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¢ Que es?

Lancet. 2013 March 2; 381(9868): 752-762.

La Fragilidad, es una entidad considerada
SINDROME, vy se caracteriza por:

-Un estado de reserva fisiol6gica disminuida.

-con mayor vulnerabilidad a los factores de
estrés.

Esto provoca en los pacientes: debilidad, mala

resolucion de la homeostasis frente al estres (ej:

periodo perioperatorio), con empeoramiento de su
stado basal, y mayor riesgo de sufrir
omplicaciones.

No es sinonimo de vejez y comorbilidad.
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sion. The implication of frailty on preoperative risk
assessment

El envejecimiento humano es un proceso

multidimensional de disminucion

P isiologica regulada por genética,
! pigenética, y los factores ambientales.

La fragilidad se caracteriza por el
rapido y patologico deterioro de varios
istemas fisiolégicos y moleculares.

La fragilidad es un trastorno de multiples sistemas fisioldgicos inter-
relacionados. La gradual disminucion de la reserva fisiologica que

curre con el envejecimiento, en la fragilidad se aceleray los
mecanismos homeostaticos empiezan a fallar.

Curr O pin A nesthesiol 22014, 27 330—335
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FUNCTIONAL ABILITIES

“Minor illness”
Independent egiyn
*

Dependent

l

i e l.
W.E;llilgu.:erabi]ity of frail older people to a sudden change 1n health status following a minor
illness. The green line represents a fit older person who, following a munor stress such as an
mfection, expeniences a relatively small detenioration in funetion and then returns to
homeostasis. The red line represents a frail older person who, following a similar stress,
experiences a larger deterioration which may manifest as fimetional dependency and who
does not return to baseline homeostasis.
Key: UTI: Unnary tract infection

Lancet. 2013 March 2; 381(9808): 752-762.
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Los pacientes de edad avanzada son un subrgrupo especial dadas
sus caracteristicas fisiopatologicas.

Grupo en aumento, dada la creciente carga de morbilidad
guirdargica en este grupo.

40% de los procedimientos son en >65 afnos.

Predecir el grupo de riesgo y las probables complicaciones
postoperatorias, condicionaran el beneficio-riesgo en la indicacion
de la cirugia.

Establecer el riesgo perioperatorio contribuye a evitar
complicaciones postoperatorias y por tanto contribuye a reducir
costes, estancia hospitalaria y sufrimiento innecesario al paciente.
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El estado de fragilidad es:
-un factor independiente de

complicaciones en el

postoperatorio,

institucionalizacion y muerte.
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Lancet. 2013 March 2; 381(9868): 752-762.

¢, Como se desarrolla?
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Implicaciones clinicas

Genetic mechanisms Environmental
factors factors

N

Cumulative molecular & cellular damage

uced physiological reserve
Brain
Endacrine
Irrriame

Skeletal muscle

| physicatactvity |——+f+—— HNurritiona tactars |
¥

| FRAILTY |
----------------- i)
Falls
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Increased care needs
Admission to hospital
Admission to long-term care

Lancet. 2013 March 2; 381(9868): 752-762.

O 0O

La fragilidad del sistema inmune.
La fragilidad “neuroldgica o
cerebral”.

La fragilidad en el sistema
endocrino.

La fragilidad del aparato musculo
esquelético y la sarcopenia
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Lancet. 2013 March 2; 381(9868): 752-762.

Epigenatic
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Genetic
factors

Lancet. 2013 March 2; 381(9868): 752-762.

mechanisms Environmental
. factors

~,

Cumulative molecular & cellular damage

—

uced physiological reserve
Brain
Endacrine
Irrriame

Skelelal muscle
Cardiowascular
Respiratory
Faral
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o Pérdida de neuronas con
mayores necesidades
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[ ] 0 Cz_almblo_s en la cel_u_las de la
* : microglia = Delirium
FRAILTY | A _
0 Asociacion con deterioro
Fas cognitivo y demencia.
Fluﬂuat?;;I:Eahility

Increased care needs
Admission to hospital
Admission to long-term care

SARTD-CHGUV Sesion de Formacion Continuada

Valencia 3 de Marzo de 2015



Genetic
factors
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El proceso se asocia con
anorexia y catabolismo del
musculo esquelético y tejido
adiposo. Esto contribuye al
COMpPromiso nutricional,
debilidad muscular y pérdida de
peso, caracteristicas que definen
el sindrome de fragilidad.

o O

Lancet. 2013 March 2; 381(9868): 752-762.

Sarcopenia

Interrelacion de los sistemas
neurologico, endocrino e
iInmune.

VY Masa muscular y fuerza >
Vcapacidad funcional.
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Lancet. 2013 March 2; 381(9868): 752-762.

Common climeal presentations of frailty.
Non-specific: Exmeme fatipue, unexplained weight loss, frequent infections
Falls: Balance and gait impairment are core features of frailty, and are important risk factors for falls. A “hot”™ fall is related

to a minor illness that reduces postural balance below a critical threshold necessary to maintain gait inteprity.
“Spontaneous” falls occur in more severe frailty when vital postural systems (vision, balance, strength) are no longer
consistent with safe navigation through undemanding environments. Spontaneous falls are typically repeated and are
closely associated with the psychological reaction of “fear of further falls™ so that the person develops severely
Impaired mobility .

Delirium: Delirium (sometimes called acute confusion) is characterised by the rapid onset of fluctnating confusion and impaired
awareness. It is related to a reduction in the inteenty of brain function and is independently associated with adverse
outcomes. Approximately 30% of older people admitted to hospital will develop delirinm and the point prevalence
estimate for deliriom in long-term care is 15%.

Fluctuating disability: | Day-to-day instability resulting in patients with “zood’, independent days, and “bad” days on which (professional) care
15 often needed.
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Modelos de fragilidad

assessment

&) The implication of frailty on preoperative risk

Curr Opin Anesthesiol 2014, 27:330-335

Llcaracteristicas del indice ideal:
L Isencillo y rapido de
aplicar

Q-QReproducible

| [Icoste efectivo

1]

L]

Validado
Eficiente

Valencia 3 de Marzo de 2015

SARTD-CHGUV Sesion de Formacion Continuada




¢, Podemos medir la
fragilidad?

Frailty phenotype  Weight loss, grip strength, 30 Days postoperative complications, Makary et al [10],
exhaustion, low physical activity, insfitutionalization, and length of stay Revenig et ol [14™)
Frailty Index/deficit 30-70 Measures of comorbidity, Mortality and institutionalization Mitnitski et al. [28],
accumulation ADL, physicd and neurologicd exam Rockwood et al [29]
Madified Frailty History of diabetes; COPD or 30 Days, 1 year, and 2 year mortality, Adams ef al [257],
Indlex pneumonia; congestive heart 30 days major postoperative complications Farhat ef al. [30°7),
failure; myocardial infarction; Karam et al. [317],
angina/PCl; hypertension requiring Obeid et al. [327],
medication; peripheral vascular disease; Patel et al. [23%],
dementia; TIA or CTVA; CVA with Tsiouris ef al. [227],
neurological deficit; ADL Velanovich ef al. [33]
Gait speed 5m Gait >6s Mortality, major postoperative complicafions, Afilalo et al. [34]
insfitutionalization, and length of stay
Timed upandgo TUG <10s, 11=143s, =15 1¥ear moriality Robinson et al. [35"7]
Falls &month Hx of falls 30 Days major postoperative complications,  Jones et al. [36™"]
insfiutionalization, and 30 days readmission
Robinson Katz Score, Mini cognition, Charlson Index, 30 Days major postoperative complications, Robinson et al. [13%%,16]

anemia <35%, albumin 3.4, hx of falls  length of stay, 30 days readmission, é months
postoperdtive mortality

RRENT
PINION Volume 27 « Number 3 & June 2014
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Lancet. 2013 March 2; 381(9808): 752-762.
Frailty in Older Adults: Evidence for a Phenotype

Linda P. Fried,' Catherine M. Tangen,? Jeremy Walston,! Anne B. Newman,® Calvin Hirsch,*
John Gottdiener,® Teresa Seeman,® Russell Tracy,” Willem J. Kop,? Gregory Burke,?
and Mary Ann McBurnie? for the Cardiovascular Health Study
Collaborative Research Group
Journal of Gerontology: MEDICAL SCIENCES
H01, Val. 56A, No. 3, M146-M156

* De los Indicadores fenotipicos:

The five phenotype model indicators of frailty and their associated measuses. -Estudio de Cohorte prOSpeCtiVO:
P— — Cardiovascular Health ~Study

Weight loss Self-reported weight loss of more than 10 pounds or recorded weight loss of = 3% per anmm -5210 personas >65 anos.

selfepored extausion | Sefspored etanstion n CE5.D i s (4 s per e amoctese) | ~F@NOLIPO - de fragilidad, ausencia
Low enerey expendinre | Enerey expendiue <383 KCaliweek (ales) or <270 KCalwek: females) 0 presencia:

Slow pait speed Standardised cut-off times to walk 15 feet, stratified for sex and hejght _Pérdlda de peso no

Weak prip strength Grip strength, stratified by sex and BMI intenCionaI.

