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Gestion cardio-vasgmﬁlre des patients

avant une chirysgie non cardiaque
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& Introduction

{C“# Pourquoi ? nbﬁ&n*
=" 313 millions chirurgie / an => 4 2 millions dégﬁ!gsﬁ;{:-éri-ﬂp [ an
85% chirurgies non cardiaques fﬁ
Environ 50% décés cardio- vasculalre%&“
=> diminuer décés r:ardm-vascuiagés et complications cardiaques

Derniéres recommandations ES& 2014
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& Risgue lie a la chiruggie
&
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&+ Type et duree de la chirurgie &
g
« Degré d’'urgence {immeédiat, urgent, « t]me-seréﬁive », electif)
g
* Risque mortalite cardio-vasculaire, IDM etﬁﬁc a 30 jours
o
Tabka 5 Sursical Ml cativmite according to type of Py O iyt
Lows surgloal Fisk § = 15} hunmddgrglm Fisk {1-5%} High surghal Fisk {55}
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FDRCV : tabagisme, HTA, diabéte, dﬁpldemle, hérédité
ATCD de maladie cardiu—vasculagﬁb
(Comorbidités) &
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Anamnése
Examen clinique

Avant chirurgie risque
: Hb + créatinine

ECG

Biomarqueurs : BNP,
troponine

Capacité fonctionneile
Consultation cardio

g &
H’éorithme décisionnel pour I’évajuﬁtian du risque

&

intermeédiaire ou élevé

NT-proBNP,
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I paticnts wher bFave krosen OVD or O risk ‘:E'
Factors (ocluding spe = &5 years], or syeplarmz ar
sigre supgestive of CVDY L is recommuendsd o
chiain o pre-cperative 12-ead BOG befoec
intermediate- and high-risk MC5™

Im patienis who have knowrn CVWD, OV sk
factors (including age =65 years}, or symptoms
cugpestive of CWD it is recormmended to
measure hs-cTn T or ke<ln | before
imtermediate- and hish-risk MCS, and 2t 24 h and
48 b afeorwards 53 T 1RIT-11 1T
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Biomarqueurs

&

In paticrts whe have krawn W0, CV risk factors
[including zge =65 years), of symptoms sLggrsive
af CWTL it should be considered te rezsura BINEP
ar T-proBMP Gefore intermnediabe- and high-risk
RO 5212 114

I Ievweeriske patients urcergaing lowes and
interrredinte sk N':E-\. it is not recomrnended
to rautinely obtain pre-opemative ECG hs-cin 100,
ar BMPN T -pralis corcontrations, T
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+ Detection et prise en charge PMI Pl AP e
(Peri-operative myocardial ﬁcp T o s
infarction / Injury), 85% F e FTTR oo op 47T
silencieux = négligés < 84 Pia
@.p‘"" | e
* Puelacher C. et al. Circulation i 3 $-| L
2018




PMI

Peri-operative mvocardial |
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TTE is recarnrmended in paticnts with poor
furctaral capacty” andfor high MNT-praBi
MR o murimurs ars detected hef
RS, i order to undertake Fisk-re
stmtegles_nw,-ujw-u_ma
TTF sheiled be consicarsd w with
suspected new CVD o -@erpla]ned signs ar
syrnptome befara hi RS
TTE may be cnr@ﬁd i patients with poor
furctaral capacty, abnarmal BC5, high

MW T-proBMEBNE T ar =1 dinical risk factor
before intormediate-rizk MOS 5 F

T zwoid Celaying surgery, a FOCUS exam
performed oy trained specalists may be
considered zs an atbermative to TTE for
pro-oporative ’:riilgr_'."-‘hg"a:":"Et_"'ﬂmpH

Routine ore-operztive evzluation of L¥tunction is

122443
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Stress imaging is recommendad before higha
elective MCS in patients with poor fungt
capacity” and high likelihood of :
clinical Figh,™" %1518

Siress imaging should be :@.E‘dered before
high-risk MCS inasym Eﬁaﬁ: patients with poor
functional capacity.Cdnd previous PCl or
C.AE’G.1+?

Atress imaging may be considercd before
imtermediate-risk M5 when ischasmia is of
concern in patients with clinical risk factors an::l
poor functional capacity.™ nae ""F
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Stress imaging is not recommended mu
before MC5.
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@Gbroscanner (CCTA) / Coronapgraphie (ICA)
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Hmﬂm Class®  Leval®
12 s recormimanded Lo use the siene indicatioss for
ICA 2rd ravascular mation pre-operathely acin the
no-surgical secting. ™ "
COTA erould be consldered 12 rule oot CAD 0
pasents with suspected CCE or
hicmarker-nogative METE-ACE in case of
Ieww-to- rtormediong clivical likelibnod of G, or

ir |:Ii|].iEI1|:!.' unsuilihle for man-insive functicos:|

Prﬂ-npi.-.mt'we [ iy he considere in stble

CCS patlents urdergaing eective surgial CES, - -H

Ravtire pre-cperatwe [CA i not recermmended

i stahle CCS patients underpeing lowe or C

intermediaterisk RCE

IR 2021

testing undessoing non-urgent, intermedate, and

high-ries MCS. &



smoking cessation =4 weeks before MCS is
recormmended to reduce post-operative

comalications and rn-::-rI:aI'ﬂ;:l.-_“5"-1Hl

i_ontrol of CV risk factors  including blood
pressure, dvslipidasmiz, and dinbetes—is
rerammended bofore MCS 7= 17178

Interruption
In paticrts without HE, withhalding RAAS
inhibitars on the day of MO should br considorad
to pravent peri-cperative hypotension” "
Far zatients on diuretics to treal hyperiansion,
trangient discentinuatian af diuretics an the day of
RIS should be roesidorsd 2®
It showkd be considered to intermupt 5GLT-2
inhikitor therapy for at least 1 days before

interrradizte- and high-risk MHCE
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Surgary with minor Blesding rlok
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Gestion des antiplaqueft:
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Scopping and re-initiadon of MOAC therapy in clective WES according
ta the peripmcedural sk of Beeding in patients wi ormal renal funckbon
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Recommendation Table 19 — Recommendations for ‘ﬁ
the timing of non-cardizc surgery and ravasculariza- &
tion in patients with known coronary artery discase -4;535"

' Recommendations Clzss'  Lewal® l"&ﬂ"m with ACS
P '.-:[.'I'E i IF NS con safey b pastpoesd feg or eost 3
AR N s bf’ miankis], it is recarnmecked bt pasenss wis .

RGN
Pro-ooerztive avaluation o patieots with 20 far ACS patlents In general.
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210 bailmon angopassy. ™ ﬂ:-.‘c‘ and therapeutic intervent ons a5 ress nmended
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Nombre de patients : 22 miliions patéentﬁﬁoﬁ’t une chirurgie majeura chaque
annee en Europe &

> 50% patients de 45 ans ou plus gﬁfbdem 2 FDRCV

Biomarqueurs (troponine pus’[{}qﬁ )

Qui fait I'évaluation en France ? L'anesthésiste, le cardiologue ? A organiser
en staffs multidisciplinaires
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Nouvel algorithma (plus de score de risque gl%haﬁhpuur stratifier le risque clinique du
patient

Age 65 ans hév*b

Biomarqueurs : troponine, BNP ou N,féﬁrnBNP

Gestion antiplaquettaires et anticgﬁguiants pré- et post-op : clarification et simplification
Prise en charge invasive des valvulopathies significatives avant chirurgie rion urgente
Equipe muitidisciplinaire

Information patient (ecrite et orale). g



