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Sunum Plani

« Tanim
« Etyoloji
« Patofizyoloji
* Preoperatif degerlendirme
« Anestezik yonetim
« Etiyolojiye yonelik
v Kapak hastaliklarinda
v Mekanik destek cihazlarinda (MDC)




Tanim

« Adams and Zannad 1998
v ESC 2021

lleri evre kalp yetersizligi (KY); optimal sartlarda medikal, cerrahi, veya
cihaz tedavisine ragmen ilerleyici veya direncgli KY semptom ve

bulgularinin bulunmasi durumu olarak tanimlanir

A review of the management of patients with advanced heart
failure in the intensive care unit

Caitlin Cheshire', Catriona Jane Bhagra’, Sai Kiran Bhagra'

A Trand Med 2020:8(13)828 | bz dpi 0og/10.2103 7/atm-20- 1048




Kalp Yetersizligi Siniflama

Semptomlarin
baslangicina Akut
Kalp debisine Yiiksek

Once bozulan

ventrikuler Sistolik
fonksiyona
Tutulan Sag KY

ventrikule




Epidemiyoloji

Genel populasyonda %5-10

>70 yasin cerrahi gecgirenlerde = 10

1 yillik sagkalim %25

Yaklasik 1/3 kapak hastaliklari ile birlikte

ISSMN 2819 - 9734

YEAR 2018 WOLUME 1 NUMEBER 1 APRIL UPDATES 1IN
YIL 2018 CIT 1 SAY] 1 MNiSAr CARDICLOGY

JOURMNAL OF THE TURKISH
SCOCIETY OF CARDIOLOGY

KARDIYOLOJI
GUNCELLEMELERI

TURK KARDINMOLOI DERMNESI
DERGISI




Kalp Yetmezligi Etiyolojisi

Sistolik disfonksiyon « Diyastolik disfonksiyon

|diopatik dilate kardiyomyopati  * Hipertrofik obstriktif KMP

Iskemik kalp hastalig  Resriktif KMP

Kapak hastaliklari

JAMA | Review

Heart Failure With Reduced Ejection Fraction

A Review
JAMA August4, 2020 Volume 324, Number5

Sean P Murphy, MB, BCh, BAO; !



@ ESC i paan Jourmal of Hart Faikrg (201E) 20, 15051535 HFA POSITION STATEMENT
Ewngean Society o b1 DI el 236
af Candiclogy

Advanced heart failure: a position statement
of the Heart Failure Association of the
European Society of Cardiology

Table 13 Criteria for definition of advanced heart failure

All the following criteria must be present despite optimal medical treatment:

1. Severe and persistent symptoms of heart failure [NYHA class ll (advanced) or [V].

1. Severe cardiac dysfunction defined by at least one of the following:

o LVEF <30%

e Isolated RV failure (eg, ARVC)

o Non-operable severe valve abnormalities

® Non-operable severe congenital abnormalities

e Persistently high (or increasing) BNP or NT-proBNP values and severe LV diastolic dysfunction or structural abnormalities (according to the definitions
of HFpEF).

3. Episodes of pulmonary or systemic congestion requiring high-dose iv. diuretics (or diuretic combinations) or episodes of low output requiring inotropes
or vasoactive drugs or malignant arrhythmias causing >1 unplanned visit or hospitalization in the last 12 menths.

4, Severe impairment of exercise capacity with inability to exercise or low 6MWT distance (<300 m) or pVO; <12 mUkg/min or <50% predicted value,
estimated to be of cardiac origin,
6MWT = b-minute walk test; ARVC = arrhythmogenic right ventricular cardiomyopathy; BNP=B-type natriuretic peptide; HFpEF= heart falure with preserved ejection

fraction; iv. =intravenous; LV =left ventricular; LVEF =left ventricular ejection fraction; NT-proBNP=N-terminal pro-B-type natriuretic peptide; NYHA =New York Heart
Association; pVO, = peak oxygen consumption; RV = right ventricular. Modified from e