Key. CES-D, Center for Epidemiological Studie jon: BMI, index. .

? B D L o -Agotamiento.

-Bajo gasto de energia.

-Movilidad enlentecida

-Debilidad en la fuerza de
agarre.
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Lancet. 2013 March 2; 381(9868): 752-762.
Frailty in Older Adults: Evidence for a Phenotype

Linda P. Fried,! Catherine M. Tangen,? Jeremy Walston,! Anne B. Newman,* Calvin Hirsch,*
John Gottdiener.5 Teresa Seeman.® Russell Tracy,” Willem J. Kop.® Gregory Burke,*?
and Mary Ann McBurnie? for the Cardiovascular Health Study
Collaborative Research Group

dournal of Gerontclogy: MEINCAL SCIENCES
2001, Vol. 56A. No. 3, M146-MI156

e De los Indicadores fenotipicos

Disease
Aging:
- Sereicent
. - musculoskeletal changes
Ve ) el Chronic mToTTEE=aL2
80% | - e Nevraendasrine Undernutrition __Mewve ErermyBssnes K=~ |
e — Diysre pulats [rdeguate intake gt Lesss
—_—— e pulaticn ol grater ol g
. N | TR TITSIE e Nirogn Bames i
T Anarexia __, ’/ S
{33'}:" 7 b - ‘(ﬂf'f L of rrmise Inﬁ:.«;
| | Total Energy Expenditure Sarcopenia
40% l‘kcﬁviu ¥15§Q&|ic "_’//
Group n Dieaths Rat y
" — NoFraily 2469 260 R lying M isremen iVoumax
" Intermediate 2480 474 f p,&.w
0%, < = Frail 368 130 Disanilay’
T Depandenty
0% T T T T T T T T T T T T T T T ]
0 24 45 72 28
Maonths After Study Entry
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¢, Podemos medir la
fragilidad?

Frailty measure  Description Clinical outcome Source
Frailty phenotype  Weight loss, grip strength, 30 Days postoperative complications, Makary et al [10],
exhaustion, low physu:ﬂl activity, insfitutionalization, and length of stay Revenig et ol [14™)
ancd 18
Frnll'l'g,.r Induxfdnﬁcw Eﬂ-?ﬂ Mnusuru of mmrbldlh_.r Mortality and institutionalization Ml'mmkl et al. [28],
Madified Frﬂllh,r Histary of diabetes; COPD or 30 Days, 1 year, and 2 year mortality, Adams ef al [257),
Index pneumonia; congestive heart 30 days major postoperative complications Farhat af al. [30°7),
failure; myocardial infarction; Karam et al. [317],
anging/PCl; hypertension requiring Obeid ef al_ [32%],
medication; peripheral vascular disease; Patel et al. [23%],
dementia; TIA or CVA; CVA with Tsiouris ef al. [229],
neurological deficit; ADL Velanovich ef al. [33]
Gait speed 5m Gait >6s Mortality, major postoperative complicafions, Afilalo et al. [34]
insfitutionalization, and length of stay
Timed upand go TUG <10s, 11-14s, =15 1¥ear moriality Robinson et al. [35"7]
Falls &month Hax of falls 30 Days major postoperative complications, Jones et al. [36™"]
insfilutionalization, and 30 days readmission
Robinson Katz Score, Mini cognition, Charlson Index, 30 Days major postoperative complications, Robinson et al. [13%%,16]

anemia <35%, albumin <3.4, hx of falls  length of stay, 30 days readmission, é months
postoperdtive mortality

RRENT
PINION Volume 27 « Mumber 3 « June 2014
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IS5N 1532-2246; DO 10.11004sw.2001.58 www.thescientificworld.com

Ressarch Article X »iy
The ScientificWorld (2001) 1, 323-336 The JcientificWorld

Accumulation of Deficits as a Proxy
Measure of Aging

e Indice Fraqgilidad —FI- o Déficit Acumulado:

92 variables (sintomas, valores anormales de laboratorio, discapacidad,...).

Calculo de la presencia o ausencia de cada variable como una proporcion del
total.

La fragilidad en este caso se define como el efecto acumulativo de los déficits
individuales - ”a mas déficits, mas probabilidades hay de que sea fragil”.

Los déficits acumulativamente contribuyen a un mayor riesgo de muerte.
Esto es consistente con el aumento de la vulnerabilidad y la amenaza de
insuficiencia homeostatica inminente que es esencial para el concepto de
fragilidad.

Clinicamente, permite la fragilidad ser considerada como graduable en vez que
presente / ausente.
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e Indice Fragilidad —

Research Article

The ScientificWorld (2001) 1, 323-338 The/ci entificWorld

153N 1532-2246; DOl 10.1100/sw.2001.58 www thescientifieworld.com

Accumulation of Deficits as a Proxy
Measure of Aging

FI- o Déficit Acumulado:

0.12 /, robust
01
' pre-frail

0.081 |

0L.06

Density function

0.04};

0.02

El FI fue desarrollado como parte de
frail Canadian Study Health and Aging
| (CSHA).
Estudio prospectivo, 5 afnos,
n=10263 (82 afios de edad media).
Objetivo: investigar epidemiologia y
carga de la demencia en personas
mayores.

Figure 3. Density distributions of deficits, smoothed by a Gaussian kemel
function, for people classified by the phenotypic definition as mobust, pre-frail, or
frail. The overlap in deficit accumulation betwesn pemsons who are obust and

those who are fmil occurs close to the median of the robust, ~(0.25,
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¢, Podemos medir la
fragilidad?

Frailty measure  Description Clinical outcome Source
Frailty phenotype  Weight loss, grip strength, 30 Days postoperative complications, Makary et al [10],
exhaustion, low physical octivity, insfitutionalization, and length of stay Revenig et al. [14™]

Frailty Indaxfdﬂﬁ‘t:l’r 30-70 Mnmuras of Oﬂ'mﬂl"bldlf'_.l' Mortality and institutionalization lenlhkl et al. [28],
and neurol

Modified Frailty
Index

Gait speed

Timed up and go
Falls

Robinson

and 15 feet walking speed

af al [29
Ad-cms et al. [25%],

History of diabetes; COPD or 30 Days, 1 year, and 2 year mortality,

pneumonia; congestive heart 30 days major postoperative complications Farhat et al. [30%7],
tailure; myocardial infarction; Karam et al. [317],
angina/PCl; hypertension requiring Obeid et al. [327],
medication; peripheral vascular disease; Patel et al. [23%],
dementia; TIA or CVA; CVA with Tsiouris et al. [229],
neurological deficit: ADL Velanovich et al, [33

5m Gait =63 Mortality, major postoperdiive complicafions,  Afilalo et al. [34]

insfitutionalization, and length of stay
TUG <10s, 11=145, =155 1-¥Year moriality Robinson et al. [35"9]
&month Hx of falls 30 Days major postoperative complications, Jones et al. [36™"]

insfitutionali zation, and 30 days readmission

Katz Score, Mini cognition, Charlson Index, 30 Days major postoperative complications, Robinson et al. [13"%,14]
anemia <35%, albumin 3.4, hx of falls  length of stay, 30 days readmission, 6 months

postoperative mortality

RRENT
PINION Volume 27 « MNumber 3 « June 2014
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« De los déficits (Indice Fragilidad
MODIFICADO —FI-):

« Reduccion a 30 variables.
 Mas manejable.
« Sin pérdida de validez predictiva.

