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1. Debnition of the Problem body temperature regulation, hypertension, pulmonary hyper-
tension, anemia, aspirin, arrhythmia, implantable defibrilla-
tor, artificial pacemaker, pulmonary artery catheters, Swan-
Ganz catheter, and platelet aggregation inhibitors.

As a result of these searches, more than 400 relevant, new
articles were identified and reviewed by the committee for the
revision of these guidelines. Using evidence-based method-
ologies developed by the ACC/AHA Task Force on Practice
Guidelines, the committee revised the guidelines text and
recommendations.

All of the recommendations in this guideline revision were
converted from the tabular format used in the 2002 guidelines
to a listing of recommendations that has been written in full
sentences to express a complete thought, such that a recom-
mendation, even if separated and presented apart from the rest
of the document, would still convey the full intent of the
recommendation. It is hoped that this will increase the
reader’s comprehension of the guidelines. Also, the level of
evidence, either an A, B, or C, for each recommendation is

1.1. Purpose of These Guidelines

These guidelines are intended for physicians and nonphysi-
cian caregivers who are involved in the preoperative, opera-
tive, and postoperative care of patients undergoing noncar-
diac surgery. They provide a framework for considering

cardiac risk of noncardiac surgery in a variety of patient and
surgical situations. The writing committee that prepared these
guidelines strove to incorporate what is currently known

about perioperative risk and how this knowledge can be used
in the individual patient.

The tables and algorithms provide quick references for
decision making. The overriding theme of this document is
that intervention is rarely necessary to simply lower the risk
of surgery unless such intervention is indicated irrespective of
the preoperative context. The purpose of preoperative evalu-
ation is not to give medical clearance but rather to perform an
evaluation of the patient's current medical status; make now provided.

recommendation;; concering the evaluatign, mgnagement, The schema for classification of recommendations and
ano! risk of cardlgc prob!ems over the.entlre perioperative |oye| of evidence are summarized in Table 1, which also
period; and provide a clinical risk profile that the patient, illustrates how the grading system provides an estimate of the

primary physician, and nonphysician caregivers, anesthesiol- j; o of treatment effect and an estimate of the certainty of the
ogist, and surgeon can use in making treatment decisions thattreatment effect.

may influence short- and long-term cardiac outcomes. No test
should be performed unless it is likely to influence patient 1 3. Epjdemiology

treatment. The goal of the consultation is the optimal care of the prevalence of cardiovascular disease increases with age,
the patient. and it is estimated that the number of persons older than 65
ears in the United States will increase 25% to 35% over the
y

1.2. Methodology ahd Eviden(_:e o next 30 years (1). Coincidentally, this is the same age group
The ACC/AHA Committee to Revise the 2002 Guidelines on i, \which the largest number of surgical procedures is per-

Perioperative Cardiovascular Evaluation for Noncardiac Sur- formed (2). Thus, it is conceivable that the number of

gery conducted a comprehensive review of the literature noncardiac surgical procedures performed in older persons
relevant to perioperative cardiac evaluation published since i increase from the current 6 million to nearly 12 million
the last publication of these guidelines in 2002. Literature per year, and nearly one fourth of these—major intra-
searches were conducted in the following databases: PubMedgphdominal, thoracic, vascular, and orthopedic procedures—
MEDLINE, and the Cochrane Library (including the Co- hayve been associated with significant perioperative cardio-
chrane Database of Systematic Reviews and the Cochrang,ascular morbidity and mortality.
Controlled Trials Register). Searches were limited to the
English language, the years 2002 through 2007, and humani 4. Practice Patterns
subjects. Related-article searches were conducted in MED-There are few reliable data available regarding 1) how often a
LINE to find additional relevant articles. Finally, committee family physician, general internist, physician extender, special-
members recommended applicable articles outside the scopest, or surgeon performs a preoperative evaluation on his or her
of the formal searches. own patient without a formal cardiovascular consultation and 2)
Major search topics included perioperative risk, cardiac how often a formal preoperative consultation is requested from
risk, noncardiac surgery, intraoperative risk, postoperative either a generalist or a subspecialist such as a cardiologist for
risk, risk stratification, cardiac complication, cardiac evalua- different types of surgical procedures and different categories of
tion, perioperative care, preoperative evaluation, preoperative patients. The actual patterns of practice with regard to the
assessment, and intraoperative complications. Additional practitioner performing the evaluation and utilization of testing
searches cross-referenced these topics with the following varies widely, suggesting the need to determine which practices
subtopics: troponin, myocardial infarction (MI), myocardial lead to the best clinical and economic outcomes (3). There is an
ischemia, Duke activity status index, functional capacity, important need to determine the relative cost-effectiveness of
dobutamine, adenosine, venous thrombosis, thromboembo-different strategies of perioperative evaluation. In many institu-
lism, warfarin, percutaneous transluminal coronary angio- tions, patients are evaluated in an anesthesia preoperative eval-
plasty (PTCA), stent, adrenergic beta agonists, echocardiog-uation setting. If sufficient information about the patient's
raphy, anticoagulant, beta blocker, coronary artery bypass cardiovascular status is available, the symptoms are stable, and
surgery, valve, diabetes mellitus, wound infection, blood further evaluation will not influence perioperative management,
sugar control, normothermia, body temperature changes,a formal consultation may not be required or obtained. This is
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Table 1. Applying classification of recommendations and level of evidence.
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