2 ESC 20



ESC GUIDELINES
@ E SC European Heart Jowmal (2021) 00, 1 —128

European Society doi10.1093/eurheartj/chab368
of Cardiology

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Developed by the Task Force for the diagnosis and treatment of acute
and chronic heart failure of the European Society of Cardiology (ESC)

Diisiik EF (HFrEF)
<%40 LVEF ile semptomatik KY

Hafif derecede azalmis EF (HFmrEF)

%41-49 LVEF ile semptomatik KY

Korunmus EF (HFpEF) ile KY

2%50 LVEF ile semptomatik KY




Kalp Yetersizligi Tani
Framingham kriterleri

Major Kriterler Minor Kriterler

« | Paroksismal noktlirnal dispne | Bilateral bilek 0demi
« Boyun ven distansiyonu e Noktirnal 6ksiiriik

* Raller » Efor dispnesi

* Radyografik kardiyomegali

) « Plevral efuzyon
 Akut pulmoner ddem

« Kalp hizi >120 bpm

* |S3 gallop _ : _
. [CVP>16cm ldVItal kapasite maksimum

. ederinin 1/3 oraninda azalmasi
« Dolasim zamani1>25 saniye

« Tedaviye yanit olarak 5 gunde * Hepatomegali
>4.5 kg zayiflama Kesin Tani :2 major veya

1 major+ 2 minor




Patofizyoloji PPN 1 118 TR el

Heart Failure: Diagnosis, Management
and Utilization

’ Cardiomyopathy ’ ’ Valvular heart disease

Coronary artery disease i .
: ; | Exercise
‘ intolerance
Arrhythmias/ Anemia,
conduction v Hyperthyroidism,
disorders Yabts Vitamin Bl
é{@“ ’ deficiency

, 8 ; : .-.-
Systolic/Diastolic/
Mixed heart \
. Ventricular
‘ " Cardiac output ’ / remodeling

' RAAS/sympathetic l congestion/volume
activation | I Exercise ' inflammatory overload
trammg response




Preoperatif Degerlendirme

Type of
surgery

Chambers 1B Heart 2018;104:1878-1887. doi: 10,11 36heartnl-2017-312455



Cerrahi Risk

ACC/AHA guideline summary: Cardiac risk stratification for
noncardiac surgical procedures

High risk (reported risk of cardiac death or nonfatal myocardial
infarction [MI] often greater than 5%o0)

= Aortic and other major vascular surgery

= Peripheral artery surgery

Intermediate risk (reported risk of cardiac death or nonfatal MI
generally 1 to 59%0)

m Carotid endarterectomy

m Head and neck surgery

= Intraperitoneal and intrathoracic surgery
m Orthopedic surgery

m Prostate surgery

Low risk* (reported risk of cardiac death or nonfatal MI generally
less than 1%0)

s Ambulatory surgery®

m Endoscopic procedures
= Superficial procedures
m Cataract surgery

m Breast surgery




® No Heart Failure  m Heart Failure
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Figure | In-hospital mortality by non-cardiac surgical subtype in patients with and without a diagnosis of heart failure.

Neurosurgery Thoracic

@ ESC Eurepean Heart Journal - Quality of Care and Clinical Outcomas (2021) 7, 875 @ RIGINAL ARTICLE

European Scciety doi 101093 ehjgoc afigerDét
of Cardiclogy

Association between heart failure and
perioperative outcomes in patients
undergoing non-cardiac surgery

MNathaniel R. Smilowitz @ "1*1'. Darcy Banco“. Stuart D. I(al:z'. Joshua A. Bel:kman’.
and Jeffery S. Berger*




KY siniflamasi-Fonksiyonel kapasite

NYHA Fonksiyonel Siniflamasi

| Asemptomatik

Il Orta egzersizde semptomatik

ACC/AHA KY Evresi

A KY riski olan ancak yapisal veya
klinik bulgusu olmayan (or: HT.KAH)

