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The risk of perioperative complications is reduced if patients can achieve the standards outlined below.  If patients are unable to meet these targets, their medical condition should be improved as far as possible for their circumstances, if necessary with appropriate specialist involvement.  Only once the patient is optimised will the anaesthetist be in a position to quantify the risks involved and enable the patient to make an informed decision whether or not to proceed with surgery.








Blood Pressure





Acceptable if


Systolic ≤ 160 mmHg


and


Diastolic ≤ 100 mmHg





Coronary Heart Disease





Patients should be optimised to Canadian Class 1 or 2


If medical management is unable to achieve this, patients should be considered for PCI or CABG as class 3 & 4 patients are at greatly increased risk of death.





Class 1: Ordinary physical activity does not cause angina.  Angina occurs on strenuous exercise only.


Class 2: Slight limitation of ordinary activity.  Angina occurs on walking or climbing stairs rapidly, walking uphill, walking or stair climbing after meals or in cold, or in wind, or under emotional stress, or only during the first few hours after waking. Angina occurs on walking more than 150 yards on the level and climbing more than one flight of ordinary stairs at a normal pace and in normal conditions.


Class 3: Marked limitation of ordinary activity.  Angina occurs on walking 75-150 on the level or climbing one flight of stairs in normal conditions and at normal pace.


Class 4: Angina on slight exertion; possible at rest.








.








Heart Failure





Patients should be medically optimised to NYHA Class 1 or 2


Patients in decompensated heart failure are at highest risk of perioperative death.


Only compensated heart failure is acceptable: no signs (elevated JVP, basal crackles), no symptoms (orthopnoea, PND).


All patients with previous Heart Failure(HF) should have had an echocardiogram.


A recent echocardiogram will be required for all patients with a previous history of HF and poor functional capacity (<4 METS/class 3 or 4.  This would not need to be repeated if performed within the past year and signs and symptoms are unchanged.


Unfortunately compensated HF does not guarantee adequate LV function.





Class1: No limitation of physical activity.  No shortness of breath, fatigue or heart palpitations with ordinary physical activity.


Class 2: Slight limitation of physical activity.  Shortness of breath, fatigue or heart palpitations with ordinary physical activity.


Class 3: Marked limitation of activity.  Shortness of breath, fatigue or heart palpitations with less than ordinary physical activity, but patients are comfortable at rest.


Class 4: Severe to complete limitation of activity.  Shortness of breath, fatigue or heart palpitations with any physical exertion and symptoms appear even at rest











Asthma





Acceptable if


Acute attacks less than once a month


PEFR variability < 20%





COPD





Acceptable if


Only moderate limitation of ordinary physical activity i.e. able to climb one flight of stairs without stopping; able to walk 50 – 100 metres on the level without stopping.


Only occasional episodes of acute chest infection – no more than 3 episodes in a year.





Perioperative pulmonary complications can be predicted by abnormal clinic findings (diffuse wheezing, productive cough), smoking within 8 weeks, poor functional capacity and BMI>27.  Optimisation of these modifiable risk factors would reduce risk (e.g. short course of oral steroids preoperatively).  Pulmonary function tests are less important to determine risk but are more useful to objectively assess when airflow obstruction has been optimally reduced.





Functional Capacity


All patients for major surgery should have at least moderate functional capacity.  Patients with a functional capacity >4 METs are generally considered to have adequate cardiopulmonary reserve and therefore an acceptable perioperative risk.








4 METs	     Climb a flight of stairs or walk up a hill


	       Walk on level ground at 4 mph


	       Run a short distance





	       Do heavy work around the house like


	       scrubbing floors, moving heavy furniture





	       Participate in moderate recreational activities


	       Like golf, bowling, dancing or throwing a football





10 METs   Participate in strenuous sports like swimming,


	     Singles tennis, football or skiing	





1 MET  Can take care of yourself


	Eat Dress, or use the toilet


	Walk indoors around the house


	Walk 75-150 metres on level ground at 


	2 to 3 mph





	Do light work around the house like 


	dusting or washing dishes





4 METs





Other Factors





Patients with symptoms of reflux are at risk of pulmonary aspiration.  Ideally all such patients should be treated with a PPI and be asymptomatic on the day of surgery.  If this is not already the case then 40mg omeprazole the night before surgery and 40mg n the morning of surgery should be prescribed.


If a patient (or relative) has a severe bleeding or bruising tendency then platelet count, INR and APTT are useful screening tests to assess if further investigation is necessary.


Current guidelines advise that patients should not undergo elective operations with potential for significant blood loss (e.g. hip replacement or hysterectomy) if anaemic as this increases the likelihood of blood transfusion.  Anaemia should be investigated and treated before elective major surgery referral
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