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La question est triple

v'Quels patients revasculariser?

«Statut cliniqgue et/ou test fonctionnels
*Nature et contexte de la chirurgie envisagée

v'Quand les revasculariser?

«Statut cliniqgue et/ou test fonctionnels

*Nature et contexte de la chirurgie envisagée: urgen
exclue (risque X2 5Mangano Anesthesiology 1990)

v Comment les revasculariser?

*Nature et contexte de la chirurgie envisagée

ce



C’est une question a « tiroirs »

v'Quel est le statut clinique?
v'Pourquoi a-t’on fait une coronarographie?

v'Résultats des tests fonctionnels +++:
notion de seull ischémique (SI)?

v'Quelle est la chirurgie envisagée, sa nature
et son contexte? ( risque cardiaque et/ou
risque hémorragique

v’ Quels sont « I'environnement » et
I'habitude de I’équipe chirurgicale
concernee?



CdlidiaC Evdliualoll dlla oale AIJOIILIITI
for non cardiac surgery

ACC/AHA 2007 Guidelines on Perioperative Cardiovascular Evaluation and
Care for Noncardiac Surgery: A Keport of the American College of
Cardiology/American Heart Association Task Force on Practice GGuidelines

Meed for emergency | _ Perioperative surveillance
noncardiac surgery? e e Operating room and postoperative risk
{Class I, LOE C)

stratification and risk factor
I management

Ne
Active cardiac ——— —_— - :
sonditions® Yes Ewvaluate and treat per Consider
(Class I, LOE B) ACC/AHA guidelines operating room
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I— _— Proceed with
| Low risk surgery Yes planned surgery
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Good functional capacity (MET level .- S I h t
greater than or equal 10 4) without Yes > ch:;d with M au
anned surgery
symptoms T (Class L, LOE B) E i
@ No or unknown
| 1 or 2 clinical
3 or more clinical risk factorsi S | b
risk factorsi | No clinical L aS
| Intermediate | risk factors} O u
Vascular surgery risk surgery
& . Intermediate risk Class I,
Vascular surgery surgery LOE B . , . .
Clus T intermediaire
LOEB L 4
Y
Consider testing if it will 3 Proceed with
~Onsiaer restn; nwi
(‘I?:mt:e man&a_geamﬁ Proceed with planned surgery with HR control§ (Class Ila, LOE B) planned surgery
= or consider noninvasive testing (Class [Tb, LOE B) if it will change management




Quel bilan cardiaque
avant chirurgie programmee?

Recommendation for Presperative Rexting J2-Lead EOG

o A
1. Preoperative resting 12-lead ECG Is recommended

for patlents with at teasi 1 clinical risk factor® whio
are undergoling vascolar surgleal procedures. (Level
of Evidence: H)

Preoperative resting 12-lead ECG i recommended
for patbents with known CHD, peripheral arterial
disesse, or cercheovascular disease who are under-
girng internvediate-risk surgical procedures. (Level
of Evidence: ©)

Clazy Ha
1, Preoperatlve resting 12-lead ECG is reasonable in

persons with no ellnbeal eisk Tactors who are under-
godng vascular surghcal procedures. (Level of Kul-
dence: B

i
1. Preoperative resting 12-lead ECG may be reason-
ahle in patients with at least 1 elinbeal risk factor
who are diderpodng Intermediate-risk operative
procedures, (Lesel of Evidence: B)

b

Craxy f1F
1. Preoperative and postoperative resting 13-lead

ECGs are nofl Indicated in ssymptomatie persons
undergoing low-risk surgical procedures. {(Level of
Evidence: H)

Recommendalivny for Yonlavadve Siresy Testing Belfore
Noncardiee Surgery
Class f
1. Patients with active cardiac conditbons (see Tahle 2
in wihom moncardiae surgery B planned should be
evaluaied and treated per ACC/AHA pubdelimest
before noncardiae surgery. (Level af Evldence: H)

Class Ha
1. MNonlnvasive stress testing of patients with 3 or more

clindcal risk factors and poor functional capacity
(less than 4 METs) who reguire vascular surpgery:
veasible If it will change management. (Level of
Evidence: H)

Class [

I. Monlnvasive stress testing may be considered for
patients with at keast 1 1o 2 clinkeal risk factors and
poor functional capacity (bess than 4 MET=) who
eequire intermediate-risk noncardiae surgery i i
will change management, (Level of Eviderce: B}

4. Monlnvasive siress testing may be considered for
pattents with at feast 1 to 2 clinkeal risk factors and
pood functional capacity (greater than or equal (o 4
METs! who are undergolng vascular surgery. (Level
af Evidence: H)

1. Nonlwvasive testing is wot useful Tor patients with me
clinleal rlsk factors underpoing intermedlate-visk
noncardiae surgery. (Level of Eeldence: )

2, Mominvasive testing & mol wseful for pattents undee-
polng kww-risk noncardiac surgery, (Level of B
denee: )




Complications cardiaques...

