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Prinosy a rizika

- ZIVOT VE ZDRAV/| A JEHO DELKA
- Pecliva rozvaha nad prinosy non-vitalnich operaci

- Skutecne prinese operace takoveé zlepseni kvality zivota, které vykoupi
pripadna rizika?

Ztrata nezavislosti, institucionalizace, delirium, inadekvatné dlouha rekonvalescence, neschopnost navratu zpét dom



Prinosy a rizika

- PrilisSna opatrnost hodnoticich lekard u onkologickych a jinych kvalitu

zivota mutilujicich vykond

Tumor streva a ileus

Vyhrez ploténky a nasledna akutni operace pro zanikové symptomy



Screening fragility

Nastroj

Clinical Frailty Scale, CFS

FRAIL scale

Edmonton Frail Scale, EFS

Reported Edmonton Frail Scale, REFS

Fried frailty phenotype

Gait speed

Timed Up and Go, TUG
Grip strength

PRISMA-7

ISAR
Frailty Index / electronic Frailty Index, eFl

Modified Frailty Index, mFI-5 / mFI-11

Risk Analysis Index, RAI

Co hodnoti

Celkova klinicka krehkost od ,fit" po tézce kiehky stav

Unava, schopnost vyjit schody/odpor, chiize, pocet
nemoci, Ubytek hmotnosti

Kognice, celkové zdravi, sobéstacnost, socialni opora,
léky, vyziva, ndlada, kontinence, funkéni vykon

Samostatné hlasena varianta EFS

Slabost, pomala chlize, vycerpani, nizka fyzicka aktivita,
neumysliny Ubytek hmotnosti

Rychlost chiize, ¢asto na kratkou vzdalenost

Vstat ze Zidle, ujit 3 m, otocit se, vratit se a sednout si
Sila stisku ruky

Dotaznik pro zachyceni rizika frailty a potfeby podpory

Riziko nepfiznivych vysledkl u starsich pacientd v
akutni péci

Kumulace deficit z diagndz, funkci a problémi
Komorbidity a funkéni stav, Casto z chirurgickych
databazi

Frailty a chirurgické riziko

Vyhoda

Velmi rychla, praktickd pro ambulanci i pfedoperacni
vySetreni

5 otéazek, trvda méné nez 10 minut

SirSi multidoménovy screening

Jednodussi administrace

Klasicky vyzkumné dobfe zavedeny nastroj

Velmi jednoduchy funkéni marker

Rychlé zhodnoceni mobility a rizika pada
Ukazatel sarkopenie/slabosti

Rychly screening v komunité/ambulanci

Vhodny hlavné pro urgentni/akutni pfijem

Dobré pro primarni péci a elektronickou dokumentaci

Pouzivany v chirurgickém vyzkumu a rizikové
stratifikaci

vvvvvv

Poznamka

CFS shrnuje celkovou Uroven zdatnosti/kiehkosti po
klinickém zhodnoceni zkusenym zdravotnikem.
(Welcome to Dalhousie University)

Vhodna pro rychly screening v ambulanci, komunité i
nemochnici. (Agency for Clinical Innovation)

Skére je z 17 bodu a rozliSuje nepfitomnost, mirnou,
stredni a tézkou krehkost. (PMCQ)

Uvadi se mezi praktickymi screeningovymi néastroji pro
akutni péci a ambulanci. (bgs.org.uk)

Méné prakticky v rusné ambulanci, protoze vyzaduje
méreni vykonu.

Britska geriatricka spolecnost uvadi rychlost chlize mezi
nastroji pro identifikaci frailty; Casto se pouziva hranice
kolem 0,8 m/s. (bgs.org.uk)

Test hodnoti zakladni mobilitu kfehkych starSich osob.
(gpnotebook.com)

Casto doplniuje Friediiv fenotyp nebo nutri¢né-funkéni
zhodnoceni. (bgs.org.uk)

BGS jej uvadi mezi nastroji pro primarni a komunitni

péci. (bgs.org.uk)
Uvadén mezi nastroji pro akutni péci. (bgs.org.uk)

Vhodné spise systémoveé nez jako kratky bedside test.
Prakticky hlavné tam, kde jsou data dostupna.

Casto zminovany v perioperacni medicing, zejména pro
rozhodovani o intenzité péce.


https://www.dal.ca/sites/gmr/our-tools/clinical-frailty-scale.html?utm_source=chatgpt.com
https://aci.health.nsw.gov.au/networks/aged-health/resources/frailty/screening-and-assessment-tools?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12890551/?utm_source=chatgpt.com
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/Frailty- whats it all about.pdf?utm_source=chatgpt.com
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/Frailty- whats it all about.pdf?utm_source=chatgpt.com
https://gpnotebook.com/pages/geriatric-medicine/timed-up-and-go-tug-test?utm_source=chatgpt.com
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/Frailty- whats it all about.pdf?utm_source=chatgpt.com
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/Frailty- whats it all about.pdf?utm_source=chatgpt.com
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/Frailty- whats it all about.pdf?utm_source=chatgpt.com