Prevalence and 10-Year Outcomes of Frailty in Older Adults in
Relation to Deficit Accumulation

Xiaowei Song, PhD, MSCS,* " Arnold Mitnitski, PhD,*? and Kenneth Rockwood, MD, MPA*$

JAGS 58:081-687, 2010
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Prevalence and 10-Year Outcomes of Frailty in Older Adults in
Relation to Deficit Accumulation

Xiaowei Song, PhD, MSCS,*" Arnold Mitnitski, PhD,*? and Kenneth Rockwood, MD, MPA*S

JAGS

58:081-687, 2010

e De los déficits (indice Fragilidad MODIFICADO —Fl-)

Table 2. Occurrence of the Individual Deficits and Their Odds Ratios for 10-Year Death

Variable Description

%, Odds Ratio (95% Confidence Interval) P-Value

Men (1,073)

Women (1,667)

Has long-term disability or handicaps
Restriction of activities

Needs help for preparing meals

Needs help for shopping for necessities
Meeds help for house work

Needs help for heavy household chores
Needs help for personal care

Needs help moving about inside house
Has arthiitis or rheumatism

Has high blood pressure

Has chmonic bronchitis or emplhysema
Has diabetes mellitus

Has heart disease

Has cancer

Has stomach or intestinal ulcers
Suffers from the effect of stroke
Sutfers from urinary incontinence

Has migraine headache

Has cataracts

Has glaucoma

Has other medical conditions

Have no regular physical exercise

Has vision problem

Has hearing problem

Feeling hopeless

Has dexterity problem

Has emotional problem

Has memory problem

Has bodily pain

Has speech problem

Taking 5 or more medications

Has difficulty carrying or lifting light loads
Mability problem

Has limited kind or amount of activity
Feels tired all the time

Weight loss

32.1, 2.37 (1.86-3.01) <.001
40.4,2.29 (1.85-2.83) <.001

6.3, 8.57 (3.92-18.75) <.001
9.1,5.79 (3.28-10.20) <.001
10.3, 6.79 (3.87—11.89) <.001

21.9,4.11 (2.96-572) <.001

4.6, 15.00 (4.66-48.27) <.001

2.5, 11.50 (2.71-48.78) .001
35.5, 1.55 (1.25-1.92) .01
237, 1.48(1.14-1.92) .003
8.3,2.25(1.76-4.64) <.001
11.7,1.79(1.24-2.59) .07
18.7,2.38 (1.75-3.24) <.001
5.1,3.07 (1.64-5.73) <.001
5.6,1.90(1.10-3.26) .02

3.9, 5.65 (2.37-13.43) <.001

3.1,2.49(1.10-5.65) .29
2.9, 1.89 (0.88-4.07) .10
9.6, 2.09 (1.37-3.18) .001
3.4,1.40(0.72-2.71) .32
8.2,1.42 (0.91-2.22) 12

48.8,1.77 (1.46-2.14) <.001
5.6,1.87 (1.08-3.23) .03
8.3, 2.75(1.70-4.46) <.001
3.8, 2.19 (1.06-4.56) .04
2.9, 5.52 (1.86-16.35) .02
4.3,2.05(1.08-3.91) .03

34.2,1.80 (1.44-2.24) <.001

26.4,1.78 (1.38-2.31) .01
2.1,3.29(1.20-9.04) .02

106, 4.61 (2.74-7.76) <.001

30.3,2.41 (1.89-3.07) <.001

13.0, 4.98 (3.16-7.84) <.001

30.2, 2.58 (2.01-3.30) < .001
8.4,1.63(1.09-3.31) .03
4.3,2.15 (0.59-3.80) .48

30.6, 1.34 (1.12-1.61).002
415, 1.21 (1.03-1.41).02
7.8, 4.22 (2.70-6.58) < .001
16.7, 3.16 (2.38-4.20) < .001
17.3, 1.93 (1.51-2.49) <.001
357, 1.63 (1.37-1.94) <.001
5.2, 461 (2.64-8.06) < .001
2.6, 6.18 (2.61-14.66) < .001
48.8, 0.95 (0.79-1.06) .23
33.6, 0.88 (0.74-1.05) .15
6.1, 1.25 (0.82-1.89) .30
9.5, 1.92 (1.37-2.69) .001
16.5, 1.46 (1.13-1.80) .004
5.4, 1.50 (1.07-2.10) .007
5.2, 1.19 (0.77-1.84) .44
3.5, 1.54 (0.00-2.64) .11
45, 1.53 (0.95-2.47) .08
5.1, 0.95 (0.60-1.49) .81
18.3, 1.23 (0.97-1.56) .09
5.2, 1.30 (0.89-2.18) .15
8.5, 0.94 (0.66-1.33) .72
55.7, 1.13 (0.98-1.30) .08
9.4, 2.01 (1.42-2.85) < .001
7.0, 1.43 (0.97-2.11) .07
6.2, 1.65 (1.08-2.54) .02
2.8, 2.01 (1.07-4.00) .03
4.0, 1.56 (0.89-2.56) .12
33.8, 0.85 (0.71-1.01) .06
295, 1.04 (0.87-1.26) .66
1.5, 0.71 (0.32—1.60) .41
13.0, 1.53 (1.13-1.53) .006
317, 1.52 (1.26-1.82) <.001
17.1, 2.34 (1.80-3.05) <.001
337, 1.27 (1.07—1.51) .007
7.4, 1.58 (1.23-2.80) <.001
3.9, 1.42 (1.15-2.46) <.001
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[La implicacion del sindrome
de fragilidad, un estado de
reserva homeostatica
disminuido, en la evaluacion
del riesgo perioperatorio

Qué es y por qué hablar de ello.

Como se desarrolla y sus implicaciones
clinicas.

Podemos medir la fragilidad: Indices.

mplicacion en la evaluacion del riesgo
perioperatorio.

Manejo.
Conclusiones.
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[La implicacion del sindrome
de fragilidad, un estado de
reserva homeostatica
disminuido, en la evaluacion
del riesgo perioperatorio

Implicacion en la evaluacion del riesgo
perioperatorio.
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¢, Qué valorar en el
preoperatorio de pacientes
susceptibles de fragilidad?
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El anciano en el
preoperatorio..,

SPECIAL ARTICLE

Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

Warren B Chow, MD, Ms, MSHSOR, Ronnie A Rosenthal, MD, Ms, FACS, Ryan P Merkow, MD, MSHSOR,

Clifford Y Ko, MD, MS, MSHs, FACS, Nestor F Esnaola, MD, MPH, MBA, FACS ; T g e
http/ Adx.doi.org/10.1016 /). jameolisurg. 2012.068.017

Recomendaciones preoperatorias

 Programa Nacional de Mejora de la calidad Quirurgica del
Colegio Americano de Cirujanos y la Sociedad Americana

de Geriatria (ACS NSQIP /AGS).

« Equipo Multidisciplinar.
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Checklist preoperatorio...

Table 1. Checklist for the Optimmal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition w conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipared surgery.

[1 Screen the padent for depression.

[1 Identify the patient’s risk factors for developing postoperative
delirinm.

[1 Screen for alcohol and other substance abuse/dependence.

L1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
preventiomn.

[ Document funcrional status and history of falls.

[1 Determine baseline frailty score.

[1 Assess patient’s nutritional status and consider preoperative
interventions if the patent is at severe nutridonal risk.

[1 Take an accurare and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
pelypharmacy.

[0 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.
O Order app!'upriate precperative diagnostic tests focused on

elderly patients.

| SPECIAL ARTICLE |
Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

‘Warren B Chow, MD, Ms, MSHSOR, Ronnie A Rosenthal, MD, MS, FACS, Ryan P Merkow, MD, MSHSOR,
Clifford Y Ko, MD, M, MSHE, FACS, Nestor F Esnaola, MD, MPH, MBA, FACS
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Checklist preoperatorio...

Table 1. Checklist for the Optimmal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are

ctromol oo o o

[1 Asszess the panenl: s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

L 'identity the patient = risk facrors for developing postoperative
delirium.

[1 Screen for alcohol and other substance abuse/dependence.

L1 Perform a preoperative cardiac evaluation according to the
American College of Cardiclogy/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
preventiomn.

[ Diocument funcrional status and history of falls.

[1 Determine baseline frailty score.

[ Assess patient’s nutritional status and consider preoperative
interventons if the patent is at severe nutridonal nisk.

[1 Take an accurare and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
pelypharmacy.

[0 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.

0 Order appmpnate precperative diagnostic tests focused on
el-:lerl} patients.

SPECIAL ARTICLE |
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Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

‘Warren B Chow, MD, Ms, MSHSOR, Ronnie A Rosenthal, MD, MS, FACS, Ryan P Merkow, MD, MSHSOR,
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s

Historia clinica detallada.

Reflejar en preoperatorio
estado cognitivo previo.

Sl deterioro reciente o no filiado
valorar remitir a especialista
(MAP, geriatria o Salud Mental).

Valorar capacidad de entregar
consentimiento informado.

Se recomienda hacer screening
para depresion y remitir para
tratamiento si procede.
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Checklist preoperatorio...

SPECIAL ARTICLE |

Table 1. Checklist for the Optimal Preoperative Assess-

ment of the Geriatric Surgical Patient

In addition to conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

1 Sereen the natient for deneoccion
=

[1 Identify the patient’s risk factors for developing postoperative
delirinm.

L 1'5creen for alcohol and orther substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
prevention.

1 Document funcrional status and history of falls.

[ Determine baseline frailty score.

[1 Assess patient’s nutritional status and consider preoperative
interventions if the patient is at severe nutritional risk.

[1 Take an accurate and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
poelypharmacy.

[1 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’'s family and social support system.

[0 Order appropriate preoperative diagnostic tests focused on
elderly patients.

