Senate Committee on Academic Development
Report to Senate — Meeting of March 26, 2009

Proposal to change the name of the Department of Anaesthesiology to the
Department of Anaesthesiology and Perioperative Medicine

Introduction

The proposal to change the name of the Department of Anaesthesiology to the
Department of Anaesthesiology and Perioperative Medicine in the Faculty of Health
Sciences was reviewed by the Senate Committee on Academic Development (SCAD) at
its meeting of February 25, 2009. 1. Parlow, Head of the Department of Anaesthesiology,
attended the meeting to speak to the proposal and answer questions from members of
SCAD. A copy of the letter approving the proposed name change by the Faculty Board
in the Faculty of Health Sciences, and a letter from J. Parlow to the Dean of the Faculty
of Health Sciences are attached to this report.

Analysis and Discussion
The following should be noted:

» the proposed name change of the Department reflects the evolution and
expansion of the field of anaesthesiology which includes perioperative
assessment, acute and chronic pain management, trauma and patient
safety,

e the proposed name change is more precise and clearly signals the
Department’s future direction to prospective students;

e the proposed name change is consistent with similar changes being made
in departments across North America.

Conclusions/Recommendation

Recommendation:

that Senate approve the proposal to change the name of the Department of
Anaesthesiology to the Department of Anaesthesiology and Perioperative Medicine in the
Faculty of Health Sciences, effective immediately, and to inform the Board of Trustees of
this change.
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Respectfully submitted,

Patrick Deane
Chair, Senate Committee on Academic Development

Committee Members:
Members

C. Baker

]. Coates

P. Deane (Chair)

M. Hoidas

M. Lombardi

D. McKeown

K. O'Brien (Secretary)
P. Oosthuizen

M. Roberts

. Steckley

M. Whitehead
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Memo Queens
UNIVERSITY
ro  Patrick Deane, Chair, Senate Committee on Academic UNIVERSITY SECRETARLATY
Development Mackintosh-Corry Hall, Room B40O
FROM . yueen’ i it
Georgina Moore, Secretary of the Senate Queen’s University ] ,
Kingston, Ontario, Canada K7L 386
ATE d 5336 =
February 9, 2009 el 013 53376099

Fax 613 533-27%3

- . . 2 tariat
Proposed name change for the Department of v queensu. ca/secretaria

Anesthesiology

The Department of Anesthesiology is proposing 1o change its name to the Department of
Anesthesiology and Perioperative Medicine. The Faculty of Health Sciences Faculty Board
approved the proposed change at its February 5, 2009 Faculty Board Meeting,

As oullined in Dr. Joel Parlow’s (Head, Department of Anesthesiology) covering letter, the
proposed name change indicates more clearly the expanding scope of the discipline. Dr. Parlow
should be contacted directly for any additional information you may require. You may contact
him directly at ext 81-6098 or by email at parlowj@queensu.ca

Please review the proposal and report back o the Senate with your committee’s
recommendation.

Thank you for your attention to this matter.
™~ .
(porgrieen
Georgina Moore
Secretary of the Senate
c.c. J. Parlow, Head, Departiment of Anesthesiology

K. O’Brien, Secretary, SCAD + copy of submissions
[D. Walker, Dean, Faculty of Health Sciences



Appendix D
Page 14

David R. Edgar

Secretary

Faculty Board

e-mail facsec@queensu.ca

Tel: (613) 533-6000 ext. 77938
Fax: (613)533-6884

February 6, 2009

Ms. G. Moore
University Secretariat
B-400 Mackintosh-Corry
Queen’s University

Dear Ms. Moore;

Please find enclosed a request on behalf of all members of the Department of Anesthesiology
requesting the name of the department be changed 1o the “Department of “Anesthesiology and
Perioperative Medicine.” A letter 1o Dean Walker from J. Parlow, Head of the Departinent of
Ancsthesiology along with a briefing note detailing reasons for the proposed name change is
attached as supporting documentation.

The request has been reviewed by their departmental commitice and the committee’s
recommendations have been incorporated into the letter. The request has been approved by our
School of Medicine Executive, School of Medicine Academic Council and Faculty Board. The
motion approving the name change to the Department of Anesthesiology and Perioperative
Medicine by Faculty Board is,

“K. Nakatsu moved and seconded by T. Massey that Board approve and forward to Senate for
their consideration that the name of the Department of Anesthesiology be changed to the
Department of Anesthesiology and Perioperative Medicine.”

CARRIED
Thank you for your attention to this matter.

Y ours sincerely,
David R. Edgar
Secretary, Faculty Board

Encl.