B Yapisal kalp hastaligl olan ancak
semptomlari olmayan hastalar

-

Il Hafif egzersizde semptomatik

IV Istirahatte semptomatik

C Yapisal kalp hastaligi ve
yakinmalari olan hastalar

D Girisim gerektiren direncli KY olan
hastalar

~N

J




JAMA | Original Investigation

Association of Left Ventricular Ejection Fraction and Symptoms
With Mortality After Elective Noncardiac Surgery

Among Patients With Heart Failure

Banjamin J. Lemmian, BS; Rita A. Popat, PhD; Themistocles L. Assimes, MDD, PhD; Paul A. Haldenreich, MO, MS; Shemy M. Wren, MD

- - . . JAMA. 2019:32 1(5):572- 579, dal: 100001 Jama.2015.0156
Heart failure syndromes and perioperative risk

Asymptomatic structural heart disease* without HF (stage B HF)

= Asymptomatic left ventricular diastolic dysfunction
= Asymptomatic left ventricular systolic dysfunction

Prior but no current symptoms of HF (stage C HF)1

= With preserved LVEF (HFpEF; LVEF =50%)
= With mid-range LVEF (HFmrEF; LVEF 41 to 49%)
= With reduced LVEF (HFrEF; LVEF <£40%)

Q=0 0=03 M

Current symptoms of HF (stage C or D HF) 14

= With preserved LVEF (HFpEF; LVEF =50%)

= With mid-range LVEF (HFmrEF; LVEF 41 to 49%)

= With moderately reduced LVEF (HFrEF with LVEF 230 and <40%)
= With severe reduced LVEF (HFrEF with LVEF <30%)

TN =
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JAMA | Original Investigation

Association of Left Ventricular Ejection Fraction and Symptoms
With Mortality After Elective Noncardiac Surgery

Among Patients With Heart Failure

JAMA. 2019; 321(B):572-579. doi:10.1001jama.2015.0156

Benjamin J. Lerman, BS; Rita A. Popat, PhD; Themistocles L. Assimes, MD, PhD; Paul A. Heidenreich, MD, MS; Sherry M. Wren, MD

Table 2. Adjusted Odds Ratios and Risk Differences of 90-Day Postoperative Mortality Between Patients With and Without Heart Failure

Crude Crude Absolute Adjusted Absolute
No. of Mortality Crude OR Adjusted OR Risk Differance Risk Difference
Patients 25} {95% CI}) (25% CI)? (95% CI), % (D5% CI}, 26"
Model 1: heart failure {owerall)
Without heart failure 561738 1.22 1 [Reference] 1 [Reference] Reference Reference
Heart failura 47997 5.49 4.68 (4.47-4.90) 1.67{1.57-1.76) 426 (4.15-4.28) 1.032{0.91-1.15)
Model 2: heart failure defined
by systolic function®
Without heart failure 561738 1.22 1 [Reference] 1 [Reference] Reference Reference
Heart failura
Presarved LVEF (=50%) 28742 4,14 (2.90-4.39) 1.51{1.40-1.62) 266 (2.52-3.80) 072 (0.61-0.84)
Mildly reduced LWVEF Tal2 4,34 (32.91-4.82) 1.53{1.28-1.71) 2.89(2.63-4.14) 0. 76 (0.60-0.95)
(402-495%)
Moderately reduced LVEF G048 5.68(5.12-6.31) 1.85 {1.68-2.05) 5.26 (5.07-5.64) 1.31¢1.13-1.50)
(302:-295%)
Severely reduced LVEF 4185 7.24 (B6.56-8.21) 2.35(2.09-2.63) T2 (6.77-7.46) 2.24(2.02-2.49)
(=20%5)
Model 3: heart failure defined
by presence of recent symptoms?
Without heart failure 561738 1.22 1 [Reference] 1 [Reference] Reference Reference
Heart failura
Asymptom atic 42091 4,54 4.10(2.90-4.31) 1.53({1.44-1.63) 2.62 (2.50-3.74) 0. 74 (0.63-0.87)
Symptomatic 590G 10.11 Q.07 (8.21-9.90) 2.370(2.14-2.63) 8.89 (8.59-9.17) 2AT7(2.06-2.57)

