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ROZSAH PROBLEMU

» Vyskyt perioperacniho infarktu myokardu je pomerne
castou komplikaci nekardidlnich operacnich vykonu

 Podle starsich zdroju vyskyt 1-4%

« Recentni zdroje kolem 5% (starnuti populace, operace
ve vyssim veku)

 Elevace troponinu perioperacne =
8% (nepriznivé ovliviiuje 30 denni mortalitu)

« Perioperacni infarkt zvysuje mortalitu (11.6 vs 2.2 %, p< 0.001),
Deveraux PJ et al. Ann InternMed. 2011;154(8):523-8.




ROZSAH PROBLEMU V RAMCI

EVROPY
STATY EU:
 POPULACE >500MIL. « KOMPLIKACE 7-11%
- ROCNE 19 MIL. VETSICH  ||-CcCcA42%
CHIRURGICKYCH KADIOVASKULARNICH

ZAKROKU

« CCA 5,7 MIL (JE SPOJENO
S KARDIOVASKULARNIM
RIZIKEM) (30%)

- ODHADOVANO 167 000
KOMPLIKACI

« 19 000 ZIVOT OHROZUJICICH




SKG - CILE

* Prispét ke stratifikaci rizika u nemocnych
s vysSsSim rizikem perioperacnich
kardiovaskularnich komplikaci

LecCba - revaskularizace nestabilnich
nemocnych a/ nebo s prognosticky
zOvaznym nalezem
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SKG u nemocnych s prokdzanou nebo moznou ICHS
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A Clinical Randomized Trial to Evaluate

the Safety of a Noninvasive Approach in

High-Risk Patients Undergoing Major Vascular Surgery
The DECREASE-V Pilot Study

DRIGINAL ARTICLE

Coronary-Artery Revascularization before Elective Major
Vascular Surgery
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REPORTS OF ORIGINAL INVESTIGATIONS

The effects of prophylactic coronary
revascularization or medical management on patient
outcomes after noncardiac surgery - a meta-analysis

[Les effets de la revascularvisation covonarienne prophylactique ou de la prise en charge

medicale sur le deveniv des patients apres une chivurgie non-cavdiaque : une méta-analyse|

Elise Y.W. Wong DDS,* Herenia P. Lawrence PuD,T David T. Wong MD*}

Purpose: The benefits of prophylactic coronary revasculariza- CAN J ANESTH 2007 / 54: 9 / pp 705-717
tion for patients undergoing noncardiac surgery are uncertain.
The purpose of this study was to systematically evaluate the
effect of coronary revascularization and medical management

-



PROFYLAKTICKA REVASKULARIZACE MYOKARDU
PRED NEKARDIALNI OPERACI
U STABILNICH NEMOCNYCH NEBYLA SPOJE NA
S BENEFITEM V PRUBEHU 30 DENNIHO ANI
ROCNIHO SLEDOVANI
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Systematic Preoperative Coronary Angiography and
Stenting Improves Postoperative Results of Carotid
Endarterectomy in Patients with Asymptomatic
Coronary Artery Disease: A Randomised

Controlled Trial™
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KEYWORDS Abstract Objective: To evaluate the usefulness of systematic coronary angiography
Carotid followed, if needed, by coronary artery angioplasty (percutaneous coronary intervention
endarterectomy; (PCl)) on the incidence of cardiac ischaemic events after carotid endarterectomy (CEA) in
Coronary angiography patients without evidence of coronary artery disease (CAD).
Materials and methods: From January 2005 to December 2008, 426 patients, candidates for
CEA, with no history of CAD and with normal cardiac ultrasound and electrocardiography
(ECG), were randomised into two groups. In group A (n = 216) all the patients had coronary
angiography performed before CEA. In group B, all the patients had CEA without previous coro-
nary angiography. In group A, 66 patients presenting significant coronary artery lesions at angi-
ography received PCl before CEA. They subsequently underwent surgery under aspirin
(100 mg day ') and clopidogrel (75 mgday'). CEA was performed within a median delay of
4 days after PCI (range: 1—8 days).
Risk factors, indications for CEA and surgical techniques were comparable in both groups
(p > 0.05). The primary combined endpoint of the study was the incidence of postoperative
myocardial ischaemic events combined with the incidence of complications of coronary




