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Perioperative Medicine

Improve the care of patients to
maximise quality and quantity of life

PERIOPERATIVE MEDICINE
THE PATHWAY T0 BETTER SURGICAL CARE
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The Focus of Pre-assessment

Shared decision making
Patient optimisation
Assessing frailty

ldentifying cognitive disorders
Risk stratification
Management of expectations
Prehabilitation

Planning for admission



operative assessme
s it that straightforward:
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The elderly surgical patient

* Conflict between
operating on older or
younger people

* To operate on those
with shorter life
expectancies or on
those with relatively
low rates of dying now
but longer life
expectancy




NHS

North West Anglia

NHS Foundation Trust

The Peterborough Story

Anaesthetist led clinic

Patient triaged based on perioperative risk to
attend clinic

Stratify risk in detail

Assess functional reserve either by clinical
assessment or CPET

Then discussion with patient and family about
risks and benefits of surgery based on results

Following clinic, may seek advice from experts
and engage other healthcare professionals



Patients aged 65 and over
compared to all referrals 2011-2018
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Referrals received for patients
aged 65 and over 2011-2018




Patients aged 65 and over
offered a clinic appointment 2011 - 2018




Outcome of Clinic Appointment
2016 - 2018

Surgery refused DNA/Cancelled after Appointment
appt offered, including outstanding
death




Number of referrals by specialties
2018
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Shared Decision Making
(SDM)

* Bringing together patients’ preferences and
values together with doctors’ expertise to
work out the best bespoke package of care for
that individual.

* To determine what may or may not be a
material risk

e All patients should undergo SDM, not just the
high risk ones



What is shared decision making?

SDM

Preoperative counselling

Discussions about functional decline, loss of
independence, subsequent care burden

Advanced directive
Appropriate post operative care
Discharge planning

Disparity between doctors view and patients
acceptable risk



Frailty

“vulnerability to external stressors”

Increased morbidity and death in this group
May affect up to half of older surgical patients

Impact of frailty will depend on the proposed
operation




onton Frai

* Highlights thc
greater risk, ne
further assessm
support




onton Frailty Scores A

Edmonton Frailty Scores

0,
0% rlA

= Not = Vulnerable = Mild = Moderate = Severe

Courtesy of Drs Stoker and Burgess
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For All Patients

» Mean LOS was 5.3 Days

» Median 4 days
» 65% had LOS <5 days

» 3% postponed or
cancelled for medica
reasons

» 2% postponed du
non-clinical re
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Median LOS for
“Vulnerable” Pec
was /7 Days

For “Mildly” Frail
people was 13 da




How Many Are There?

Over the course of 38
days

15 Mildly-severely frail
people were identified
(13.4%)

11 Vulnerable (9.8%)

= 3.7 people admitted per
week



Nutritional Status

Risk for all-cause mortality increases starting
at BMI 24 kg.m~2

For men doubles when BMI <22 kg.m2
For women when BMI<20 kg.m2
Weight loss >10% in 6 months
Decreased oral intake

Low albumin




Post-operative
Cognitive Dysfunction Ao

Spectrum of diseases

From immediate post-op delirium to POCD
Screening and ldentification

Reduce risk

Mild cognitive impairment has 5-10% per year
risk of progression to dementia and higher risk of
post-op delirium

Impact of dementia may outweigh the surgical
condition



NS_QI I)'E SU rg i Ca I RiSk . AMERIICAN COLLEGE OF SURQEON
J C a I c u I at o r oy Inspiring Quality: Highest Standards, Better Outcomes

Home About FAQ ACS Website ACS NSQIP Website

Enter Patient and Surgical Information

27447 - Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella
o Procedure  resurfacing (total knee arthroplasty)

Begin by entering the procedure name or CPT code. One or more procedures will appear below the procedure box. You will need to click on the
desired procedure to properly select it. You may also search using two words (or two partial words) by placing a *+' in between, for example:
“cholecystectomy + cholangiography™

Reset All Selections

o Are there other potential appropriate treatment options?  [] Other Surgical Options [] Other Non-operative options [+ None

Please enter as much of the following information as you can fo receive the best risk estimates.
A rough estimate will still be generated if you cannot provide all of the information below.

Age Group
‘_75-84 years

Sex
‘ Femall

Functional Status !!

‘ Partially Depende ‘

ASA Class ! !

‘ Severe systemic disease

Steroid use for chronic condition o
‘ No

Ascites within 30 days prior to surgery o

Acute Renal Failure o
‘_ND




alculating risk

Outcomes )
Serious Complication

Any Complication
Pneumonia

Cardiac Complication
Surgical Site Infection
Urinary Tract Infection
Venous Thromboembolism
Renal Failure

Readmission

Return to OR

Death

Discharge to Nursing or Rehab Facility

—_
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=
=]

—
]

Note: Your Risk has been rounded fo one decimal point.
Your
Risk

7.5%

8.4%

0.9%

0.8%

1.0%

2.2%

2.5%

Average Chance of

3.5%

4.0%

0.2%

0.2%

0.7%

0.6%

Outcome
Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average




alculating ris
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cement, +/- patella

Surgical Severity (auto-populated):
(O Minor (O Intermediate

O Major @ Xmajor/Complex

ASA-PS (scroll down for definitions):
O102@30405
Urgency (scroll down for definitions):
@) Elective () Expedited

() Urgent () Immediate

Thoracics, gastrointestinal or vascular surgery:

() Yes @ No

Cancer (active malignancy within past
5 years):