MY 4



Acil Cerrahi

COK ACIL (emergency)

v Hayati tehdit var veya eklemli organ tehdit altinda
v’ 6 saat icinde operasyon

ACIL (urgent)

v’ 6-24 saat arasinda opere edilmeli

ZAMANA DUYARLI PROSEDUR (time sensitive)

v’ 6 haftadan fazla ertelemenin zarar verecegi hastalar
v Onkoloji hastalari

ELEKTIF CERRAHI
v'Operasyon bir yila kadar ertelenebilir




Acil Cerrahi

* Risk-fayda analizinin acil cerrahiyi destekledigi, stabilizasyon igin sinirli
zamani olan hastalar igin;

v" Preoperatif degerlendirme multidisipliner deneyimli ekip
v’ Intraoperatif yakin hemodinamik takip ile (lla, C)

» Elektif cerrahi planlanan yeni tani almis ileri kalp yetmezlikli hastada,
medikal stabilizasyon icin cerrahinin en az ¢ ay ertelenmesi onerilir

« Dekompanse HFrEF hastalar icin, tedavinin yeterli optimizasyonuna ve
Klinik durumun stabilizasyonuna izin vermek igin elektif cerrahiyi en az bir
ay erteleyin




Algorithm for patients with a heart faillure syndrome
with an indication for urgent noncardiac surgery

Patient with HF syndrome with
indication for urgent noncardiac surgery

v

| Ewvidence of ACS? |
I

Yas Mo
| Ewvaluate and treat ACS* | | Assess HF syndromeTl |

v

Mew-onset or
acute decompensated HF

v

Attermpt to stablize
within & to 24 hours

v

Stabilized?
I
T 1
YWas Mo

w W Ld ¥

Perioperative risk Continued HF therapy including
for MACE <127 adwvanced options <
I
I 1
Yas Mo

¥ ¥

I i Functional capaci ood
Fro with surgery ar Ex:eﬁeng ?

I 1
Yeas Mo

¥ ¥ ¥

Proceed with surgery |QHEESEEES risk/benefit of surgery |

v

Stable HF&

¥

Refractory HF

Benefit outweighs
risk of surgery

Risk outweighs
benefit of surgery

Proceed with surgery | | Proceed with nonsurgical therapy

ACS: acute coronary syndrome: HF: heart failure; MACE: major adverse
cardiac events; BMP: B-tyvpe natrniuretic peptide; NT-proBMNP: N-terminal pro-
==




Adlgorithhm for patents with a heart failure
syndrome wvith an indication for electve
noncardiac surgery

Pati=snt with HF syrndroms whiith
imndication for elective noncardiac surgery

-

| Ewvidence of ACS? |
|

as L =]
| Evaluate and treat ACS = | | Assass HF syndromee Tl |
|
Stabl= Mewvw—om=ai Acube decompensatad Refracbory
HE & HF HE HF
‘I’r\eal: Ffor =t |IEEI_"-‘-.:‘ Treat for at least
2 months < 1 otk

- -

Stabilized=>
|

eas [y =]
w W W
Pericopaerative risk Refractory
Foar MAaCE < 1% HF
I
T 1
Was Pl
W W w
Procaaed wwith Functicnal capacity good Continuwed HF therapy inclouding
SISy or excellant? adhvance=d opticons
|
T 1
Was Pl

Performm additicnal besting
(=g, exercise test) if results
weculd chamge managermenk

-

Reassess risk/benaefit of surgery

Praocaesad wwith
SLrgery

Benefit outweighs=s Fisk outvweighs
risk of surgary banafit of surgery
Pracesd wwith Proceed with
surgery mnonsurgical therapwy

ACS: acute coronary syndrome; HFEF: heart faillure; MACE: major
adverse cardiac ewvents; BMNP: B-tyvpe nmnatriuretic peptide; NT-proBMP:
terminal pro-BrRP.