Joel Parlaw MD, MSe, FRCPC Kingston General Hospital ek 013 §33-2952

Assoelate Professor and Head T6 Stuart Street Fax: 613 3481375
Department of Anestlicsiolopy Kingston, Ontario K71 2V7 Eemails parhosinr

Queen’s University Website; w

Pr David Walker
Dean, Faculty of Health Scienees

Novembrer 18, 2008
Pear David,

As you know, the field of Anesthesiology has been expanding in scope steadily and significantly over the past
decade. Specifically, owtside the traditional “anesthesia™ environment, anesthesiologists have become heavily
invalved o enterprises such as preaperative assessment, acute mnd chironic pain management, trouma and RACE
initiatives, simulation, patient safety, ete. A recent rend among Anesthesiotogy departments is the recognition
of this expanded perioperative role by rebranding their departments as departments of “Ancsthesiology and
Perioperative Medicine™. There are practical as well as philosophical advantages to this sort of initiative, Fam
attaching an adicle outlining the experience of an American department in this regard.

With this in mind, the department members would like to request a change in the name of our departiment 1o the
Department of Anesthesiolagy and Perioperative Medicine. | would appreciate it if this praposal comes before
the next School of Medicine Couneil,

Thanks for your uidanee in this, and please let me know i you require anything further.

Pest repards,

Joel Parfow féf) Dg
Head, Department of Anesthesiofopy ; U !
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Angsthesloiogy Volume B4(3)March 1990pp 712-715%

Anesthesia and Perioperative Medicine: A Department of Anesthesiology
Name

[Contemporary Issues Forum]
Alpedd, Calvert C.MOD; Conroy, Joanne M. MD; Roy, Raymond C, FhD, M

fAlpen) Associate Professor Clinical Ditecie:
{Contoy) Professor of Anesthesiclogy; Vice Chair.
{Roy}: Professor of Anesthosiology, Chair,

Recoived from the Depaniment of Anesthesta and Petioperative Medicine, Medicat Universily of Seuth Cheolina, Charseston, South Carglin
publication Sepietmber 22, 1995, Accepted for publication Jarnisary 4, 1995,

Fulhross corrospondoncy and reprint requosts 1o D, Roy: Depanment of Anesthesia and Petoperative Medicing, Medical Universty of So
Avenue, Charleston, South Caroling 29425-2207, Address electronic mail to; royrfanestl.mhs musc.edu.

ON Augist 11, 1995, the board of trustees of the Medical University of South Garoling appraved changing the name of the Depart
fo the Dapariment of Anasthesia and Pedoperative Medicing, The impatus 16 indlude parioporative medicing in our name came fi¢
wore the proposals of Greens and Saidman in their respective 31st and 33rd Rovensting (ectures at the 1852 and 1994 annual ms
Seciely of Anesthesiologists {ASA) that 3 name change for tho spaciolly was in arder. Greens belioved that anesthesia had move
the profession 1 o confining one. To make the point 1hat many of us were involved in much mora than anesthetic administration, i
not esoienc tack of creating o new word, moetesthesia, which he defined as everything we do. [1] Saidman, aithough recognizing t:
obsarvation, suggested dropping all derivatives of the torm "anacsthesia.” He proposad perioparative medicing and pait managa:
unambigueusly described the full extent of our activities. {3,

Second, thare was the fear that extemal eéconemic pressua would 5000 ba excried oh us to right-sizo” our depanment. By sssur
for mote aspects of the system thet cares tor the surgical patient, we become the right people 1o keep around {0 manage the dolw
In the current tea-for-servics system, thera is a financial disincantive to spend nonrevenue-gonerating ime performing asks outsi
that are essential to the dalivery of quality anesthosia care and for which we aro fegalty and ethically held accountable. When glot
systerns bocome the norm, we no ohgor want our share to ba based solely on anesthasia time and the pedomance of specific
want {0 bo reimbutsed for our decisions on what should be dona and for our management of the consequences of these decision:
witl be more than wiling to accept our activities in this area when thoy realize (1) v st reducing thel "ot risk” costs, (2) they mus
cparating room and clinie, and {3) they are no fonges being reimbused feafor-sanvice for reading clecirocardiograms, providing ¢
patignt-controlled analgesin. As Rosonthal stated . "“With the many changes in health care dalivery, the fullre survival of anesthesi
walt depend on the acteptance that pericperative Involvemant, rather than sole infracperative anesthesia practice, is tho putview
anesthesiologists.” {31

