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muz, 88 kg, OA: art. hypertenze
FA: Prestarium neo combi, Amlozek

NO: adenoCa hlavy pankreatu

22.2.2016 celk. anest. + EK (Th9/10)
hemipankreatoduodenektomie

vykon bez komplikaci
krevni ztrata cca 1600 ml
extubovany na ARK 1.LF UK a TN

prvni hodiny stabilni
nekomplikovan




komplikace

1.POD respiracni insuficience, DF 25/min

hypoxémie Sp0O2<80%, na O2 polomasce Sp0O2 92%
obéh stabilni (SR 110/min, MAP 74 mmHg)

UZ bez PNO bez tekutiny v intersticiu fF
TTE — zvetsena PK, lehka plicni &
hypertenze, gr. TRl do 30 mmHg 4

RTG bez loz. zmén, hyperemie hilova
EKG bez ischemie, Tn negat.
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embolie do plicnice

Characteristic Revised Simplified
Older age (>65)
Previous deep venous thrombosis or PE

General anesthesia or lower-limb fracture
within 1 month

Active malignant condition
(or cured within 1 year)

Unilateral lower-limb pain
Hemoptysis

Heart rate (beats/minute)
* 75-94

1
1
1
1
1
1
1
* 295 1
1
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Pain on lower-limb palpitation
and unilateral edema

« CTA plicnice — masivni
PE bilat.

e tr. pulmonalis rozSifen na 35
mm, jezdecky embolus v
bifurkaci plicnich tepen vel.
cca 90x7 mm, Cetné obtékané
emboly v lob. | seg.vétvich
bilat.




terapie

antikoagulace - domluva s chirurgem a s prihlédnutim
na zavedeny EK — heparin

intervencni radiolog (IKEM): pfi nepfitomnosti obstrukCniho soku
bez intervence, jeji zvazeni ev. lokalni trombolyza jen pri selhani
obéhu

5.000 iU bolus, 1250 - 750 iU / hod
dle aPTT (>3 min.. 76 .. 95 s)
kontroly bfiSnich drénud, motoriky i citlivosti DK



2.-4.POD

heparin 1000 — 1250 iU / hod, aPTT 75-124 s, AT lIl. 78

spont. ventilace suficientni, trvajici porucha
oxygenace (nha polomasce prutoky 10-8 L/min), SpO2 cca 92%

obéh stabilni, bez podpory

bez krvacivych projevu, nalez na bfiSe pfiméreny
Duplexni sono zil DK — bez detekce trombozy

4.POD zména heparinu na LMWH — Clexane 1 ml s.c
mezitim extrakce EK

vrozeny defekt hemostazy - geneticky prukaz
Leidenské mutace (FV Leiden ¢c.1601G>A: GA
heterozygot)



dalsi prabéh

5.-7.POD
LMWH — Clexane 1 ml s.c. a 12 hod, anti Xa 1,04 kiU/I

zlepseni oxygenace, O2 bryle
preklad na JIP CHK 1.LF UK a TN, poté standart

endoskop. dilatace elast. stenosy anastomosy
dimise 12.3. (20.POD) v dobrém stavu

histol: karcinom hlavy pankreatu pT3pN2pMX
ONK - adjuvantni chemoterapie (6.cykla)
zatim na antikoagulaci LMWH
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MR, *1941

«  muz 95 kg

« OA: art. hypertenze, hy. prostaty
 FA: Tolura, Omnic

« NO: tumor Vaterské papily

« 22.3.2016, celk. anest. + EK (Th7/8)

« hemipankreatoduodenektomie
« vykon bez komplikaci, ztrata cca 1000 m|
« naARK1.LF UK aTN Praha

 naUPV, obéh s podporou NA
e po prijmu extubovan
 NAO0,20 mcg/kg/min

« tekutiny, analgesie EK




komplikace

* 5 hod po vykonu rozvoj STE V2-5
* bez stenokardii, hsTnT 24 ng/l
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STEMI predni steny

« kardiolog (IKEM): indikace SKG, Aspegic
500 mg i.v.

