
“From the Trough” 

 

Perioperative Interest Group Notes 

Based on Cases discussed at the Weekly PIG Clinical Meeting on 8th October 2020.  

Publication  15th October 2020. 

Website: www.perioptalk.org 

                            

 

 

  

 
The imperfect opinions in these reports are only meant to stimulate discussion: - they should not be 
considered a definitive statement of appropriate standards of care.   

Date 22/4/21 

Attendance: Lisa Doyle (chair), Luke Anderson, Yanna Lai, Myf Painter, Joshua Anderson, Viv Ho, 
Shaun Jones, Kath Richards, Blair Munford, Jess Gani, Steph warner, Ben Bartlett, Leah Jordan, 
Steve Bruce, Daniel Zardawi, Nick Stewart, WP Chan 

 

TOPIC 1: Supraventricular Tachycardia For TKR 

78-year-old lady with history of SVT. 

Background 

 40-year history of episodes of SVT 

 Self-limiting but symptomatic. Last episode March 2021, came to ED but had self-terminated 

 Reviewed by cardiologist 10+ years ago. Normal echo and angiogram. 

 On metoprolol, no decrease in frequency of episodes 

 Multiple previous surgeries with no issues 
 
Discussion 
 
Preoperative Investigations 

 Should we organise Holter monitor and cardiology review pre-op? 

 Useful in setting of deciding on requirement for post-operative telemetry bed 

 No cardiology review for many years, may be offered different therapy. See AHA algorithm 
below. 

 Treatment of SVT in perioperative setting discussed 
 

Postoperative care 

 ? Cardiac monitoring required post-operatively  

 Telemetry bed may be preferred 
 
Plan 

 Outpatient Holter monitor 

 Discuss at cardiology meeting with results 

 Consider telemetry monitoring post-operatively in consultation with Cardiology 

 Check electrolytes and TFT’s 
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AHA 2015: Ongoing management of SVT of unknown mechanism. 

SHD, structural heart disease (including ischemic heart disease); and SVT, 

supraventricular tachycardia. 
 
 
 
TOPIC 2: Prehabilitation for knee replacement 

64-year-old lady for a Left TKR. Currently housebound and immobile following right TKR. 

Background 

 Right TKR in 2018 complicated by femoral condyle fracture intraoperatively 

 Partial weight-bearing postoperatively and unable to participate in rehabilitation 

 Currently housebound, no physical activity 

 Multiple previous postponements from perioperative clinic and one cancellation on day of 
surgery for medical optimisation 

 
Issues 

 Morbidly obese, BMI 50 

 Very complex social situation, husband working full time and is her carer 

 Bilateral rotator cuff tears – may not be able to use forearm support frame postoperatively 

 Attended rehabilitation last year and engaged well with services 

 Lost 30kg with diet and exercise program 

 Stopped attending due to distance – patient is from Taree and was travelling to Newcastle 

 Poor understanding of perioperative risk. 

 Patient and husband very keen for surgery to proceed 
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Discussion 
 
Should surgery proceed? 

 High risk for postoperative complications including joint infection 

 Unlikely to be physically fit to participate in rehabilitation in current condition 

 Surgical team unaware of booking for surgery and thought ‘she hadn’t been cleared by 
anaesthetics to proceed.’ 

 
Can this patient be optimised preoperatively? 

 Immobility – re-engage with physiotherapy and rehabilitation services 

 Previous effective weight loss with dietician input, new referral 

 Social issues, is husband struggling to cope? Would help from outside the home alleviate 
some stressors? 

 Consider home modifications to help patient to manage ADL’s alone 
 
Plan 

 Multi-disciplinary input required from physio, OT, dietician, and social work. 

 Review in 6 weeks 
 
 
 
TOPIC 3:  SLE and PVD for Neurosurgery 

71-year-old man for titanium cranioplasty following a traumatic subdural haematoma. 

Background: 

 Recent long and complicated hospital stay 

 Iatrogenic bowel perforation leading to septic shock requiring ICU and vasopressors 

 Developed ischaemic limb on background of previous vascular stents and SLE 

 Had been on lifelong warfarin and Plavix.  

 Restarted on warfarin and aspirin on pre-discharge 

 Hit head in rehab, traumatic subdural requiring emergency craniectomy and a further ICU 
admission 

 

Issues 

 Currently home, back on warfarin and aspirin 

 History of SLE with high titre of anticardiolipin antibodies.  

 Distance patient 

 Neurosurgical team requiring cessation of anticoagulation and antiplatelet therapy 

 Patient and wife very worried about cessation of anticoagulation then travel to hospital. 

 Patient states leg is still ‘dusky’ 

Discussion 

How to best manage anticoagulation 

 Multiple competing interests 

 Vascular team happy for warfarin to be ceased from a stent perspective 
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 Immunologist concerned regarding high thrombosis risk and advised shortest possible 
interruption of therapy.  

 Recommends patient should have a high INR target of 2.5-3.5 and should receive enoxaparin 
or heparin anticoagulation as per high-risk protocol 

 Haematologist agrees with immunologist and will consult as an inpatient. 

Heparin vs Enoxaparin 

 Heparin may be preferable as will be inpatient 

 Neurosurgeon keen to cease warfarin 5 days preoperatively  

 Suggestion to keep warfarin going until admitted then reverse warfarin and commence 
heparin infusion 

 Good plan but dependent on bed availability, Enoxaparin can be given regardless  

Plan:  

 Cease warfarin 5 days preoperatively.  

 Commence 1.5mg/kg Enoxaparin 1 day after ceasing warfarin 

 Admit to hospital 2 days preoperatively 

 Haematologist review as inpatient 

 Last dose Enoxaparin 24 hours preoperatively 

TOPIC 4:  WPW? 

53-year-old lady for meniscal repair 

Background:  

 History of open cardiac procedure/ablation in early 20’s for arrhythmia.  

 No medical records and patient uncertain of cardiac history 

 Sternotomy scar 

Issues: 

 Recent new onset palpitations with presyncope 

 No cardiologist or GP review  

 Complex social history and knee injury making it difficult for patient to attend appointments 

 Difficult to ascertain history 

Discussion: 

Cause of original arrhythmia 

 Likely condition requiring ablation in age group is Wolff-Parkinson-white 

 Some suggestion of WPW in old notes on DMR 

 Could be any number of other conditions requiring ablation, SVT, AF 

Management of current symptoms 

 ECGs from consult and 2019 reviewed (see below) and discussed - ? pre-excitation 

 How likely are arrhythmias to recur post-ablation or is it a second pathology? See abstract 
below – BMJ open (2019) – Discussion of recurrence rates after EP ablation and risk factors. 
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Plan: 

 Await Holter monitor results 

 Contact GP for further information on original procedure 

 Discuss at cardiology meeting or refer to cardiologist with Holter results. 
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