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Presenter Notes
Presentation Notes
Suggestions for Lecturer:
1-hour lecture
Use GRS slides alone or to supplement your own teaching materials.
Refer to GRS for further content.
Refer audience to the complementary GRS chapter and slide set, “Perioperative Care.”


GRS I

Be able to describe:

How age-related physiologic changes influence
perioperative care

Perioperative risk factors for cardiovascular,
pulmonary, renal, and neurologic complications

Elements of perioperative management of
selected medical problems

How to avoid iatrogenic complications



GRS

Dr Qadir has no disclosures.
Patient cases used are fictional.
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* QOverview of Operative Therapy for Older
People

« Surgical Decision-Making

* Preoperative Assessment and
Management

* Perioperative and Postoperative
Management of Selected Medical
Problems
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* More than 40% of all inpatient surgeries are
In patients =265 years old (>5 million a year)

« Advances in care have lowered surgical risks
and shifted the risk-benefit ratio to favor
surgery in increasingly older patients with
more complex conditions

 While surgery per se is safer, older adults
experience a disproportionate majority of
postoperative morbidity and mortality


Presenter Notes
Presentation Notes
Many of the chronic conditions that increase in prevalence with advancing age, such as cataracts, arthritis, vascular occlusions, and cancers, are amenable to surgery.
Although older patients account for just over half of all surgical procedures, they suffer three quarters of the postoperative mortality and also the disproportionate majority of postoperative morbidity. 


RE€/IN] sureicaL pECision-makiNG

» Geriatricians should assist in the process of
deciding on surgery

« Patient’s goals of care should be elicited

» Surgical consultation should be pursued only if
consistent with patient-oriented goals

« Goal of geriatric preoperative assessment is
not to “clear” for surgery, but perform
comprehensive evaluation of medical
comorbidities and geriatric vulnerabilities


Presenter Notes
Presentation Notes
Goals should be based on both disease-specific outcomes and individual patient outcomes spanning a variety of dimensions such as functional status, symptom burden, and capacity for social engagement. When establishing goals of care with the patient and family, the geriatrician should particularly address conditions of cognitive impairment, frailty, malnutrition, and functional dependence, all of which are risk factors for adverse surgical outcomes such as mortality, institutionalization, and functional decline.


 goal of the geriatric preoperative assessment is not to “clear” the patient for surgery but to perform a comprehensive evaluation of the patient’s medical comorbidities and geriatric vulnerabilities. This then allows for accurate surgical risk assessment and frank discussion about whether surgery is consistent with the patient’s goals of care.
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* The risk of postoperative cardiac events is
directly related to age

 To calculate cardiac risk:

» ASA classification
www.asahq.org/clinical/physicalstatus.htm

» ACC/AHA guideline

http://www.onlinejacc.org/content/64/22/e77
See algorithm on next slide

* Overall surgical risk: ACS NSQIP Surgical Risk Calculator
http://www.riskcalculator.facs.org/RiskCalculator/



Presenter Notes
Presentation Notes
Cardiac risk assessment is the most fully developed and widely investigated portion of the preoperative medical assessment. 

The American Society of Anesthesiologists (ASA) classification of patient physical status relies heavily on clinical judgment and is not specific for cardiovascular morbidity and mortality. This system has been used by anesthesiologists for years and consistently has been shown to be useful in predicting postoperative outcomes.
The ASA classification appears in GRS11  Table 1.

http://www.riskcalculator.facs.org/RiskCalculator/

Emergency surgery?

No

}

Yes

Any of the following major risk factors present?
unstable angina, myocardial infarction <6 mo ago,
decompensated heart failure, moderate/severe valvular

disease, dyspnea

Yes

No

!

Is procedure low risk, (eg, cataract, endoscopic, breast,

plastic) or superficial surgery?

No

|

Is patient able to do heavy housework, perform yard
work, climb a flight of steps, walk up a hill, or run a short

distance?

