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Objectifs Pertinence
® Comprendre I'importance des complications ® Complication cardiaque majeure périopératoire
cardiaque périopératoire en chirurgie non- ® Population générale = 2%
cardiaque ® Population & haut risque

® Mortalité cardiovasculaire = 1,4%,

® Connaitre et rechercher les facteurs de risques
® |nfarctus = 5,7%

prédictifs de complication cardiaque périopératoire

® AVC =0,5%
® Comprendre le fondement des recommandations e Défaillance cardiaque = 2,8%
relatives a I’évaluation cardiovasculaire
périopératoire pour chirurgie non-cardiaque
Age (years) Number of procedures % change
(in thousands)
1994195 2004/05
75andover a9 a7 1241
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Physiopathologie de I'infarctus périop
® Sténose coronarienne préexistante

® [Exacerbation périopératoire
® |nstabilité hémodynamique
® Anémie
® Hypoxémie
® Hypercoagulabilité
® Rupture de plaque

e Equilibre entre livraison et consommation d’02

Physiopathologie de I'infarctus périop

Table 2. Universal Classification of Myocardial Infarction

Type 1: Spontaneous myocardial nfarction
rupture, wceration. Assuring, erosior

underying severe CAD but on occasion non-abstructive of 1o CAD.

Tye 4a:
«
patency ot
roquired.
Type 4b: Myocordil Inferction related to stent thromosis
URL In patients with normal
n acditon,

Thygesen et al. JACC 2012

Evaluation du risque

® Historique
® Goldman et al. NEJM 1977
® Detsky et al. J Gen Intern Med 1986
® |ee et al. Circulation 1999

Cardiac risk index

The New England
Journal of Medicine

o Ftude prospective 1001 pts

e 9 facteurs indépendants

Table 3. Computation of the Cardiac Risk Index.

Table 4. Cardiac Risk Index.
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Camnat Mutnvarire  PoeTs”
Funcrion
Comaint o
I History:
() Age >70yr 0191 s
(b) Ml in previous 6 mo 0384 10
ysical examination:
(®)5) gallop or VD 0451 " 1N =
(b) Important VAS. o119 3 (N =316
3 Electrocardiogram: HE(N = 130)
(a) Rhythm other than sinus or PAC's 028) 7 V(N = 18)
on last preoperative ECG
(b) >$ PVC's/min documented at 0 7

any time before operation
4 Genera statuy
Poy<60 or Pco;>30 mm My, 012 )
K<3.0 or HCO,<20 mea/liter,

chroni liver disease or patient
ridden from noncardiac causes

S Operation:
(@) Intraperitoneal, 0123 3
intrathoracic of
aortic operation
(b) Emergency operation 0167 4
Total possible 53 points




2013-12-05

Ly er————

Revised CRI RS R e A e

Clrculation g mpsnass

® Cohorte 4315 patients
® Cohorte de dérivation - validation
e 1989-1994
® 2 centres hospitaliers américains
® Critéres d’inclusion
e Age > 50 ans
® Chirurgie élective non-cardiaque

® Complications cardiaques majeures
® |nfarctus du myocarde
® (Edeme pulmonaire
® FV ou arrét cardiaque 1°
® BAV complet

Dt Prectve Vol o Sl Indes o Prdcio o i Kk of

Revised CRI R S B e

Circulation  crestse i 100

TABLE 4. Rates of Major Cardiac Complications and Multivariate ORs* Among Patients With Individual
Risk Factors in Derivation and Validation Sets

Derivation Set (n=2893) Validation Set (n1=1422)
Crude Adjusted OR Crude Adjusted OR
Data (95% C) Data (95% )
Revised Cardiac Risk Index
1. High-risk type of surgery 277894 (3%) 28(1.6,49) 18/490 (4%) 26(13,53)
2. Ischemic heart disease 34951 (4%) 24(13,42) 26/478 (5%) 38(17,82)
3. History of congestive heart failure 23/434 (5%) 19(1.1,35) 197255 (7%) 43(21,88)
4. History of cerebrovascular disease 177291 (6%) 32(18,60) 10140 (7%) 30(1.3,68)
5. Insulin therapy for diabetes 712 (6%) 30(13,7.1) 59 (5%) 10(03,38)
6. Preoperative serum creatinine >2.0 mg/dL. 9/103 (9%) 30(1.4,68) Y55 (5%) 09(02,33)

“Based on logistic regression models including these 6 variables.