Clinical frailty score

Skére Vyznam Prakticky popis
1 Velmi zdatny Aktivni, sportuje, velmi dobra kondice

Bez vyraznych potizi, aktivni, ale méné nez

AR skore 1

Ma nemoci, ale jsou kompenzovanég; je
sobéstacny

Neni zavisly na pomoci, ale zpomaluje, je
unavitelnéjsi

3 Zvladajici dobre

4 Zranitelny / pre-frail

Vevys

5 Mirne krehky napriklad nakupy, finance, tézsi domaci prace

Potrebuje pomoc s béznymi venkovnimi

6 Stredne krehky aktivitami a ¢asto i s domacnosti

Zavisly na pomoci pfi osobni péci, ale neni

7 Tézce krehky L ,
y terminalné nemocny

8 Velmi té3ce kiehky PIné zavisly, velmi omezena rezerva, vysoké
y riziko i pfi malé zatézi
Ocekavané preziti je omezené, typicky méné

9 Terminalné nemocny . v e e
y nez 6 meésicu, ale nemusi byt vyrazné krehky



Jak interpretovat v predoperacni praxi

CFS 1-3: pacient je relativne fit; bezné predoperacni vysetreni podle typu vykonu.

CFS 4: zvysené riziko, vhodné cilene patrat po vyzive, maobilite, kognici a socialnim
zazemi.

CFS >5: pacient je krenky; vhodné je geriatrické zhodnoceni, optimalizace medikace,
prevence deliria, plan rehabilitace a propustent.

CFS >7: vysokeé riziko ztraty sobestacnosti, komplikaci a potreby nasledné péce;
dulezita je diskuse o cilech péce a prinosu operace.



Interpretace

U predoperacniho pacienta je CFS nejlepsi chapat jako screeningovy
nastroj, ne jako definitivni rozhodnutf o operabilite. Vysledek ma vest k

lepsi priprave, ne automaticky k odmitnuti operace.




Kognitivni screening a prevence deliria

« Kognitivni screening pred operaci neslouzi k definitivni diagndze demence.

 Slouzi k tomu, aby tym vedel, zda ma pacient zvysené riziko pooperacnino
deliria, problému s porozumenim instrukcim, informovanym

souhlasem, uzivanim lékd nebo naslednou pédi.

 pozitivni screening umoznuje zavést podpurna opatreni behem

perioperacni péce a zlepsit pooperacni zotaveni



Koho screenovat na kognici

vsechny pacienty >75 let pred vetsi hospitalizacni operaci

 pacienty 265 let s frailty, polymorbiditou, polyfarmacii nebo anamnézou

deliria
e pacienty s podezrenim na kognitivni pokles podle rodiny,
« pacienty pred urgentni operaci, pokud to stav doval,

« vsechny s CFS 25



Vhodné nastroje screeningu kognice

Nastroj

Mini-Cog

MoCA

MMSE

6-CIT

ADS8

4

Cas

<5 min

cca 15 min

cca 10 min

<5 min

kratke

Vyhoda

Velmi rychly, vhodny
do chirurgicke
ambulance

Citlivéjsi pro mirnou
kognitivni poruchu

Siroce znamy

Lze provést |
telefonicky

Vyplnuje
informator/rodina,
uzitecné pri nejasné
anamnéze

Limitace

Horsi pouzitelnost pri
poruse zraku/sluchu;
kresleni hodin muze
byt subjektivni

Delsi, vyzaduje
zaskoleni a vhodnou
jazykovou verzi

Meéne citlivy pro lehci
poruchy, vliv vzdelani
Méne rozsireny, zavisi
na jazykové verzi
Potrebuje

spolehliveho
informatora



Co deélat pri pozitivnim kognitivnim

screeningu

Pozitivni screening by nemél automaticky znamenat zrugeni operace. Mél by spustit DALSI KROKY
Oveérit baseline: Zeptat se rodiny/pecovatele: Jaky je obvykly stav? Je zhorseni nové? Je kolisavé? Nejde uz o delirium?

Zhodnotit schopnost informovaného souhlasu: Pacient mize mit lehkou kognitivni poruchu a stéale byt schopen rozhodovani, ale

komunikace musi byt pomalejsi, jasngjsi a idealné s pisemnymi instrukcemi.

Zapojit rodinu / pecovatele. Rodina pomUze s anamnézou, léky, orientaci pacienta a pooperacnim rezimem. ACS doporucuje pri
pozitivnim screeningu prizpdsobit komunikaci, zapojit podpdrny systém pacienta a diskutovat riziko deliria, ztraty funkce a cile

péce.

Informovat anesteziologicky tym. Pacient ma vyssi riziko pooperacniho deliria a mize potfebovat Upravu anestetického a

analgetického planu.



Prevence deliria — hlavni spoustece

Dezorientace Imobilita
dehydratace poruchy spanku
Bolest senzorickou deprivaci
Hypoxie nevhodné leky

Infekce



Delirium higlights do doporeceni

Je nutné sledovat prijem tekutin, ionty, renalni funkce, obstipaci a vyzivu.