Yes

v

Proceed to surgery

,| Cancel or postpone

surgery; correct acute
cardiac conditions;
reassess valvular function
with echo; address dyspnea

Yes ——f{ Proceed to surgery

Proceed to surgery

No or unknown

'

\ 4

Is patient medically appropriate for and willing to undergo testing for cardiac ischemia and
revascularization before surgery? Will further information on cardiac risk impact decision to proceed with
surgery or perioperative care?

No to either l

Again discuss potential risks
and benefits of surgery with
surgeon and patient to
decide whether or not to
proceed with surgery

\ 4

Yes to both

Calculate cardiac risk;
consider/perform cardiac stress
testing (pharmacologic or
exercise) and if abnormal
revascularize (CABG or PCI)



Presenter Notes
Presentation Notes
Risk assessment is based on patient factors and type of surgery. Non-low-risk surgeries include open aortic or other vascular, intrathoracic, intraabdominal, major orthopedic, and major genitourinary procedures.

GRS11  Figure 1, “Assessing Cardiac Risk in Noncardiac Surgery.”

SOURCE: Fleisher LA, Fleischmann KE, Auerbach AD, et al. 2014 ACC/AHA Guideline on Perioperative Cardiovascular Evaluation and Management of Patients Undergoing Noncardiac Surgery: Executive Summary: A Report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines. J Am Coll Cardiol. 2014;64(22):2373–2405. 


SOURCE: Reuben DB, Herr KA, Pacala JT, et al. Geriatrics At Your Fingertips, 23rd ed. American Geriatrics Society; 2021:286.



K€LY carouascuLAR SvaTEm (102

« History and physical should be performed

« Supplemental cardiac testing only useful in the
following specific circumstances

» Pre-op ECG useful as baseline in patients with heart
disease undergoing non-low-risk surgery

» In patients with dyspnea of uncertain cause,
consider measurement of LV function

» In patients with moderate or worse valvular
stenosis/regurgitation, check pre-op echo if none in
past year


Presenter Notes
Presentation Notes
ECG testing is not necessary in asymptomatic patients undergoing low-risk procedures (SOE=B). A preoperative ECG can provide useful information, mostly as a baseline for comparing postoperative cardiac complications, in patients with known coronary artery disease, significant arrhythmia, peripheral arterial disease, prior stroke or transient ischemic attack (TIA), or significant structural heart disease who are undergoing non-low-risk surgery (SOE=B). ECG findings suggestive of ischemia, left ventricular hypertrophy, QT prolongation, or bundle-branch blocks portend a higher risk of cardiac complications and death. Measurement of left ventricular function using echocardiography, radionuclide studies, or contrast ventriculography should be considered in patients with dyspnea of uncertain cause (SOE=C). When newly diagnosed heart failure is determined to be the cause of unexplained dyspnea, it should be maximally treated before surgery. The utility of detecting and treating asymptomatic heart failure preoperatively is unknown. A preoperative echocardiogram should be obtained in patients with moderate or worse valvular stenosis or regurgitation who have not had an echocardiogram in the previous year (SOE=C). 


K€LY caroioVASCULAR SYSTEM (2012)

« Major indications for revascularization in the
perioperative period

» Significant unprotected left main vessel disease
» 3-vessel disease
» 2-vessel disease with proximal LAD disease

» Survivors of sudden cardiac death with presumed
Ischemic ventricular tachycardia

* Pre-op revascularization is typically not associated with
reduced MACE unless very high risk (as listed above)


Presenter Notes
Presentation Notes
See Table 2 in GRS11 chapter regarding perioperative medical therapy to reduce cardiovascular complications of surgery. 
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» Weigh protective benefit versus bleeding risk in
patients already on anticoagulation

* Do not withhold for cutaneous surgery, dental
extractions, minor oral procedures, or cataract
surgery

* For other procedures, cessation of warfarin, with or
without low-molecular-weight heparin bridge therapy,
IS based on patient’s risk of thromboembolism

« Similarly, apixaban, rivaroxaban, and dabigatran
should be stopped 2—-3 days before surgery
depending on the bleeding risk associated with the
procedure.


Presenter Notes
Presentation Notes
See Table 3, “Cessation of Anticoagulation in Older Adults,” in GRS11 chapter.