Ly er————
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Revised CRI

Circulation  crestsen im0 sy 1019

TABLE 3. Major Cardiac Complication Rates and 95% Cls in Derivation and Validation
Cohorts Stratified by Risk Classification System

Derivation Cohort (n=2893)

Validation Cohort (n=1422)

Events/Pop Rate (95% CI) Events/Pop Rate (95% CI)
Original Cardiac Risk Index
ROC area (SE) 0.606 (0.034) 0.701 (0.043)
Modified Cardiac Risk Index
ROC area (SE) 0.545 (0.022) 0.582 (0.034)
ASA class
ROC area (SE) 0.697 (0.031) 0.706 (0.036)
Revised Cardiac Risk Index
Class | 5/1071 05(0.2,1.1) 2/488 0.4(0.05,1.5)
Class Il 14/1106 1.3(07,21) 5/567 09(03,2.1)
Class Il 18/506 36(21,56) 17/258 6.6(39,10.3)
Class V 19/210 9.1(55,13.8) 121109 11.0(5.8, 18.4)
ROC area (SE) 0.759 (0.032)* 0.806 (0.034)t

Dciatien d Prectve Vol o St e o Prdicio o Crdc Kk of

Revised CRI R R R e

Circulation  crestse s 100

® Risque cardiovasculaire selon type de chirurgie

® Chx AAA - pas de corrélation entre classe RCRI et
risque cardiovasculaire

AAA Other vascular Thoracic Abdominal Orthopedic Other
Procedure Type
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RCRI toujours a jour? Impact de la chirurgie

Can J Anesth/) Can Anesth (2013) 60:855-86)
DOI 10.1007/12630.013.9988.5

REPORTS OF ORIGINAL INVESTIGATIONS

® Augmentation de catécholamines
The Revised Cardiac Risk Index in the new millennium:

a single-centre prospective cohort re-evaluation of the original ® AUgmentatlon de FC

variables in 9,519 consecutive elective surgical patients ° Augmentation de PA

Christopher Davis, BSc - Gordon Tait, PhD -

T o et MD, D U M0, R0 ® Augmentation de sécrétion AG libres
Table 4 Comparison of the original RCRI model with models generated using CAIS data: Individual risk strtification by point score and = augmentation MVO2
resultant model AUC
Model Events/Total, by Model Score, n/n (%) AUC (95% CI)

0 Points 1 Point 2 Points > 3 Points A .

RCRI data 1999 771,559 (04) 19/1,673 (1.1) 35/764 (4.6) 31/319 (9.7) 0.78 (0.73 to 0.82) A |nteret pOtentIel des b'bloquantS!

CAIS data (Reconstructing RCRI) 25 /5,276 (0.5) 813,145 (2.6) 65 /897 (1.2) 291201 (14.4) 0.79 (076 to 0.83)
4-Factor model* (CAIS data) 25 /5,397 (0.5) §7/3,156 (2.8) 70/ 842 (8.3) 18/ 124 (14.5) 0.79 (076 t0 0.82)

S-Factor model (Using 21714446 (05) 78/2.693 (2.9) 56/753 (1.4) 23/135 (17.0) 0.79 (075 10 0.82)
€GFR < 30 mL-min~")**

*Original RCRI predictors, including high-risk type of surgery, a history of ischemic heant disease, congestive heart failure, cerebrovascular

disease, but removing “insulin therapy for diabetes” and “preoperative serum creatinine > 176.8 mmol-L '"

