	 No DCD-Nursing Shortage
	
	

	Wednesday
	17
	17
	
	
	
	

	Thursday 
	17
	17
	
	
	
	

	Friday
	17
	17
	
	
	
	

	
	
	
	
	
	
	

	Nov 24-28
	
	
	
	
	
	

	Day of the week
	numbers of rooms planned
	number of rooms delivered
	rational for not running planned rooms (if applicable) 

	Monday
	17
	16
	No DCD-Nursing Shortage
	

	Tuesday 
	17
	16
	No DCD-Nursing Shortage
	

	Wednesday
	17
	17
	
	
	
	

	Thursday 
	17
	17
	
	
	
	

	Friday
	17
	17
	
	
	
	

	
	
	
	
	
	
	

	Nov 17-21
	
	
	
	
	
	

	Day of the week
	numbers of rooms planned
	number of rooms delivered
	rational for not running planned rooms (if applicable) 

	Monday
	17
	17
	
	
	
	

	Tuesday 
	17
	17
	
	
	
	

	Wednesday
	17
	17
	
	
	
	

	Thursday 
	17
	16
	Plastics ND returned Slate-Unable to Fill
	

	Friday
	17
	16
	Gen(Zaki)ND returned Slate-Unable to Fill
	

	
Nov 10-14
	
	
	
	
	
	

	Day of the week
	numbers of rooms planned
	number of rooms delivered
	rational for not running planned rooms (if applicable) 

	Monday
	17
	16
	 No DCD-Nursing Shortage
	
	

	Tuesday 
	4
	4
	 STAT
	
	
	

	Wednesday
	17
	16
	Burn Slate Returned-No Surgeon Avail/Unable to Fill

	Thursday 
	17
	17
	
	
	
	

	Friday
	17
	15
	Gen(Zaki) Slate Returned-No Surgeon Avail/Unable to Fill; No DCD-Gyne in Main OR- DCD Converted to E1 Room-No Physical Space.

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Nov 3-7
	
	
	
	
	
	

	Monday
	17
	16
	 No DCD-Nursing Shortage
	
	

	Tuesday 
	17
	16
	 Plastic Slate Returned-Unable to Fill
	

	Wednesday
	17
	14
	 Oral Trauma-No  Patients to Fill Slate; Gen(Zaki)-Slate returned Unable to fill; DCD Used as E1 RM-No Empty Room Available

	Thursday 
	17
	15
	Neuro Surg and Plastic Returned Slates-Unable to Fill

	Friday
	17
	15
	Gen (Zaki) and Plastic Returned Slates-Unable to Fill

	
	
	
	
	
	
	

	Oct 13-17
	
	
	
	
	
	

	Monday
	4
	4
	 STAT
	
	
	

	Tuesday 
	14
	13
	 No DCD-No Surgeons available
	

	Wednesday
	14
	13
	Burn returned Slate Last Minute-Unable to Fill-Anesthesia Closed Room

	Thursday 
	17
	16
	Plastic (ND)Returned Slate Unable to Fill
	

	Friday
	17
	15
	No DCD-Nursing Shortage; Gen(Zaki) Slate(ND)Returned-Unable to Fill

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Oct 6-10
	
	
	
	
	
	

	Monday
	17
	15
	DCD-Closed per Anesthesia; Thoracic -Closed Pt Cancelation Last Minute-Unable to Fill

	Tuesday 
	17
	15
	No Surgeon Available to Fill DCD; OHNS Returned Slate Unable to Fill

	Wednesday
	17
	16
	Burn Slate returned Last Minute-Unable to Fill

	Thursday 
	14
	14
	
	
	
	

	Friday
	14
	14
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Sept 29-3
	
	
	
	
	
	

	Monday
	17
	16
	No DCD-Nursing Shortage
	

	Tuesday 
	4
	4
	stat
	
	
	

	Wednesday
	17
	16
	 Oral Slate x 1 Returned-Unable to fill slate

	Thursday 
	17
	15
	PS Slate Returned-Unable to Fill; No Surgeon available for DCD Slate

	Friday
	17
	17
	
	
	
	