Hypoxie, pneumonie, mocova infekce nebo zbytecny mocovy katétr zvysuji riziko deliria. NICE doporucuje hodnotit hypoxii, optimalizovat

saturaci, vyhledat a |écit infekci a vyhybat se zbytecné katetrizaci.

Pacient by mél vstavat a mobilizovat se co nejdfive po operaci, podle chirurgickych omezeni. | u pacientd, ktefi nemohou chodit, maji smysl

aktivni pohyby koncetin na IGzku

Nelécena bolest delirium zhorsuje, ale nadmérna sedace opioidy také. Cilem je multimodalni analgezie: paracetamol, lokoregionalni

techniky, nefarmakologické metody, opatrné davkovani opioidl a pravidelné prehodnocovani bolesti. Minimalizace anticholinergik.

Léky sccentralnim Gcinkem: benzodiazepiny, Z-hypnotika, anticholinergika, sedativni antihistaminika, tricyklicka antidepresiva, antipsychotika

bez jasné indikace, opioidy a kombinace zvysujici sedaci

Spanek: Nocni hluk, opakované buzeni, svétlo a nocni vykony zvysuiji riziko deliria. Cilem je zachovat denni/nocni rytmus, omezit noc¢ni

odbéry a méreni, tlumit hluk a svétlo.



Prakticky zapis do predop. vysetreni

 Kognitivni screening: Mini-Cog 2/5, pozitivni screening kognitivni poruchy. Dle rodiny je pacient vdomacim prostredi

orientovany, ale posledni rok zapomina léky a potrebuje pomoc s financemi.
* Riziko deliria: vysoké — vék, frailty CFS 5, polyfarmacie, porucha sluchu, planovana vétsi operace.

* Plan: zapojit rodinu do pouceni a pooperacni péce, informovat anesteziologicky tym, revize medikace se zamérenim na
sedativa/anticholinergika, naslouchadla a bryle ponechat dostupné, casna mobilizace, prevence zacpy/dehydratace,

opioid-sparing analgezie, denni screening deliria 4AT po operaci.



Moderni predoperacni checklist

StarSi multimorbidni
pacient

Dokumentujte zranitelnosti, které mohou zménit perioperacni plan — ne pouze ,schopnost k operaci®.

Krehkost & funkce
Kognice & delirium
Vyziva & sarkopenie

Polyfarmacie

Kardio-pulmonalni
riziko

| Renalni/anémie/metab
olické

Cile a podpora

CFS, rychlost chtuze/TUG, pady, ADL/IADL

Mini-Cog/MoCA/4AT, pfedchozi
delirium/demence, zrak a sluch

ubytek hmotnosti, svalova sila,
polykani/chrup, alboumin selektivné

Beers, anticholinergni zatéz, opioidy/benzodiazepiny,

antikoagulace, SGLT2, antidiabetika

funkéni kapacita a symptomy;
EKG/BNP/troponin selektivné

davkovani pfi CKD, diagnostika anémie,
diabetes bez preléceni

kapacita, dfive vyslovena prani, pecujici,
propusteni, prijatelné kompromisy

Hlavni sdeéeleni

Novy pristup =
preoperacni geriatricka
optimalizace

Cilem je vCas najit reverzibilni rizika
a podle nich upravit:

anestezii a rozsah operace
medikaci a prehabilitaci

pooperacni monitoring

plan propusténi — i vhodnost
vykonu

Nejde o ,,clearance‘: jde o rozhodnuti, jak operaci bezpecné pripravit, provést — nebo zda ji viibec zvolit.




Prepare BEFORE your first appointment with your surgeon and care team:

5. Do you have a primary care provider (PCP) and do you want us to send a summary of your surgery?

["] Yes (name and phone number of PCP);

1.  What matters most to you? What do you hope to gain from this surgery? How will this operation affect
your activities (e.g., walking, gardening) and your lifestyle (e.g., travel, self-care)? [ No

6. Are you taking any medications? This includes prescriptions, vitamins, supplements, weight loss
medication, over-the-counter medications, nicotine (smoke, vape, patch, chew), marijuana or cannabis
products, and alcohol.

If yes, provide a list or complete the table below. Your surgical team will review what may have to be
adjusted before surgery. To find out more, go to Medications and Surgery at facs.org/gsvpatient.

2. Have you chosen the person to make healthcare decisions for you in case you are not able Name of medication or When and how often

to do so (a medical proxy)? supplement What is it for? do you take it? Dosage Concerns

|| Yes, the person is: (name and phone number)

3. Do you have advance directives? An advance directive is a document that lets you have a say about

how you want to be cared for if you cannot speak for yourself.

] Yes, | will bring a copy for my surgeon.

|| No, I do not have one. (If no, consider preparing one. Go to facs.org/gsvpatient for more information.)

3. If lam too sick or unable to speak for myself, how can | make sure you know my wishes?

7. List any allergies and reactions to medications below:

[ I'have no allergies.

