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Uprava chronické medikace
U (nejen) diabetika

predoperacné/perioperacné
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Diabetes, KV onemocnéni a operace

* 20-30 % pacientu s diabetem ma KV onemocnéni

* 30-40 % pacientu podstupujicich elektivni
kardiologické/kardiochirurgické vykony ma
diabetes

e Spatna perioperacni kompenzace = vyssi riziko
infekci v misté rany, prodlouzena
hospitalizace, jiné morbidity i mortality
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Hlavni perioperacni rizika ,, antidiabetické terapie“ v roce 2026
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hypo/hyperglykémie inkretinova lécba glifloziny



Cilové hodnoty glykémie béhem hospitalizace/operace

prisna kontrola riziko
glykémii hypoglykémie

Khan NA et al. Perioperative glycemic management in adults with diabetes mellitus. UpToDate 2025
ADA Professional Practice Committee; Standards of Care in Diabetes 2025



Predoperacni strategie dle HbA,  a glykémie nalaéno

HbA, . (%)

HbAlc (mmol/mol)

Glykémie (mmol/)

Komplikace

hypoglykemické
koma v poslednim
mesici

>2 hypoglykémie
v poslednim tydnu

ketoaciddza n.
symptomaticka
tézka
hyperglykémie

Co délat?

operaci odlozit

konzultovat
diabetologa

operace mozna

konzultovat
diabetologa

operaci odlozit

Cheisson G et al.: Perioperative management of adult diabetic patients. Preoperative period.
French Society of Anaesthesia and Intensive Care Medicine (SFAR), the French Society for the study of Diabetes (SFD). 2018




Predoperacni uprava antidiabetik




Guideline for Perioperative
Care for People with
Diabetes Mellitus
Undergoing Elective and

Emergency Surgery. UK, 2024

Diabetes medication

Acarbose

Day prior to

admission

Take as normal

Timing of surgery

Omit morning dose if
not eating

Give moming dose if

eating

Meglitinide repaglinide or
nateglinide)

Metformin [AND eGFR >60
ml/min/1.73m?OR procedure
not requiring use of contrast
media” ")

Sulphonylurea (eg
glibenclamide, gliclazide,
glipizide, glimiperide)

Take as normal

Take as normal

Take as normal

Omit morning dose if
not eating

If taken once or twice a
day - take as normal

If taken three times per
day, omit lunchtime dose

Omit on moming of
surgery

If taken twice daily, take
evening dose if eating

Give moming dose if
eating

If tzken once or twice a
day - take as normal

If tzken three times
per day, do not fake

lunchtime dose

Do not take on day of
surgery

Pioglitazone

Take as normal

Take as normal

Take as normal

DPP4 inhibitor (eg sitagliptin,

vildagliptin, saxagliptin,
alogliptin, linagliptin)
GLP-1 Receptor Agonist
[eg exenatide, liraglutide,

lixisenatide, dulaglutide,

semaglutide) Daily/Weekly
administration

SGLT-2 inhibitors(eg
dapagliflozin, canagliflozin,
empagliflozin, ertugliflozin)

Take as normal

Take as normal

Omit on day

before surgery

Take as normal

Take as normal

Omit on day of surgery

Take as normal

Take as normal***

Omit on day of surgery




NEWS

June 29,2023

American Society of Anesthesiologists Consensus-Based Guidance
on Preoperative Management of Patients (Adults and Children) on
Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists

Girish P. Joshi, M.B.B.S., M.D., Basem B. Abdelmalak, M.D., Wade A. Weigel, M.D., Sulpicio G. Soriano, M.D., Monica W. Harbell, M.D., Catherine |. Kuo, M.D., Paul A. Stricker,
M.D., Karen B. Domino, M.D., M.PH., American Society of Anesthesiologists (ASA) Task Force on Preoperative Fasting

Research Letter

April 22, 2024

Preoperative GLP-1 Receptor Agonist Use and Risk
of Postoperative Respiratory Complications

Anjali A. Dixit, MD, MPH: Brian T. Bateman, MD, MS'; Mary T. Hawn, MD, MPHZ; et al
» Author Affiliations
JAMA. 2024;331(19):1672-1673. doi:10.1001/jama.2024.5003




l%_] _\ British Journal of Anaesthesia, 135 (1): 48—78 (2025) opatrny p‘r"fstup

dai: 10,1016, bja. 2025 .04.001
Advence Access Publicetion Date: 16 May 2025
Spedal Artide

CLINICAL PRACTICE

Perioperative management of patients taking glucagon-like peptide
1 receptor agonists: Society for Perioperative Assessment and
Quality Improvement (SPAQI) multidisciplinary consensus

statement™

Adriana D. Oprea™'®, Laura J. Ostapenko”", BobbieJean Sweitzer™*, Angela Selzer” ™ -

