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Strategies for preoperative coronary angiography and revascularization in patients
with coronary heart disease undergoing non-cardiac surgery
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[ Abstract]

coronary angiography and revascularization are improving risk stratification and reducing the risk of perioperative adverse cardiac

For medium/high-risk coronary heart disease patients undergoing non-cardiac surgery, the aims of routine preoperative

events, though the effects remain not yet clear. Some studies suggest that the patients with symptoms and/or non-invasive examination
showing the presence of coronary heart disease may require invasive coronary angiography before non-cardiac surgery, and if necessary,
revascularization. Recent guidelines indicate that routine coronary angiography or revascularization before surgery is required routinely
for the patients with acute coronary syndrome undergoing non-cardiac surgery, while for those with chronic coronary syndrome, the
angiography or revascularization is only for high-risk populations (with poor drug treatment and/or high-risk lesions) , and the optimal
treatment plan for non-high-risk lesions is not clear yet.
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Figure 1

Preoperative management process for CHD patients undergoing NCS

B

A chronic coronary syndrome; B acute coronary syndrome. CHD: coronary heart disease; CTO: chronic total occlusion; ECG: electrocardiogram;

FFR: fractional flow reserve; GDMT: guideline-directed medical therapy; ICA: invasive coronary angiography; iFR: instantaneous wave-free ratio;

LAD: left anterior descending; NCS: non-cardiac surgery; PCI: percutaneous coronary intervention; QFR: quantitative flow ratio;

TTE: transthoracic echocardiography.
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