== ]

Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

‘Warren B Chow, MD, Ms, MSHSOR, Ronnie A Rosenthal, MD, MS, FACS, Ryan P Merkow, MD, MSHSOR,
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-Hasta el 10 % de los pacientes
sometidos a cirugia mayor no
cardiaca.

-> 40 % de los pacientes que
requieren UCI en el postoperatorio.

-Identificar y documentar factores
de riesgo.

-Evitar administracion de BZD,
antihistaminicos
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Table 5. Risk Factors for Postoperative Delinum®-+-=221=342

Cognitive and behavioral disorders
Cognitive impairment and dementia
Untreated or inadequately controlled pain
Depression
Alcohol use

Sleep deprivarion

Disease- or lllness-related
Severe illness or comorbidities
Renal insufficiency
Anemia

Hypoxia

Metabolic
Poor nutrition
Dehydration

Electrolyte abnormalities

Funcrional impairments
Poor functional status
Immobilization
Hearing or vision impairment

Other
Older age = 70 y

Polypharmacy and use of psychotropic medications
(benzodiazepines, anticholinergics, and antihistamines)

Risk of urinary retention or constipation, presence of urinary
catheter

Checklist preoperatorio...

SPECIAL ARTICLE

=

Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

Warren B Chow, MD, MS, MSHSOR, Ronnie A Rosenthal, MD, M, FACS, Ryan P Merkow, MD, MSHSOR,
Clifford Y Ko, MD, Ms, MsHSs, FACS, Nestor F Esnaola, MD, MPH, MBA, FACS

El delirium postoperatorio
Se asocia con una mayor
mortalidad y
complicaciones, tasas de
institucionalizacion,
mayores costes y

utilizacion de los recursos
hospitalarios, estancias mas
largas, y recuperacion mas
comprometida.
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Checklist preoperatorio...

[ sPECIAL ARTICLE |

Optimal Preoperative Assessment of the Geriatric
Table 1. Checklist for the Optimal Preoperative Assess- Surgical Patient: A Best Practices Guideline from
ment of the Gerigtric Su rgiﬂal Patient the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

In addition to conducting a complete history and physical
examination of the patient, the following assessments are _
Warren B Chow, MD, M8, MsiisoR, Ronnie A Rosenthal, M0, M5, racs, Ryan P Merkow, M0, M3tis0R,
S_Emng]_}r fE‘mmmE’ﬂd'Ed.: Clifford Y Ko, M, w5, msid, FACs, Nestor F Esnaola, MD, MPiHL MBA, FACS

[1 Assess the patient’s cognitive ability and capacity to understand

the anticipared surgery. « Valorar anadir tratamientos
[1 Screen the patient for depression. .\ . , .
[1 Identify the patient’s risk facrors for developing postoperative mU|tIV|tam INICOS (aCIdO fOI'CO,

delirium. tiamina) en pacientes con

| ]_I RI._.FF'F'TI "_-I'IF :-'II-I.'.I'I]"I l'l] ﬂr‘l-l'] I.'I-FI'I T R'I.II'!RI":-'I'I'I(.E :JII'II'IRE‘!IFI'IEI'IIEI'II']EI'IFP.

[1 Perform a preoperative cardiac evaluation according to the consumo severo de aICOhOI \
American Cnllege of Cardiolﬂg}rfﬁmerican Heart Association

g S BT
[1 Identify the patient’s risk Eu:l:urs fcl-r postoperative pulmonary

c-u:-ml:lllmnu-n.s and implement appropriate strategies for

prevention. b EvaluaCK,)n del I’IeSQO

1 Document funcrional status and history of falls. s
[ Determine baseline frailty score. cardiaco de acuerdo con los

[] Assess patient’s nutritional status and consider preoperative algontm 0S V|gentes para

interventions if the patient is at severe nutritional risk. 3 - ,
[1 Take an accurate and detailed medication history and consider Clrugla no Cardlaca
appropriate perioperative adjustments. Monitor for
polypharmacy.
[ Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.

O Order appmpnate preoperative diagnostic tests focused on
Eld.El’l} patlenl:s
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Checklist preoperatorio...

Table 1. Checklist for the Optimmal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk factors for developing postoperative
delirinm.

[1 Screen for alcohol and other substance abuse/dependence.

L1 Perform a preoperative cardiac evaluation according to the
American College of Cardiclogy/American Heart Association

algorithm for patients underpoing noncardiac surgery.

[T ldentify the patient’s risk factors tor postoperative pulmonary

complications and implement appropriate strategies for

S -} A2 PR

[ Document funcrional status and history of falls.

[1 Determine baseline frailty score.

[ Assess patient’s nutritional status and consider preoperative
interventons if the patent is at severe nutridonal nisk.

[1 Take an accurare and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
pelypharmacy.

[0 Determine the patient’s treatment goals and expectations in the

context of the possible treatment outcomes.
[1 Determine patient’s family and social support system.
O Order app!'upriate precperative diagnostic tests focused on

elderly patients.
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|dentificar factores de riesgo
para complicaciones
postoperatorias.

Establecer medidas
correctoras para prevenir
dichas complicaciones.

Frecuencia
en torno 6-
7 %

@ noticiaslocad. corn



Checklist preoperatorio...

Table 6. Risk Factors for Postoperative Pulmonary Compli-
cations
Patient-related factors
‘A‘ge = 60 },55-60
Chronic obstructive pulmonary disease (COPD)>¢3%¢¢
American Society of Anesthesiologists (ASA) class IT or

greater %>

Functional dependence™**5°

Congestive heart failure

Obstructive sleep apnea

Pulmonary hypertension

Current cigarette use™*°

Impaired sensorium 655

Preoperative sepsis®

Weight loss = 10% in 6 months**

Serum albumin << 3.5 mg/dL>*%%%>

Blood urea nitrogen (BUN) = 7.5 mmol/L (=21 mg/dL)***°

Serum creatinine =133 pmol/L (>=1.5 mg/dL)**
Surgery-related factors

Prolonged operation > 3 h¥?

Surgical sipet33.56.58-60

Emergency operation

General anesthesia®®*"

Perioperative transfusion

Residual neuromuscular blockade after an operation®*
Not risk factors

Ohesityﬁsﬁg

Well-controlled asthma®?

Diabetes®**

56,58.59
58,5961
GE-6d

55,56,58-60

5i,58-60

‘Total dCPCI'ldCI'lCC was tI'I.C inability to pcrform any activitics Dfdﬂily li‘\r’il‘lg.
Pa.rtia] dCPCHdCI'lCC was d‘lt HCCd FDI' qulipl'l'lcl'lt or dCViCCS a.nd assista.ncc ﬁ'DlTl

Table 7. Preoperative Strategies for Preventing Postopera-
tive Pulmonary Complications

1. Preoperative optimization of pulmonary function in patients
with COPD and asthma thar is not well controlled®™

2. Smoking cessation*+<77%-72

3. Preoperative intensive inspiratory muscle training"**

4. Selective chest radiograph and pulmonary function tests*** 7

*Reparding the timing of smoking cessation, one study showed increased rates
of postopecrative pulmonary complications (PPCs) in paticnts who stop
smoking within 8 wecks of surgery; another study found that smoking cessa-
tion was beneficial as late as 4 wecks before surgery; a meta-analysis found no
increase risk in PPCs with cessation within 8 wecks of surgery.

"Based on one single-blinded randomized control trial of patients underpoing
clective coronary artery bypass grafting (CABG).

*Routine chest radiographs and pulmonary function tests are not recom-
mended.

another person for some activities of daily living.

fAcutely confused or delirious patient who is able to respond to verbal or mild
tactile stimulation, or mental status changes or delirium in the context of
current illness.

*Highest risk procedures: upper abdominal, thoracic, neurosurgical, head and

neck, vascular (cg, aortic aneurysm rcpa.lr).
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Checklist preoperatorio...

Table 1. Checklist for the Optimal Preoperative Assess-

ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

L1 Screen the patent for depression.

[1 Identify the patient’s risk factors for developing postoperative
delirinm.

[ Screen for alcohol and other substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiclogy/Amenican Heart Association
algorithm for patients undergoing noncardiac surgery.

L1 Identify the patient’s risk factors for postoperative pulmonary

c-:\mpllc:anu-n.s and implement appropriate strategies for

[ Document funcrional status and history of falls.

L1 Determine baseline frailty score.

[1 Assess patient’s nutritional status and consider preoperative
interventions if the patient is at severe nutritional risk.

[1 Take an accurare and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
polypharmacy.

[0 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.

O Orrder appmpnate precperative diagnostic tests focused on
elderly patients.

Z‘?,’"E“'\\
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Quality Improvement Program and the American
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Capacidad para realizar
actividades diarias.

Identificar limitaciones
funcionales.

Reflejar cualquier deficit de
vision, oido, deglutorio, etc.

Historial de caidas.

