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Ml Preoperafive anaesthesia clinic

|y s Y = @
» ldentifying patients at increased risk for perioperative complications '

» Risk reduction to improve patient outcome
» Pharmacologic interventions preoperatively

» Choice of anesthetic technique + consent
f | » Neuraxial/locoregional vs general
% » Airway evaluation
» Total intravenous vs inhalational anaesthesia (PONV risk )

» Monitoring depth of anaesthesia

» Accepting for surgery or referring for more conventional freatment if
|  patient’srisk does not match the benefit of the procedure

” ASA
NSQIP Surgical Risk

-
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Informead

Het team hanteert een beleid met betrekking tot informed consent
dat voldoet aan vigerende wet- en regelgeving.

De teamleden informeren cliénten en familieleden ftijdig, volledig en
nauwkeurig om hen fte helpen keuzes te maken ten aanzien van de
behandeling.

Het team controleert of de cliént en zijn familie de verstrekte
Informatie over de behandeling begrijpen en Iegt,\de uitkomst van
die controle vast in het dossier van de cliént.




ASA

Classification

A patient with mild Smoker; more than minimal drinking; pregnancy; obesity; well
systemic disease controlled diabetes, well controlled hypertension; mild lung disease.

Diabetes, poorly controlled hypertension; distant history of MI, CVA,
A patient with severe TIA, cardiac stent; COPD, ESRD:; dialysis; active hepatitis;
ASA Il systemic disease, not : g : !
A R implanted pacemaker; ejection fraction below 40%; congenital
incapacitating

metabolic abnormalities.

A patient who has already
been declared brain-dead
and whose organs are
being removed for
transplant.

The addition of an 'E" indicates emergency surgery.




Cruciaal

» Preoperatieve vragenlijst: alle
antwoorden zijn neen bij een
ASA 1 gezonde patiént

» Optimalisatie van de
toestand van de patiént

» Voldoende op voorhand

u Universitair Ziekenhuis Gent
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Anaftylactische shock




Maligne hyperthermie

» Pharmacogenetic disorder of calcium homeostasis in skeletal
muscle

» Prevalence 1:15000-1:50000

» Accumulation of Ca in the sarcolemma: sustained contractures of
skeletal muscle

A Voltage
Dihydropyridine

Exterior receptor

Cytosol

Ryanodine
receptor

Sarcoplasmic
reticulum
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+ Acute heart failure

» Significant cardiac arrhythmias

» Symptomatic valvular heart disease

» Recent myocardial infarction® and residual myocardial

ischaemia

oL ¥u
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Low-risk: <1%

+ Superficial surgery
* Breast
Dental
« Endocrine: thyrold
« Eye
Reconstructive
« Carotid asymptomatic (CEA or CAS)
« Gynaecology: minor
Orthopaedic: minor (meniscectomy)
Urological: minor (transurethral resection
of the prostate)

Intermediate-risk: 1-5%

« Intraperitoneal: splenectomy, hiatal hernia
repair, cholecystectomy

= Carotid symptomatic (CEA or CAS)

« Peripheral arterial angioplasty

» Endovascular aneurysm repair

» Head and neck surgery

» Neurological or orthopaedic: major (hip
and spine surgery)

» Urological or gynaecological: major

» Renal transplant

« Intra-thoracic: non-major

High-risk: >5%

« Aortic and major vascular surgery

« Open lower limb revascularization or
amputation or thromboembolectomy

« Duodeno-pancreatic surgery

« Liver resection, blle duct surgery

» Oesophagectomy

« Repair of perforated bowel

» Adrenal resection

« Total cystectomy

« Pneumonectomy

« Pulmonary or liver transplant

gy ol mrmenth e and et cpeat v

rgmes gpprapiien sectom ) | CAS, carotid artery stenting; CEA, carotid endarterectomy. “Surgical risk estimate is a broad approximation of 30-day risk of cardiovascular death and myocardial infarction
IS Sxsmmey kg pmms groR. XS iy sl e ECE = secbmiamdhogen 10 = cmeret el dtves ’l that takes into account only the specific surgical intervention without considering the patient's comorbidities. ®Adapted from Glance et al.'’