GUIDELINES

STAVU A

« STAV NEMOCNEHO  STABILNI X NESTABILNJ
« CHARAKTER VYKONU URGENT| X ELEKTIVNI
« TYP A RIZIKO OPERACNIHO VYKONU

« FUNKCNI KAPACITA NEMOCNEHO

« PRITOMNOST RIZIKOVYCH FAKTORU




ACE OPERACI PODLE
RIZIKA VYKONU

e Chirurgicka lécba povrchovych lézi

* Operace prsu

e Stomatologicke vykony

* Operace stitné zlazy

* Operace oka

* Rekonstrukcni vykony

* lykony na karotidach
u asymptomatickych nemocnych (CEA
nebo CAS)

* Malé gynekologické zakroky

 Malé ortopedické operace (menisektomie)

e Malé urologické operace (TURP)

* Intraperitonealni operace (splenektomie,
operace hiatové hernie, cholecystektomie)

* \/ykony na karotidach u symptomatickych
nemocnych (CEA nebo CAS)

* PTA perifernich tepen

* Endovaskularni lé¢ba aneurysmatu aorty

* Operace hlavy a krku

* Velké neurologické nebo ortopedickeé
vykony (operace kycelniho kloubu
a patere)

*» Velke urologické nebo gynekologicke
operace

* Transplantace ledviny

* Mensi operace v dutiné hrudni

» Operace aorty a velkych tepen

* Oteviena revaskularizace dolni
koncetiny nebo amputace nebo
tromboembolektomie

* Operace pankreatu a duodena

* Resekce jater, operace Zlucovod(

* Ezofagektomie

* Operace strevni perforace

* Resekce nadledvin

* Totalni cystektomie

* Pneumonektomie

* Transplantace plic nebo jater




STEPWISE
APPROACH TO
PERIOPERATIVE

CARDIAC
ASSESSMENT FOR

CAD

2014 ACC/AHA GUIDELINE ON PERIOPERATIVE
CARDIOVASCULAR EVALUATION AND
MANAGEMENT OF PATIENTS UNDERGOING
NONCARDIAC SURGERY
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based on combined clinical/surgical risk
(Step 3)

v —
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FIGURE 1 Stepwise Approach to Perioperative Cardiac Assessment for CAD
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known or risk factors for CAD*
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perioperative care?
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No further
testing
(Class lla)
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(>10 METs)

Moderate/Good
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No further
testing
(Class lib)

Proceed to
surgery

Pharmacologic
stress testing
(Class lla)

FIGURE 1 Stepwise Approach to Perioperative Cardiac Assessment for CAD
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No

\ 4

Estimated perioperative risk of MACE
based on combined clinical/surgical risk

(Step 3)

A 4

A 4

Low risk (<1%)
(Step 4)

Elevated risk
(Step 5)

Proceed to
surgery

Moderate or greater
(24 METSs) functiona
capacity

No or
unknown

No further
testing
(Class lla)

Excellent
(>10 METs)

Moderate/Good
(=4—10 METSs)

No further
testing
(Class llb)

Proceed to
surgery

r CAD (cont’d)

Patient scheduled for surgery with
known or risk factors for CAD"
(Step 1)

Clinical risk stratification
Yes® and proceed to surgery
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(Step 2) according to GDMTt
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Yes: stress testing
(Class lla)

Proceed to
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If I
normal abnormal

Proceed to surgery
according to GDMT OR
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treatment,

palliation)
(Step 7)

FIGURE 1 Stepwise Approach to Perioperative Cardiac Assessment for CAD



STRATIFIKACE RIZIKA

« REVISED CARDIAC RISK INDEX 1999 — LEE INDEX: PREDIKCE VZNIKU INFAKRTU
MYOKARDU, PLICNIHO EDEMU, FIBRILACE KOMOR NEBO SRDECNI ZASTAVY