Any decision to discontinue or hold anticoagulation should take into account the indication for the anticoagulant and weigh the risk of perioperative bleeding with the risk of perioperative thrombosis. These decisions can be complicated and may require the engagement of multidisciplinary team members (ex. surgery, cardiology, anesthesia, geriatrician) depending on individual circumstances.

Antiplatelet therapy should generally be stopped before procedures at high risk for bleeding, which include abdominal, thoracic, or orthopedic surgery; spinal puncture; liver or kidney biopsy; TURP; or placement of a spinal/epidural catheter. In general, aspirin and clopidogrel should be stopped 5 days before these procedures, ticagrelor 3-5 days before, and prasugrel 7 days before.

β-Blockers should be continued in patients who are already on a β-blocker for medical indications and should be considered in patients with ≥3 cardiovascular risk factors or evidence of myocardial ischemia who are not already on a β-blocker. Evidence does not support the initiation of β-blockers in the perioperative period for other indications. If β-blocker therapy is initiated, it should be started 2–30 days before surgery, titrated to a heart rate of 60 to 70 beats per minute, and the patient should be carefully monitored for hypotension and bradycardia, both of which could increase perioperative cardiac risk.
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« Cohort studies identify substantially increased
risk of major adverse cardiac event when
surgery is performed soon after a coronary
stent is placed

* Optimal timing for non-cardiac elective
surgery:

» Not before 30 days after a bare metal stent

» Not before 6 months after a drug-eluting stent


Presenter Notes
Presentation Notes
Urgent or emergent surgeries that must be performed before those time frames require careful consideration of the added adverse cardiac risks they entail. Similarly, continuation of antiplatelet medications given to reduce stent thrombosis must be carefully weighed against the risk of significant postoperative bleeding incurred, and consideration of individual risk factors and preferences related to those competing risks must be considered. In these patients, engagement of multidisciplinary team members is essential.

If patients on dual antiplatelet therapy after coronary stent placement must undergo surgical procedures that require discontinuation of P2Y12 inhibitor therapy, the surgery should be performed on aspirin if possible and P2Y12 inhibitor should be restarted as soon as possible in the postoperative period (SOE=A).


RE/IN]  rreoperanve sETABLOCKERS

* B-Blockers should be continued in patients who

are already on a [3-blocker for medical
Indications

* [nitiation should be considered in patients with
>3 cardiovascular risk factors or evidence of

myocardial ischemia who are not already on a
B-blocker

* |f initiated, it should be started 2-30 days before
surgery and titrated to 60-70 bpm

 Carefully monitor for hypotension and bradycardia

« Research is mixed on effectiveness to reduce
adverse outcomes


Presenter Notes
Presentation Notes
β-Blockers should be continued in patients who are already on a β-blocker for medical indications and should be considered in patients with ≥3 cardiovascular risk factors or evidence of myocardial ischemia who are not already on a β-blocker. Evidence does not support the initiation of β-blockers in the perioperative period for other indications. If β-blocker therapy is initiated, it should be started 2–30 days before surgery, titrated to a heart rate of 60 to 70 beats per minute, and the patient should be carefully monitored for hypotension and bradycardia, both of which could increase perioperative cardiac risk.


β-Blockers should be continued in patients who are already on a β-blocker for medical indications��Initiation should be considered in patients with ≥3 cardiovascular risk factors or evidence of myocardial ischemia who are not already on a β-blocker�	If initiated, it should be started 2-30 days before surgery and titrated to 60-70 bpm �	Carefully monitor for hypotension and bradycardia 
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Maijor risk factors for pulmonary complications:

« Patient-related: age, COPD, ASAclass |l or
greater, heart failure, ADL deficit, low albumin <3.5

* Procedure-related: emergency surgery,
prolonged surgery (>3 hours); AAA repair;
neurosurgery; or thoracic, abdominal, head and
neck, or vascular surgery

 (General anesthesia is also a risk factor


Presenter Notes
Presentation Notes
Postoperative pulmonary complications, most commonly atelectasis, pneumonia, and prolonged mechanical ventilation, occur more often in older adults than in younger age groups. The impact of these complications is more costly than the cardiovascular complications of surgery in older adults. Pulmonary complications are predictive of increased short- and long-term mortality in older adults and have been reported to prolong the hospital stay by an average of 1 to 2 weeks in this age group.