Joan M. Irizarry-Alvarado®® , Maria D. Hurtado Andrade’-*, Carlos E. Mendez" Anaesthesia 2025, 80, 412-424 doi:10.1111/anae. 16541

Kristen D. Kelley'’, Erin Stewart'’, Claudia R. Fernandez Robles', Ryan M. Chadha ',

Michael Camilleri®® | Ruchi Mathur*®, Guillermo E. Umpierrez'* and David L. Hepner*
ﬂ

Guidelines

Elective peri-operative management of adults taking
glucagon-like peptide-1 receptor agonists,
glucose-dependentinsulinotropic peptide agonists
and sodium-glucose cotransporter-2 inhibitors: a
multidisciplinary consensus statement

A consensus statement from the Association of Anaesthetists, Association of

British Clinical Diabetologists, British Obesity and Metabolic Surgery Society,

Centre for Perioperative Care, Joint British Diabetes Societies for Inpatient Care,
Royal College of Anaesthetists, Society for Obesity and Bariatric Anaesthesia and UK
Clinical Pharmacy Association

Kariem El-Boghdadly,'” () Jugdeep Dhesi,”” () Philippa Fabb,” Nicholas Levy,”
ickv oF Dileep N. Lobo,”” (*) Andrew McKechnie,” Omar Mustafa,’ Philip Newland-Jones, '’
pragmaticky pristup Anil Patel,"’ Dimitri J. Pournaras,'” () Ken Clare'” and Ketan Dhatariya'*'®




Shrnuti doporuceni pro pacienty uzivajici GLP-1 RA
(Ozempic, Wegovy, Rybelsus, Mounjaro, Trulicity, Suliqua, Xultophy)

e v perioperacnim obdobi pokracovat v poddvani GLP-1 RA u pacient
bez vyznamnych gastrointestinalnich priznaku (B).

* 24 h pred vykonem s anestezii nejist (povoleny jsou pouze Ciré tekutiny) (B).
* 8 h pred vykonem nepit tekutiny s vysokym obsahem sacharidt (=10 % glukdzy) (C).
* 4 h pred vykonem nepit zadné tekutiny (C).

e pacienti uzivajici GLP-1 RA s vyznamnymi GIT prfiznaky maji byt pred provedenim
elektivnich chirurgickych vykonu vyzadujicich anestezii odeslani ke svému
predepisujicimu lékari k Upravé stravy a medikace (E).

e znovu zahajeni GLP-1 RA po obnoveni obvyklé stravy (E).

Society for Perioperative Assessment and Quality Improvement (SPAQI), British Journal of Anaesthesia 2025



Mozné priciny zpomaleného vyprazdnovani zaludku

* Long-acting GLP-1R-based agonist <16 weeks or being titrated
. . . . (e.g., dulaglutide, exenatide ER, liraglutide, semaglutide, tirzepatide)
Individuals at hlgher risk for + Short-acting GLP-1RAs (e.g., exenatide, lixisenatide)

retained gastric [od0)010-1115-Ne gl © Gastrointestinal symptoms (nausea, vomiting, dyspepsia, bloating)
» Diagnosed gastroparesis

asplratlon + Other medications that can delay gastric emptying (see Figure 2B)
* Poor glycemic control (HbA1c >9%)

* Opioid analgesics

* Anticholinergic agents

* Tricyclic antidepressants
» Calcium channel blockers

Non GLP-1R-based agonists [liSsimie

¢ Octreotide

that can delay gastric *  Proton pump inhibitors
. * Interferon alpha
emptying - L-DOPA

+ Sucralfate

* Aluminum hydroxide antacids
* B-adrenergic receptor agonists
* Glucagon

Goldenberg RM et al. Current Medical Research and Opinion 2025



Guideline for Perioperative
Care for People with
Diabetes Mellitus
Undergoing Elective and

Emergency Surgery. UK, 2024

Diabetes medication

Acarbose

Day prior to

admission

Take as normal

Timing of surgery

Omit morning dose if
not eating

Give moming dose if

eating

Meglitinide repaglinide or
nateglinide)

Metformin [AND eGFR >60
ml/min/1.73m?OR procedure
not requiring use of contrast
media” ")

Sulphonylurea (eg
glibenclamide, gliclazide,
glipizide, glimiperide)