List any allergies and your reaction:

4. Do you have someone ready to help you with care when you are home?

Name and phone number; Relationship:

[] I do not have anyone yet.



Questions to ask your surgeon/care team DURING your appointment before surgery:

1

What surgery am | having? Why do | need this operation?

What happens if | do not have the operation? Are there other treatment choices and what is the best
option for me?

What are the risks and possible problems of having the operation? How does my health and lifestyle
change my risks? Your surgeon will discuss your risks based on your health.

What should | expect if everything goes well? Will surgery improve my quality of life? In what ways?

How do | prepare for my operation? What are the tests or medication changes? Are there things | should
be doing before hand to help me have the best recovery, such as nutrition drinks, exercise, set up for
additional help? How long will | be in the hospital?

What can | expect during recovery? When can | go back to doing [insert valued hobby/activity]? Can you
tell me about my wound care, lifting, and activity changes? How will | become active again or at least be up
and moving after surgery?

How will my pain be managed after surgery? Are there any ways to manage my pain without opioids?
To learn more, go to facs.org/gsvpatient.

Are there any special screenings or issues to review before surgery? If there are issues, can you tell me
how they may affect my recovery from surgery?

] Cognition (thinking)

| Delirium (confusion) risk

"] Functional status (daily activities),

] Mobility (walking or moving)

"] Nutrition

] Swallowing

"] Need for palliative care assessment,

(If applicable) | wear glasses, hearing aids, dentures, or other personal assistive devices. How will these
items be stored and when will | get them back after surgery?




AHA doporuceni

2024 AHA/ACC/ACS/ASNC/HRS/SCA/ SCCT/SCMR/SVM Guideline for Perioperative Cardiovascular Management for Noncardiac Surgery: A Report of the American

College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines



Table 4. Risk Scores and Calculators

age 265y)

Criteria Age>70y (5 Ischemic heart Age Age group Age group ASA class Agez75y
points) diseasa ASA class Sex ASA class History of HF History of heart
Recent MI w'nt hin C.erebmvascular Preoperative ASA class Urgency of History of stroke disense
6 mo (10 points) | disease i
function . surgery . Symptoms of
. Functional status Diabetes .
Jugular venous History of HF Creatini . angina/
N ) atinine Specialty -
distention or a Ineulin therapy for Emergency case Functional status dyspnea
third heart Sﬁ\md diabetes Procedurs Steroid use for chronic Severity of (partilly versus Hemoglobin
on auscultation type (anorectal | o tion surgery totally <12mgldL
(11 points) Serum creatinine | surgery, aortic, Cancer dependent) a
22.0 mg/dL bariatric, brain, Ascites within 30 d - Vascular
=6 PVCs per N . Creatinine >1.5
- ; . breast, cardiac, | preoperatively surgery
minute (7 points) | Planned high- ENT. for ” s mg/dL
. risk procedure  faregu System sepsis within 48 h . Emergency
Nonsinus rhythm | y hepato- reoperativel Surgical
PACs on (intraperitoneal, ancreatobiliar preep Y category surgery
or tive ECG intrathoracic, or P e 2
preoperative vascular surgery) -
(7 points) gery) pendix/adrenal/ Disseminated cancer
, . (1 point for each | spleen, intestinal,
:;)irrt‘»t(;stenosm @ criterion) neck, obstetric/ | Diabetes
gynecologic, Hypertension requiring
Intraperitoneal, orthopedic, other | medication
intrathoracic, or abdomen, periph- . .
aortic surgery (3 eral vascular, skin, Previous cardiac event
points) spine, thoracic, HF in 30 d preoperatively
Any emergency urology, vein) Dyspnea
surgery (4 points;
urgery (4 points) Current smoker within 1 y
History of COPD
Dialysis
Acute renal failure
BMI class
CPT-specific linear risk
Score Range | Class I: 0-5 points | Class I: RCRI 0 0%-100% 0%-100% 0%-100% 0%-100% CVRI Score 0
lowest risk) (lowest risk) (0% lowest risk, | (0% lowest risk, 100% | (0% lowest risk, | (0% lowest risk, | 1°%est sk
Class Il: 6-12 Class Il: RCRI 1 100% highest highest risk) 100% highest 100% highest CVRI Score 1
points Class II:RCRI 2 | "¢ risk) risk) CVRI Score 2
?Q?:fs"“ 1825 | Class Iv: RCRI CVRI Score 3
i ’ }
3+ (highest risk)
Class IV: 226 gyz'eifz;:fa
points (highest risk) 9
Threshold Class Il or higher [ RCRI>1 >1% >1% >1% CVRI Score =22
Denoting (26 points)
Elevated Risk
Outcome P MI, P Cardiac arrest, M, all- 30-d mortality Cardiac arrest, Death, MI, or
postoperative MI, | edema, ventricular | postoperative Ml | cause mortality within 30 d MI, all-cause stroke at 30 d
pulmonary edema, | fibrillation, com- | or cardiac arrest mortality within
VT, cardiac death | plete heart block, | within 30 d 30d
cardiac death
Derivation (n) | 1001 1422 211410 1414006 19097 584931 3284
Derivation 0.81 0.76 0.88 0.90 (cardiac arrest or MI) N/A 0.90
Set ROC 0.94 (mortality)
Validation 0.70 0.81 0.87* 0.88 (cardiac arrest or 0.91% 0.83* 0.82*
Set ROC 0.75¢ MI)* 0.94 (mortality) (0.76 in adults