GRS

According to the 2007 American College of Physicians
Guideline for Risk Assessment and Perioperative
Management of Pulmonary Complications:

« Appraise risk factors

* Routine chest x-ray not recommended except for known
cardiac or pulmonary disease in patients undergoing
thoracic, upper abdominal, or AAA surgery

« Spirometry is recommended for patients suspected of, but
not yet diagnosed with, COPD so that COPD managements
can be started as appropriate. Spirometry is also indicated
for patients who are undergoing lung reduction surgery.

* Post-op lung expansion therapy recommended
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Accurate estimation of GFR is important

* Renal and glomerular blood flow decrease with age,
and muscle mass declines, so serum creatinine may
appear normal even when kidney function is not.

 The GFR can be estimated by calculating the
creatinine clearance using either the Cockcroft-Gault
equation or by relying on the Modification of Diet in
Renal Disease study (MDRD method) that some
laboratories automatically report.

 Many drugs used perioperatively may require dosage
adjustment if renal function is impaired.


Presenter Notes
Presentation Notes
Glomerular blood flow decreases with age, as does muscle mass, such that an apparently normal serum creatinine can be misinterpreted as indicating normal kidney function. The glomerular filtration rate (GFR) can be estimated by calculating the creatinine clearance using the Cockcroft-Gault equation or by relying on the Modification of Diet in Renal Disease study (MDRD method) that some laboratories use to automatically calculate GFR.  Because many drugs administered during the perioperative period may require dosage adjustments in patients with diminished renal function, accurate estimation of GFR is important.

Also, because of decrements in the ability of the kidney to appropriately conserve salt or to maximally concentrate or dilute urine in response to intravascular volume or osmolality, the use of intravenous fluids needs to be monitored carefully. The combination of pain in a patient who is receiving nothing by mouth while receiving intravenous 5% dextrose in 0.45% normal saline may result in hyponatremia.
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« Patients with dementia have been found to have
increased risk of complications after surgery,
including acute kidney failure, pneumonia, and
stroke

* Underlying cognitive impairment is a risk factor for
development of postoperative delirium

« Postoperative delirium is one of the most common
complications affecting up to 50% of older adults

 |tis important to document a patient’'s baseline
cognitive evaluation


Presenter Notes
Presentation Notes
Cognitive impairment is also a risk factor for postoperative cognitive dysfunction, which is a form of postoperative cognitive decline that is more prolonged than postoperative delirium. Documentation of a patient’s cognitive baseline in a preoperative assessment allows for comparison if any cognitive changes occur in the postoperative period.
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* Preoperative risk factors for delirium in non-
cardiac surgery:

» Age 2 70 years

» Cognitive impairment

» Limited physical function

» History of alcohol abuse

» Abnormal serum sodium, potassium, or glucose

» Intrathoracic surgery or abdominal aneurysm surgery

 The most important intraoperative risk factor for
delirium is blood loss


Presenter Notes
Presentation Notes
Delirium is a common and morbid event in the postoperative period. The type of surgery appears to be an important determinant of delirium, with incidence rates ranging from about 4% or 5% in cataract or urologic procedures to as high as 50% or 60% in some series of patients with infrarenal abdominal aortic aneurysm repair or hip fracture surgery.
Patients with a postoperative hematocrit < 30% have an increased risk of delirium irrespective of the presence or absence of preoperative risk factors.


K€Y CREcinG For mALNUTRITION

 Poor nutritional status increases risk of adverse
outcomes.

« Perioperative nutrition screen recommended by Joint
Consensus Statement on Nutrition Screening and
Therapy.

» Risk factors assessed: BMI <18.5 kg/m? (<20 in
adults >65 years old), weight loss of >10% / 6 mo,
reduced oral intake <50% in the last week and/or
preoperative serum albumin <3.0 g/dL.