**4-Factor model with the addition of glomerular filtration rate (GFR) < 30 mL-min~". Not all patients had data necessary to calculate GFR

(n = 8,027 used, total MCCs n = 178). RCRI = Revised Cardiac Risk Index; CAIS = Clinical Anesthesia Information System; AUC = area
the curve; CI = confidence interval; NRI = net reclassification index; eGFR = estimated glomerular filtration rate; The NRI tables are in

the Appendix

The New Ei
Mangano et al. Mangano et al. _ Jourml o edione
. Population ® |ntervention S
. Monocentnq’ue (SF VA 1996) . . e Rx préop poursuivi sauf...
* RCTvs Placebo ® f-bloquants cessés
® Double insu
® Analyse per-protocole
® 200 patients ® Préop: atenolol ad 10 mg IV 30 min avant induction
e Critéres d'inclusion ® Postop: atenolol ad 10 mg IV en postop immédiat
® Chirurgie non-cardiaque sous AG
® MCAS ou a risque de MCAS e Postop jour 1 ad jour 7
MCAS Risque de MCAS si 2 2 facteurs ® Atenolol ad 10 mg IV gq12h
e ATCD infarctus ® Age265ans e Atenolol ad 100 mg PO g24h
® Angine typique : :TbA ) o
N typi EE abagisme acti L X
pgi‘gs: ypique avec e DLP (CT 2 6,2 mmol/L) e Dose titrée selon FC et TA systolique
e DB
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The New England
Journal of Medicine

The New England
Journal of Medicine

Mangano et al. Mangano et al.

Résultats

D

® Mortalité a 2 ans

— ~*::* o o ?r:upffs rtllon-balfncis . e Aténolol 10% vs placébo 21% (NNT = 10)
L e che o + V155 5% mortite goose <0019
- - dl -t (%) ® V¥ 65% mortalité de cause cardiaque (p = 0,033)
reoperative medications
Q;mg»cmw agents lg g ggg e Composé (IM, Al, PAC, défaillance cardiaque)
Calcium-channel blockers 22 34 0.11 ® Aténolol 17% vs placébo 32%
Diuretics 28 17 0.04 o V489 événements cardiaques
Antihypertensive agents 30 19 0.05 K i
Digoxin 6 10 0.44 ® Effet maximal entre 6 et 8 mois postop
Nitrates 8 13 0.36 ® |M périop = aucune différence
S, B, o ¢ Intra-abdominale

The N(“i l{ngh.mF TH:: EFFECT OF BXSOPKVOLOL ON PERIOPERATIVE MORTALITY
Mangano et al. . DECREASE iy
- Dow Pocoenmans, PuD., Enc Boexsua, Pr.D., JEcEN J. Pu.D., lax R. Thomsow, PrD.,
. Lo UM, . Vit o kD, BN oD HOHT F. 8RS, MO T 15, D,
Résultats POpLI|atIOn '“'::x;:lmﬁ«xx\n M.D., Cano Vicna, M.D., Jos R.T.C. v WDIA‘DWMW‘M('WI}G;W»'
e 112 patients (N Engl J Med 1998:3411780.94)
o e ——— T ® 1996-1999
: % T e — ® Multicentrique (7 centres, 3 pays)
S w0 ® Sécurité : aténolol IV e Open-labeled, analyse a I'aveugle, cross-over permis
2 % i to-
g w ® 10% variation HD * Intent-to-treat
0 significative (20%) e Criteres d’inclusion
1) 180 360 540 720 ® Aucune instabilité HD e Chirurgie vasculaire (aorte abdominale, infrainguinale)
Days after Surgery nécessitant traitement ® Patient a (trés) haut risque
2 g e Aténoll PO ; Amars L e d e
- T comparable au P
2 s s .
3 e placébo e Critéres d’exclusion
& u ® ARC étendues (WMSI > 1,70 au repos)
§ 20 TAbLe 2. PrADICTON 08 DIATIANONG PATISTS UNDIRGOING ® Asthme
T N CARAC DAkt ne .
& : s pron o = N e SRS Hoauro tar ® Suspicion MCAS tronc commun ou 3 vaisseaux
o Retncie s ® Prise de B-bloquants
ays after Surgery
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THE EFFECT OF BISOPROLOL ON PERIOPERATIVE MORTALITY