Identificar limitaciones en la
marcha y movilidad.
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Checklist preoperatorio...

Table 1. Checklist for the Optimal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk facrors for developing postoperative

[1 Screen for alcohol and other substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
prevention.

interventions if the patient is ar severe nutritional risk.

[1Take an accurate and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
polypharmacy.

L[] Determine the patient’s treatment goals and expectations in the

context of the possible treatment outcomes.
[1 Determine patient’s family and social support system.

1 Order appropriate preoperative diagnostic tests focused on
elderly patients.

[ SPECIAL ARTICLE |
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‘Warren B Chow, MD, Ms, MSHSOR, Ronnie A Rosenthal, MD, Ms, FACS, Ryan P Merkow, MD, MSHSOR,
Clifford Y Ko, MD, MS, MSH, FACS, Nestor F Esnaola, MD, MPH, MBA, FACS

Table 10. Frailty Score (Operational Definition)®

Criteria Definition

Shrinkage Unintentional weight loss = 10 past year
Weakness Decreased grip strength

Exhaustion Self-reported poor energy and endurance

Low physical activity ~ Low weekly energy expenditure
Slowness Slow walking

The patient receives 1 point for cach criterion met: 0 to 1, not frail; 2 to 3,
intermediate frail (pre-frail); 4 to 5, frail.

(Adapted from Makary MA, Sepev DL, Pronovost PJ, et al. Frailty as a
predictor of surgical outcomes in older patients. | Am Coll Surg 2010;210:
901-908, with permission).
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Checklist preoperatorio...

SPECIAL ARTICLE |

Table 1. Checklist for the Optimal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk facrors for developing postoperative
delirinm.

[1 Screen for alcohol and other substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
prevention.

[ Document fanctional status and history of falls.
[ Determine baseline fraj.h}r score.

apprupnate perioperative adjustments Munlmr for
polypharmacy.

L[] Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.

1 Order appmpnate preoperative diagnostic tests focused on
elderly patients.
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Optimal Preoperative Assessment of the Geriatric
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« Evaluacion del estado nutricional.

» Reflejar peso, altura e IMC.

» Reflejar pérdidas de peso no
intencionales.

Identificar factores de riesgo de
malnutricion severa.
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Checklist preoperatorio...

Table 1. Checklist for the Optimal Preoperative Assess-

ment of the Geriatric Surgical Patient

In addition to conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk factors for developing postoperative
delirinm.

[1 Screen for alcohol and other substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
prevention.

1 Document funcrional status and history of falls.

[ Determine baseline frailty score.

[1 Assess patient’s nutritional status and consider preoperative
interventions if the patient is at severe nurritional risk.

[1 Take an accurate and detailed medication history and consider
appropriate perioperative adjustments. Monitor for

PENP PPN e —————

L -
[1 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’'s family and social support system.

[0 Order appropriate preoperative diagnostic tests focused on
elderly patients.
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n

Revisar y documentar toda la
medicacion del paciente.

|dentificar medicacion que debe ser
interrumpida o retirada.

Ajustar dosis tratamientos.

Evitar farmacos en pacientes con
riesgo de delirio postoperatorio.

Monitorizar la polimedicacion y sus
posibles interacciones.
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Checklist preoperatorio...

Table 1. Checklist for the Optimal Preoperative Assess-

ment of the Geriatric Surgical Patient

In addirion to conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk factors for developing postoperative
delirium.

[1 Screen for alcohol and other substance abuse/dependence.

[1 Perform a preoperative cardiac evaluation according to the
American College of Cardiology/American Heart Association
algorithm for patients undergoing noncardiac surgery.

L1 Idenufy the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
preventiomn.

[ Document functional status and history of falls.

1 Determine baseline frailty score.

[1 Assess patient’s nutritional status and consider preoperative
interventions if the patent is at severe nutridonal risk.

[1 Take an accurate and detailed medication history and consider
appropriate perioperative adjustments. Monitor for

r—-rr-—— e
[1 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

[1 Determine patient’s family and social support system.

1 Oraer appropriate preoperarive diagnostic tests rocused on
elderly patients.

| SPECIAL ARTICLE |
Optimal Preoperative Assessment of the Geriatric
Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Geriatrics Society

‘Warren B Chow, MD, MS, MSHSOR, Ronnie A Rosenthal, MD, Ms, FACS, Ryan P Merkow, MD, MSHSOR,
Clifford Y Ko, MD, MS, MsHE, FACS, Nestor F Esnaola, MD, MPH, MBA, FACS

|dentificar pacientes con
directivas o voluntades previas.

Discutir si procede, el posible
deterioro funcional y necesidad
de rehabilitacion o cuidados
postoperatorios si es el caso.

Identificar situaciones de apoyo
social insuficiente y valorar
remitir a trabajador social.
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Checklist preoperatorio... | s oo

Table 1. Checklist for the Optimal Preoperative Assess-
ment of the Geriatric Surgical Patient

In addition o conducting a complete history and physical
examination of the patient, the following assessments are
strongly recommended:

[1 Assess the patient’s cognitive ability and capacity to understand
the anticipated surgery.

[1 Screen the patient for depression.

[1 Identify the patient’s risk factors for developing postoperative

wm.

[1 Screen for alcohol and other substance abuse/dependence.

L1 Perform a preoperative cardiac evaluation according to the
American College of Cardiclogy/American Heart Association
algorithm for patients undergoing noncardiac surgery.

[1 Identify the patient’s risk factors for postoperative pulmonary
complications and implement appropriate strategies for
preventiomn.

[ Document funcrional status and history of falls.

[1 Determine baseline frailty score.

[ Assess patient’s nutritional status and consider preoperative
interventons if the patent is at severe nutridonal nisk.

[1 Take an accurare and detailed medication history and consider
appropriate perioperative adjustments. Monitor for
polypharmacy.

[0 Determine the patient’s treatment goals and expectations in the
context of the possible treatment outcomes.

k)

—

Surgical Patient: A Best Practices Guideline from
the American College of Surgeons National Surgical
Quality Improvement Program and the American
Gerlatrics Soclety

Warren B Chow, MDD, MS, MSH50R, Ronnic A Rosenthal, MDD, M8, FACS, Ryan PP Merkow, MD, MSHSOR,
Clifford ¥ Ko, MD, M5, MSHE, FACS, Nostor F Fsnaola, MD, MPH, MBA, FACS

Table 13. Preoperative Tests Recommended for All Geriat-
ric Surgical Patients2o.1t20ea12

Preoperative tests Indications
Hemoglobin Recommended for all geriatric surgical
patients, especially those:
Undergoing operations with
anticipated clinically significant

blood loss or transfusion
requirement.

With su_spetted or known severe

dancmia.

Renal funcrion tests Recommended for all periatric surgical
(blood urea patients, especially those:
nitrogen, Undergoing major surpery.*
creatinine) With diabetes, hypertension,

cardiovascular disease, or who use
medications that affect renal
function (angiotensin-converting
enzyme [ACE] inhibitors,
MNSAIDS).

Serum albumin Recommended for all geriatric surgical
patients, especially those:
With known liver disease, multiple

serious chronic illnesses, and
recent major illness.

Undergoing major surpery.
Likely to have malnutrition.

* Major surgery includes cardiac, vascular, thoracic, and abdominal operations.
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Table 14. Preoperative Laboratory Tests Recommended for Selected Geriatric Surgical Patients Ch ec kI |St
Preoperative tests Indications™

White blood cell count (WBC) Known or suspected infection or myeloproliferative disease, or at high risk for p r‘eo p e § at O Fi O
leukopenia from drugs or other known disease."""!
May be induded as part of a complete blood count. aa
Platelet count High likelihood of thrombocytopenia or thrombocytosis.
May be induded as part of a complete blood count.
Coagulation tests (PT/INR/PTT) History of bleeding disorders, on medications affecting coagulation, on warfarin, or

on hemodial}rsisl]'l.l]ﬂ.'l 11114

Undergoing specific types of surgery, such as arterial reconstruction, cardiac surgery,
cancer operations, and ones in which small amounts of bleeding can cause dramatic
complications (neurosurgical or orthopaedic spine procedures)." """

Malnutrition, malabsorption, or liver disease,'"'1%"""11
Electrolytes (Na, K, Cl, CO,) Baseline renal insufficiency, congestive heart failure.
Taking diuretics, digoxin, angiotensin-converting enzyme (ACE) inhibitors, or other
medications that increase likelihood of abnormal resules.'*'"
Serum glucose Known or suspected diabetes, or obesity.'"
Urinalysis Suspected urinary tract infection'""", known diabetes'"", or undergoing urogenital surgery.""
*These test are NOT RECOMMENDED for routine preoperative screening, 1A% 3 LT
IMR, international normalized ratio; PT, prothrombin time; PTT, partial thromboplastin time.