« If any answers are yes, should undergo a
preoperative nutrition evaluation to optimize nutrition
status

« Consider increasing protein 1.2-1.8g/kg at least 1
week prior


Presenter Notes
Presentation Notes
Poor nutritional status increases risk of adverse outcomes after surgery. 



LE/IN]  runcrionaL sTaTus Ao FRALTY

« Patients who require help with IADLs, ADLs are at risk of
poorer surgical outcomes.

 Frailty has been associated with an increased risk of being
discharged to a nursing facility rather than home, and higher
rates of delirium, cognitive impairment, functional decline, and
death.

« Multiple frailty indices can be used.

* |t is important for patients and family members to understand
the risks associated with frailty or poorer functional status
when considering surgery and to consider whether alternatives
may be appropriate, depending on a patient’s goals of care.



K€Y FosoReRaTE EDUCATION.

* Preoperative period is an ideal time to discuss
advance care planning

e Patients should be educated about and select a
Health Care Proxy

 Discussions should be held to understand the
patients wishes if serious complications were to
develop

* Counsel the patient and family on
nonpharmacologic measures to prevent delirium


Presenter Notes
Presentation Notes
A significant portion of the preoperative assessment is providing counseling and education for the patient and his or her surrogate decision-makers. The patient and family should be counseled on the risks of surgery, including not only traditionally discussed risks (eg, risk of myocardial infarction in the perioperative period) but also less frequently discussed risks (eg, risk of delirium, functional decline, institutionalization). 

Patients should be counseled on realistic expectations for postoperative recovery. 

They should be counseled on nonpharmacologic measures to prevent delirium, perioperative nutrition, and the importance of perioperative physical therapy in postoperative recovery. Patients and families should also be counseled on postoperative care needs (eg, anticipated need for wound care, management of a new colostomy, drain management, need for 24-hour assistance, etc).





K€Y reocenic CompLicaTions

* Encourage time out of bed and avoid restraints

» Early postoperative consultation of a physical and
occupational therapist may be reasonable

 Remove indwelling catheters as soon as possible, to
reduce the risk of infection and the effects of restricted
mobility

« Stop IV fluids, and lift restrictions on diet as soon as
possible

* Review medications daily


Presenter Notes
Presentation Notes
Preserving mobility also reduces the risks of skin breakdown, muscle atrophy, joint stiffness, and bone loss.

Restricted diets and lack of access to water can contribute to compromise in nutrition and hydration. Continued administration of IV fluids after the patient can maintain hydration orally can result in volume overload and impaired oxygenation. 
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* Pre-habilitation protocols in the literature that were
implemented had significant heterogeneity.

« Studies have suggested that pre-habilitation may
reduce length of stay, postoperative complications,
and costs and improve functional outcomes after
surgery through use of nutritional and physical
optimization.

* Pre-habilitiation, is included in the American
College of Surgeons Strong for Surgery Initiative to
iImprove quality of care.


Presenter Notes
Presentation Notes
The American College of Surgeons Strong for Surgery Initiative is a quality initiative aimed at creating an evidence-based toolkit for optimizing the health of patients before surgery (https://www.facs.org/quality-programs/strong-for-surgery). Pre-habilitiation is one of the items included in this toolkit.
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 ERAS is a multidisciplinary, evidence-based
approach to the immediate perioperative care of
the surgical patient.

« ERAS recommends:

* Intake of clear liquids and a carbohydrate drink up to 2
hours prior to surgery

* Prioritizing minimally invasive surgical approaches and
avoiding excessive intraoperative |V fluids

« Early mobilization; early feeding; and multimodal,
opioid-sparing pain management
* Implementation of ERAS protocols has led to
reduced length of stay, complications, and cost
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* |nsufficient evidence to recommend one
particular anesthetic plan for all older adults

* Physiologic changes of aging may have a
significant impact on how a patient responds to
anesthesia

* [f medication needed for postoperative
nausea/vomiting,5-HT; receptor antagonist
(eg, ondansetron) is preferred over
anticholinergic medications such as
promethazine and transdermal scopolamine


Presenter Notes
Presentation Notes
Although regional anesthesia can be considered, there is insufficient evidence to recommend regional anesthesia over general anesthesia as the primary modality for older patients. Regional techniques can be helpful for perioperative analgesia to assist with minimizing postoperative use of opioids.