« A KOMPLETNI A-V BLOKADY

« American College of Surgeons' 2007 National Surgical Quality Improvement
Program NSQIP INDEX PREDIKCE VZNIKU PERIOPERACNIHO I.M. NEBO
OBEHOVE ZASTAVY
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FIGURE 1 Stepwise Approach to Perioperative Cardiac Assessment for CAD



E I wise Approach to Perioperative Cardiac Assessme \
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FIGURE 1 Stepwise Approach to Perioperative Cardiac Assessment for CAD




AZIVNI TESTOVANI: VYSLEDKY PREDIKUJICI VYSOKE RIZIKO
NEPRIZNIVEHO DOPADU OPERACE

1. Tézka dysfunkce leve komory srdecni pri vysetreni v klidu. LVEF <35%

2. Pozitivita zatézoveho testu pri nizké Urovni zatéze (Duke treadmill score < —11,
< 4MET p¥i ZT)

3. Tézka dysfunkce leve komory vznikla pri zatézi LVEF <35%

4. Rozsahly perfuzni defekt, navozeny zatézi (zejména v oblasti predni stény)

5. Zatézovy vicecCetny perfuzni defekt stredniho rozsahu

6. Rozsahly trvaly defekt perfuze s dilataci levé komory nebo zvysenou akfivitou v
plicich (201TI)

/. 1atézi navozeny defekt perfuze stredniho rozsahu s dilataci leve komory nebo
zvysenou aktivitou v plicich (201TI)

8. Echokg detekované poruchy kontrakce ve >2 segmentech, vzniklé pri nizke
ddavce dobutaminu (<10 mg /kg/ min) nebo nizké tepové frekvenci (<120/min)

9. Rozsahld ischémie navozend pri zatézoveé echokardiografii
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Summary of pre-operative cardiac risk evaluation £
and peri-operative management ' A

Urgency | Cardiac Typeof  |Functional | Number of | ECG | LV |imaging] BNP |p-blockers ACE- Aspirin ‘ Statins' | Coronary

condition surgery capacity |clinical risk Stress and inhibitors Revascu-
factors Testing | TnT larisation

llaC b B
1 sl.:lrrgeent Stable mec | mc (continu- | (continu-
ey ation) ation |
\
Urgent \
surgery |Unstable / | lla C \\
2 ; |
Elective il ‘
surgery Unstable lIC | kB /
| |
. : None | mc | mc | mec [ mec | mB | mac Ic n+;§ Il B
s (sl (i = .
21 IlbCc | IC nc Il B llaC IC ll*éﬂ 1B
l
Intermediate
Elective (1-5%) |Excellent ‘ m me
4 surgery Stable or high risk | or good nc mnc mnc Ik B llaC IC Il B B ‘\
(>5%) \‘
\ 1|
= 1|
: Intermediate None IIbC | IC nc ik B llaC I1C lla \B‘ B g‘
5 | Swaeny | Stable [ risk | Poor : |
(1-5%) 1 ic [ me |me llb B lla C Ic lla ‘3 l Il B
. —
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Doporuceni

Indikace k provedeni predoperacni
koronarografie jsou obdobné jako
u pacientd nepodstupuijicich operaci.

Urgentni koronarografie je doporucena
u pacientl s akutnim STEMI, ktefi maji
podstoupit neurgentni nekardialni
chirurgicky vykon.

Urgentni nebo ¢asna koronarografie
(podle rizikové stratifikace) je doporucena
u pacientu s non-STE AKS, ktefi maji
podstoupit neurgentni nekardialni
chirurgicky vykon.

Pfredoperacni koronarografie je
doporucena u pacientd s prokazanou
ischemii myokardu a nestabilnimi
bolestmi na hrudi (stupen [I-IV podle
CCS) pri adekvatni farmakoterapii, ktefi
maji podstoupit neurgentni nekardialni
chirurgicky vykon.

Pfredoperacni koronarografii |ze zvazit
u stabilnich kardiologickych nemocnych,
ktefi maji podstoupit neurgentni
karotickou endarterektomii.

Pfedoperacni koronarografie neni
doporucena u stabilnich kardiologickych
pacientd, ktefi maji podstoupit chirurgicky
vykon s nizkym operacnim rizikem.

koron

Doporuceni pro
arni angiografii

U nekardidlnich
operaci