« dle chirurga neni Kl vykonu ani nasledné
antiagregacni terapii

« PCI - uzaver RIA, tromboaspirace,
Implantace 1XDES

 Heparin 10.000 iU, KP stabilni, hsTnT 46000

e doporuceni LMWH min. 48 hod a dualni
antiagregace

« clopidogrel 300 mg p.s.
« LMWH Clexane 0,6 ml s.c. a 12 hod




vazopres. podpora obehu NA postupne snizovana
pozit. bilance tekutin

vyrazné krvavé odpady z bfiSnich drént (1700-1400
- 2600 ml/d) vyzaduijici substituci 2-3-4 TU EM / d
antikoagulace LMWH zmenena 2.POD na heparin
antiagregace clopidogrel 75 mg + ASA 100 mg /d
3.POD heparin vysazen, aPTT 62 .. 38, INR 1,3, trombo 154
dualni antiagregace prerusena, transfuze 1 TU TBD

Krvava produkce se snizuje
jinak organové stabilni
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4.-5. POD

« extrahovan EK

« zhorseni nalezu na brise — nizsi ale biliosni odpady z
drénd

« UZ bricha a CT (kolekce tek. v epigastriu, pfi pankreatu,mezi kliCkami)

 oper.revize 5.POD:

e chirurgem hodnoceno jako
obstrukce jejuna koaguly
a pretlak na spojkach

* Jejuno — jejuno anastomosa
UPV od revize




/. 10 POD

krvavy obsah z NGS, anemizace (3TU EM, 1 TU TBD)

GFS: krvaceni do GIT vs. z oblasti tenkych klicek strevnich -
zdroj nenalezen, koagula v postbulbarnim strevu

krvaceni ustava, ko GFS: krvaceni vs.v pfivodné klicce PJA?, HIA?

analgosedace snizovana, UPV nekomplikované - TS, obéh stabilni,
renalni funkce uspokojiveé, nutrice PV / JS minimum

bricho problematicke — biliosni/enter. sekrece z drénu k PJA,
(chirurg - kontrolovana pistél), bez krvaceni

LMWH Fraxiparin 2 x 0,4 ml s.c., anti Xa cca 0,3 kiU/I
antiagregace navracena jen ASA p.s. 100 mg/d
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protrahované odvykani od UPV (neuromyopatie krit. nem)

bilioenter. produkce kontrolované pistéele drénem
trvajici za postupného povytahovani drénu (opak.CT - kolekce)

opak. pozit. HK(ECC, CONS) - ATB

TEE aneurysma LK v oblasti predni steny, stredné
tézka dysfunkce LK s EF 35%, bez prukazu BE

opak. projevy LSI, 40.POD ataka stenokardie i s
prechodnymi STE, bez pozitivity kardioenzymu
kardiolog — reinfarkt dle EKG, enzymy proti IM, nalez
odpovida aneurysmatu predni stéeny — navratit
antiagragaci dualni !

clopidogrel zpet k ASA, LMWH
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preklad

« 45.POD krvaceni z NGS a PMK - clopidogrel ex
* uspokojivy stav

« dokonceni odvykani, TS dekanylovana

« obéhoveé stabilni s medikaci (BB, ACEI)

« nutrice kombinovane JS / sipping / PV
 bezinfekce, ATB, nizké parametry zanétu

 60.POD preklad na JIP INT (21.5.)
« LMWH za kontrol antiXa + ASA
« dualni antiagregaci NELZE
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antikoagulace perioperacne

« profylakticky

e premostujici

Souhrn Doporucenych postupd
Evropske kardiologické spolecnosti
pro nekardialni operace.

Pripraven Ceskou kardiologickou spolenosti @

(Summany of the 2014 ESC Guidelines on non-candiac sungery:
Cardiovasoular assesment and management. Prepared by
the Caech Socety of Cardickoay)

CESIA RARDIOLOGROA SPOLECHOST
THE CIECH SOCETY OF CARDIDLOGY

Hana Skalické’, Zuzana Mofovské®, Frantifek Tousek®

4.3 Perioperacni lé¢ba nemocnych
uzivajicich antikoagulancia

4.3.1 Antagonisté vitaminu K

Pokud je INR (international normalized ratio) < 1,5, je
mozné bezpecné provést chirurgicky zakrok. U antikoa-
gulovanych nemocnych s vysokym rizikem tromboembo-
lické pfihody je viak pferudeni lécby antagonisty vitaminu
K (VKA) rizikové a u téchto nemocnych je tieba piekle-
nout perioperacni obdobi nefrakcionovanym heparinem
(UFH) nebo terapeutickymi davkami LMWH. Posledni
dévka LMWH by méla byt podana nejpozdéji 12 hodin
pred operaci. Létba VKA by méla byt prerusena 3-5 dni
pred operaci a INR by mélo byt méfeno denné, dokud ne-
dosahne hodnoty < 1,5, a lécba LMWH nebo UFH by méla
byt zahajena jeden den po vysazeni VKA nebo pozdéji, az

INR dosdhne hodnoty < 2,0.