- - - . e — — . . . . - ——




n

=

Elective surgery

%3.2 %6.5 %16

30 days 90 days 1 year

Crude mortality: No HF ®mCrude mortality: HF
® Crude PAF of HF for mortality mAdjusted PAF of HF for mortality

Emergency surgery

%13.7 %22.4 %39.3

30 days 90 days 1 year
Crude mortality: No HF mCrude mortality: HF
®m Crude PAF of HF for mortality mAdjusted PAF of HF for monrtality

Journal of Cardiac Failure Vol. 26 No. 12 2020

Heart Failure in Patients Undergoing Elective and Emergency
Noncardiac Surgery: Still a Poorly Addressed Risk Factor



European Heart Journal (2014) 35, 23832431 ESC/ESA GUIDELINES L Es

] ©UN B —— Anaesihosio o
Risk Skorlari

2014 ESC/ESA Guidelines on non-cardiac surgery:
cardiovascular assessment and management

- ASA Kardiyak hastada yeterli degil
« NSQIP (Ulusal Saglik Kalitesini lyilestirme Programi)
- Lee/RCRI (Revize Kardiyak Risk indeksi)

» Peri-operatif risk siniflamasinda klinik risk indekslerinin kullaniimasi

onerilmektedir (/, kanit diizeyi B)

Recormmmendatctions Class= Lewel® Ref. <

Clinical risk imndices are
recormimendeaed to be used
for peri-operatctive riskc
stratificatctiomn.

43 4

The MNSOQIP modeael or che
Leae risk imnde>x are
recommended for cardiac 1
Peri-operative risk
stratification.

43 g 54




ReviEw | Annals of Internal Medicine

R i S k S ko rl a rl Systematic Review: Prediction of Perioperative Cardiac Complications

and Mortality by the Revised Cardiac Risk Index

Miaredkh K. Ford, D, M5, Scolt Beattia, MAD, FhDy; and Duninda K ¥ pysundens, 8D

5 January 2010 | Annals of Inrernal Medicine | Volume 152 « Mumber 1

Revised cardiac risk index (RCRI)

6 independent predictors of major cardiac complications [1]

High-risk type of surgery (examples include vascular surgery and any opaen
intraperitoneal or intrathoracic procedures)

History of ischemic heart disease (history of myocardial imfarction or a positive
exercise test, current complaint of chest pain consideraed to be secondary to
myocardial ischemia, use of nitrate therapy, or ECG with pathological Q@ wawves; do
not count prior coronary revascularization procedure unless one of the other
criteriotfes-pmalamalic heart disease 1s present)

istory of heart failure
History of cerebrovascular disease
Diabetes mellitus reqguiring treatment with insulin

Preoperative serum creatinine =2.0 ma/dL (177 micromol/L)

Rate of cardiac death, nonfatal myocardial infarction, and nontfatal
cardiac arrest according to the number of predictors[2]

Mo risk factors — 0.4%: (95% CI 0.1-0.8)
1 risk factor — 1.0% (95%: CI 0.5-1.4)
2 risk factors — 2.4% (95% CI 1.3-3.5)

2 or more risk factors — 5.4%9 (95% CI 2.8-7.9)

Rate of myocardial imfarction, pulmonary edema, ventricular
fibrillation, primary cardiac arrest, and complete heart block[1]

Mo risk factors — 0.5% (95% CI 0.2-1.1)
1 risk factor — 1.2% (95% CI O.7-2.1)

2 risk factors — 3.6% (95% CI 2.1-5.6)

2 or more risk factors — 9.19% (95% CI 5.5-12.8)

A 4




NSQIP (Ulusal Saglik Kalitesini lyilestirme
Programi)

* Yas

« Cerrahi tipi

* Fonksiyonel sinif

« Kreatinin degeri (1,5 mg/dL)
« ASA Siniflamasi

s Skorlama sistemi degil

Intraoperatifipostoperatif Ml veya postoperatif
30 gline kadar kardiyak arrest

-

www riskcalculator facs org)




Biyobelirtecler yararli mi?