Recommendation for Cardiovascular Risk Indices
Referenced studies that support the recommendations are

summarized in the

1. In patients with known CVD being considered
for NCS5, a validated risk-prediction tool can
be useful to estimate the risk of perioperative
MACE."*




https://riskcalculator.facs.org/RiskCalculator/Patientinfo.jsp

o Existuji i jiné mozné vhodné moznosti Iécby? [ ) DalSi chirurgické mozZnosti [ ] DalSi neoperaéni moznosti [ ] Zadny

Zadejte prosim co nejvice nasledujicich informaci, abyste ziskali co nejlepsi odhady rizika.
Pokud neposkytnete vSechny nize uvedené informace, bude vygenerovan hruby odhad.

Vék (mezi 18 a 112 lety): €D Diabetes )

50 Zadny v

Sex HyPert.enze vyzadujici Iéky 0
Jena v Zadny v

Funkéni stav 0 Mvérsin'c'wé srdecni selhani 30 dni pred operaci 0
Nezavisly v Zadny ~

Nouzovy pfipad 0 P?f:lpora kysliku 0

Zadny ~ Zadny v

Trida ASA o S?ch':a.sny kufak do 1 roku 0
Zdravy pacient v Z&dny ~

Imunosupresivni terapie 0 Af'?mr,'éza tézke CHOPN o
Zadny v Z&dny ~

Ascites do 30 dnu pfed operaci 0 Dizlrlg'(ze’a 0

Zadny ~ Zadny v

Akutni pogkozeni ledvin 2./3. stupné 0
Zadny v
Vypocet BMI: €D

Systémova sepse do 48 hodin pred operaci 0
Zadny v
Zavislé na ventilatoru 0
Zadny v Vyska: v/ cm
Diseminovana rakovina 0

Fadng Hmotnost: libry / kg
adny v




Table 5. Duke Activity Status Index (DASI)

Referenced studies that support the recommendations are

take care of yourself (eg, eating, dressing, bathing, or using the 2.75

) summarized in the
toilet) ?

walk indoors, such as around your house? 1.75

1. In patients undergoing elevated-risk NCS, a
walk a block or 2 on level ground? 2.75 structured assessment of functional capac-
climb a flight of stairs or walk a hill? 55 ity (such as the Duke Activity Status Index

[DASI]) is reasonable to stratify the risk of
run a short distance? 8 perioperative adverse cardiovascular
-8

do light work around the house (eg, dusting, washing dishes)? 2.7 events.’

do moderate work around the house (eg, vacuuming, sweeping | 3.5

floors, carrying in groceries)? Recommendation for Frailty

do heavy work around the house (eg, scrubbing floors, lifting or 8 Referenced studies that support the recommendations are

moving heavy furniture)? summarized in the

do yardwork (eg, raking leaves, weeding, pushing a power 4.5

mower)? . In all patients >65 years of age and in those <64

have sexual relations? 5.95 years with perceived frailty who are undergoing
elevated-risk NCS5, preoperative frailty assessment

participate in moderate recreational activities (eg, golf, bowling, | 6 using a validated tool can be useful for evaluating

dancing, doubles tennis, throwing a baseball or football)? perioperative risk and guiding management.’5

participate in strenuous sports (eg, swimming, singles tennis, 7.5
basketball, skiing)?




Recommendations for 12-Lead Electrocardiogram

Recommendations for Preoperative Biomarkers for Risk Stratification Referenced studies that support the recommendations are

Referenced studies that support the recommendations are

summarized in the

summarized in the

For patients with known coronary heart disease, signifi-
cant arrhythmia, peripheral arterial disease, cerebrovas-
cular disease, other significant structural heart disease,
or symptoms* of CVD undergoing elevated-risk sur-
gery, a preoperative resting 12-lead electrocardiogram
(ECG) is reasonable to establish a preoperative base-
line and guide perioperative management.'?

1. In patients with known CVD, or age 265 years, or
age =245 years with symptoms suggestive of CVD
undergoing elevated-risk NCS, it is reasonable to
measure B-type natriuretic peptide (BNP) or N-
terminal pro—B-type natriuretic peptide (NT-proBNP)
before surgery to supplement evaluation of
perioperative risk.'*

2. In patients undergoing NCS with a preoperative
ECG exhibiting new abnormalities,t further evalu-
ation is reasonable to refine assessment of cardio-
vascular risk3®

2. In patients with known CVD, or age =65 years,
or age =45 years with symptoms suggestive of
CVD undergoing elevated-risk NCS, it may be
reasonable to measure cardiac troponin (cTn)
before surgery to supplement evaluation of peri-
operative risk.*8

3. For asymptomatic patients undergoing elevated-risk
surgeries without known CVD, a preoperative rest-
ing 12-lead ECG may be considered to establish a
baseline and guide perioperative management391°

4. For asymptomatic patients undergoing low-risk surgi-
cal procedures, a routine preoperative resting 12-lead
ECG is not recommended to improve outcomes."