4.3.2 Nova peroralni antikoagulancia

U pacientd lécenych dabigatranem, rivaroxabanem, apixa-
banem nebo edoxabanem neni preklenuti obdobi do opera-
ce zpravidla nutné. Vyjimkou z tohoto pravidla jsou pacienti
s wysokym rizikem tromboembolické prihody, u kterych je
operace o nékolik dni odlozena. Obecnym doporudenim je
preruseni lécby novymi peroralnimi antikoagulancii (NOAC)
dva az tfi biologické poletasy pred operad s ,nermalnim”
rizikem krvaceni a Ctyfi az pét biologickych polodast pred
operaci s vysokym rizikem krvaceni. Pfi renalni insuficienci
nebo stfednim az vysokém riziku krvaceni by lécha NOAC
méla byt prerusena drive. U pacientd lé¢enych dabigatra-
nem je interval do operace, kdy je nutno podavani dabiga-
tranu prerusit, zavisly na individualni glomerularni filtraci.
Podavani NOAC by mélo byt znovu zahdjeno jeden az dva
dny (v nékterych pripadech tfi az pét dni) po operadi, kdyz
klesne riziko pooperacniho krvaceni (tabulka 13).

Prevence Zilni trombdzy a plicni
embolizace v chirurgii, v cévni
chirurgii a v urologické chirurgii
D ki

oMoz,
P\‘ 06’
4
2
Tah. 2. Profylakrické rezimy [1, 35, 111] - S H H
# ddvkovdni podle anti-Xa jednotek (méné nebo vice nez 3400 anti-Xa j za den), LMWH v &z
# cave regiondlni anestézie/analpézie sekce hemostézu Ceské ké spolecnost
hi r} te:hel&kuuké spoletnosti Jana Evangelisty Purkyné

Stfednf riziko (do 3400 anti-Xa j denné)

# dalteparin 2500 j s.c. 2 hodiny pFed operaci a jednou denné po operaci

# enoxaparin 20 mg (2000 anti-Xa j) s.c. 2 hodiny pfed operaci a jednou denné po operaci
# nadroparin 0,3 ml s.c. 2-4 hodiny pfed operaci a jednou denné po operaci

* doba podavani obvykle 7-10 dni

Vysoké a velmi vysoké riziko (nad 3400 anti-Xa j denné)

» dalteparin 5000 j s.c. veder ped operaci a dale 5000 j nasledujic vefery nebo 2500 j s.c. 2 hodiny pied operaci a 2500 j s.c. za 8-12
hodin (ne viak dffve neZ 4 hodiny po ukonden! vykonu), v nésledujicich dnech 5000 j s.c. kazdé réno nebo (v ortopedii) 2500 j s.c. 4-
8 hodin po vikonu (ne viak dfve nez 4 hodiny po ukondeni vkenu), ndsledujici day 5000 j s.c. ka2dé rino

enoxaparin 40 mg (4000 anti-Xa j) s.c. 12 hodin pfed operaci a jednou denné po operaci
nadroparin 0,3 ml s.e. 2-4 hodiny pfed operaci a jednou denné po operaci nebo podle d
dévky nad 3400 anti-Xa j denné 0.4 ml s.e. 12 hodin pfed vykonem a jednou denné po aperaci

obvykls doba podivini LMWH je 7-10 dni po operaci

u vybranych pacientdt se zvI&3f vysokym rizikem HZT (napf. po velkych operacich pro malignitu) je indikované prodloukend
podévani LMWH na 2-3 tydny po propustén{ z nemocnice

deni ACCP s ktovanim dennf

Profylaktické dévka LMWH u obéznich pduml

* uvelice obéznich esob se doporufuje zviiit obvyklou profylakrickou divku LMWH o 25%

» uosob s BMI nad 50 kg/m? je vhndné monitorovat anti-Xa akrivitu (cilovd hodnota kolem 0,4 anti=Xa j/ml 4 hodiny po s.c. aplikaci)
Nizce div s

* 5000 j H:parin forte Létiva v im:rvalcch 8-12 hodin s.c., zaditek 1-2 hodiny pfed operaci ve stfednim nebo vysokém riziku jako
alternativa tromboprofylaxe LMWH

Casné vetivani a rehabilitace

# pii malém riziku trombozy stadi v dobé, kdy nemoeni nemeohou evidit, dorzdlni a plantarni flexe nohou po dobu alespon jedné
minuty katdou hodinu

Elastické pundochy s graduovanym tlakem

+ zahdjeni bezprostfedné pred vykonem, pokratovini do ukonéeni rekonvalescence (rehabilitace)