« Kardiyak Troponinler: Major cerrahi oncesi ve 48-72 saat sonrasinda

dusunalebilir (I1b, kanit dizeyi B)

« BNP ve NT-proBNP:Peri-operatif ve ge¢ dénem olumsuz kardiyak olaylara

iliskin bilgilerin edinilmesinde ddsgtndlebilir (I,kanit diizeyi A)

N-terminal pro B type natriuretic
peptide in high cardiovascular-risk
patients for noncardiac surgery: What
is the current prognostic evidence?

Amnita K. Malhotra, Harish Ramakrishna'

02010 Al of e Aneeshesa | Pubshedby Woters Kuwer - Nedinou




Preoperatif Testler

EKG: orta-yuksek riskli cerrahi

kisa ya da uzun dénem komplikasyonlar ile iligkili dal blogu
QTc interval uzamasi

patolojik Q dalgasi varligi

postoperatif dbnemde degisiklikler

SN N

PA Akciger grafisi
« TTE (LVEF<%30)

» Stres testi: <4 METs hastalara radyonukleid MPI ya da dobutamin
stres ekokardiyografi (SE) (Sinif 1la)

oner Anjiyografi ve Revaskularizasyon
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llaglar

| STAGE C ‘ STAGED
(Refrakter KY)

Rutin ilaclar:
*Diuretikler
*ACEI/ARB
*Beta blokor
*Aldosteron ant.

*lleri bakim tedbirleri

-Diiiretikler Secilmis hastlalarda *Kalp tr.ansplant.
. . kullanilacak ilaclar *Mekanik dolagim
*Komorbiditelerin : : o
. . *Hidralazin destegi
tedavisi (AF, HT, . e .
DM, KAH) *lsosorbid dinitrat *Kr. inotrop kullanimi
! *ACEl ve ARB *Deneysel
*Digital ilaclar/cerrahi

Secilmis hastalarda
*CRT
*|ICD
*Revaskiilarizasyon




llaglar -1

« Beta Blokerler:

v Kullanan hastalarda devam edilmeli (I ,kanit B)
v" Ameliyattan hemen 6nce baslatilmasindan kacinilmali ( 1 hafta)
v

Ik tercih: atenolol veya bisoprolol

= ACE inhibitorii, ARNI veya ARB
v Hipotansiyon riski: Cerrahiden 24 saaat 6nce

v’ Statinler
v' Statinlerin kullanimlarina devam edilmesi 6nerilmektedir (I,kanit C)




llaglar -2

« Kalsiyum Kanal Blokerleri

v BB kullanilamayan hastalarda dustnulebilir

» Diuretikler: Hipovolemi, hipotansiyon, elektrolit bozukluklarinda doz

= Aspirin:Kanama riski izin veriyorsa perioperatif devam (I, Kanit B)

v" klopidogrel icin 5 gln ve prasugrel icin 27 gin kesilmesini disuntn (lla,

Kanit B)




lleri KY'de Anestezi Yonetimi

Anestezi sirasinda kontrol edilmesi gereken iki ana kardiyovaskuler olay
v miyokardiyal depresyon
v’ periferik vazodilatasyon

- Indiksiyon yavas titre edilen dozlar ile saglanmali

* Genel anestezi icin dengeli anestezi (volatil ajanlar ve opioidler)

« Hipotansiyondan ve derin anesteziden kaginiimal

« BIS <45, >30 dakika

AMNAESTHESA AND INTEN3IIVE CARE MEDICINE 22:5

Anaesthesia for patients
with cardiac disease
undergoing non-cardiac
surgery

Hannah Lees

& 2021 Published by Elsevier Lid.




lleri KY'de Anestezi Yonetimi

« Perioperatif donem boyunca intravaskuler ovoleminin surdurtlmesi
« End organ perflzyonunun saglanmasi icin onemli
* Hipovolemi / hipervolemi artmig postoperatif morbidite

« Kisiye 6zgu sivi tedavisi yanitina gore uygulanan Hedefe yonelik sivi tedavisi




ileri kalp yetmezligi

!