Thins, thete was the appreciation of tho mone sublle contributions of anesthesia to penoporative montatity and morbidity, (31 When
opidural-ganoral with epidural analgosia and genaral with parenteral analgesla, no statisticatly significant differance was observed
Incidence of traditional anesthesfa-ralated complications. However, whan all complications, such as mafor infection, oran systom
were included, the tolal incidence was significantly less in the epldumt group. 3] Thus, paricperative complications formerly consi
slrgicat were shown to hpve an anosthesia component. Subsequent studies have demonstrated that techniques wo apply intracp
analgesia and cate wo are responsidle for postoperplively significantly affect morbidity {5,610} and that motbidity incroases cosl i
For example, evenls occurring on postprocedurs days 1 and 2 are recognized as clinical indicators of an anesthesia cane system
inprovemant, {12],

Foudh, thare was the succoss of recent interdepanimental collaborative offorts, We soriously considered the recommendations of
‘ Accredilation of Healthcare Qrganizations that our depariment be actively invelved in the review and implementation of policy and
; consclous and deep sedation admenistored anywhere inthe hospital of clinie. W developed subspecially calls for podiptric, caedis
transplant anesthesla and for Intensive care and have designated specific anosthosiologists as liaisans batween our department ¢

htpefiwww. anesthesiolopy.org/ptire/anes/ fulltextLOOG00542-1 99603000-00026 . him;jsessi,..  2008/11/18
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spociplias We warked closcly with pulmonary medicing in the medicine mitensive care unit, with trauma surgery is the emergang
ntansive cora unit, wilh cardio! ogy in the treatment of patents with intractatlde angina and the provision of intracperalive ranseso
cchocarndiogeaphy, with pediatics in the devalopmant of pain treatment protocals, inlreduction of laryngeal mask sirways to the pe
provision of general anesthesia for pscemaker inserions, transesophageal echocardiography, ond cryoablation precedures, and |
sedation for bone marrow biopsies and cerebral spinal fiuid aspirations and injections; with neurciogy Tor intrasperative nouoplyt
paychiay for slecttoconvilsive therapy, wath obstetiics in 1abof and deleviry) with gastrontestinal medicine for o provision of ge
endoscopic rettograde cholm‘qio;}ancreamgm;ahy and with radiology for magnetic rosonance imaging and invasive radiolegic pro
productive joint research efforts with cardiotogy, [ 13] cardiotharacic surgary, [14. 161 vascular surgeey, {171 pediatne dontistry, {165
are working closoly wilth hospital administration to improve palient flow, change from a smali anesthasia preoperative evaluaton o
preadmssion dinic, improve ouf invantory conlrof, and reduce 10tal patient oparaling room, recosery 10om, infgnsive care, ard ho
costs. Theso elforts have not progressed ps far as those described by Macario ot &t 120 and critiqued by Orkin. {21 721

Fifth, there was an evaluation of our facully effort distribubion. Based on an average 52-h woeek of clinical lime, ingtuding in-house
vatalion ime, the percentage of timo spent in the opetating room was 68% for facuity assigned full tme to the oparating room Tt
inveived in clinical com activities oulside the operating room for one-third of their time. An urdosolved problem is how mugh mane
o curtent satary struclure and number of faculty. Each department member fakes more cofl hours beeause of the subspeasity ¢
the nonoperating room activity is accomplished through longer daily ime commitments. W have rot hited additional stalf spocific
may sffectively b doing so whin we ot anesthesislogists to administer angsthesia in place of residonts bocsuse of a redattic
rasidancy. The haspital administration is helping to dofray some of our salary burden on the promise that productivily in the anea ¢
will reduce thoir costs and patient care charges. Howover, their pocke!s ara nol as deep as they once weta

Why change from anesthesiology to anesthesia? Anesthesiology (s classically defined as that branch of medicing that studies ane
anesthesiologis! originally was anyone who studied the anesthetic state and anesthetic agents, An anesthotist onginally donoted t
anesthotie state, Now anesthefists and anosthosiclogists refer respectively to nurses who adminisior anesibesia and physicians w
suparvise the admimstration of snesihesia. By changing fom onesihesiclogy 1o anesthesia, we becoma inclusive of everyons inv
administzation of anesthesia snd intravenous sedation af our institution.