* izolované u pacientil s vy & vystup ym rizikem ickych komplikael farmakelogické tromboprofylaxe
o elastické puniochy nebo intermitentni | ickd komprese vyrazné zvydujil ochranny efekt nepatinovych retimi

2,5 mg s.c. jednou denné se zahdjenim 6 hodin po operaci

alternativa vyisi profylaktické divky LMWH u pacientii podstupujieich nihradu kyfelniho nebo kolenniho kloubu nebo u osob
s frakrurou proximélni &sti femuru

alternativa vyl profylakticke dévlq, LMWH v abdomindln{ chirurgii u pacientil ve vysokém riziku lmmbncmbo]].ckych knmpllkar:l
vhodn al ivau viech | s HIT v tiech h, ktefi vyZaduj{ k

profylaxi

terapeuticky ?



rizika premostujici antikoagulace u velkych
operaci pro malignitu

* nezvysSuje perioperacni krvaceni
e aniriziko tromboembolie

J Anesth. 2016 May 20. [Epub ahead of print]

Effects of heparin bridging anticoagulation on perioperative bleeding and thromboembolic risks in patients
undergoing abdominal malignancy surgery.

Ono K', Hidaka H?, Koyama Y2, Ishii K2, Taguchi S2, Kosaka M2, Okazaki N2, Tanimoto W2, Katayama A2.

@ Author information

Abstract
Recent publications provided controversial results indicating that perioperative heparin bridging anticoagulation (HBA) increased the bleeding risk
without decreasing the thromboembolic risk in patients undergoing minor surgery. To investigate if this is also the case in high-risk patients
undergoing major abdominal malignancy surgery, we retrospectively collected data of 3268 patients over a 10-year period. After the interruption of
preoperative antithrombotic agents, HBA was |n|t|ated wnh a prophylactic-dose of unfractlonated heparin in 133 patlems (HBA group), and 62
patients did not receiv

imilar between the two groups (23.3 vs 19.4 %; P = 0.535) and (4.1 vs 3.2 %; P = 0.821), respectively. The amount of intraoperative bleeding
and the length of postoperative hospital stay were also similar [median (quantile 1-3); 192 (71-498) vs 228 ml (100-685); P = 0.422] and [12 (9-19)
vs 14.5 days (10-21); P = 0.052], respectively. These findings may suggest it is unlikely that prophylactic-dose HBA affects bleeding and
throl bolic risks in patients undergoing major abdominal malignancy surgery.
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antikoagulace terapeuticka

« akutni antitromboticka terapie v intenzivni peci
» leCba a prevence dalSich trombdz (TEN)
e perioperacne

* heparin
« LMWH

e pozdéji kumariny a NOAC



vs. riziko pooperacniho krvaceni

individualizace podani

typ operacniho vykonu (lokalizace, kompresibilita), doba
od operace

vlastni indikace podani terap. antikoagulace

uspokojiva monitorace urovné antikoagulace

(@aPTT, ACT, anti Xa, ROTEM)

moznost antagonizace



antiagregacni (protidestickova) terapie

cilem inhibice cca 60-70% desticek
prevence aterotrombotickych prihod
skupiny farmak:

iInhibice agregace zprostredkovana tromboxanem
(COX-1) —ASA

blokatory receptoru pro aktivaci ADP(P2Y12) —
clopidogrel, prasugrel (Efient), tikagrelor (reverzibilni,
Brilique)

Inhibitory glykoproteinu — abciximab, eptifibatid



DAPT u AKS (PCI)

dualni antiagregacni terapie
(DAPT) v terapii AKS dle
doporuceni ESC

Avalabie onlne ot www sOenCed et Com
ScienceDirect

Fournal Romepage mww 8 comAoCatakrvate |

Doporudeni pro... |

Souhrn Doporu¢enych postup ESC/EACTS
pro revaskularizaci myokardu z roku 2014.

Pripraven Ceskou kardiologickou spoleénosti

‘jz
CHSKA KARDIOLOGICKA SPOLECNOST
THE C2ECH SOCKTY OF CARDICLOGY

(Sumenary of the ESCEACTS 2014 Guidelrws on myocardial
revascularization. Prepared by the Caech Sodety of Cardiology)

Petr Kala*, Michael 2elizko®, Jan Pirk®

* Internd havcicogicks mika, Lehatihs fakukts Massrykovy university & fakultnd nemocnice Brea, Bera, Cestd republits
* KB AP, AT MArach € 3 caper rmenthin meding Pana Cests reputiis

Autofi origindiniho dokumentu ESC/EACTS v piném znéni m Stephan Windedker,

Phlippel(ohﬁnéneml’rxmi P ,pto

ické spoleénosti (ESC) a Europ fov(xtio-ﬂmﬁtg«y
(EACI'S)sphspinim European Association of Per Cardi ular
Interventions (EAPCI).