Diistik kardiyak debi

!

Intraoperatif sivi yénetimi

VA

Yeterli kardiyak debinin

Yeterli doku .
saglanmasi/korunmasi

oksijenizasyonu




Intravaskiiler Voliim Olgiimleri

Statik Parametreler Dinamik Parametreler
« CVP = SPV (Sistolik basing degisikligi)

- PCWP = PPV (Nabiz basinci degisikligi)

- LVEDV = SVV (Stroke voliim degisikligi)

e SvO?2 = Aorta akim hizi degisikligi (Doppler)
« ScvO?2 = VCS ve VCI boyut degisikligi (TEE)

RV yetmezlik PHT varsa PAK dusun

® Annals of Intensive Care

REVIEW Open Access

Perioperative hemodynamic optimization:
from guidelines to implementation—an experts’
opinion paper




Hedefe Yonelik Sivi Tedavisinde
Monitor Sistemler

Pulse kontur CO SV SVR SVWVW PPV ScvO2
analiz sistemleri

PiCCO monitor + + + + + -
LiDCO plus sistem + + + + + +
FloTrac/Vigileo sistem + + + + - -
PRAM + + + + + +
EV 1000 monitor + + + + - +
Ozofagal doppler ve + + - - - i
TEE

Torasik elektriksel + + - - - -

‘ biyoimpedans
|

Nexfin sistem + + -+ + + +

wJ



Genel yada Rejyonel anestezi mi?

« Kontrendike degilse; noroaksiyal anestezi ve analjezi (llb, B)

« Komplikasyonlar acgisindan noroaksiyal bloklar yararli olabilir, ancak mortalite

acisindan fark yok

PERIFERIK SINIR BLOKLARI:
v Kardiyovaskdler ve pulmoner yan etkisi azdir
v Santral bloklara gore daha fazla hemodinamik stabilite saglanir

v Postoperatif analjezi (kateter )

I ORIGINAL ARTICLE

Ejection Fraction <35% - Anaesthetic Experience of 236 Cases:
A Retrospective Study  vmeTons o) - 114120




Sag Kalp Yetmezligi

/7

* Pulmoner Hipertansiyon gelisen hastalarda; epidural ( lla,kanit C)
v Indiiksiyon

* Hemodinamik stabilite

v Sag ventrikil disfonksiyonu - inotrop

v" Hipoksi ve hiperkarbinin énlenmesi

v' Dengeli anestezi teknigi (ylksek opioid, distk inhaler)

Advances m Ancsthesia 36 (201

ADVANCES IN ANESTHESIA

Perioperative Management of [ )
Pulmonary Hypertension and =
Right Ventricular Failure During
Noncardiac Surgery




Etyolojiye yonelik Anestezi

Hipertrofik KMP

Amac: LVOT tikanikliginin derecesini en aza indirmek
IV volimU korumak

Vazodilasyondan kacinma

ORIGINAL ARTICLE

Perioperative outcomes of patients with hypertrophic

B Bloker ( myokard kontraktiletisini arttirma) ooy wdegang oncadc ey

Dilate KMP

Amac Afterload artisinin onlenmesi

Aritm i I e rd e n ka g | n European Review for Medical and Pharmacological Sciences \ 2017;21:627-6% \
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Iskemik kalp hastaligi

v Kilavuzlara gore endike ise cerrahi 6ncesinde revaskularizasyon (I,C)

m v' Myokardiyal iskemiden kagin

v’ ST degisikligi gelisen hastalarda TOE kullanimi diistintimelidir
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Kapak hastaliklarinda lleri KY