AND MYOCARDIAL INFARCTION IN HIGH-RISK PATIENTS
UNDERGOING VASCULAR SURGERY

Dox Poocmus, D, Exc Bocmaus, PD. Jetoe J B, PuD. W . Ticwson, P

Lows LA ok Vol P, D, B, 0. o . B, M0 T luvanu
. Gusims T, MD. Cukio Vi, WD, Jos LT Rotir, 1. i ird i U, P
Intervention 7on e DL ow Ao o oure

(N Engl J Med 1999341:1789.94)

® Bisoprolol 5-10 mg PO die
® Débuté = 1 semaine préop
® En moyenne 37 jours préop
® Poursuivi ad 30 jours postop
® NPO = métoprolol IV pour FC < 80 bpm

® Prise en charge anesthésique selon MD traitant
® AG 60%
® AG + épidurale 35%

THE EFFECT OF BISOPROLOL ON PERIOPERATIVE MORTALITY

AND MYOCARDIAL INFARCTION IN HIGH-RISK PATIENTS
UNDERGOING VASCULAR SURGERY

Do P, . En B, P g . B, P . T, P
Lows LM, v 5 Vo D s D. BKENSTE, oD, .

< Bt Teoono, WD, o Vi, W0 sos AT, Fotcme, P o Un, P
Résultats ron e O Euuanon Armvng o Grous®

(N Engl J Med 1999;341:1789.94)

e Ftude interrompue (112/266 patients)

e Mortalité cardiaque et infarctus non-fatal a 30 jours
® Mortalité 3,4 vs 17% (p = 0,02)
® |nfarctus non-fatal O vs 17% (p < 0,001)
e Combiné = RR 0,09 (0,02-0,37)

NNT = 4!

Standard care

Peogor

oty

I 7 T P =
Days after Surgery

Percentage of Patients
3

- H H H Effects of ded-rel lol succil in patients
Effects of extended re‘lease metoprolol suFCInate in patl'ents P O | S E A A o
undergoing non-cardiac surgery (POISE trial): a randomised controlled trial
controlled trial ® Critéres d’inclusion ===~ e

POISE Study Group* Lancet 2008; 371: 183947

® Population
e 8351 patients
e 2002-2007
® Multicentrique
® 23 pays
® Canada = 42% du recrutement
® RCT vs placébo
® Double insu (oui mais...)
® Analyse intent-to-treat

® Chirurgie non-cardiaque (peu importe type d’anesthésie)
e Age >45ans
® Hospitalisation prévue > 24 hrs

1 facteur de risque « élevé » 3 facteurs de risque « moyen »

e MCAS e Chx intrathoracique ou

e MVAS intrapéritonéale

° e |nsuffisance cardiaque
ave ou e ICT

® Hospitalisation pour
défaillance cardiaque * DB
(< 3ans) ® Créatinine > 175 umol/L

e Chirurgie vasculaire ® Age>70ans

majeure (excluant CEA) ® Chirurgie urgente
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Effects of ded-rels prolol succil in patients
P O | S E undergoing non-cardiac surgery (POISE trial): a randomised
controlled trial
® Critéres d’exclusion ===~ s
® FC <50 bpm
® BAV 2¢ ou 3¢ degré
® Asthme
Prise de p-bloguant
PAC depuis < 5 ans et asymptomatique
Chirurgie faible risque (jugement clinique)
Prise de verapamil
Déja recruté dans POISE

P O | S E Effects of extended-release metoprolol succinate in patients
undergoing non-cardiac surgery (POISE trial): a randomised

controlled trial
® Intervention "