Take as normal

Take as normal

Take as normal

Omit morning dose if
not eating

If taken once or twice a
day - take as normal

If taken three times per
day, omit lunchtime dose

Omit on moming of
surgery

If taken twice daily, take
evening dose if eating

Give moming dose if
eating

If tzken once or twice a
day - take as normal

If tzken three times
per day, do not fake

lunchtime dose

Do not take on day of
surgery

Pioglitazone

Take as normal

Take as normal

Take as normal

DPP4 inhibitor (eg sitagliptin,

vildagliptin, saxagliptin,
alogliptin, linagliptin)
GLP-1 Receptor Agonist
[eg exenatide, liraglutide,

lixisenatide, dulaglutide,

semaglutide) Daily/Weekly

SGLT-2 inhibitors(eg
dapagliflozin, canagliflozin,
empagliflozin, ertugliflozin)

Take as normal

Take as normal

Omit on day
before surgery

Take as normal

Take as normal

Omit on day of surgery

Take as normal

Take as normal***

Omit on day of surgery

Vysadit 3 dny
pred vykonem




Glifloziny perioperacneé v realné praxi

Favors | Favors
Cohort OR (95% CI SGLT2iuse : control

JAMA Surgery | Original Investigation
1:5 Matched cohort

Postoperative Outcomes Among Sodium-Glucose
Cotransporter 2 Inhibitor Users

1.11(1.05-1.17)

0.69 (0.62-0.78)

Roberta Teixeira Tallarico, MD; Bocheng Jing, MS; Kaiwei Lu, MS; Shweta Amy Chawla, BS; Yanting Luo, MS;

Anusha Badathala, MS; Catherine L. Chen, MD, PhD; Arthur W. Wallace, MD, PhD; Matthieu Legrand, MD, PhD .
Cardiac procedure

Tallarico RT et al. JAMA Surgery 2025

OR (95% CI)

JAMA Surg. 2025;160(6):681-689. doi:10.1001/jamasurg.2025.0940 eKA 1.30 (1_11_1_54) — -
Published online April 30, 2025. :
AK| 1.11(0.85-1.43) -
Mortality in 30 d 1.17 (0.47-2.90) =
Noncardiac procedure :
Retrospek 2022 eKA 1.08 (1.02-1.15) -
( AKI 0.63(0.56-0.71) -
- 7448 p A\ " v h Mortality in 30 d 0.68 (0.53-0.86) -
B 455 52\ ’ ) g||ﬂ02|ny Emergency procedure
ekA 1.18 (0.99-1.40) _
AKI 1.10 (0.84-1.43) —
Mortality in 30 d 0.49 (0.26-0.93) S
Nonemergency procedure
ekA 1.10 (1.04-1.17) *
AKI 0.64 (0.56-0.72) -
Mortality in 30 d 0.74 (0.58-0.96) P
1.0 2.0 |

1.5



No higher risk features

Consider proceeding with
standard fasting guidelines
plus, liquid diet day prior

Elective general anesthesia, deep sedation or upper Gl endoscopy

(di

STOP-GAP
Algorithm

(disc risks and options with patient) ‘
Individual at higher risk for retained gastric contents or pul y aspiration?
(see Figure 2A)
D

Long-acting GLP-1R-based agonist <16 weeks or still

Other higher risk features
(e.g., short-acting GLP-1RA, Gl symptoms,
poor glycemic control (see Figure 2A)

If appropriate and practical, hold agent with
prolonged half-life for 3 half-lives and
agents with shorter half-lives for
5 half-lives (see Table 1)

lob
(

)
/4

b o
Liquid diet one day prior

Day of Procedure

Gl symptoms?

Proceed

titrating and no other higher risk features? @
v
Can procedure be rescheduled until duration of therapy o
is >16 weeks and no longer titrating?
{ves)
Reschedule
Pres) POCUS Did not hold or
(if available) Gl symptoms

Gastric volume 21.5 mL/kg or

solid matter/indeterminate/not performed and no solid matter

" ‘Full stomach’ precautions or
delay if appropriate

Gastric volume <1.5 mL/kg

Held and
no Gl symptoms

Proceed

Goldenberg RM et al. Current Medical Research and Opinion 2025

[lRV] Elective Procedures with Lower-Risk for DKA

1. Diagnostic imaging only (e.g, CT, MRI) or
minor surgery or minimally invasive procedure

2. No bowel preparation or liquid diet

3. Expected total NPO time =12 h

Elective Procedures with Higher-Risk for DKA

Surgery or invasive procedure
not meeting lower-risk criteria

or liquid/low CHO diet (e.g., bariatric surgery)

Preprocedure bowel preparation (e.g., colonoscopy)
or total NPO time likely =12 h?