Operasyon sirasinda Tum kapak hastaliklari igin;

Invaziv kan basinci monitorizasyonu
Vazoaktif ve inotropik ajanlarin kullanimi igcin CVP

PAP yiiksekse; hipoksi, hiperkarbi, asidozdan kaginiimali
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Elektrolit dengesizlikleri, 6zellikle serum potasyumunu tedavi edilmeli
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See individual sections
Assess the following: * Aortic stenosis
* Risk of non-cardiacsurgery (Table 2) * Aorticregurgitation
* Grade valve disease *  Mitral regurgitation
= Symptoms - = Mitral stenosis
* Comorbidities = Right-sided
» CardiacIndexRisk score (Table 3) * DMultiplevalve disease

* Replacement or repaired valves

To cite: Chambers IB. Heart
VALVULAR HEART DISEASES 2018;104:1878—1887.

Valve disease and non-cardiac surgery
John B Chambers




Aort Yetmezligi - Mitral yetmezlik

v Aort Yetmezligi
v’ Bradikardiden kaginilmali (KH:90/dak)
v’ intravaskiiler voltimiin yeterli olmasi

v’ periferik vaskiiler direng azaltilmali
/ [ e |

*» Mitral yetmezlik
s Kalp hizini 80-100/dak koruyun.
Pulmoner arter basinci yuksekse inotroplar

% Periferik vaskuler direng azaltiimali




Mitral Stenoz

| Poticnt whith MS neading non -

% Arteriyel vazodilatorlerden kaginin.
s Kalp hizini 50-60/dak

X/
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sSymptoms

Mean gradient >15mmHg
PA systolic pressure =60 mmHg

» Sag ventrikul disfonksiyonu igin inotroplar
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LVAD'li Hastalarda Non-kardiyak Cerrahi

*  9%18-29 Non-kardiyak cerrahi ihtiyaci

 Tromboemboli (pompa trombozu ve iskemik inme), kanama

* Antitrombotik rejim DMAH

« Hipovolemi: RV sistolik fonksiyon bozuklugu ile LV bosgalabilir

« TDP,ES, Trombosit sispansiyonu
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LVAD'li Hastalarda Non-kardiyak Cerrahi -2

« intraoperatif TOE

* Sag ventrikul yetm. TY ?

« Interventrikiler septum (sag-sola deviasyon)

* Hemodinami; OAB 85 mmHg

 OAB <60 mmHg-(adrenalin), PAB | Sag yetm. (Milrinon, NO)

« Hasta pozisyonu: trendelenburg ,yuz ustu 0:‘

www._fppt.info



ECMO ve Non-kardiyak Cerrahi

Hipoksemi
« ECMO'nun akigini artirin

v X, tromboz(%8)
v .
« FIO2 artirin
v
v

mi

« PEEP artirin

« Sedasyon,sogutma

v' Cihazin kesintisiz gui¢ kaynagina takili olmasi gerekmektedir

v"  ECMO avarlari. oksiienatoriu ve akimi kontrol edilmeli

Hiperkarbi
Y| > Sipiirme gaz akig hizini artirin a, mutlaka hastanin mekanik

» Sedasyon ve sogutma

Perioperative Management of the Adult Patient on
Venovenous Extracorporeal Membrane Oxygenation
Requiring Noncardiac Surgery

Michael A. Fierro, M.D., Mani A. Daneshmand, M.D., Raquel R. Bartz L o o




Sonuc

lleri kalp yetmezliginin fizyoloji ve etyolojisinin bilinmesi

« lyi bir preoperatif degerlendirme ve hazirlik

* Yakin perioperatif izlemle uygun anestezi teknigi ve ajan sec¢imi
*  Optimal sivi yonetimi

« Kararli hemodinamik durumun yakin takibi

« MDC’h olgularda transport, pompa akimi, cerrahi pozisyon, hemodinami ve

koagulasyon izlemi onemli




Tesekkurler