Metoprolol LA 100 mg PO 2-4 hrs préop puis
Metoprolol LA 100 mg PO 0-6 hrs postop puis
Metoprolol LA 200 mg PO die x 30 jours

Si NPO:
Metoprolol 15 mg IV g6h (infusion lente) ou
Metoprolol 5 mg IV g5min x 3 (infusion rapide)

P | E Effects of ded-rels prolol succil in patients
undergoing non-cardiac surgery (POISE trial): a randomised
controlled trial

® Résultats
e Composé ¥ 1,1% (HR 0,84 (0,70-0,99) p = 0,04)
e Infarctus ¥ 1,5% (HR 0,73 (0,60-0,89) p = 0,002)
® Risque de revascularisation et FA ¥

A .
HE Composé:

Mortalité CV

Infarctus non-fatal 1 i

ACR non-fatal ] Infarctus

P | E Effects of extended-release metoprolol succinate in patients
undergoing non-cardiac surgery (POISE trial): a randomised

controlled trial

® Résultats —
e AVC AN 0,5% (HR 2,17 (1,26-3,74) p = 0,005)
® Mortalité A 0,8% (HR 1,33 (1,03-1,74), p = 0,03)
® Risque de bradycardie et hypotension A

AVC Mortalité

o005{




2013-12-05

O S Effects of ded-rels prolol in patients
P | E undergoing non-cardiac surgery (POISE trial): a randomised
controlled trial

POt sty Gp [RO—

® Pour 1000 patients prenant métoprolol LA en
chirurgie non-cardiaque...

8 déces

15 infarctus du myocarde
5 AVC

3 revascularisation

7 FA de novo

53 hypotension
42 bradycardie

B-bloguants selon risque

[ ORIGINAL ARTICLE |

Perioperative Beta-Blocker Therapy
and Mortality after Major Noncardiac Surgery

Cohorte rétrospective
® 663,000+ pts
® 122,000+ sous b-bloc
® Chx non-cardiaque
e >18ans

RCRI score0 R L t)
RCRI score fe 113 (099-130)
RCRI score2 . 050(075-1.08)
RCRIscore 3 . 071 (056-091)
RCRI score a4 — 057 ©42-076)
Entire Study Cohort
RCRI score . 136 (127-145)
Hyperension 096 (082-1.13)
RCRI score 1 Yo 109 (L01-119)
Disbetes -— 128 (1L10-150)
Ichemic heart dsease 112 095-131)
Renal insuffcency 103 082-123)
Cerebrovascular disease - 101 076-135)
High-istsurgery 054 (084-1.05)
RCRI score2 -t 028 (080-038)
RCRI score 3 . 071 063-030)
RORI score 24 - 058 (050-067)
o ds o8 10 20
Odds Ratio for Death in the Hospital
95% confidence interval)
Figure 1. Hospital
s
‘Open boxes represent patient subgroups within the isted RCRI category.

Principales études

Table 6 y ey
Study n Vascular  pBlocker y y
surgery (%) according to cardinc risk )
Trpe Onsee " “Duration " Dose. BBlocker Control  fBlocker  Control
(before  (days aiter)  titration
surgery)  surgery)
Magroed™ 20 40 Arenolol 0min 7 No MOor>2rakfactons  SI9(51) 12101 (19) - -
DECREASE” 12 100 Baoprolol Tan Yoo Postie DSE wWHs IO OBE W70
POBBLE™ 03 100 Metoprololurirse <24 7 No No WEEH  MBQY)  ISES)  SH8(104)
Mavs” 9% 100 Metoprololsucerste 20 s No o 0246(0)  4250(1)  1I46G7) 2120 (84
opoM™ w7 Metoprolol succnste 120 8 No 4462 (160) 7459 (157) 62 (06) 4459 09)
. w5 Boprolol -3h 0 Yes HOor22rikfiions 111009 0109  OM0E®) 9 E)
posE” st 4 Metoprololsccnste 2-4h 30 No M or shercsckross o 12904174 (11) 974177 (3) 1S24ITA (36) 2154177 (5)
major ascuar srgery
3 ik factors
o