Recommendations for Assessment of Left Ventricular Function

Referenced studies that support the recommendations are Recommendations for Stress Testing

Referenced studies that support the recommendations are

summarized in the
summarized in the

In patients undergoing NCS with new dyspnea,
physical examination findings of HF, or suspected
new/worsening ventricular dysfunction, it is recom-
mended to perform preoperative evaluation of LV
function to help guide perioperative management.'®

For patients undergoing elevated-risk NCS with
poor or unknown functional capacity and elevated
risk for perioperative cardiovascular events based on
a validated risk tool, stress testing may be consid-
ered to evaluate for inducible myocardial ischemia.’

2. In patients with a known diagnosis of HF with wors-
ening dyspnea or other change in clinical status

2a C-LD undergoing NCS, preoperative assessment of LV

function is reasonable to help guide perioperative

management,' 4711

2. In patients who are at low risk for perioperative
cardiovascular events, have adequate” functional
capacity with stable symptoms, or who are undergo-
ing low-risk procedures, routine stress testing before
NCS is not recommended due to lack of benefit.'

In asymptomatic and clinically stable patients undergo-
ing NCS, routine preoperative evaluation of LV func-
tion is not recommended due to lack of benefit.!?-'®

*Poor functional capacity is considered <4 METs or a DASI score of <34.




Recommendations for Coronary Computed Tomography Angiography
Referenced studies that support the recommendations are

summarized in the

. For patients undergoing elevated-risk surgery with
poor” or unknown functional capacity, and elevated
risk for perioperative cardiovascular events based
on a validated risk tool, coronary computed tomog-
raphy angiography (CCTA) for the detection of
high-risk coronary anatomyt may be considered.'™*

2. In patients who are at low risk for perioperative
cardiovascular events, have adequate” functional
capacity with stable symptoms, or who are undergo-
ing low-risk procedures, routine CCTA before NCS
is not recommended due to lack of benefit."®

“Poor functional capacity is considered <4 METs or a DASI score of <34.
tHigh-risk coronary anatomy is defined as patients with obstructive stenosis

who have =50% left main stenosis or anatomically significant 3-vessel disease
(=70% stenosis).?

Recommendation for Invasive Coronary Angiography

1.

In patients undergoing NCS, routine preoperative
invasive coronary angiography (ICA) is not recom-
mended to improve perioperative outcomes.'?




Management of acute cardiac
condition and multidisciplinary
team discussion for deferral of
surgery, noninvasive treatment,

Patient With Cardiovascular Risk

Factors*, Disease, or Symptoms

Proceed to surgery

Scheduled for NCS

YES

Emergency surgery?

Proceed to surgery

Does the patient have?

« Acute coronary syndrome

« Unstable cardiac arrhythmias
« Decompensated heart failure

or palliation
Estimation of perioperative risk

Does the patient have any of the following risk
modifiers?

Risk calculator + Severe valvular heart disease (Section 6.4)

for adverse + Severe pulmonary hypertension (Section 6.3.2)
cardiovascular > « Elevated-risk congenital heart disease (Section 6.3.3)
events « Prior coronary stents/CABG (Sections 6.1.1 & 7.5)
(2a) « Recent stroke (Section 6.7)

« CIED (Pacemaker/ICD) present (Section 6.6)
« Frailty (Section 3.3)




Y

Estimation of perioperative risk
Does the patient have any of the following risk
modifiers?
Risk calculator « Severe valvular heart disease (Section 6.4)
for adverse + Severe pulmonary hypertension (Section 6.3.2)
cardiovascular - Elevated-risk congenital heart disease (Section 6.3.3)
events « Prior coronary stents/CABG (Sections 6.1.1& 7.5)
(2a) « Recent stroke (Section 6.7)
« CIED (Pacemaker/ICD) present (Section 6.6)
« Frailty (Section 3.3)
Low calculated risk! Elevated calculated risk!
and no risk modifiers y y and no risk modifiers v

Risk modifier present
with any calculated risk!

Proceed to surgery

Consider appropriate team-based
consultation* regarding timing of NCS
and perioperative diagnostic testing and

Consider GDMT initiation for long-term management
cardiovascular risk reductloq and disease 12-lead ECG is reasonable in patients with
management, as applicable established CVD oF e
(Section 7) (2a) sympt
l (Section 4.1)

Poor or unknown functional capacity
Proceed to surgery NO (DASI <34, METs <4) - N EAtPe AP dv
(23 (1/2a)
(Sections 4.2, 6.4.1, and 6.4.3)

Consider GDMT initiation for long-term
cardiovascular risk reduction and disease

Proceed to surgery or consider
alternative strategies: deferral
of surgery, noninvasive

management, as applicable

Will further testing (Section 7)
ection

impact decision-making/

perioperative care?