Risque de complications cardizgues

Type de chirurgie non cardiaque

Elové (> 5 &)

Intermédinire {[-5 %)

Faible {< | %)

Chirargie en urgence. suriout chez le sujet ipé
Chirurgie aortique ou autre chirurgic vasculaire majedre
Chirurgie vasculaire périphérigue

Chirurgse de longue durée aveo importantes variations

woldrnigues

Endantéreciomie carotidicnne

Chirargie de la téte oo du con

Chirurgie intrapéritonéale ou tharacigue
Chirurgie orthopédique majeure
Chirurgie de la prostate

Endoscopic
Intervention superficielle
Chirurgie de 1a cataracte

Chirurgic du sein

|irtrmedak

| L]
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mirciset (Feater than 7 MEEs or et raie
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... et hemorragiques

Risque hémorragique de |'intervention

Endoprothése (4 éwaluer avec le responsable du geste invesil ou le chirunglen)

Coronaire ([EC)
Pharmaco-active i aj.e ur

Intermédiaire Mineur

Repoaiar Matarvartian
gu-deld de @ mois a 1 an
aprés o pose de 'EC

Raportar linbersandion M airiien sapiaing ef
mii-dadh e B mods &1 an elepidogrl
aprds ln poga da 'EC

Risgue de thrombose du stent

[ evaluer awvec le cardiologue)

Mﬂ] eur sl impossible : wl inupassible
Arrit aspirine-clopidogrel Maindiar asgiring
§ jmurs Arriil elopidegral
ou 5 jouirs
Arrid aspirine-clopidoarel
10 jours maxi g substiiuticn
Arr# aspirine-clepidogral Maintion aspirinm Mairiien &t piring i
Moderé 5 jaises Arrt clopidagrel elopidogre
Gl S jaurs Bu
Arril aspirine-clogidognal Maierien 2 pisdng
10 jours mazi e substindian Arril clopidogral
5 jemirs

Risque hemorragioue:

MERja W InGaNBNAGN R pouvatl A0 rdalses wnis AP
Maodrd Inlarsaninn (aalEahs 2ot AR waiila
MEneur; Merveslian ralisabe sous ASA ol Soodagrel

| Dans fous les cas, Finfervention don #re reportée au-dela de § semaines d'un :.lyrrdmr-nu |:E|r~u-nalm.l:|g.:..| .

dand L meslehe du pessibie

Risgue de thrombose d°EC pharmaco-active
Majasir; Mas an plass Gegus mainsde B onais a1 an
ol e niaassan un Failenen | o Ssperie-
clopidoirel oo patient awe: Sacieur de rscos

Medire: Mian an piads dopas plus oe § moisa 1 a0

Gestion des traitements des antiplaquettaires parv  oie orale chez les
patients porteurs d’endoprotheses coronaires
(Propositions du groupe d’experts, 31 mars 2006)



Indications de revascularisation
avant chirurgie non cardiague

ACC/AHA 2007 Guidelines on Perioperative Cardiovascular Evaluation and
Care for Noncardiac Surgery: A Report of the American College of
Cardiolopyv/ American Heart Association Task Force on Practice Guidelines

Class [
t. Coromary pevascularization before nencardiae sur-

gery s wseful in patients with stable angina who have
stpntficant left :nakn COFOMCY .am:r;r q.ttnm:u. [ Fevel
of EvidencfT o) —

2. Coronary revascularization before noncardiac sur-
gery s useful in patlents with table angina who have
J-vessel disease, (Survival benellt Is preater when

an 0500 (Level of Evidence: A)

k. ¥ Cnmmrp remsu:ula.rlmtlr.-u before noncardiac surpery
B owpseful ln patients with stable angima wha have
2-visnel dhﬁw m[h st ! |.t mxhnal L-t]] ntermuLn

ST
af ponlnvasive Iuﬂaﬂug. (Lewel n_;l'Lwden:r .JL]
4. Coronary revascularization before noncardiac sur-

gery s recomumended for patlents with high-risk
unstahle anghm ar uun—S]J-sﬂune:tT t!u'aﬂlm 1 18

5. Coronary re#wum‘]ﬁ!inn before momcardiac sir-
gery s recammended In patlents with acute 57T-
elevation ML (Level of Evidence: A}

USEFUL

li'hm Ifa

. In patients in whom coronary revascelarization with
PCI i appropekate for mitigathon of cardiac symp-
toans and who peed elective noncardiae surgery In
the sahsequent 11 menths, & steatepy of balloon
angloplasty of bare-metal stent placement followed
by 4 to & weeks of dual-antiplatelet therapy Is
probably indicated. (Level of Evidence: B)

L. In patbents who have received drup-elutlng coronary
stents and who must underpo urgent surgical proce-
disres that mandate the discontinuation of thienogy-
ridine theragy, it s reasonable to contlnue aspivin iF
at all possihle and restart the thienopyeldine as soon
an pﬂ-mh!e L!.ruaﬂ u_r'} vidence: -E']