Dopo o ombo 0 b pa pod

Doporuteni pro PCI

Prediéceni antiagregancii

Plediétend 500 mq clopidogrelu je doporulend u pacientl podstupujicich elektivnd PQI po zjisténd
korondrniho nélezu 3 rozhodnuti o provedend PO, nejlépe dvi a vice hodin pled vkonem,

Pedi&eni clopidogrelem lze 2vaiit u pacientd 5 vysokou pravdépodobnosti wyznamng ICHS,

600 mg nebo vice, kdy? je rozhodnuto o provedend PCL

Antiagregaini létba béhem PC

Podani ASA je indikovano pled elektivni PC1

nebyl pfediéden.

elektivni PO s implantaci stentu.

Podani inhibitord GP Bl je tieba zvalit pouze jako 2échrannou lébu.

Antiagregaini Jécha po implantad stentu

DAPT je indikovana alespod jeden mésic po implantad BMS.

DAPT je indikovana dest mésich po implantaci DES.

Kratdi trvani DAPT (< Sest mésicd) Ize zvadit po implantad DES u pacientl s vysokym rizikem krvacend.

Je doporudena celoivotnd antiagregadni ldba, obvykle ASA.

Je doporudeno padenta podrobné powlit 0 nutnosti utivat antiagregadni étbu.

Antikoagulatni Keba

Nefrakdonovany heparin 70-100 Ukg.

Bivalirudin (0,75 mg'kg bolus nasledovany 1,75 mg/kgh Leyfi hodiny po wkonu) v phipadé heparinem
indukované trombocytopenie.

keviceni.

Enoxaparin Lv. 0,5 mgkg

ASA = kyseling acetylsalicylova; BMS = holy kovovy stent; DAPT = dudini protidestitkova 1éba; DES = Iékovy stent; GP - glykoprotein; ICHDK
= tichemicks choroba dolnich kondetin; ICHS = ischemicka choroba srdednl; Lv. = intravendeni POl = perkutidnnd kocondrnd intervence; 9CHS

= stabiini ischemicki choroba srdednd
*Thida doporulend
* Uroved dikard

U pacient( ubivajicich udrdovaci divku 75 mg dopidogrelu denné Ize zviit poddnd nové nasycovad dévky

Podani perordini nasycovad davky ASA 150-300 mg (nebo 80-150 mg i.v.) je doporuleno, pokud pacient

Copidogrel (600 mg nebo vice jako nasycovad divka, 75 mg dennd jako udriovad divka) je doporuden phi

DAPT Ize poddvat déle nel dest mésicd u nemocnych s vysokym rizikem ischemde a nizkym rizikem kevacend,

Bavalirudin (0,75 mgfg bolus nisledovany 1,75 mg/kgh &tyfi hodiny po vykonu) u pacientd s vysokym rizikem




DAPT riziko krvaceni bez vykonu

cca 2% pacientu chron.

medikovanych
st.p. CMP,
VEK>75 |

nizka hmotnost
TIMI38 study

Prasugrel versus Clopidogrel in Patients with Acute Coronary

Syndromes

Stephen D. Wiviott, M.D., Eugene Braunwald, M.D., Carolyn H. McCabe, B.S., Gilles Montalescot, M.D., Ph.D., Witcld

Ruzylie, M.D., Shmuel Gottieb, M.D., Franz-Joseph Meumann, M.D., Diege Ardissing, M.D
A Murphy, MPH_

.., for the TRITON-TIMI 38 Investigators

N Engl J Med 2007; 357:2001-2015 | November 15, 2007 | DOI: 10.1056/NEJMoal706482
RESULTS

The primary efficacy end point occurred in 12.1% of patients
receiving clopidogrel and 9.9% of patients receiving prasugrel (hazard
ratio for prasugrel vs. clopidogrel, 0.81; 5% confidence interval [CI],
0.73 to 0.90; P<0.001). We also found significant reductions in the
prasugrel group in the rates of myocardial infarction (9.7% for
clopldogrel VS 7 4% for prasugrel; P<0.001), urgent target- vessel
revasc 170 vs. 2.5%; P<0.001), and STETTtmes
"o vs. 1.1%; P<0.001). Major bleeding was observed in 2.4% o
patients receiving prasugrel and in 1.8% of patients receiving
Iopldogrel {hazard ratio, 1.32; 95% CI, 1.03 to 1.68; P=0.03). Also
& prasugrel groupﬁms the rate of life-threatenin
(1. 4% vs. 0.9%; PU o rireheimeememfmei=eTmg (1. 1% vs. 0.9%;

hazard ratio, 1.25; P=0.23) and fatal bleeding (0.4% vs. 0.1%;
P=0.002).