Many of the medications for nausea and vomiting are anticholinergic and deliriogenic. Risk factors for postoperative nausea and vomiting include female gender, nonsmoking status, age <50 years old, and history of postoperative nausea and vomiting.


REIIN]  recUChG RISk OF DELIRIM

When preoperative risk factors are present, clinicians
should be especially vigilant about:

» Reducing sleep interruptions

* Reducing dehydration

* Encouraging mobility, avoiding restraints

* Enhancing sensory input

« Minimizing medications, especially anticholinergic

« Evidence does NOT support use of antipsychotics for
treatment of delirium

« Controlling pain, constipation

« Correct electrolyte abnormalities


Presenter Notes
Presentation Notes
In a randomized study, a multicomponent intervention focusing on reducing sleep interruptions, minimizing medications and immobility, enhancing sensory input, and reducing dehydration reduced the incidence of delirium by one third over standard care for hospitalized medical patients.

This approach is likely to be beneficial for surgical patients as well. For the postoperative geriatric surgical patient, undertreated pain, constipation, electrolyte abnormalities, and perioperative MI must be particularly considered as precipitating factors.

Management of postoperative delirium should focus on identifying and treating the underlying cause of the delirium and implementing the nonpharmacologic measures described above. No medications are approved by the US Food and Drug Administration for the treatment of delirium. The AGS Clinical Practice Guideline for Postoperative Delirium in Older Adults published in 2015 recommends use of antipsychotics at the lowest dose possible for the shortest duration possible only in patients who are severely agitated or distressed and threatening substantial harm to themselves or others (SOE=D). A systematic review published in 2019, including 16 randomized controlled trials and 10 observational studies, that examined the use of antipsychotics in the treatment of delirium did not support routine use of antipsychotics for treatment of delirium in adult inpatients.
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* A syndrome distinct from delirium, characterized
by abnormalities in learning and memory

* Most common after cardiac surgery
« Can last for days or become permanent
* Associated with increased risk of mortality

* No demonstrated link to hypotension, hypoxemia,
or type of anesthesia

* Treatment is supportive


Presenter Notes
Presentation Notes
Postoperative cognitive dysfunction (POCD), characterized by decreased performance on objective cognitive testing after surgery, can be subtle or dramatic and is considered to be a syndrome distinct from delirium. It can last for days to months after surgery and sometimes can be permanent. POCD has been reported most commonly after cardiac surgery but can also be seen in patients undergoing noncardiac procedures. Studies have shown that POCD may develop in about 10% of patients 3 months after noncardiac surgery and that patients who develop POCD have an increased risk of mortality in the year after surgery. POCD is associated with increased age, fewer years of education, and preexisting cognitive impairment. There is no known treatment for POCD, and methods of prevention are unknown.


REIIN]  conevomwace (lors

- Early signs of postoperative kidney damage:
oliguria, isosthenuria, increase in serum creatinine

 Mechanisms of postoperative kidney damage:

» Impaired renal blood flow: signaled by urine sodium <40
mEQ/L, ratio of urine to plasma creatinine >10:1

» Acute tubular necrosis: signaled by urine sodium >40
mEQ/L, ratio of urine to plasma creatinine <10:1; urine
sediment may have granular or epithelial cell casts

» Obstructive nephropathy, especially in men with prostatic
hyperplasia: bladder typically distended, palpable
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 Acute tubular necrosis:

« Hold all potentially nephrotoxic medications and
meticulously maintain a euvolemic state

* Obstructive nephropathy:

* Insert a bladder catheter to reduce the risk of
hydronephrosis and impaired kidney function



REIIN]  asTRONTESTINAL CONGERNS

Constipation

 QOrder a scheduled laxative and a stool softener when
ordering an opioid analgesic

« Consider suggesting prunes, prune juice, applesauce,
bran

Diarrhea

« Check manually for fecal impaction, and consider having
stool specimen checked for leukocytes or Clostridium
difficile toxin

* Focus carefully on volume resuscitation and treating the
underlying cause


Presenter Notes
Presentation Notes
Constipation is quite common postoperatively, as a consequence of the combined effects of altered diet, immobility, and medication use. At times, ileus and obstipation may be severe and produce significant anorexia, nausea, and even vomiting. The role of postoperative iron therapy to treat anemia is unproven and probably also contributes.