® POBBLE = b-bloc en chx vasculaire infrarénale

® MaVS = b-bloc en chx vasculaire majeure

DPOM = b-bloc chez diabétiques + chx majeure

BBSA = b-bloc en chx vasculaire sous rachi

Principales études

L] MORTALITY
A - an '
Bisoprolol —— Bisoprolol ]
DECREASE (n=1178) —— DECREASE (n=1178) ——y
Metoprolol » Metoprolol -
POBBLE (n=103) POBBLE (n=103) —_——
DIPOM (n=921) DIPOM (n=021) He—
MaVs (n=496) —— MaVs (12496) bt}
POISE (n=8351) Ly POISE (n=8351) ad
Atenolol Atenolol
001 o1 1 10 100 001 o1 1 10 100
OR(95% C1) OR(95% C1)

Figure 2 Effect of B-blockers on 30-day rates of non-fatal Ml and all-cause mortality as assessed from the seven randomized trials. Note: in

the trial by Mangano et al, mortality was assessed at 6 months.




2013-12-05

B-bloquants effet de classe?

Beta-blockers and perioperative stroke
in randomized trials

Al ——

Bisoprolol ——

DECREASE Pand IV'7 (1 = 1,178) it

88SA° (n=219) — g
Metoprolol ]

POBBLE® (n = 103) —_—
WPOM‘(!\ =91) e E—————
MaVvs'® —

POISE' (n = 8,351) b
Atenolol

Wallace et al*(n = 200) —_—

001 01 1 10
0dds ratio for stroke (95% CI)

FIGURE 1. Pooled analysis of trials of perioperative beta-blockade
shows no significant increase in perioperative stroke among studies
using bisoprolol*'¢'” or atenolol,? but pooled analysis of studies
using metoprolol**+'* shows a significant excess of stroke driven
largely by results from POISE.™ See text and References list for
expansion of study abbreviations.

Poldermans et al. Cleve Clin J Med 2009

Revascularisation préopératoire

T NEW ENGLAND
JOURNAL of MEDICINE

Coronary-Artery Revascularization
before Elective Major Vascular Surgery

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

e NEW ENGLAND
CARP JOURNAL of MEDICINE
® Population
® 510 patients
e 1997-2003
® Multicentrique (18 VA)
e RCT

Coronary-Artery Revascularization
before Elective Major Vascular Surgery

® Critéres d’inclusion
® Chirurgie vasculaire prévue (AAA ou infrainguinale)
® Coronarographie préop indiquée selon MD traitant
® Sténose coronarienne > 70%, revascularisable

® (Critéres d’exclusion
® |ndication de chirurgie vasculaire urgente
® Co-morbidité sévere
® Revascularisation antérieure sans ischémie récurente
® TC > 50%, FeVG < 20%, sténose aortique sévere

me NEW ENGLAND
‘ ARP JOURNAL of MEDICINE

Artery Revaseulrizaton
before Elective Msjo Vasculr Surgery

® |ntervention
® Revascularisation ou non
® PAC ou percutanée selon choix des investigateurs

® Revascularisation
® PAC = chx vasculaire < 3 mois plus tard
® PCl| = chx vasculaire > 2 semaines post-procédure
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e NEW ENGLAND

‘ :ARP JOURNAL of MEDICINE
Coronry-Anery Revascularizaion

before Elecive Major Vascular Surgery

Résultats

e Mortalité a long terme (2,7 ans)
® Aucune différence (22 vs 23%)

® Autres points d’aboutissements
® Mortalité a 30 jrs comparable (3,1 vs 3,4%)
® FeVG comparable

® Conséquences de revascularisation préop
® Délai ad chx vasculaire 54 vs 18 jrs (p < 0,001)
® Tendance a meilleure survie si déficit étendu?
® (p=0,09)