., Stefano De Servi, M.D., 5
Jeffrey Riesmeyer, M.D., Govinda Weerakkody, Ph.D., C. Michael Gibson, M.D., and Elictt M. Antman,



elektivni vykon - priprava

Antiagregacnilécha a nekardialni operace

ASA75-150 mg/den

l

Prevence primarni
i sekundami

Ukonceni

podévani

7-10dni
ped operaci

Y
Vysoke riziko

\J

Operace
pii pokracujici
antiagregacni

terapii

ASA 75-150 mg/den,
clopidogrel 75 mg/den

Ivlastni rezim,
BMS do 6 tydni,
DES do 12 mésicil

l

Nezbytna nekardialni
operace
Ukondit poddvani
clopidogrelu 5-10 dnii
pied vykonem, v uZivani
ASA pokracovat

Obr. 3 Antiagregacni lécba a operace
ASA - kyselina acetylsalicylova, BMS - metalicky stent, DES - lékovy stent

Thromb Haemost. 2015 Feb;113(2):272-82. doi: 10.1160/TH14-05-0436. Epub 2014 Oct 2.

Perioperative management of oral antiplatelet therapy and clinical outcomes in coronary stent patients
undergoing surgery. Results of a multicentre registry.

RossiniR', Musumeci G, Capodanno D, Lettieri C, Limbruno U, Tarantini G, Russo N, Calabria P, Romano M, Inashvili A, Sirbu V, Guaaliumi G, Valsecchi O,
Senni M, Gavazzi A, Angiolillo DJ.
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Abstract
The aim was to investigate the perioperative risk of ischaemic and bleeding events in patients with coronary stents undergoing cardiac and nen-
cardiac surgery and how these cutcomes are affected by the perioperative use of oral antiplatelet therapy. This was a multicentre, retrospective,
observational study conducted in patients with coronary stent(s) undergoing cardiac or non-cardiac surgery. The primary efficacy endpoint was the
30-day incidence of major adverse cardiac events (MACE), defined as the composite of cardiac death, myocardial infarction (MI) or stroke. The
primary safety endpoint was the 30-day incidence of Bleeding Academic Research Consortium (BARC) bleeding = 2. A total of 666 patients were
included. Of these, 371 (55.7 %) discontinued their antiplatelet medication(s) (all or partly) before undergoing surgery. At 30 days, patients with
perioperative discontinuation of antiplatelet therapy experienced a significantly higher incidence of MACE (7.5 % vs 0.3 %, p< 0.001), cardiac
death (2.7 % vs 0.3 %, p=0.027), and MI (4.0 % vs 0%, p< 0.001). Aﬂer ad]ustment peri-operative antiplatelet discontinuation was the strongest
independent predictor of 30-day MACE (odds ratj =138 _p=0.002). Perioperative aspirin (adjusted OR
0.27, 95 % CI 0.112 "00G) was significantly associated with a lower risk of MACE. The overall incidence of eding events at
304d s swgmﬂcantlv higher in patients who discontinued cral antiplatelet therapy (25.6 % vs 13.9 %. p< 0.001). However, after ad)u
tiplatelet discontinuation was not independently associated with BARC = 2 bleeding. In conclusion antiplatelet discontinuation increases the 3 -
day risk of MACE. in patients with coronary stents undergoing cardiac and non-cardiac surgery. while not offering significant protection from
2 2 bleeding.
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ASA a vykony na pankreatu

podavani ASA nezvySuje riziko krvaceni u vykonu na pankreatu

Surgery. 2014 Jan;155(1):38-46. doi: 10.1016/.5urg.2013.05.031. Epub 2013 Jul 24,
Safety of perioperative aspirin therapy in pancreatic operations.
Wolf AM', Pucci MJ?, Gabale SD?, Mclntyre CA?, Irizarry AM?, Kennedy EP?, Rosato EL2, Lavu H2, Winter J?, Yeo CJ°.