Table 15. Preoperative Imaging and Body Functional Tests Recommended for Selected Geriatric Surgical Patients

Preoperative tests Indications*
Chest radiograph (CXR)"*" Acute cardiopulmonary disease (including smoking, asthma, and COPD)
=70 years old with history of stable chronic cardiopulmonary disease without recent
CXR in past 6 months
Possible ICU stay — obtain for baseline CXR
Undergoing major surgery'
Electrocardiograms (ECG)™-1en Undergoing intermediate-risk or vascular surgery.

Known ischemic heart disease, previous myocardial infarction, cardiac arrhythmias,
peripheral vascular disease, cerebrovascular diseases, compensated or prior heart
failure, diabetes, renal insufficiency, or respiratory disease.

Pulmonary function tests (PFT) Undergoing lung resecrion.”"'*

Poorly characterized dyspnea or exercise intolerance with diagnostic uncertainry
berween cardiac or pulmonary limitation vs simple deconditioning,**'"”
Obstructive lung disease with questionable preoperative optimization.*'"”
Noninvasive stress testing* =3 clinical risk factors and poor functional capacity (less than 4 METs) undergoing
vascular surgery
=1 clinical risk factor and poor functional capacity (less than 4 METs) underpoing
intermediare risk or vascular surgery, if it will change management.

*These test are NOT RECOMMENDED for routine preoperative screening,' #9731 18113114117
fr[\n-'[:q'n::r surgery includes cardiac, thoracic, abdominal, and some esophageal, thyroidectomy; head and neck, neurosurgery; and lymph node operations.
MET, metabolic equivalent.




¢, Qué implicacion tiene el
sindrome de fragilidad en
la evaluacion del riesgo
perioperatorio?
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Frailty as a Predictor of Surgical Outcomes
in Older Patients

Martin A Makary, MD, MPH, FACS, Dorry L Segev, MD, PhD, FACS, Peter | Pronovost, MD, PhD,
Dora Syin, MD, Karen Bandeen-Roche, PhD, Purvi Patel, MD, MPH, Ryan Takenaga, MD,
Lara Devgan, MD, MPH, Christine G Holzmueller, BLA, Jing Tian, Ms, Linda P Fried, MD, MPH /\

(] Am Coll Sure 2010;210:901-908.

 Laevaluacion del riesgo preoperatorio es actualmente
inexacta en pacientes mayores por la dificultad de medir la
reserva fisiolégica.

 Lafragilidad intenta estimar la carencia de estas reservas
fisiologicas, aungque su uso no ha sido evaluado en pacientes
quirdrgicos.

« Se diseina este estudio para determinar si la fragilidad predice
complicaciones quirdrgicas y mejora los modelos actuales de
riesgo perioperatorio.

Utiliza el método de medicidon segun el fenotipo.
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¢, Mayor riesgo perioperatorio? 'j' L

Frailty as a Predictor of Surgical Outcomes v

in Older Patients <
Martin A Makary, MD, MPH, FACS, Dorry L Segev, MD, PhD, FACS, Peter J Pronovost, MD, PhD,

Dora Syin, MD, Karen Bandeen-Roche, PhD, Purvi Patel, MD, MPH, Ryan Takenaga, MD,

Lara Devgan, MD, MPH, Christine G Holzmueller, BLA, Jing Tian, Ms, Linda P Fried, MD, MPH |

(] Am Coll Surg 2010;210:901-908. ' I

Indices habituales....
Principales inconvenientes:

 Se basan en un sistema de un solo 6rgano.
* Y/ 0 son subjetivos.
* Ninguno estima las reservas fisiologicas de un paciente.

¢, Cuales son los actuales métodos utilizados para
estimar el riesgo perioperatorio?
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Clasificacion del estado fisico de la American Society

of Anesthesiology (ASA)

ASA |: Sano
El paciente no padece ninguna alteracion fisiolégica, bioquimica o psiquiatrica. El proceso
que motiva la intervencion esta localizado y no tiene repercusiones sistémicas

ASAIl: Enfermedad leve que no limita la actividad diaria

Alteracion sistémica leve o moderada secundaria al proceso que motiva la intervencion

0 a cualquier otro proceso fisiopatoldgico. Los ninos pequenos y los ancianos se incluyen
en este grupo aunque no padezcan ninguna otra enfermedad sistémica. Se incluye también
a los pacientes obesos no mérbidos y con bronquitis crénica

ASA lll: Enfermedad grave que limita la actividad diaria
Procesos sistémicos graves de cualquier tipo, incluidos aquellos en los que no es posible definir
claramente el grado de incapacidad

ASA |IV: Enfermedad grave que amenaza la vida
Trastornos sistémicos graves y potencialmente mortales, no siempre corregibles quirdrgicamente

ASA V: Improbable que sobreviva mas de 24 h a pesar de la cirugia

Paciente moribundo y con poca posibilidad de supervivencia, requiere cirugia desesperada.

En muchos casos, la cirugia se considera una medida de reanimacion y se realiza con anestesia
minima o nula

Factores de rlesgo

(AR 'Lrl.||-:|:|. the bl 1'I-:'~\.gr|

21 Historia de ACY / TIA

3) Cardlopatia isquémica (no revascularizada)
4) Insullna precperatorlo

a) Historla de Insuflclencla cardiaca

6] Creatlnina = 2 rllg"'-'-.

Indice de riesgo cardiaco revisado

Clase Tasa evenios (10 95%)

1 (0 factor de riesgo) 0.4 (0,05-1,5)
11 {1l factor de riesgo) 0.9 (D.3-2.1)
111 (£ factores de rlesgo) b6 (3.9-10.3)
IN (3 o meds Getores de rlesang 1.0 {5 H-18.4)
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Table 3. Risk of Surgical Complications by Frailty

Adjustment

Intermediately frail

patients, odds
ratio (95% CI)

Frail patisnts,
odds ratio
(95% CI)

Operation catepory®

202 {1.22-3.34)

3.12 (1.486.57)

Operation category and
ASA score

213 (1.27-3.5%)

3.15 (1.47—6.72)

Operation catepory and
Lae score!

1.99 (1.19-3.33)

2.68 (1.23-5.87)

Operation Catepory

and Eagle score’

1.78 (1.06-3.02)

2.72 (1.25-5.90)

Frailty as a Predictor of Surgical Outcomes
in Older Patients

Martin A Makary, MD, MPH, FACS, Dorry L Segev, MD, PhD, FACS, Peter ] Pronovost, MD, PhD,
Dora Syin, MD, Karen Bandeen-Roche, PhD, Purvi Patel, MD, MPH, Ryan Takenaga, MD,
Lara Devgan, MD, MPH, Christine G Holzmueller, BLA, Jing Tian, Ms, Linda P Fried, MD, MPH

(] Am Coll Surg 2010;210:901-908.

» La fragilidad se comporté como
un predictor independiente de
complicaciones quirurgicas

Adjusted for all factors
{parsimonious
maodel)

1.97 (1.16—3.35)

2.48 (1.11-5.56)

Table 4. Increased Length of Hospital Stay by Frailty

Adjusted for all factors
{forced model)

2.06 (1.18-3.60)

2.54 (1.12-5.77)

« La fragilidad se comporté como un
factor independiente en aumentar

la estancia hospitalaria

HOSP;?

QOF

EsTes,
wn
=
o

a4

_ 4,

(34}
H

\“§

Intermediataly Frail
frail patients, patients, IRR
Adjusiment IRR [95% C1) (95% CI)
Oyperation catepory® 1.53 (1.28-1.83) 1.89(1.43-2.48)
Operation carepory and
ASA score 1.50(1.25-1.79)  1.80(1.36-2.37)
Operation catepory and
Lae score 151 (1.26-1.80)  1.74 (1.32-2.30)
Operation carepory and
Eaple score 144 (1.2-1.73)  1.65(1.25-2.18)
Adjusted for all factors
{parsimonious
model) 1.49 (1.24-1.80)  1.67 (1.27-2.21)
Adjusted for all factors
{forced model) 149 (1.24-1.80)  1.69 (1.28-2.23)

zm e a o m
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¢, Mayor riesgo perioperatorio?

Frailty as a Predictor of Surgical Outcomes
in Older Patients

Martin A Makary, MD, MPH, FACS, Dorry L Segev, MD, PhD, FACS, Peter ] Pronovost, MD, PhD,
Dora Syin, MD, Karen Bandeen-Roche, PhD, Purvi Patel, MD, MPH, Ryan Takenaga, MD,
Lara Devgan, MD, MPH, Christine G Holzmueller, BLA, Jing Tian, Ms, Linda P Fried, MD, MPH

(1 Am Coll Surg 2010;210:901-908.