Alihcugh we agree with Saidman that perioperative medicine and pain management is the most ideal name, we wee not prepare
for sovaral reasons. Fist, the word anesthesia carties sin amount of radition, Second, anesthosia is the bub from which the spoky
panaperative medicne, paln moanagement, and eitical core are derived. [ s our ates of acknowiedged special expestise. Our trai:
monitored by an anesthesia mgidency review commiltes; we are cortified by the American Board of Anesthesiology, we ate mami
sochelies with anasthasia in their names; and we publish primarily in journals with anesthasia in thedr tifes, Third, the majonty of ¢
operating room, and most of our revenue Is derived {rom a fec-forservice anesihesia practice, Fourth, we have yet 1o define what
pariaperative physican (see balow). Fifth, onco a consensus definition of pericperative medicing is reached, we will need lo mark
pmfess;on it anesthasia is only part of what we do a5 parioperative pliysicians. Sixth, dropping anesthesa completely is more i
suspicions of cur medical colleagues that wa are invading their turf whan we are enly Tilling a current vocuum in informatics, mang
cost-effoctivenass and efficiency efforts, and patient relations.

W also elected not 1o add pain munagemaent or crilical care to our depanment's aamie, Neither is always penoperatwe butwe pr
activiting, Adding aither or both would make our name ynwieldy, We have achioved recognition of our roles in acule, chronic, and
ard in ¢ritical care units. The Acoreditation Ceunell for Graduate Medical Education aceredits anasthesia critical care medicine pro
pain managemant programs, and the Ametican Boad of Anesthesiology grants certificates for special qualifications in critical care
qua!nhmﬂcm in pain management. Howeveor, recogaition does not mean market share. Although chronie pain m;mage'nem sSeic
standing clinic status wilh teasonable recognition, referrals, and reimbursement, thoy may evolve iato regional mullidisciplinary cn
might nat be the manager uniess wa make a concertod af‘ort o maintain our cutrent leadarship role, I is difficull to regain o prese
retinquished. This fate has befallen many crilical care units, but we stifl have a strong core of programs. {33

Tha protess we followed to secure the name change Involved four rmajof stops. First, wa did nol change our name and immedinte
responsibifity, Rather we assumed sdditions] responsibility and after seversl years asked o have our name changad (o reflect the
discissed iha ramifications of a name change af the departmental lovel, reached a consansus, vated unarimously in favor of the

documented this in the minutes of our meating. This was important becayse part'of the motivation was to infiuance our own beha
change was discussed with tha respective chalts of the depadiments of surgery and medicing and with the dean. The chair of meg
the division heods of cardiclogy and puimonaty medicing, with whom wea have had very consiructive aad productive collaborative

3 yr. With their suppord, a lotter was sent to the dean Tormally requesting the name change. The dean reloyed the request o the p
for acsdemic affalrs with aa accompanying letler supporting us. The pravost presented it to 1he board of iustees, who discussed
subcommitiea, "During the proliminary meeting of the Subcemmiltee on Education, Facully, and Student Affairs, there was a thor
tepic. Quesiions were raised and addressed aboul whether the name change impked any expansion of rosponsibilities in patient ¢
with other disciplines. Ultimataly, the Subcommitiee concluded that the proposed new name bpltar reflocted tho servises cutrently
depanmaent and unanimously endorsed the change.™

During this discussion. we assumed that the definition of the term perdoperative medicing is so intuitively obvious thot it requires n
what If means In practice today in medical cenfers scross the country would reveat a range in defindions on a patierit-cars ievel (f
anesthosia alone to total care of the surgical patient £243), on & managerial laved (from no Input into the opamling room schedule t
scheduling), and on a rosearch and informatics level (from o activity to sophisticated program projects). We have desaribed the 1
ong deparlment, which we know is not unique. AL many institutions such as ours, poarioperative activity vithin the department 3 yr
now. Thus, not anly s tocal interpretation of the dafindion not uniform from medical center to medical conter, it is avolving within ¢

httpAwvww.anesthesiology.orp/pt/refanes/ulliex1.00000542- 199603000-00020. htmyisessi,..  2008/11/18
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special training will b required will dopend on the responsibitities assumed. Beatlie envisions o revision of the residency program
base yeoar, 1o roflact an ambiticus, didache research and chinical progeam in pedoperative medicing ** Physical diagnosis skidls ma
persannel and business management skils doveloped, and outcome-based health servicas reseatch parformed, An organized oft
medicing from the perspective of an anesthesiologis! needs 10 emarge from the academls medical centees and fram thir ASA

Iy summary, we prepose a sofies of Sme-dependent depanmental name changes from anesthesiology o annsthesia and pericpa:
penaperative modione and pain mansgement. The rate of change will depend on when we can achieve a consensus doefintion fo.
and how successiul we are in our offorts 1o convince those outside the profession of thie validity of this project. Qur name change
acknowledgement thal the members of our department have taken a majer siep toward coghition as pefioperative physicians

* Greenburg R: Personal communication. 19985

** Beata C: Personat communication. 1885,
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