Use of antimotility agents, while effective in reducing fecal incontinence from diarrhea, is very risky in older adults in the postoperative period, because they significantly increase the risk of delirium, constipation, and toxic megacolon.

Nausea is also common in the postoperative period, often as a result of opioid, anesthetic, and other medications; new infection; or slowed gut motility. In managing nausea, first steps are to ensure that the patient is having sufficient bowel movements and to review medications to reduce or eliminate any that may be impairing GI motility or contributing to GI irritation, such as opioids and NSAIDs. Antiemetics should be considered only after these approaches have failed to identify a reversible problem. Particularly if the patient has recently received antibiotics, remaining vigilant for C difficile infection causing nausea is essential.
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* The oldest-old and cognitively impaired patients
are at highest risk of undertreatment of pain

* Under-treatment of pain, at least in individuals
without dementia, appears to be a more
powerful predictor for development of
postoperative delirium than opioid use

» Postoperative pain is best managed with a
multimodal approach
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« Scheduled acetaminophen can be used (not to
exceed 3 g/d) along with topical options

* Opioids should be used at the lowest effective
dose for the shortest time necessary to reduce
the risks associated with long-term use.

« Patients discharged to home on opioid
analgesia should be given a prescription for
naloxone with instructions for its use.


Presenter Notes
Presentation Notes
Regional analgesia, including peripheral nerve blocks and neuraxial anesthesia, can be used to reduce the need for oral opioids in the postoperative period.
Opioids have multiple adverse effects, including itching, nausea, somnolence, respiratory depression, and constipation.  If the patient is unable to ask for as-needed pain medications (because of cognitive impairment or delirium), low-dose scheduled opioids can be considered to manage pain with detailed instructions of when the medications should be held.
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* Avoid NSAIDs: potential for Gl bleeding, delirium,
fluid retention, nephrotoxicity, cardiovascular risks

* Avoid muscle relaxants due to risk of delirium
 When starting a pain medication postoperatively, it
IS best to stick with the geriatric prescribing mantra

of “start low and go slow.”

« Useful adjuncts: ice packs, heating pads,
massage, relaxation techniques


Presenter Notes
Presentation Notes
For comprehensive, up-to-date information on pain medications and dosing, see Geriatrics At Your Fingertips, https://geriatricscareonline.org/ProductTypeStore/books-online-texts/1/.
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 Patients with preexisting voiding dysfunction
and men with prostatic hyperplasia are higher
risk

 Constipation can contribute to urinary retention
so treating constipation can help both problems

 Limit anticholinergic medications



GRS

Recommendations:

« Don’t perform stress cardiac imaging or advanced
noninvasive imaging as a preoperative assessment in
patients scheduled to undergo low-risk noncardiac surgery.

« Patients who have no cardiac history and good functional
status do not require preoperative stress testing before
noncardiac thoracic surgery.

« Don’t perform preoperative medical tests for eye surgery
unless there are specific medical indications.

* Avoid echocardiograms for preoperative/perioperative
assessment of patients with no history or symptoms of heart
disease.
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« Don'’t order coronary artery calcium scoring for preoperative
evaluation for any surgery, irrespective of patient risk.

« Don't initiate routine evaluation of carotid artery disease
before cardiac surgery in the absence of symptoms or other
high-risk criteria.

« Before cardiac surgery, there is no need for pulmonary
function testing in the absence of respiratory symptoms.

« Don’t obtain preoperative chest radiography in the absence
of clinical suspicion for intrathoracic pathology.