.50 0,75 1.00

Sensitivity

025

SARTD-CHGUV Sesion de Formacion Continuada
Valencia 3 de Marzo de 2015




CIRUGIA ABDOMINAL Y FRAGILIDAD

ORIGINAL ARTICLE

Annals of Surgery = Volume 253, Number 6, June 2011

Preoperative Frailty and Quality of Life as Predictors of
Postoperative Complications

Adrienne Saxton, BS, and Vic Velanovich, MD

TABLE 4. Univariate Analysis of Postoperative Complications, Odds Ratios with 95% Confidence Interval

Risk Factor Any Morbidity Clavien Class 1I-V Postoperative Death - -
Frailty index =0.12 1.48 (1.10-1.99) 1.37 (0.88-2.13) 0.55 (0.07-4.12) El eStUdIO fUﬂClonaI
P=0.02 P=NS P=NS - -
Health transition* 110 (0.84-1.45) 1.24 (0.86-1.79) 1.83 (0.59-5.59) p reo pe I‘atO ro (m ed I d oe ntre
Wors_e or muc‘p worse P=N5 ) P=NS§ P=NS§ .
i"f’;t‘i?] functioning 1.04 ;Djifsl 37) L16 ;D;BUN—; 67) 1.43 ;ujlsq—:jm OtrO s con e | | n d ice d e
Role physical L11{0.84-1.46) 1.04 (0.72-1.50) 2.43(0.75-7.84) .-
<ISD P=NS P=Ns r=xs  Fragilidad) puede ayudar a
Role emotional 1.23(0.93-1.61) 1.26 (0.87-1.82) 5.46 (1.53-19.65)
=18D P=NS§ P=NS§ P=0.003 1 Y o H
Bodily pain 0.77 (0.58-1.02) 0.65 (0.44-0.97) 0.40(0.11-1.43) |dent|f|car a |OS paCIenteS
Vitality <15D 117 (0.88-1.55 1.09 (0.74-1.62 1.80 (0.59-5.46)
ity < (088-155) (074 162) 05354 CON Mayor riesgo de
Mental health <1SD 1.03 (0.76-1.39) 1.16 (0.79-1.71) 2.52(0.84-7.52) . .
Poxs PoNS r-xs_ complicaciones
Sacial functioning <15D 0.92 (0.65-1.28) 0.84 (0.53-1.33) 226 (0.75-6.84) .
foss et iyt osoperatorias
General health <15D 1.17 (0.88-1.55) 1.15 (0.79-1.68) 1.96 (0.65-5.88) p p .
P=NS P=NS§ P=NS§

*Health transition 1tem: Compared with 1 year ago, how would you rate your health in general now?

+SI, standard deviation from mean for general reference population.!
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CIRUGIA CARDIACA Y
FRAGILIDAD

What is the utility of preoperative frailty assessment for risk
stratification in cardiac surgery?

Nigel Mark Bagnall*, Omar Faiz, Ara Darzi and Thanos Athanasiou

Interactive CardioVascular and Thoracic Surgery 17 (2013) 398-402
doi:10.1093 fiovts/nt197 - Advance Access publication 10 May 2013

» Este estudio trata de determinar la utilidad de determinar la fragilidad
preoperatoria en la prediccion de la supervivencia y complicaciones, ya
sea por separado o combinacion con otros scores convencionales

utilizados en cirugia cardiaca.
» Resultados variables en cuanto a superioridad respecto a otros

scores convencionales.

 En general, se relaciona con mayor indice de eventos adversos en
el postoperatorio.

Factor independiente de mortalidad.
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Predictor de riesgo perioperatorio

Am T Surg. 2013 October ; 206(4): 544-550. doi:10.1016/j amjsurg 2013 .03 012,

Simple Frailty Score Predicts Post-Operative Complications
Across Surgical Specialties
Thomas N Robinson, MD, FACS12 Daniel § Wu, MD'-2, Lauren Pointer, MS*, Christina L

Dunn, BA!, Joseph C Cleveland Jr., MD'-#, and Marc Moss, MD?
'Department of Surgery, University of Colorado at Denver School of Medicine, Aurora, CO

Department of Medicine, University of Colorado at Denver School of Medicine, Aurora, CO
*Department of Surgery, Denver Vieteran's Affairs Medical Center, Denver, CO
“Department of Biostatistics, Denver Veteran's Affairs Medical Center, Denver, CO

Cirugia colorrectal y cirugia cardiaca
ELECTIVA: 201 pacientes.

Indice de fragilidad basado en la presencia
de 7 parametros o variables:

Se encontrd una relaciéon entre una puntuacion de fragilidad positiva
(mas de 4 rasgos) y un mayor riesgo de complicaciones postoperatorias

Baseline Frailty and Post-Operati ve Outcomes

Tatal MNonFrail | Pre-Frail | Frail pvalue
Colorectal Operations w=T | (=33 =15 =20 | 7Y
Ome of more complicaions | 38% (27) | 21%(7) AR E) | 3% (14) (u.um

Candine w2 (o | owoy [smer [\

owvT 1% (1) P& {0 (PR {0 w1}

Semin 0% @& | ¥% 0 1) 5% (6)

Post-Op Infection 25 (18) | 18%(5) h | R

Reml Dhiscase ¥&(2) ¥ (0 ¥ (0 B% 2)

Respiratory A% (6} (¥ {00} ¥ (0} 25 ()

Neurological iy | 0% m % (1) #% (1)

Re-Opemtiom B% (6) ¥ (1) (% (0 2% (5)
Hiowgaital Stay (days) LT 3 il Tl L0 | <o
MkDay Readmission 15% {11y | 6% (2) AR (3 TR (T) | 06
Cardine Oyperalions =13 | (=72 (n=25) (m=32) /
Cme or meore complications | 29% 37) | 17%(12) | B% (T 56 (18) | <00M

Cardiac #5i5) 1% (1) #5(1) ¥ 3)

ovT b T3] 1% {1} ¥ (0} &1}

Sein W4 | A3 0% (1) ¥ {1}

Post-Op Infection 13 (17) | &% (6) BR(2) TR (9

Remal Diiscase 5 (5) 1% (1 ] 135 (4

Respiratory 5% (6) ¥ (2} i1} W53

Neurdlogical R () 1% (1 0% (1) 6% 2}

Re-Cipemtion Shi(T) i (4 #Hil) 6% 2
Hicegital Stay {days) 155 | 9445 144 12475 | 0416
WDy Readmission 14% {15y | 7% (5 16% 4 | BR (9 | 004
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CIRUGIA TORACICA Y )
FRAGILIDAD

Interactive CardicVascular and Thoracic Surgery 18 (2014) 667-670 BEST EVIDENCE TOPIC - THORACIC
doi:10.1093/icvts/ivis42  Advance Access publication 27 January 2014

Frailty assessment in thoracic surgery

Michael John Dunne*, Udo Abah and Marco Scarci

Este estudio aborda la evidencia existente sobre el papel de la fragilidad en
la prediccion del resultado de los pacientes sometidos a cirugia toracica.
Pocos estudios identificados, y la mayoria retrospectivos.

Relacion entre el aumento de fragilidad y las mayores tasas de complicaciones
postoperatorias.

Conclusion: escasez de pruebas para apoyar plenamente o refutar el uso de
la puntuacion de la fragilidad preoperatoria como un medio fiable de predecir
plenamente morbilidad y mortalidad en la cirugia toracica.

Son necesarios estudios de validacion.
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¢, Mayor riesgo perioperatorio?

Mormal
Function

Mo Geriatric
Syndromes

Normal

Cognition

Mormal
Mutrition

Non-Frail

High

coMorbidity

Better
Outcome

Poor
Outcome

L'D'l"l'
Comao rbidity

Frail

Poor
Function
Impaired

Cognition

+ Geriatric
sll'ﬂdrl:lnm.eg

Poor
Nutrition

Outcome

Better

Foor
Outcome

L LIl boagnhd BEY ALLUIEE ohlEAhRl L B2 DhF.

Am T Sorg. 2013 October ; 206(4): 544-550. doi:10.1016/j amjsurg 2013.03 012.
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» Es una de las complicaciones mas frecuentes en el
postoperatorio de pacientes ancianos.

10- 60 %.

 Ambos son sindromes geriatricos que se superponen, como
similares factores de riesgo (Edad avanzada principalmente) y
similares consecuencias (dependencia funcional)

» Diversos estudios han intentado relacionar la fragilidad como factor de
riesgo del delirium postoperatorio.