- des Y TumTeEERCTE .
The majority of patients with stable heart disease can undergo low and
intermediate risk surgery without additional evaluation
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Take care of yourself? Climb two flights of stairs
Eat, dress, or walk up a hill?
or use the toilet?
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Do heavy work
around the house like
scrubbing floors of lifting
or moving heavy
furniture?

Walk indoors
around
the house?

Walk 100 m Participate in strenuous
on level ground sports like swimming,

s at 3to 5 km per h? singles tennis, football, .

S el oA s e it g :
R S ald e e T basketball, or skiing?
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Wijeysundera et al.
Integration of the Duke Activity Status Index into preoperative risk evaluation
British journal of anaesthesia 2020; 124: 261-70
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Q of the consultation

» The actual anaesthesia provider has to trust the anaesthesia
consultant

» The PAC-file has to reflect sufficient and adeqguate information
» Consensus based guidelines

Kristensen SD, Knuuti J, Saraste A, et al. 2014

ESC/ESA Guidelines on non-cardiac surgery: cardiovascular assessment and management: The Joint Task Force on non-cardiac surgery:
cardiovascular assessment and management of the European Society of Cardiology (ESC) and the European Society of Anaesthesiology (ESA).
Eur J Anaesthesiol 2014

De Hert S, Imberger G, Carlisle J, et al.

Preoperative evaluation of the adult patient undergoing non-cardiac surgery:
guidelines from the European Society of Anaesthesiology.

Eur J Anaesthesiol 2011; 28: 684-722



PONV-PDNV

Intensity of
Nausea & Vomiting

-

General anaesthesia is the

>

E S i clinical use of potent and
oot potentially lethal drugs, to
| \ A produce a state of controlled,
| reversible poisoning to =5
achieve narcosis, analgesia
>

and reflex suppression
administered with professional

skill.. |
i

? ; inflammatory mediators ? ;
0

1 2 3
Surgery Times (days)



Risk scores for PONV and PDNV

%Ilﬂlll
9 4.® % 4

Risk Factors

Non-Smoker

History of PONV

Postoperative Opioids
Sum =

Figure 1. Risk score for PONV in adults. Simplified risk score from
Apfel et al.? to predict the patient's risk for PONV. When 0, 1, 2, 3,
and 4 of the risk factors are present, the corresponding risk for
PONV is about 10%, 20%, 40%, 60%, and 80%, respectively. PONV =
postoperative nausea and vomiting.

PDNV Risk (%)

Number of Risk Factors

Risk Factors

Femalesex | 1 |
FHistoryol PONV__———— |1 |
Age<sOyears | 1
Use of opioids nthe PACU | 1|
NauseainthePACU | 1
[ —

Figure 2. Simplified risk score for PDNV in adults. Simplified risk
score from Apfel et al.*® to predict the risk for PDNV in adults. When
0,1, 2, 3,4, and 5 risk factors are present, the corresponding risk for
PDNV is approximately 10%, 20%, 30%, 50%, 60%, and 80%, respec-
tively. PDNV = postdischarge nausea and vomiting; PONV = postop-
erative nausea and vomiting; PACU = postanesthesia care unit.




Risk factors for PDNV

A Post-anesthesia Care Umt B Post-discharge

all patients / all patients
n=2170 \ / n=2170

Fig. 1. Percentage of patients who expenenced nausea and/or vomiting (A) in the postanesthesia care unit and (B) postdis-
charge. The incidence of severe vomiting (SV) in the postansesthesia care unit was 0.2%.

Female 1,54
< 50 yrs 2,17
History PONV 1,5

Opioid in PACU 1,93
Nausea in PACU 3,14

any nausea

moderate nausea

severe nausea

any vomiting
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severe vomiting

3 +
Simplified PDNV Score
Fig. 6. Relationship between the simplified postdischarge
nausea and vomiting (PDNV) risk score and the incidence of
PDNV in the validation dataset.



| Petn o argica apecic ot ticten e srwagy, o 43 rat slow
| Cwthe tateg o Ueerert T8 CoMAEET j3vide BOORTEO2END On
| oW s madcs rEragReT, sTvetrcs |7 CEGE wets ©2

| contrxastee o chesee codormcts sedesl sy

et cptes £225k bo dactame v o T8 L by e, Twdwag
| bt oty cus SUzEe m e weisen PV tave kepicmsos on
| et bl ad wagicd cam | o maanon i S roaeecs of crande

| Sa3a Sepanteg or fhe ratoooea of 1t Aeam0e, Sate et Y pOCad 14 |-

| coromry miary FewvecRze. Wit fhe brios o dew et plawiet Serepy
| e mtat aar3cw pescasn cas b dueyad. tx dvmc Sy e paewnat § ewiny
m rrpsmtee w11 cprTe wecc s Taeasy.