GRS

e Surgery is an important therapeutic option for
many older people

* Preoperative assessment should be
iIndividualized, comprehensive, and, often,
multidisciplinary

« Attentive perioperative management minimizes
complications in older patients, especially those
with chronic medical problems and functional
impairments



L€ISN]  CAsE1(10f2)

For patients admitted for hip fracture, which of the following is
most likely to decrease if an interprofessional inpatient
geriatric team is consulted?

A. Number of delirium episodes

B. Severity of incident delirium

C. Duration of incident delirium

D. 1-Year survival after incident delirium



R€N]  CASE1(20f2)

For patients admitted for hip fracture, which of the following is
most likely to decrease if an interprofessional inpatient
geriatric team is consulted?

A. Number of delirium episodes

B. Severity of incident delirium

C. Duration of incident delirium

D. 1-Year survival after incident delirium


Presenter Notes
Presentation Notes
Answer: A
Delirium occurs in 10%‒61% of patients hospitalized for hip fracture. The occurrence of in-hospital delirium portends poorer outcome, including death, institutionalization, cognitive decline, prolonged in-hospital stay, increased inpatient complications, and poorer overall recovery.
Inpatient geriatric consultation teams provide an interprofessional approach to the evaluation and management of older patients. The intervention of a well-designed team results in a 30% lower incidence of delirium after hip fracture and repair compared with control groups receiving standard care. Prevention of delirium is key because once delirium develops, there is no statistically significant difference in its severity or duration, degree of associated cognitive decline, and 1-year survival, regardless of whether the patient received standard care or care from an inpatient geriatric consultation team (SOE=A). (Options A, B, C, D)



L€/iN]  CASE2(10f3)

A 72-year-old woman comes to the clinic in preparation for a
surgical resection for colon cancer, scheduled in 5 days.

History includes:

* Nonvalvular atrial fibrillation

* Hypertension

* Prior stroke 3 months ago

* Her kidney function is normal
* She remains on dabigatran

She is at moderate risk of thrombosis and at high risk of
bleeding.



L€/N]  CASE2(20f3)

Which of the following is the most appropriate
recommendation?

A. Stop dabigatran now and bridge with low-molecular
weight heparin (LMWH) before the procedure.

B. Stop dabigatran 2 days before the procedure. No
bridging required.

C. Stop dabigatran on the day of the procedure and
bridge immediately with LMWH prior to the procedure.

D. No need to stop dabigatran.



R€N]  CASE2(30f3)

Which of the following is the most appropriate
recommendation?

A. Stop dabigatran now and bridge with low-molecular
weight heparin (LMWH) before the procedure.

B. Stop dabigatran 2 days before the procedure. No
bridging required.

C. Stop dabigatran on the day of the procedure and
bridge immediately with LMWH prior to the procedure.

D. No need to stop dabigatran.


Presenter Notes
Presentation Notes
Answer: B
Elective or emergency surgery in patients on direct oral anticoagulants (DOACs) often necessitates a temporary interruption of anticoagulation, which temporarily increases thromboembolic risk and, consequently, increases mortality rates. In general, the anticoagulant must be discontinued if the surgical bleeding risk is high. For patients at high or very high thromboembolic risk, the interval without anticoagulation should be limited. This generally involves stopping the DOAC as close to surgery as possible and restarting it as soon as possible. Patients at moderate risk of thromboembolism, such as the patient in this case, generally can interrupt their anticoagulant for surgery without bridging (SOE=A). (Options A, C, D)
The bleeding risk from bridging may outweigh any potential benefit, especially in those with low-risk nonvalvular atrial fibrillation, as found in this patient. (Option B)
The PAUSE (Perioperative Anticoagulation Use for Surgery Evaluation) study showed that DOAC-treated patients who interrupt therapy before surgery have a shorter period without anticoagulation than warfarin-treated patients who interrupt therapy. The shorter interval without anticoagulation is attributed to the rapid resolution of anticoagulant effect when a DOAC is discontinued preoperatively and the rapid resumption of effect when a DOAC is restarted postoperatively. Rates of thromboembolic and hemorrhagic complications associated with this management were low (major bleeding in <2%; ischemic stroke in <0.5%), thereby supporting the safety of this approach (SOE=A).
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