® Author information

Abstract

BACKGROUND: Antiplatelet therapy with aspirin is prevalent among patients presenting for operative treatment of pancreatic disorders. Operative
practice has called for the cessation of aspirin 7-10 days before elective procedures because of the perceived increased risk of procedure-related
bleeding. Our practice at Thomas Jefferson University has been to continue aspirin therapy throughout the perioperative period in patients
undergoing elective pancreatic surgery.

STUDY DE SIGN: Records for patients undergoing pancreatoducdenectomy, distal pancreatectomy, or total pancreatectomy between October
2005 and February 2012 were queried for perioperative aspirin use in this instituticnal research board-approved retrospective study. Statistical
analyses were performed with Stata software.

RESULTS: During the study period, 1,017 patients underwent pancreatic resection, of whom 283 patients (28.4%) were maintained on aspirin
through the moming of the operation. Patients in the aspirin group were clder than those not taking aspinn (median 69 years vs 62 years, P <
_0001). The estimated intracperative blocd loss was similar between the two groups, aspirin versus no aspirin (median 400 mLvs 400 mL, P =
561), as was the rate of bloed transfusien anytime during the index admissien (29% vs 26%, P = 0.37) and the postoperative duration of hospital
stay (median 7 days vs 6 days, P = .103). The aspirin group had a slightly increased rate of cardiovascular complications (10.1% vs 7.0%,

P = 107), likely reflecting their increased cardiovascular comorbidities that led to their physicians recommending aspirin therapy. Rates of

pancreatic fistula (15.1% 5 13 Sl el TS TS S DTS WETE SITTHTET T o bbbl A1

USION: This is the first study to report that aspirin therapy is not associated with increased rates of perioperative bleeding, transfusio
requirement, er majer procedure related complications after elective pancreatic surgery. These data suggest that continuation of aspirin is safe
and that the continuation of aspirin should be considered acceptable and preferable, particularly in patients with perceived substantial medical
tment with antiplatelet therapy.

Copyright @ 2014 Mosby, Inc_ All nghts reserven.




elektivni nekard. operace a DAPT

Heart. 2011 Oct,§7(18):1566-T2. doi: 10.11236/Mrt. 2011 224518, Epub 2011 Jul 26.

Non-cardiac surgery in patients with coronary stents: the RECO study.
Albaladejo P!, Marret E, Samama Cl. Callet JP, Abhay K, Loutrel ©, Charbonneau H, Jaber S, Thoret 8, Bosson JL, Firiau V.
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Abstract
CONTEXT: Interruption or maintenance of oral antiplatelet therapy (OAT) during an invasive procedure may result in ischaemic and/or
haemorrhagic complications. There is currently a lack of clear guidance regarding the issue of treatment interruption during surgical procedures.

OBJECTIVE: To evaluate the rate of major adverse cardiac and cerebrovascular events (MACCEs) and major or minor bleeding complications and
their associated independent comelates in coronary stented patients undergoing urgent or planned non-cardiac surgery.

DESIGN, SETTING, AND PATIENTS: Prospective, multicentre, observational cohort study of 1134 consecutive patients with coronary stents.

MAIN OUTCOME MEASURES: The co-primary endpoints consisted of the incidence of MACCE and major bleeding within the first 30 days of an
invasive procedure

RESULTS: MACCE and haemorthagic complications were observed in 124 (10.9%) and 108 (9.5%) patients, respectively, within an average time
delay from invasive procedure to event of 3.3£3.9 and 5.3t5.3 days. Independent preoperative correlates for MACCE were complete OAT
interruption for more than 5 days prior to surgery, preoperative haemoglobin <10 g/dl, creatinine clearance of <30 ml/min and emergency or high-
risk surgery. Independent factors for haemerrhagic complications were precperative haemeglobin <10 g/dl, creatinine clearance between 30 and
60 mlfmin, a d i urgery <3 menths and high-risk surgery accoert Wl

INCLUSIONS: Patients with coronary stents undergeing an invasive procedure are at high risk of perioperative myocardial infarction includh
stent thrombosis irespective of the stent type and major bleeding. Interruption of OAT more than 5 days prior to an invasive procedure is a key
layer for MACCE

MajorAdverse Cardiac Cerobrovascuiar Event 10,9%
« vysazeni DAPT > 5dni

« Hbg <100 g/l

« cl.kreat. < 30 ml/min

* vysoce rizikova operace
« urgentni operace
krvaceni 9,5%

« stent <3 més.

« cl. kreat. 30-60 ml/min

« Hbg <100 g/l

* rizikova operace
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DAPT po velkém operacnim vykonu ?