[ P —————
| Saetyn ant smdcx haagy, oot ting S Sw SN Cameles

o pamets v 300 @ Tare Cimmcal e et A 300 Hte Samers
06 way e cormstuend 30 AR Thangee 51 g Do penpecdtne
ported

| ety v doce 1T 3 Py T e, A1EA of 8 (At
;n‘--mw_—hmm-m'

|1 patinsts witn bt Sulias and wyeicic Sptanciion, ALK st e

| cormiten st bators s gy

§ o st 0 S geing rewcn vt gery, TOStET if HE 2wy B21aH
-

e

e b e T SOV
| 1 parts Wi 300 o T Clkcal Sk e, TR VRN St ating

| tactne sz chtaneey SopReMi B Fatue 1D pero et et we
|t avers

@70 baatw per miritw wrd wywicc bood pn

S i wtvetagy < srmenth et s and peioperes
AT - sngesansn soonming snuyna bbb
E T - rembole aqetralen

Revised Cardiac Risk Index
1. History of ischemic heart disease
2. History of congestive heart failure
3. History of cerebrovascular disease (stroke or transient ischemic attack)
. History of diabetes requiring preoperative insulin use
. Chronic kidney disease (creatinine > 2 mg/dL)
6. Undergoing suprainguinal vascularintraperitoneal, or intrathoracic surgery

Risk for cardiac death, nonfatal myocardial infarction, and nonfatal cardiac arrest:

0 predictors = 0.4%, 1 predictor = 0.9%, 2 predictors = 6.¢ >3 predictors = >11%




ARISCAT — Using the Model

Age 51-80

Age >80

Preop Sp02 91-95

Preop Sp02 <= 90

Resp infection w/in 1mo
Preop hemoglobin <=10
Upper abdominal incision
Intrathoracic incision
Surgery >2-3 hrs

Surgery >3 hrs

Emergency procedure

14
5.1
2.2
10.7
55
30
44
11.4
49
9.7

16

24
17
11
15
24
16
23

[_1:”-5,‘:'"'" oory

sl ril

Low risk <26 points 1.6%
Intermediate risk 2644 points 13.3%
High risk >=45 points 42.1%
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Asrnicax CorLLrae or SURGRONS
Tnap wimg Onalery Hingdorse Maados o Bottes (nam cmmes

Surgical Risk
Calculator

Procedure . ‘ e oo : m
)./ v i b )

7~

Begin by entering the procedure name or CPT code. One or more procedures will appear below the procedure box. You
will need to click on the desired procedure to properly select it. You may also search using two words (or two partial
words) by placing a ‘+* in between, for example: “chol tectomy+cholangiography”

Reset All Selections

(2)  Are there other potential appropriate treatment options? Other Surgical Options Other Non-operative options
Please enter as much of the following information as you can to receive the best risk estimates.
A rough estimate will still be generated if you cannot provide all of the information below.
Age Group 75-84 years Diabetes (2)
Sex Female v Hypertension requiring medication @

Functional status (2) Independent Previous cardiac event (2)

Congestive heart failure in 30 days prior to (5

Emergency case No v
surgery

AsA class (@)  [1Il - Severe systemic disease
Wound class | Clean Dyspnea @
Current smoker within 1 year (j)

Steroid use for chronic condition @,) |Yes v

Ascites within 30 days prior to surgery (&) [No v History of severe cOPD ()

Systemic sepsis within 48 hours prior to @J

Siroay Dialysis (2)

Acute Renal Failure (@)
Ventilator dependent \f) BMI Calculation: Q) Height (in)

Disseminated cancer \:?) Weight (Ibs) 209-|

JI0AT - Athvianty Ares onoye s platea medie
AND lsterel 1 ompartreerh arth we asfunt petele
artaorg (Iotal toee wttvaplasty|
Age T3-M Femate ASA [ Chesn stemandy, Diatetes
frrul) TN Dyegres with seertioe, COPD. Olsese (Clanal)