treatment, or palliation

Preoperative biomarker risk assessment:

BNP/NT-proBNP
(2a)




Proceed to surgery

-

YES

(2a)

Preoperative biomarker risk assessment:

Multidisciplinary team discussion

\4

Normal biomarker(s)

Abnormal biomarker(s)$

regarding risks and benefits of
additional cardiac evaluation

Pursue cardiac evaluation
Consider s
echocardiography
Low-risk findings Elevated-risk findings' Defer additional
cardiac
evaluation
\i \4

Proceed to surgery

invasive

Consider alternative strategies:
deferral of surgery, noninvasive or |

treatment, or palliation or
proceed to surgery




6.1.1. Coronary Revascularization

Recommendations for Hypertension and Perioperative Blood Pressure
Management
Referenced studies that support the recommendations are

Recommendations for Coronary Revascularization
Referenced studies that support the recommendations are

. . summarized in the
summarized in the u rized i

Preoperative Blood Pressure Management

In patients with ACS being considered for elective
NCS, coronary revascularization as appropriate and
deferral of surgery is recommended to reduce peri-
operative cardiovascular events.'™®

1. In most” patients with hypertension planned for elec-
C-EO tive NCS, it is reasonable to continue medical therapy
for hypertension throughout the perioperative period.t

2. In patients undergoing elective elevated-risk surgery
who have cardiovascular risk factors for periopera-
tive complications# and recent history of poorly con-
trolled hypertension (systolic blood pressure [SBP]
=180 mm Hg or diastolic blood pressure [DBP]
>110 mm Hg before the day of surgery), deferring
surgery may be considered to reduce the risk of
perioperative complications.t!?

2. In patients with CCD and hemodynamically signifi-
cant left main coronary artery stenosis =250% who
are planning elective NCS, coronary revasculariza-
tion and deferral of surgery is reasonable to reduce
perioperative cardiovascular events.'®!!

C-LD

3. In patients with non—left main CAD who are
planned for NCS, routine precperative coronary
revascularization is not recommended to reduce
perioperative cardiovascular events."'?"'®

Intraoperative Blood Pressure Management

3. In patients undergoing NCS, maintaining an intraop-
erative mean arterial pressure (MAP) 260 to 65 mm
Hg or SBP 290 mm Hg is recommended to reduce
the risk of myocardial injury.*™®

*Modified from the “2021 ACC/AHA/SCAI Guideline for Coronary Artery Re-

vascularization."'®

Recommendations for Heart Failure Recommendations for Aortic Stenosis

Referenced studies that support the recommendations are
summarized in the

Patients with severe AS should be evaluated for the
C-LD need for aortic valve intervention before elective
NCS to reduce perioperative risk.”'?

In patients with HF undergoing elective NCS,
sodium-glucose cotransporter-2 inhibitors (SGLT2i)
C-LD should be withheld for 3 to 4 days® before surgery

2. In patients with suspected moderate or severe AS
who are undergoing elevated-risk NCS, preoperative

when fegsiblg to .reduce the risk of perioperative C-EO echocardiography is recommended before sleciive
metabolic acidosis.'™ . : . .
NCS to guide perioperative management.
2. !n patients with comp.ensated HF undergomg NCS,II‘I 3. In asymptomatic patients with moderate or severe
is reasonable to continue GDMT (excluding SGLT2i) . .
C-LD . , , . o AS and normal LV systolic function as assessed by
in the perioperative period, unless contraindicated, to C-LD

echocardiography within the past year, it is reason-

1 i 4-8
reduce the risk of worsening HF. able to proceed with elective low-risk NCS.*®




Consider nonsurgical management,
minimally invasive alternatives,
BAV before NCS, palliative care, or
proceed with elevated-risk surgery
after shared decision-making

Severe Aortic Stenosis*
Requiring Elective or Time-Sensitive NCS

!

Multidisciplinary team
discussions: cardiology,
anesthesiology, and
surgery

v

LVEF <50%

Candidate for

AVR? Can delay NCS?

A

'

Y

LVEF 250%

A

Elevated-risk
surgery*

Evaluate for AVR Team-based,
before elective patient-centered
elevated-risk NCS decision regarding
(1) how to proceed

Reasonable to
proceed with
——» elective low-risk
NCS
(2a)

Team-based, patient-centered
decision for procedural modality

Y

| | sawm |




asymptomaticky pacient « nizkorizikova

Co rutinné neindikovat pred operaci nekardidini operace

Laborator a transfuzni priprava

Neobjednavat rutinné krevni obraz, koagulaci, biochemii ani vySetfeni krevni skupiny +
N E screening protilatek u vSech pacientt bez indikace.