Preoperative Frailty in Older Surgical Patients Is
Associated with Early Postoperative Delirium

Jacqueline M. Leung, MD, MPH,* Tiffany L. Tsai, BA,* and Laura P. Sands, PhDt

L, L, Moy 2011 = Volumsa 112 « Numbar 5
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Preoperative Frailty in Older Surgical Patients Is
Associated with Early Postoperative Delirium

Jacqueline M. Leung, MD, MPH,* Tiffany L. Tsai, BA,* and Laura P. Sands, PhDt

(57%5)

[
=

Delirinm
Incidence
=2

LT] ) uy 3 4+
Frailty Score
Total paticnts n={ =18 n=14 =14 =7

within each

SCone c:m:gnry

Figure 1. Incidence of postoperative delirium across frailty scores.
The incidence of postoperative delirium is shown on the y-axis, and
the frailty score is shown on the x-axis. The n and % above each bar
represent the number and percentage of patients within each frailty
score category with delirium.

May 2011 « Voluma 112 « Number 5

Mas del 50 % de los
pacientes presentaron
fragilidad en la valoracion
preoperatoria

Table 3. Multivariate Logistic Regression of the

Predictors of Postoperative Delirium

Ddads  95% confldence
Variabla B ratio intarval P valua

Preoporative depression  0.35*  1.42 1.06-1.91 i0.018

SCore
Preoperative frality 0.61 1.84 1.07-3.15 0.028

SCore

Tanto la depresion preoperatoria como la fragilidad fueron factores
iIndependintes para el derlirium postoperatorio.
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[La implicacion del sindrome
de fragilidad, un estado de
reserva homeostatica
disminuido, en la evaluacion
del riesgo perioperatorio

Qué es y por qué hablar de ello.

Como se desarrolla y sus implicaciones
clinicas.

Podemos medir la fragilidad: Indices.

mplicacion en la evaluacion del riesgo
perioperatorio.

Manejo.
Conclusiones.
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Manejo.
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de fragilidad, un estado de
reserva homeostatica
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o, The implication of frailty on preoperative risk

assessment

Volume 27 » Mumber 3 # June 2014

» Hasta la fecha, no existen datos ni estudios que hayan
investigado cualquier intervencion preoperatoria que
pueda alterar o revertir el riesgo asociado a los estados de
fragilidad en el ambito quirudrgico.

» Medidas farmacologicas propuestas. Ninguna
validada. IECA; testosterona, vitamina D..

» Utilidad de manejo y tratamiento por equipos
interdisciplinarios.
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Fairhall er ol BT Madlicine 2011, 983
http 7 e biomedcentral. com/ 1 741-A015/9/83 .
BMC Medicine

OPINION Open Access

Treating frailty-a practical guide

Micola Fairhall'?, Colleen Langror?, Catherine Shemington?, Stephen R Lord®, Susan E Kurde?, Ker Lockwood?,
Moeline Monaghan', Christing Aggar®, Liz Gill' and lan D Cameron '™

X La fragilidad puede ser mitigada.
‘N La necesidad de apoyo se individualizara con cada paciente.

'O Es necesario el seguimiento e identificar la aparicion de eventos agudos.

‘N El objetivo es la mejora del bienestar fisico, cognitivio y social y extender la
duracién de la independencia de las personas fragiles en la independenciay la
autogestion.

‘Y La mayoria de los pacientes fragiles deberan ser alentados y apoyados para
adherirse al plan de intervencion.

‘N Es necesario reconocer las necesidades de la familia y/o cuidadores.
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Fairhall er ol BT Madicine 2011, 9:83
hittpsiwevew biomedoentral com/1 74 1-7015/9/83 ..
BMC Medicine

OPINION Open Access

Treating frailty-a practical guide

Nicala Fairhall=2, Colleen Langrcunj, Catherine Sheningtcunl, Stephen R Lord®, Susan E Kurde®, Keri Lockwood?,

Noeline Monaghan', Christing Aggar®, Liz Gill' and lan D Cameron'™

Table 1 Interventions and guidelines to address the common patterns of frailty in the clinical setting

Pattern Screening and assessment Intervention (See Additional file 2 for more detailed
recom mendations)
Unstable health Medical assessment Medical management may include geriatrician review, medication review
conditions intervention to increase compliance, referal for follow-up of medical
conditions, for example memory dinic, continence dinic.
Specific information for common health conditions is provided in Additional
file 2
|Inder nutrition Setting appropriate screening, eg. Mini Referral to a dietician for nutritional supporf, which may indude education

Mutritional Assessment [48]

Psychological factors  Geriatric Depression Scale (short form) [49)

Impaired cognition Mini Mental Status Bxamination (MMSE) [51]
and/or informant questionnaire (10 Code) [537)

Impaired vision/ Brigf clinical assessment
hearing

El S TICh In energy and proten, notrition advice about general
healthy eating and benefits of regular exercise to improve health and
overall wellbeing, and nutrition support.

The NICE dlinical guiddline ‘Mufrition Support in Aduls’ provides high quality
evidence for oral nutrition support in aduls with malnutrition htpy!/
guidance.nice.orgukilG32 (Chapter 8 in particulan).

The Victoran Govemment Health Information tolkit fgr depressio
http/fwww.health vicgov.aw older/ool kit/DsCognition Vindex
htm

Frail older depressed patients are particulary susceptible to side effects of
antidepressant medication [27]. Antidepressant medication should therefore
not be used as front line therapy. Antidepressant medication is effective in
the treatment of older people [50), and a comparison of treatments is
outlined in the Cochrane review by Mottram and colleagues [27].

The NICE clinical guideline ‘Occupational therapy interventions and physical
activity interventions to promote the mental wellbeing of older people in
primary care and residential care’, httpy/guidance nice.orguk/PH16

The NICE clinical guideline, ‘Dementia: Supporting pa:upl

and their carers in health and sodial care’, httpy//guidance e o UR-G42

Referral for spedialist medical assessment
ACEE [@E0N With locainationa ndation for blindness and low vision,

for aids and advice

Facilitate self-management of aids for vision/hearing
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Table 1 Interventions and guidelines to address the common patterns of frailty in the clinical setting

Pattern Screening and assessment Intervention (See Additional file 2 for more detailed
recommendations)
racliETe ser-management of aias Tor Vision/neanng
Decreased mobility Timed 4 m walk Appropriately designed exercise interventions are effective in preventing
Timed Up and Go falls in older people living in both the community [28] and nursing care
Lower limb strength: Timed sit to stand settings [29). Exercise should be ongomg, challenge balance and be
Balance: 4-point balance test underaken at leg " A3,
Falls risk: Physiological Profile Assessment [53]  Home safety intg e in this high-risk frail group, and
multifactorial falld=m =htion are also effective [28]. The

team should intervene or reffer s} appmprlate disciplines.

Strategies o facilitate behavior change to enhance participation in
intenvention programs are outlined in the NICE Guidance ‘The most
appropriate means of generic and specific interventions to support attitude
and behaviour change at population and community levels, http Asw.
nice.org.uk/PHEE3]

‘We also encourage the implementation of the Recommendations on
physical activity for health for older Austmlians httpe/fwww.healthgow.au/
internet/main/publishing.nsfContent/phd-physical-rec-olderguidelines(s4).

Lack of participation  Clinical assessment Barriers to participation should be assessed. Randomized controlled trials

in life roles have demonstrated increased participation with intervention targeting risk
factors, such as modlﬁcark:-n of the home environment [30) and specific
173N 1.

Setting indwvidualised goals and tailo
Saakebeciactiua
Enlist help of significant others/carers o encourage goal attainment.

ng interventions to meet these goals

Problems with Clinical assessment There should be early and ongoing engagement with support and
SENices or support education of formal and informal carers [25). Caregivers and family should
systems be taught about frilty, interventions to optimize function, and be involved

in planning and development of managernenr plans.

to promptly access

greater assistance in times of increased need.

Advice for assisting carers is provided in the NICE cdlinical guideline
‘Dementia Supporting people with dementia and their carers in health and
social carg’ httpy/guidanceniceong.uk/0G42, Section 1.11.
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Conclusiones

[JLa fragilidad, nuevo factor independiente predictor de
complicaciones postoperatorias, institucionalizaciéon y muerte.

EJLa valoracion rutinaria preoperatoria de la fragilidad puede
ayudar a la seleccion de pacientes con mayor riesgo de
complicaciones postoperatorias, pudiendo guiar la toma de
decisiones clinicas.

ILJSon necesarios estudios de validacion de los métodos de
valoracion de la fragilidad.

[EJFalta de homogeneidad en el diagnéstico en los diferentes estudios,
asi como falta de estudios prospectivos.

EDJNecesidad de abordaje multidisciplinario.
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Conclusiones

IINo existe una definicion universal de fragilidad.

EJSin embargo, la fragilidad se puede manifestar por un nimero
reconocible de patrones que pueden ser Utiles para guiar
evaluaciones e intervenciones determinadas sobre nuestros
pacientes ya desde el preoperatorio.

IEdSe recomienda una evaluacioén integral en las personas mayores para
aproximar el diagnostico de fragilidad:

L Evaluacién del bienestar fisico,
Evaluacidon del bienestar emocional y

Evaluacidon del bienestar psicologico.
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