Change Patient Risk Factors

Chance of
Outcome

Aboue Average
Aboue Averages
Abuve Averags
Abuve Avetage
Abcve Average
Above Average
Abowe Average
Aboue Average
Aboue Average
Abise Average

Abuve Average

R,

%

7 Surgeon Adjustment of Rigks

No achustmant neceasary
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Bijkomende
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( Back

Uw patiént heeft minstens
één risicofactor volgens de
hartrisico index

« |s minstens &én van de volgende puntjes van
toepassing op uw patient?

Uw patiént is minstens 65
jaar oud

Uw patiént heeft een
geschiedenis van abnormale
bloedingen, spontaan, of na
trauma of chirurgie

Bij uw patiént kan een
nierfunctiestoornis worden
vermoed
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Reduced mortality and morbidity

100 450
» Medical optimisation % 400
» Statins 5 &
70
» B-blockers 300
60
> ... m 250 |
i 50
» Smoking cessation e 200
» Alcohol abstinence . I I 150
» Incentive spirometry 2 . i I 100
: []
» Screening for OSAS 10 50
. o & r 0 0
> Screenlng for ‘frcnl’ry 1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050
» Preoperative correction of anaemia, malnutrition B and over
» Reduction of Postoperative Cognitive Dysfunction (POCD) 65-74 years

All ages
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Vragenlijsten voor anamnese

medicatie anamnese (accreditering)

' AN | — BN ..
Het team verifieert samen met de clieént de medicafie bij opname in
de instelling (inclusief de spoedeisende hulp of inframurale
afdeling).

_—

Het protocol omvat een lijst van de meest actuele medicatie die de
cliént gebruikt (de best mogeliike medicatiegeschiedenis).

Het protocol omvat een vergeliiking van deze medicatielijst voor
opname met de nieuwe door de instelling voorgeschreven —~—
medicatie.

Het protocol stelt duidelijk dat medicatieafstemming een gedeelde
verantwoordelikheid is van de cliént en de zorgverlener.

TG




Cardiac risk factors

» Refer to cardiologist

B blockers and statins should be started Letween 30 days and at least |
week before surgery

» In patients currently taking g blockers and statins: confinue |



Statins

. : Lipitor
» Lipid-lowering effect e T
» Coronary plague stabilisation Crestor
» Decreased lipid oxidation Rllesiatine
Locor
» Decreased inflammation
> ...

Non-lipid or pleiotropic effects may prevent plaque rupture and subsequent
MI and stroke

p—



Short term mortality & statins

6_ Mortality: All Types of~Sutgory _ = T s
Study Statn Control

195% Cl} [ 195%. Ci)
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Fig. 6. Forest plor of retrieved swadies evaluacting seacin use and the incidence of short-term moraality after surgical procedures,
irrespective of the type of surgery. C1 = confidence interval: OR = odds ratio.







ACE inhibitors

» It is recommended that ACE inhibitors be
continued In stable patients with LV systolic
dysfunction

» ACE inhibitors should be considered in stable
patients with LV systolic dysfunction for
low/intfermediate risk surgery

» Discontinuation should be considered before
non-cardiac surgery in hypertenion



Tricyclic anfidepressants

» Patients chronically tfreated with TCAs should
undergo cardiac evaluation prior to anesthesia:

» Effects on the cardiac conduction system
» Potentation of (nor-) epinephrine: hypertensive crisis

» Discontinuation can lead to cholinergic symptoms,
movement disorders, cardiac arrhytmia

» Relapse rate ( X 2 1o X4 )

Redomex
Prothiaden
Tofranil
Cymbalta
Trazolan



> Irrevermble MAQIs should be discontinued at least 2
weeks prior to anesthesia. In order to avoid relapse of
underlying disease, medication should be changed o
reversible MAQIs

» Lithium administration should be discontinued 72h prior
to surgery unless for minor operation under local
anesthesia

&
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» Patients chronically freated with TCAs should undergo cardiac
evaluation prior o anesthesia

» Antidepressant freatment should not be disconfinued prior to
anesthesia

» Discontinuation of SSRI freatment perioperatively is not recommended

» Antipsychotic medication should be confinued in patients with chronic
schizophrenia perioperatively.



