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Stopping Statins for Surgery
Boosts Perioperative Risk

BY MITCHEL L. ZOLER
Philadelphia Bureau

VIENNA — Stopping a patient’s
statin regimen for a few days during
and after major vascular surgery was
linked with a significant rise in car-
diovascular death, myocardial infarc-
tion, and myocardial ischemia in a
study of 298 patients from one center.

A regular statin regimen may be
stopped temporarily at the time of
surgery because there is no intra-
venous statin formulation, which
means that patients must take the
drug orally. Oral drugs often are halt-
ed for a few days at the time of ma-
jor surgery.

“The pleiotropic effects of statins
only last for a few hours or days, and
that probably makes the difference in
this study,” Dr. Olaf Schouten said
while presenting a poster at the an-
nual congress of the European Soci-
ety of Cardiology.

The results also indicated that pa-
tients treated with an extended-re-
lease statin formulation, extended-
release fluvastatin, had significantly
fewer ischemic cardiac events than
did patients treated with any of sev-
eral conventional-release statins.

The implication is that patients
who must stop a statin for surgery
should restart the drug as soon as
possible, said Dr. Schouten, a vascu-
lar surgeon at Erasmus Medical Cen-
ter in Rotterdam, the Netherlands.
The results also suggest that if stop-
ping a statin for a few days is un-

avoidable, patients might fare better
if they take an extended-release statin
for several days before surgery starts
and the regimen is stopped.

The study included 298 consecutive
patients on long-term statin treatment
who underwent major vascular
surgery at Erasmus. About a quarter
of the patients stopped their treat-
ment for an average of 3 days, with a
range of 2-8 days; the other 75% main-
tained treatment during and after
surgery. The most common formula-
tion used was extended-release flu-
vastatin, used by 100 patients. Other
formulations used were simvastatin by
86 patients, atorvastatin by 77 patients,
and pravastatin by 35 patients.

Because statin treatment wasn't
stopped randomly, Dr. Schouten and
his associates used both multivariable
and propensity-score analyses to con-
trol for other variables and to assess
the impact of statin discontinuation.

They found that stopping a statin
was associated with a 4.6-fold in-
creased risk of troponin release, a
marker of myocardial ischemia, and
with a 7.5-fold increased risk of car-
diovascular death or myocardial in-
farction.

The analyses also showed that pa-
tients who stopped treatment with
extended-release fluvastatin had sig-
nificantly fewer events in the first 30
days after surgery than did patients
treated with any type of immediate-
release statin, including fewer deaths
and myocardial infarctions as well as
less troponin release. (See box.) m
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NT-proBNP Predicts CV Events

VIENNA — Preoperative N-termi-
nal prohormone-B-type natriuretic
peptide level is an independent pre-
dictor of postoperative cardiac events
in patients undergoing noncoronary
vascular surgery, Dr. Olaf Schouten
said at the annual congress of the Eu-
ropean Society of Cardiology.

In a prospective study of 419 pa-
tients undergoing aortic aneurysm
repair, lower-extremity peripheral by-
pass, or carotid surgery, preoperative

NT-proBNP proved to be an “excel-
lent” prognostic indicator, with a cut-
off value of 300 pg/mL being opti-
mal, according to Dr. Schouten, a
vascular surgeon at Erasmus Univer-
sity, Rotterdam, the Netherlands.
Patients with a preoperative NT-
proBNP greater than 300 pg/mL had
a 5.6-fold increased risk of a postop-
erative cardiac event, compared with
those with a lesser value.
—Bruce Jancin
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Perioperative Cardiovascular Consultation

BY WILLIAM E. GOLDEN, M.D., AND ROBERT H. HOPKINS, M.D.

Background

The American College of Cardiology re-
cently released an update to its 2002 guide-
lines for perioperative cardiovascular evalu-
ation for noncardiac surgery.

Conclusions

The largest number of surgical procedures
is performed in patients 65 years of age and
older, and it is predicted that the prevalence
of heart disease in this same group will in-
crease more than 25% over the next 3
decades.

Communication among the consulting
physician, the surgeon, and other members
of the operative and postoperative care team
is essential to optimal patient care. The prin-
cipal benefits of perioperative consultation
are in assessment of risk, optimization of
medical conditions prior to and following
surgery, and coordination of optimal care for
the patient.

Implementation

A complete history—which should include
an assessment of functional capacity, a phys-
ical examination, and review of a resting
electrocardiogram—should be sufficient to
guide initial assessment of perioperative risk
in most patients.

Patients who have unstable or severe angi-
na, myocardial infarction within 1 month of
evaluation, decompensated heart failure, sig-
nificant arrhythmias, and/or severe mitral or
aortic stenosis are at the highest risk for pe-
rioperative cardiovascular events and require
assessment and optimization of their cardiac
status prior to any surgical procedure. All but
emergent surgeries are likely to require de-
lay or cancellation.

Patient risk factors that can indicate a
need for further evaluation include the pres-
ence of diabetes mellitus or renal insuffi-
ciency and/or history of prior ischemic
heart disease, heart failure (HF), or ischemic
stroke.

Perioperative evaluation of left ventricu-
lar function is not recommended routinely
in patients with no history of HF, and its
value is not well established in patients with
stable HF.

Noninvasive stress testing is reasonable in
patients with one or two risk factors and
poor functional capacity (exercise capacity
less than 4 metabolic equivalents) in whom
it will change management prior to vascular
or intermediate-risk noncardiac surgery.

B-Blockers should be continued in the pe-
rioperative period in patients treated for
angina, symptomatic arrhythmias, hyper-
tension, or other cardiac indications.

In patients without contraindications to -
blockers, B-blockade should be initiated in
the perioperative period in patients with
coronary artery disease (CAD) or more than
one clinical risk factor for CAD who are to
undergo vascular surgery or intermediate-
risk procedures. The usefulness of B-block-
ers in patients with lesser cardiac risk is un-
certain.

Statins should be continued in the peri-
operative period in patients who are already
taking these agents. The initiation of statins
prior to vascular surgery is reasonable.

Perioperative hypertension control with
a,-agonists may be considered in patients
with CAD or at least one risk factor for coro-
nary disease who do not have contraindica-
tions to the use of these medications.

Elective noncardiac surgery is not recom-
mended within 4 weeks of balloon angio-
plasty. Similarly, elective noncardiac surgery
is not recommended within 4-6 weeks of
bare-metal coronary stent placement, or
within 12 months of drug-eluting stent im-
plantation in patients in whom aspirin and
thienopyridine treatment will need to be
stopped perioperatively.

In patients with drug-eluting stents who
need to undergo surgery that requires in-
terruption of thienopyridine therapy, as-
pirin should be continued if possible, and
thienopyridine should be resumed as soon
as possible.

Coronary revascularization prior to non-
cardiac surgery is useful in patients with
angina and the following limited circum-
stances: significant left main coronary steno-
sis, three-vessel disease, two-vessel disease in-
cluding proximal left anterior descending
coronary artery stenosis with left ventricu-
lar ejection fraction under 50% or ischemia
on noninvasive testing, high-risk unstable
angina, or acute MI.

A clinical algorithm for perioperative car-
diac risk assessment is presented in the full
text guideline.

Measurement of troponin biomarkers is
recommended in postoperative patients with
ECG changes or clinical presentations con-
sistent with ischemia. Troponin measure-
ment is not established for clinically stable
postoperative patients following vascular or
intermediate-risk procedures. Troponins
should not be measured in stable asympto-
matic patients following low-risk surgeries.
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