Urgent/Emergent Procedures

Surgery or invasive procedure

STOP DKA-2 ketone
monitoring protocol

STOP DKA-2 ketone monitoring protocol
total NPO time >12 h or not tolerating oral intake®

Hold during bowel i |_Diabetes? |
or liquid/low CHO diet and
for at least 3 days preprocedure
Recommend to not withhold. 1 o
Book early in day to minimize fasting time J if
@

Day of Elective Procedure

massssnsnnatan

STOP DKA-2

[ Recommend withhold for 3 days

Algorithm

Encourage early postprocedure oral intake.

STOP DKA-2 ketone monitoring protocol
iftotal NPO time >12 h or not tolerating oral intake*

Not held

T2DM or no DM:

Proceed; periprocedure STOP DKA-2 ketone monitoring protocol

T1DM/LADA:
Cancel procedure; STOP DKA -2 kefone monitoring
if had bowel preparation, liquid/low CHO diet or has been NP

Proceed with usual
periprocedure management

J
0>12h

Measure ketones:
POCe capillary or serum p-hydroxybutyrate

21.5 mmol/L

|

Venous pH >7.3 or
anion gape <12

]

Venous pH 7.3 or
anion gape>12

Serum B-hydroybutyrate

Postpone elective surgery or invasive procedure

Follow local DKA management protocol

<1.5 mmol/L
Proceed with
procedure/monitoring
-
Intraprocedure:

Ketones Q1-2 h

Consider insulin/dextrose infusion periprocedure
\

-
Postprocedure:
Ketones Q1, 4 and 8 h postprocedure
L until tolerating oral intake2
J

STOP DKA-2
Ketone

Monitoring
Protocol




Example Day prior to

medications admission Patient for am surgery Patient for pm surgery
Once daily long Abasaglar® No dose Give 80% of dose and blood glucoseto | Give 80% of dose and blood glucose to
acting (morning) Humulin 1% adjustment be checked on admission be checked on admission

Insulatard® necessary

Insuman Basal®
Lantus® Levemir®

A=

2

= Once ¢

g acting

£

m

E1 Once ¢

S8 | acting
Twice daily (long | Asabove Maorning dose Morning dose will need to be 80% Morning dose will need to be B0%
acting insulin) will need to and blood glucose to be checked on and blood glucose to be checked on

stay the same admission admission

evening dose will

The evening dose will remain unchanged | The evening dose will remain unchanged
need to be 80%

Guideline for Perioperative Care for People with Diabetes Mellitus Undergoing Elective and Emergency Surgery. UK, 2024



Inzulin béhem operace — moiné aplikace ‘

INSULIN

e Modifikace chronické antidiabetické medikace

e GIK =500 ml G10% + 15 j. prandial. inzulinu + 20 ml 7,5% KCI -
— Malo flexibilni, ¢asto nedostupné

e Sliding scale — nezavisle glukdza a inzulin perfuzorem

— Indikace:
e DM1 s vynechanim > 1 jidla
 DM1 bez bazalniho inzulinu
* DM2 s vynechanim > 1 jidla a glc > 12 mmol/I
* dekompenzovany DM s HbAlc > 69 mmol/mol

e urgentni operace

— Rizika hypo- a hyperglykémie, hyponatrémie...

Joint British Diabetes Societies for Inpatient care: Management of adults with diabetes undergoing surgery and elective procedures 2016



Inzulinova pumpa a operace

* jen edukovany pacient a personal

* nova kanyla den pred operaci
e jidlo navecCer pred vykonem s adekvatnim bolusem
e perioperacni radiologicka vysetreni

— pumpu odstranit - télovy rtg, CT/MRI

— pumpu ponechat - sonografie, endoskopie, laserové operace

e bazalniinzulin béhem operace 80 — 100 %, resp. ponechat v automatickém rezimu
(napt. "Sleep mode" / "Exercise mode"), ktery cili na vyssi glykémii (7-8 mmol/I).

e v pripade potreby prechod na i.v. inzulin

Partridge et al. British Journal of Anaesthesia 2016
ADA Professional Practice Committee; Standards of Care in Diabetes 2026



CGM a AID (senzor a pumpa) Za hospitalizace a behem operace

CGM, resp. i AID je vhodné za hospitalizace pouzivat pokud

to ma klinickou relevanci
je doplnéno mérenim glukometrem

je skoleny personal

neni v rozporu s lokalnim protokolem

Perioperacni pouziti vSak ma sva uskali a neni (zatim) vSeobecné
doporucovano.

ADA Professional Practice Committee; Standards of Care in Diabetes 2026



Zaver

* predoperacni/perioperacni management pacienta s diabetem je zasadni
* neustale se vyvijejici doporuceni

* nutna individualizace terapie




Pepo, je to jen mala operace,
neni duvod k panice!

Nejsem Pepa!

Vim, to jsem ja...