* risk vs. benefit, multioborova spoluprace
* nejednoznacneé studie | doporuceni
 monoterapie ASA méneé krvacivych komplikaci

« potenciace rizika antikoagulaé€ni terapii, bez prukazu
snizeni rizika trombozy stentu

* bridging inhibitory glykoproteinu lib/Illa
« Casove efekt 5-7 dni (kratsi nove pripravky P2Y12)
« Kklinické sledovani

* trombokoncentrat pri krvaceni (blokada destiCek
ireverzibilni)
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monitorace protidestickoveé terapie

« funkce trombocytu
« agregometrie
* omezeni - vzdy agregace indukovana

Nazev testu Princip

screen | N g doba krvéaceni doba potfebnd k zastaveni krvaceni ze standardniho
koZniho fezu ¢i vpichu

. CI’ I 20_ 30% maXi ma p‘rfed te rapi I’ opticka agregometrie zména propustnosti svétla jako vysledek agregace in-

dukqvané agonistou, po centrifugaci a koncentraci
« predevsSim ASA rezistence R desticek

zména propustnosti svétla jako vysledek agregace indu-
kované agonistou, z piné krve, automaticky test

impedandni agregometrie  impedance mezi dvéma elektrodami v prabéhu adheze
a agregace desticek indukované agonisty

Platelet Function rychlost uzavéru otvoru v membrané destickovou zat-
Analyzer-100 kou za indukce agonisty a smykovym napétim
Platelet Mapping Assay testovani pevnosti destickové zatky, zména oscilace
predmétu v rizng srazlivé krvi
¢S Neurol a Neurochir, 2011 pratokova cytometrie detekce znadenych glykoproteind a marker( aktivace
Agregometrie v sekundarni prevenci cévnich mozkovych pfihod A desticek Pﬁ Agregac i
AspirinWorks®test stanoveni 11-dehydro-tromboxanu B2 v modi,

Aspirinova rezistence,
Autofi: M. Faukneroval, P. Osmanéik?, M. Spagek?, L. Kejst?, P. Kalvach?
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diagnostika — POC agregometrie

« multiple electrode (Multiplate)
« trombelastogram (Platelet ROTEM)

Anesthesiology. 2012 Sep;117(3):531-47.

AD P a AS P | te Sty Point-of-care testing: a prospective, randomized clinical trial of efficacy in coagulopathic cardiac surgery
patients.
Weber CF', Gérlinger K. Meininger D, Herrmann E, Bingold T, Moritz 4, Cohn LH, Zacharowski K

@ Author information

Abstract

° V kard |OC h | ru rg | | . Stav a te rap . INTRODUCTION: The current investigation aimed to study the efficacy of hemostatic therapy guided either by conventional coagulation analyses

or point-of-care (POC) testing in coagulopathic cardiac surgery patients.

1 1 ' 1 METHODS: Pati i ' igibili jents i [ ' i
O kn O p rotl d estl Ckove te rap I e Patients undergoing complex cardiac surgery were assessed for eligibility. Those patients in whom diffuse bleeding was diagnosed

after heparin reversal or increased blood loss during the first 24 postoperative hours were enrolled and randomized to the conventional or POC
group. Thromboelastometry and whole blood impedance aggregometry have been performed in the POC group. The primary outcome vaniable was

i m O h O u S n |Zovat S p Otre b u the number of transfused units of packed erythrocytes during the first 24 h after inclusion. Secondary outcome vanables included postoperative

blood loss, use and costs of hemostatic therapy, and clinical outcome parameters. Sample size analysis revealed a sample size of at least 100

d e riVétlj patients per group.

10 p=<0001 0o 0 oo RE SULTS: There were 152 patients who were screened for eligibiity and 100 patients were enrolled in the study. After randomization of 50
8 B0 B patients to each group, a planned intenim analysis revealed a significant difference in erythrocyte transfusion rate in the cenventicnal compared
6 60 6

with the POC group [5 (4:9) versus 3 (2:6) units [median (25 and 75 percentile)], P<0.001]. The study was terminated early. The secondary

4 I 40 4 outcome parameters of fresh frozen plasma and platelet transfusion rates, postoperative mechanical ventilation time, length of intensive care unit
2 20 l 2 I stay, composi sheeTTE TS O Temos1allc Nerapy. and B-month moralty Were ToNe T Fatey
]

CONCLUSIONS: Hemostatic therapy based on POC testing reduced patient exposure to allogenic blood products and provided significant
its with respect to clinical outcomes.

TRIAL REGISTRATION: ClinicalTnals.-gov
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