() Yes @ No
Age:

O<65 (O 65-79 @ =80

Mortality risk within 30 days 4g3%
of surgery:




RESPIRATORY Peak Exercise

CARDIOVASCULAR

H.R. #min
VOZHR mi#min
BP Syst. mm Hg

Medi soft Exp'air 1.20.01




AGE (vrs)
WMASS (kg)
Predicted

Peak [creatinineg]
B

VO2Z (after 1.5min of p}

Ramp (W/min}
Cycle factor

asting metabolic rate (personalised 1 MET)
Poak METs
eGFR
Expected eGFR
| PREOPERATIVE RISK OF DYING / 30 days
| Risk of dying {age, sex)
| Risk of dying {age, sex, fitness)
l Risk of dying {age, sex, fitmess, morbidity)
| POSTOPERATIVE RISK OF DYING / 30 days
| Risk of dying {preop risk x severity of oper:

|| Risk of dying %

&4
24

Ja.2

23

2.49
3.46

67.94

INTERPRETATION

Ventilatory mechanics

MEASUREMENT

FVC (L)
FEV1 (L)
FEVAIFVC (%)

RECORDED WVALUE PREDICTED VALUE DIFFERENCE %

-17
-27
10.27_1-13

Fitnezs & effort

Peak V02 (mikgmin)] 86 ] 228 ] -4z -2
beak V02 (milkgimin): 2nd method| 5.6 1 205
Fitness

Peak heart rate (bpm)
Peak 02 pulse (ml)

-
]
Had an MI?
Had a stroke?
Heart failure diagnosed?
PAD?
Additional factors




Prehabilitation

SupPoRtive Exercise Programmes for
Accelerating REcovery after major
ABdominal Cancer surgery
(PREPARE-ABC)

Fitter
Better
Sooner

h

B] A British Journal of Anaesthesia, 119 (S1): i34-i43 (2017)

doi: 10.1093/bja/aex393
Clinical Practice
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o CLINICAL PRACTICE

Fit for surgery? Perspectives on preoperative exercise
v DR testing and training
K. Richardson'?, D. Z. H. Levett™?, S. Jack'? and M. P. W. Grocott*?>*

1Anaesthesia and Critical Care Research Area, Southampton NIHR Biomedical Research Centre, University
Hospital Southampton NHS Foundation Trust, Southampton, UK, “Integrative Physiology and Critical Illness

- - Group, Clinical and Experimental Sciences, Faculty of Medicine, University of Southampton, Southampton, UK
and 3Department of Anesthesiology, Duke University Medical Center, Durham, NC, USA

Adbice from the Rwal Collage of Ansesthetiste *Corresponding author. E-mail: mike.grocott@soton.ac.uk
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Guidelines

Peri-o pe rative care Guidelines for the peri-operative care of people with dementia
Of peOple Wlth d em entla Guidelines from the Association of Anaesthetists

S.White," R. Griffiths,” M. Baxter,’ T. Beanland,” J. Cross,” J. Dhesi,’ A. B. Docherty,’ I. Foo,?
G. Jolly,” J. Jones,'°1. K. Moppett,'" E. Plunkett'? and K. Sachdev'>

1 Consultant Anaesthetist, Royal Sussex County Hospital, Brighton, UK and co-Chair, Association of Anaesthetists
Working Party

2 Consultant Anaesthetist, Peterborough and Stamford Hospitals Foundation NHS Trust, Peterborough, UK and co-
Chair, Association of Anaesthetists Working Party

3 Consultant Geriatrician, University Hospital Southampton, Southampton, UK and British Geriatrics Society

4 Head of Knowledge Management, Alzheimer's Society, London, UK

5 Advanced Nurse Practitioner, Guy's and St. Thomas' Hospitals NHS Trust, London, UK and Royal College of Nursing

6 Consultant Geriatrician, Guy’s and St. Thomas' Hospitals NHS Trust, London, UK and British Geriatrics Society

7 Clinical Research Fellow/Specialty, Registrar, Department of Anaesthesia and Critical Care, University of Edinburgh,
Edinburgh, UK

8 Consultant Anaesthetist, Western General Hospital, Edinburgh, UK and Age Anaesthesia Association

9 Alzheimer's Society and Patient/Carer Representative

10 Co-founder, John's Campaign, London, UK

11 Professor of Anaesthesia and Peri-operative Medicine, University of Nottingham, Nottingham, UK and Royal College
of Anaesthetists

12 Consultant Anaesthetist, University Hospitals Birmingham, Birmingham, UK and Association of Anaesthetists Trainees
13 Consultantin Older Adult Psychiatry, Homerton University Hospital NHS Foundation Trust, London, UK

Summary

Ageing populations have greater incidences of dementia. People with dementia present for emergency and,
increasingly, elective surgery, but are poorly served by the lack of available guidance on their peri-operative
management, particularly relating to pharmacological, medico-legal, environmental and attitudinal
considerations. These guidelines seek to deliver such guidance, by providing information for peri-operative
care providers about dementia pathophysiology, specific difficulties anaesthetising patients with dementia,
medication interactions, organisational and medico-legal factors, pre-, intra- and postoperative care
considerations, training, sources of further information and care quality improvement tools.

AL A
: A Association

AN of Anaesthetists February 2019
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Summary — The ideal preparation

Shared Decision Making
Risk stratification

Optimisation of modifiable risk factors

Risk of operation vs the intended benefits

Preferences and values defined
Manage expectations

Bt u
Rettest
Greedl
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