. The usefulness iof preoperative coronary revascalar-
fzatbon is not well established in bigh-risk fschemic
patients le.q., abnormal dobutamine stress echocsr-
diograph with at least 5 segments of wall-motion
ahnormalithes ), (Level of Evidence: €]

2, The wsefulness of preoperative coronary revascular-
ization s nol well established for low-risk ischemic
patients with an abnormal dobotamine stress echo-
cardingraph (segments 1 b 45 (Level of Evidence: B

1. It &5 not recommended that routing prophylactic

coronary revascularization be perfornied in patients
with stable CAD before noncardiac surgery, {Level
o Evidenee: B)

. Electlve noncardiac surgery & nol recommended
within 4 to & weeks of bare-metal coronacy stent
implantation e within 12 months of drog-cluting
coponary stend bmplastation in patients o whom
thlenopyridine therapy, o aspiein and thlenopyet-
dine thesapy, will need to be discontinued perioper-
athvely, [Level of Evidence: B)

3 Electlve noncardige surgery B not recommended

within 4 weeks of eoromary revascularizathm with
halloon angkoplasty, (Level af Evidence: B}

b

APPROPRIATE

NOT RECOMMANDED



Clinical relevance of
aspririn resistance

Gum et al., J. Am Coll Cardiol 2003; 41: 961-5

vn==36

v'Stable CVD

| v'325 ASA
v'F/U 679 + 185 days

RESISTANT (n=17, 5.2%) RESPONSIVE (n=309, 94.8%)

W 1

x 24% 10%

CVA
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MECHANISMS OF DISEASE

Platelet Activation and Atherothrombaosis

Giovanni Davl, M.0., and Cardo Patroma, MO
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La préevalence de la résistance a 'ASA
varie (entre autre) selon le type de test
de fonction plaquettaire utilisé

Aspirin Resistance Prevalence

o
Q
>

N
S
>

30%-

20%+

10%-

2
T

59.5%




PFA 100

Excellent technique, reproductible, rapide
Excellente correlation avec I'agrégomeétrie standart



Exemple numéro 1

v Homme 60 ans
v'Tabac, HTA
v AOMI opérée

v'Echo effort + en
anterieur (Sl 85%)

v'PTH gauche prévue
v Thrombose IVA




Exemple numéro 2

vHomme 62 ans
v'Tabac, cholestérol

v'SCA ST-tropo-ily a 12
sem. (TT médical)

v'Chir. adénome
prostate prévue

v'Echo. effort + (S1 60%)
v Atteinte bitronculaire




Exemple numéro 3

vFemme 74 ans
v'Diabéte, surpoids
v Angor stable
v'Echo effort + ant.
(S1 80%)

v PTG programmeée

v'Sténose serrée IVA et
septale




Exemple numéro 4

vFemme 76 ans

v'Diabéte, HTA, surpoids,
cholestérol

v’ Arrét ASA pour colo.
v'Colectomie planifiée
v'SCA ST- tropo+ J6
v Atteinte 2T sévere
v'Décision pontages




Previous PCI

Balloon Bare-metal Drug-eluting
angioplasty stent stent
| | | | <365 days
30-45 30-45 d D e
. u >oU- ays ays
Time since PClI <14 days >14 days ol e
l l l l h 4 A 4

Delay for elective or
nonurgent surgery

Proceed to the
operation room
with aspirin

Delay for elective or
nonurgent surgery

Proceed to the
operating room
with aspirin

Gestion des pts
ayant un
antécedent
d’angioplastie
coronaire

Gestion des pts
devant bénéficier

d'une

angioplastie
coronaire avant
chirurgie planifiee

Acute MI, high-risk
ACS, or high-risk
cardiac anatomy

| Bleeding risk of surgery

Low —Pl Stent and continued dual-antiplatelet therapy

Not low

(COR IIb/LOE C)

Timing of Surgery 14 to 29 days

30 to 365 days

|

Greater than 365 days

|

Balloon
angioplasty

Bare-metal
stent

Drug-eluting

stent

(COR IIb/LOE G (COR Ila/LOE C)

(COR IIb/LOE C)



Proposition de synthese

Risque CV Risque CV Risque CV
élevé intermédiaire bas
CHIR CHIR CHIR
Sl bas REVASC REVASC REVASC
> 5 seg.
CHIR
Sl CHIR | REVASC
intermédiaire | REVASC REVASC lléere
1 a4 segq. REVASC llére
CHIR
Sl élevé REVASC REVASC llere MEDICAL




En conclusion

v'La clinique, la clinique, la clinique

v'Les tests fonctionnels, ischémiques et
plaquettaires

v'Le dialogue, le dialogue, le dialogue

anesthésiste

-

cardiologue(s) chirurgien