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

DECREASE-V
® Population
® 101 patients

® 2000-2005
® Multicentrique

Ot Schouten, MD;t Radoay Vidakovic, MD;# Jeroen ). Bax, MD.§|
Senne E. Hoeks, MSc.# Harm H. H. Ferings, MD#

Eric Bocruns, PUD{
4 A ot Carsil 2007:49:1763-9)
Rottrdam and Liden the Nberdends and Winnipg, Canads

® Critéres d’inclusion
® Chirurgie vasculaire haut risque
® Présence de 2 3 facteurs de risque
® |schémie étendue a I’écho-dobu ou scintigraphie

® |ntervention
® B-bloquant titré chez tous les patients
® Revascularisation (PAC ou PCI) vs tx médical

A Clinical Randomized Trial to Evaluate
the Safety of a Noninvasive Approach in

DECREASE.V =~ =Sss=isie..

Résultats
Raario nd e e oo o Wi, o
Patient Outcome
No
n (%) n (%) HR (95% CI) P Value
Number of patients 49 52
Events before surgery
Allcause mortality 2(49) 0 - 023
Myocardial infarction 1(21) 0 -
Composite 3(6.4) 0 - 041
Events up to 30 days after surgery
Allcause mortality 11(225) 6(11.5) 22(0.74-6.6) 014
Myocardial infarction 17(34.7) 16(30.8) =
Composite 21(429) 17(32.7) 1.4(0.73-28) 030
Events up to 365 days after surgery
Allcause mortality 13(26.5) 12(23.) 1.3(0.65-2.9) 058
Myocardial infarction 18(36.7) 19(36.5)
Composite 24(49.0) 23(44.2) 1.2(0.68-2.3) 048

A Clinical Randomized Trial o Evaluate |
the Safety of a Noninvasive Approach in
High-Risk Patients Undergoing Major Vascular Surgery

DECREASE-V

Résultats
50%

40%

30%

20%

10% NS NS

0% L T
0 7 14 21 28 0 3 6 9 12

Days since surgery Months since surgery

Incidence of All-Cause Death or Myocardial Infarction During 1-Year Follow-Up According to the
Allocated Strategy in Patients With 3 or More Cardiac Risk Factors With Extensive Stress-Induced Ischemia

Light line = best medical treatment only; dark line = best medical treatment and prophylactic revascularization.

10
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Recommandations

Jou ol ol Carelogy
wmuuh-—:dvtc.«-r—b—uwnmum»-—\h
Pdlbed by s

PRACTICE GUIDELINES: FULL TEXT

2009 ACCF/AHA Focused Update on Perioperative
Beta Blockade Incorporated Imo the AOC/AIIA
2007 Guidelines on Peri

Evaluation and Care for Noncardiac Surgery

A Report of the American College of Cardiology Foundation/American Heart Association
Task Force on Practice Guidelines

Developed in Collaboration With the American Socity of Echocardiography, American Scity of Nuclear
o Hewsfuml 09 30.2769-2812  Crdilgy, Het Ryt Sty Sty
Pt prétombtanbelt

Angiography and Interventions, Society ﬁv Vascular Medicine, and Scciety for Vacader Surgery

Guidelines for pre-operative cardiac risk
assessment and perioperative cardiac
management in non-cardiac surgery

[The Task Force for Preoperative Cardiac Risk Assessment and
Perioperative Cardiac Management in Non-cardiac Surgery of the
[European Society of Cardiology (ESC) and endorsed by the
[European Society of Anaesthesiology (ESA)
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Table 4. Cardiac Risk* Stratification for Noncardiac Surgical
Procedures

Risk Stratification

Vascular (reported cardiac risk
often more than 5%)

Intermediate (reported cardiac
risk generally 1% to 5%)