EKG a kardialni zobrazovani

Neindikovat bazalni EKG u asymptomatickych pacientt pfed nizkorizikovym vykonem. Bez
rutinni zatéZové nebo pokrocilé neinvazivni kardialni diagnostiky.

rutinni Echo a zatézové testy

reenin
A g pro Neprovadét klidovou echokardiografii ani kardialni zatézoveé testy u asymptomatickych

jiStOtU“ pacientl pred nizko- azZ stfedné rizikovou nekardialni operaci.
VlySetfeni ma mit klinickou RTG hrudniku
md'k?C' a V}’S!edek U] 2l Neindikovat bazalni ani pfijimaci RTG hrudniku u asymptomatickych ambulantnich pacientt s
perioperacni management. nevyznamnou anamnézou a fyzikalnim nalezem; vyjimkou je chirurgické €i onkologické
hodnoceni.

Praktické pravidlo: u nizkorizikového vykonu testujte cilené podle anamnézy, fyzikalniho nalezu, komorbidit a o¢ekavaného dopadu na
péci.



Sample Pre-op Clinic Consultation Guideline

NYGH Pre-operative Clinic Consultation Guideline

(This table is intended as a guideline anly)

i. Minimally invasive ii. Minimal to moderately iii. Moderately to iv. Highly invasive v. Other Procedures
invasive sign invasive
) o ENT - Myringotomy, ° ENT - T&A, Mastoid, Sep-  * ENT - Thyroidectomy, * GEN - Major bowel resec- * ORTHO - Arthroplasty
Surgical Microlaryngoscopy, Bron-  to/Rhinoplasty, Sinus Parotidectomy tion , Major VATS oropen  (Hip/knee/shoulder) or
Calegory choscopy * GEN - Ano-Rectal Proc., « GEN - Chole (open), Major  thoracic, esophagectomy Shoulder arthroscopy
s GEN - Port Insertion Hernia, Lap chole/appy/ laparoscopic proc. Stom- = ORTHO - IM Nailing, Hip
* GYN - Hysteroscopy hernias/lysis , Breast Biop- ach/ Spleen/Bowel, Open & Long Bone Fractures,
s PLAS — Extremities sy/Needle Loc, Mastectomy  bowel resection Amputations
Patient's « OPHTHAL* = VASC - Vein Ligation/ = GYN - Hyst/Myomectomy, * UROL - Radical Prostate
» URO - Circumcision, Stripping Vaginal hyst/repair *VASC - Bypass, Aneu-
Physiological Vasectomy, Cystoscopy = GYN - D&C, Laparoscopy = ORAL — Oral/Maxillofacial rysm Repair, Endarterec-
* PSYCH - ECT » ORAL - Dental/Resto- * ORTHO - Extremities tomy
Status rations Extractions/biopsy = PLAS — Breast Reduction
» ORTHO - Arthroscopy * UROL - Nephrectomy,
(except shoulder) TURP
1 No organic, physiologic, biochemical or .
psychiatric disturbance Bl

RN Only

2 Mild to moderate systemic disturbance it: Pre-Op Visit:
Example: Heart disease that slightly limits physical activity, ’ BN O ’
hypertension, diabetes, chranic bronchitis, anemia nly

3 Severe systemic disturbance that limits
activity

Example: Heart or chronic pulmonary disease that limits
activity, poorly controlled hypertension, diabetes on insulin
and/with complications, angina pectoris, history of previous
MI, OSA +/- CPAP, cancer

4 Severe systemic disturbance that is life
threatening

Example: CHF, persistent angina pectoris, advanced
pulmonary, renal, or hepatic dysfunction, recent TIA

Patients requiring unique perioperative care
Example: Anticoagulant medications +/- bridging required,
coagulopathy, polypharmacy, Jehovah's Witness, airway
concerns, history of problems with anesthetics, chronic
pain, planned ICU admission, obstetrical patient with
comorbidity

*Ophthalmology patients undergoing lens surgery with local anesthetic and sedation do not require routine preoperative consultation

Medicine Consult Recommended For:

= Coronary artery disease = Use of stercids (or recent taper) or immunosuppressive medications
= Type 1 or type 2 diabetes on insulin or =2 oral agents * Need for endocarditis prophylaxis (undergoing GI'GU/oral procedure with history of IE, prosthetic
= Use of aspirin, clopidogrel, ticagrelor, prasugrel, warfarin, dabigatran, rivaroxaban, apixaban or valve, cyanotic heart disease or heart transplant)

edoxaban » Elevated respiratory risk (asthma/COPD with recent or frequent exacerbations, ILD)

& Flavatad rardiar riele (2 ne moea af- CAD CHE OO DM Ancineniling TIA fetenleal




Sample Pre-Operative Testing Grid

If there is any doubt regarding appropriate preoperative testing please notify the Pre-Operative Clinic Anesthesiologist for guidance. Please avoid ordering repeat testing (and include
current test results) if a patient has had recent similar testing and there are no new changes to the patient’s health or therapies:

BhCG can be ordered, if result would change management, on the Preop Order Sheet.

Sickle cell screen can be ordered for high risk populations (West Central Africa, Saudi Arabia, East Central India, Southern ltaly, Northern Greece, Southern Turkey, African American, Caribbean), if
result would change management, on the Pre-op Order Sheet.

*MSBOS = Maximum Surgical Blood Order Schedule



Dekuji za pozornost