www.thrombosiscare.be
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Ingreep EN patiént met LAAG bloedingsrisico

Stop XARELTO®

Carfiubugie Mulose Gyrassingie

[hquis: (apxaban) * 1 dag véor de procedure

* goen preoperatiove LMGH
Thew : Lidana (edoxaban
* Uitz Ablatie VKF: Zie advies cardicloog

o thagedie

Pradaxa® (dabigatran)

* Cr €1 < 15 mi/min: niet geindiceerd

Castrawmrastinasl
Vasthestsurds

Xareito (rivarcxaban)
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Pert-operatieve overbruggingstheraple

ANTLAGGREGANTIA

ANTILCOAGULANTIA VKA

ANTI-COAGULANTIA NOACs

Stap 1: Bloedingsrisico ingreep of patient

Ingreep EN patiént LAAG bloedingsrisico

Ingreep OF patiént HOOG bloedingsrisico




£ o)
?
e

& Preanesthesia evaluation and
)£ OphmlSOTlOﬂ (perioperative medicine)
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At least 8 days before surgery (optimisation and additional
investigations)

Locoregional — general anesthesia
In/Out the hospital
In hospital patient and ambulatory patient

Anesthesiologist as perioperative physician
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Reduced mortality and morbidity

100 450

» Medical optimisation % 400

» Statins 5 &

» B-blockers “ 300

> ... m L 250 |
» Smoking cessation : 40 “ 200
» Alcohol abstinence . I I 150
» Incentive spirometry 20 - i 100
» Screening for OSAS o u B 2
» Screening for ‘frailty’ R o 2010 20 2030 2000 200
» Preoperative correction of anaemia, malnutrition R over
» Reduction of Postoperative Cognitive Dysfunction (POCD) 65-74 years

All ages



Ingested material Minimal Fasting Period
(applied to all ages)

Clear liquids (water, fruit juices

without pulp, carbonated beverages,

clear tea, black coffee) 2 hours
Breast milk 4 hours

Infant formula 6 hours

Non-human milk 6 hours

Light meal (toast and clear liquids) 6 hours



» Patients should not have their operation delayed just because

» Obesity, gastro-oesophageal reflux, diabetes, pregnant

» Adults and children shou[d be encouraged fo drink clear fluids
up to 2h before surgery (iNncluding caesarean section)

» Water, pulp-iree juice, teq, coffee without milk
» Milk added up to about one fifth of total V = clear

fhey are chewing gum, sucking a boiled sweet, smoking prior
to induction

women not in labour: same guidelines
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‘ Perioperative fasting Guidelines ESA, Eur J Anaesthesiol 2011




Making the experience of elective surgery beftter

1. Make waiting times shorter
2. Better disseminate information
3. Reduce ‘nil per mouth’ times: UZG: 13h28 and 9h15 (solids and fluids)

Degeeter T, Coppe 5
Prospective audit o fC]STI ﬁo’ru elective ambulatory s ery ’rlen’rs,

Acta Chir Belg. 2021 Jun 2

Fregene T, Wintle S, Venkat Raman V, Edmond H, Rizvi S.
Making the experience of elective surgery better.
BMJ Open Qual 2017; 6: e000079
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Gastric volume distribution at three milk exposure levels.
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Larsen B, Larsen LP, Sivesgaard K, Juul S.
Black or white coffee before anaesthesiag: A randomised crossc

Eur J Anaesthesiol 2016; 33: 457-62







Unexpected preoperative anemida should be considered an indication

for rescheduling any elective major surgical procedure until evaluation

and treatment are completed.

Munoz M, Gomez-Ramirez S, Kozek-Langeneker S, et al.
'Fit to fly': overcoming barriers to preoperative haemoglobin optimization in surgical patients.
British journal of anaesthesia 2015; 115: 15-24




A standardized, complete preoperative assessment of the vulnerable patient by
the anesthesiologist with subsequent preoperative risk reduction:

Saves lives
Improves quality of live



Bruges | 30.05-31.05-01.06 | 2022 | Concert Hall

14th 1AAS congress
International congress on

ambulatory surgery
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I'm taking you home
tonight !l

Lectures
Workshops
FREE PAPERS
Social program