Procedure Examples
Aortic and other major vascular surgery
Peripheral vascular surgery
Intraperitoneal and intrathoracic surgery
Carotid endarterectomy
Head and neck surgery
Orthopedic surgery
Prostate surgery
Endoscopic procedures
Superficial procedure
Cataract surgery
Breast surgery
Ambulatory surgery

Lowt (reported cardiac risk
generally less than 1%)

Table 3. Estimated Energy Requirements for Various Activities

AMET  Canyou... 4MeTs Canyou..
Take care of yourself? Climi a fight of stais or walk up a hil?
Eat, dress, or use the toilet? Walk on level ground at 4 mph (6.4 kph)?
Walk indoors around the house? Run a short distance?
‘Walk a block or 2 on level ground at 2 to 3 mph (3.2 to 4.8 kph? Do heavy work around the house like scrubbing floors or
4METs Do ligh lifting or moving heavy furniture?
Participate in moderate recreational activities like golf,
bowling, dancing, doubles tennis, or throwing a baseball or
football?

Groater than  Canyou...
10 METs

football, basketball, or skiing?
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Table 2. Active Cardiac Conditions for Which the Patient

Should Undergo and Before
Surgery (Class |, Level of Evidence: B) Guidelines for pre-operative cardiac risk
assessment and perioperative cardiac
Condition Examples management in non-cardiac surgery
Unstable coronary Unstable or severe angina* (CCS class Ill or IV)t Exslaution and Care for Noncaniies Sergery The Task Force for Preoperative Cardiac Risk Assessment and
e o o g o G Pt ot Ao Perioperstive Carciac Managemant in Nor-<ardiac Surgery of the
syndromes Tk P G European Socety of Cardioogy (ESC) and endorsed by the
Recent Mi3 Ty et o oy ot A Ty e o Surepean Socery of Ammeschedolegy (834)
R e s et kg e e
Decompensated HF (NYHA
functional class 1V; Table4 Surgical risk* estimate (modified from Boersma et al.®)
worsening or
new-onset HF)
Significant arrhythmias High-grade atrioventricular block Low-risk <1% Intermediate-risk 1-5 High-risk >5%

Mobitz I atrioventricular block -
Third-degree atrioventricular heart block et . Carotid ol
Symptomatic ventricular arrhythmias s .
= Endocrine » Peripheral arterial
Supraventricular arrhythmias (including atrial « Eye angioplasty
fibrillation) with uncontrolied ventricular rate = Gynaecology = Endovascular
(HR greater than 100 bpm at rest) « Reconstructive aneurysm repair
Symptomatic bradycardia » Orthopaedic—minor | = Head and neck
Newly recognized ventricular tachycardia (knee surgery) surgery
Severe valvular disease ‘Severe aortic stenosis (mean pressure gradient = Urologic—minor * Neurological/
greater than 40 mm Hg, aortic valve area orthopaedic—major
less than 1.0 cm?, or symptomatic) (hip and spine surgery)
Symptomatic mitral stenosis (progressive . R*P.uuyp::ml/
dyspnea on exertion, exertional presyncope, liver transplant
or HF)

= Urologic—major

*Acoording to Compeau (10). tMay include “stable” angina in patents who are unusually

Sedertary. M *Risk of M and cardiac death within 30 days ater surgery.

reater than 7 d but less than or equal to 1 month (within 30 d).

CCS indicates Conadian Cordiovoscuiar Society; KF = heart fakee; KR, heart rate; Mi,
‘a0 NYHA, New York Hear Assei

Step b

Cardiac risk factors (table 1)

vasve testing can aha be conuadered

surpical procedure (table §)

- (e

Steps

T T e—
comider the ik of the vurgical procedurs
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En conclusion

® Algorithmes ASA/ACC ou ESA utiles pour évaluation
du risque
e Utilisation des p-bloquants demeure controversé...
® Quelques pistes de réflexion...
® Titrer et adapter dose pour le patient
o [ffet différentiel selon I'agent utilisé?
® |mpact de polymorphisme génétique

® Revascularisation préopératoire demeure
I’exception plutot que la regle
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