HSC Anesthesia Department Meeting: Women’s Update     Dec 18th/ 2025
Submitted by Dr. Renate Singh (Dec 18th/2025)
Agenda Items:
1. Professionalism
I have received numerous reports about Anesthesia providers failing to wear masks in the OR. These reports come both from the OR and NICU nursing staff. Complaints range from certain anesthesia providers wearing masks improperly ( ie with nares exposed), to having their masks down to facilitate the drinking of coffee or other beverages. Please remember that the standard of care in the OR is to wear a mask where a sterile procedure such as a c section is occurring. There are instances where masks would not be required in the OR environment (ie for forceps or vacuum extractions), but these complaints have been generated specifically around c sections. I encourage you all to adhere to the standard of always wearing a mask when you are attending a sterile procedure in the OR environment. 
1. Maternally assisted c sections
I am sorry to say that this topic has resurrected itself in the last several weeks on labour floor. For those of you unfamiliar with this process, simply put it is a c-section whereby the mother pulls the baby out of her own incision. I drew some boundaries around the use of this practice 2 years ago, but despite clear boundaries there have been repeat attempts to schedule some of these procedures electively. HIROC (the hospital insurance provider) has advised that we are not insured for this is it is not a standard of care and is offered at no tertiary care sites in the country. Should you encounter a request to provide anesthetic care to a patient booked for this procedure, the response should be to refuse. Until the conditions of iron clad consent, education and sterility standards have been met, we cannot in good conscience support this practice. I will keep you all in the loop as this situation evolves. Any attempts to pressure your participation in an action of this nature should be immediately reported to myself or Marshall. 
1. Wet Taps
We have experienced a rather significant uptick in wet taps in the last 2-3 weeks. As I am currently on a medical leave, I have not had a chance to thoroughly review all the cases. On cursory review, they are not attributed disproportionately to a single provider or learner but call upon us to be more vigilant in supervising our junior learners. Please bear this in mind when you are on call with a junior resident. I am looking at scheduling a PDPH update as a rounds in the future, but in the interim really encourage you all to amplify and intensify your supervisory role. 
1. DISH-10 study
Dr Arya has initiated a study that we will be participating in known as DISH-10 (deep inspiration/ sustained hold for 10 seconds) that we will be participating in. We plan on beginning recruitment in Jan 2026. For your consideration, I have worked with Dr Arya to minimize departmental responsibility for recruitment and made this as painless as I possibly can. We will identify patients with identified PDPH or symptoms consistent with likely PDPH and pass their information to the study coordinator by Tiger Connect. Once the poster/handout material has been approved by REB, I will post specific instructions as to how to help the study coordinator with recruitment. A detailed email to the group will precede recruitment that includes the educational materials as well as the QR code to access the video. 
1. ORAs/ anesthesia support on labour floor
The labour floor will be hiring ORAs in the very near future to assist with the increase in patient volumes that have plagued us these last couple of years. These ORAs will also be trained in the role that our former “anesthesia aides” once occupied. My hope is that we recruit some motivated individuals who will embrace the role. So far, we have begun training the support staff on labour floor with respect to changing the ventilator circuits and putting aside/ discarding used syringes laying around on the machine. Please let me know if you continue to experience issues with anesthesia support and room turnovers. We have been working hard to improve on this. 
1. D Blade Wars
Women’s hospital has recently purchased 6 new D blades that have been labelled specifically for our use. Due to a shortage of D blades on both sides of William Avenue, there has been some “hoarding” behaviour that has been noted to have occurred in both ORs. Please report any D blade shortages to me asap. Basic lifesaving airway equipment should always be available when needed, and shortages and malfunctions need to be dealt with expeditiously. 
1. Gyne Emergencies
Thanks to all of you for being flexible in accommodating gyne emergencies into your women’s hospital slates. I have been to a few meetings lately where the gynecologists are acknowledging that the system of ACGS call needs to be re-thought and re-structured. There is currently talk of transitioning some of this volume over to St B. This is an evolving issue, but please know that we are working hard to try and divert some of this work to sites where OR time is underutilized. 



ACA Program Updates and Key Information
Submitted by Dr. Dan Rodrigues
Training Program Enhancements
I would like to extend a sincere thank you to Dr. Peter Inglis for his extensive work in strengthening the ACA training program. His efforts in revising and improving training modules, as well as developing a comprehensive levelling curriculum, have significantly advanced the program. The quality, structure, and consistency of ACA training has improved immensely as a result, and the benefits of this work will be noticed for many years to come.
New ACA Graduates
Kelsey and Rob are currently completing their training program and are expected to officially join the ACA roster in the new year, with start dates anticipated in late January to early February.
Level Advancements
We are pleased to share that three ACAs have recently advanced to Level 4. Congratulations to Amanda, Sarah, and Brett.
PCUS Rotations
A select group of ACAs will be rotating through PCUS. Feedback to date has been very positive, with the experience proving beneficial for both staff and ACAs.
Feedback and Performance Evaluation
We strongly encourage staff to provide feedback on ACA performance. Please send any comments, observations, or concerns to Susan or myself. This feedback is invaluable for ongoing program improvement and is essential in supporting meaningful and fair performance evaluations at year-end.
Engagement of ACAs on Shift
Staff are reminded to actively engage ACAs during their shifts. This includes:
Assigning break relief
Providing direct, task-oriented responsibilities
Utilizing ACAs to support workflow where appropriate

ACA shifts run from 0630–1630. At the end of the day, ACAs are available to assist with recovery room holds, which can help facilitate timely staff departures.


On-Call Expectations
When on call, please ensure that the evening ACA checks in with the MAT Call attending prior to being released for the night. Labour floor volumes have increased significantly, and ACAs play a key role in:
Supporting timely epidural placement
Providing break relief during high-volume periods
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