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Introduction and Aim of the Work,

Introduction

I\/I ajor perioperative cardiac events are estimated to
complicate between 1.4% and 3.9% of surgeries.
Because most surgeries are elective, there is the opportunity
to implement strategies to reduce this risk. Accurate
identification of patients at risk for such events will allow
patients to be better informed about the benefit-to-risk ratio
of procedures, and utilization of preventive interventions, and
areas of future research. This essay focuses on the important
features of the initial pre-operative clinical risk assessment,
indications for diagnostic testing to quantify cardiac risk, and
the methods and indications for pre-emptive therapies (Coll
Cardiol 2015).

Perioperative myocardial infarction/injury (PMI) is an
episode of myocardial ischemia occurring during or in the
days after noncardiac surgery. Over 230 million major
surgical procedures are performed annually worldwide, the
perioperative setting is a common challenge for hospital
physicians, and also for primary care physicians providing
follow-up care. Despite advances in all fields of medicine,
there is still a significant risk of death related to major

noncardiac surgical procedures. The observed 30-day
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mortality depends on patient-related as well as procedural
factors and ranges between 1% and 10%. Cardiovascular
complications, particularly PMI, seem to be major
contributors to up to 40% of all deaths (Botto et al., 2014).
The perioperative cardiovascular management of the
adult patient undergoing noncardiac surgery includes
preoperative risk assessment and cardiovascular testing, as
well as perioperative pharmacological (including anesthetic)
management and perioperative monitoring that includes
devices and biochemical markers. The key to optimal
management is communication among all of the relevant
parties (i.e., surgeon, anesthesiologist, primary caregiver, and
consultants) and the patient. The goal of preoperative
evaluation and managment is to promote patient engagement
and facilitate shared decision making by providing patient
with clear, understandable information about perioperative
cardiovascular risk in the context of the overall risk of

surgery (Fleisher et al., 2014).
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Aim of the work,

This assay is to highlight recent updates in assessment
and Electrophysiology and Pathophysiology and different
ways in the diagnosis and management of perioperative

myocardial infarction.
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Assessment of perioperative myocardial infarction

ANATOMY OF THE CORONARY CIRCULATION

There are 2 major coronary arteries; right and left
(Fig.1). The right coronary artery arises from the right
coronary sinus of Valsava and runs down in the groove
between the right atrium and the right ventricle. Its branches
supply the sinus node, the atrioventricular node and bundle
of the right ventricle and the inferior part of the left ventricle.
The left coronary artery, which arises from the left coronary
sinus of Valsava, soon divides into two large branches: The
anterior descending branch which runs down between the
two ventricles anteriorly, and the left circumflex branch
which passes around the groove between the left atrium and
the left ventricle. The anterior descending artery supplies the
interventricular septum and the anterior wall of the left
ventricle. The circumflex supplies the lateral and posterior
aspect of the left ventricle (Betts et al., 2013).

The major vessels traverse the external surface of the
myocardium, sending branches perpendicularly into the
muscle mass. There are normally many small anastomoses
between the coronary arteries. When an area of the heart
become ischaemic, the anastomoses enlarge and then provide
a collateral blood supply to the affected muscle which is
often vital for its survival. The blood flow in the coronary
arteries resembles that in other regions in being dependent on
the blood pressure and on the vascular resistance of the
arteries and arterioles. A distinctive feature of the coronary
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circulation is that the arteries are compressed by the
contracting myocardium during systole so that the resistance
to flow at that time is sharply increased. Consequently,
coronary blood flow occurs mainly during diastole. Flow is
largely determined by the caliber of the small coronary
arteries (Betts et al., 2013).

A. Anterior view

Septal branches

Figure 1: Anterior& Posteroinferior surfaces of the heart showing

the coronary arteries (Patrick et al., 2008).




