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TRUST GUIDELINE – PERI-OPERATIVE MEDICINES MANAGEMENT 
This document may be made available to the public and persons outside of the Trust as part of the Trust's compliance with the Freedom of Information Act 2000
Please be aware that only documents downloaded or viewed directly from the GHNHST Trust Policies webpage are valid documents. Documents obtained through printed copies or internet searches may be out of date and therefore will be invalid

	FOR USE BY: 
This Guideline is to be followed by all staff of Gloucestershire Hospitals NHS Foundation Trust involved with the peri-operative care of patients.
 


1. INTRODUCTION 
The Trust has over 48,000 surgical admissions each year across both sites. Increasingly, patients are being prescribed long term medications for chronic medical conditions. Inappropriate management of some medications, either from their continuation or discontinuation, may be detrimental to post-operative patient outcomes. The National Confidential Enquiry into Peri-Operative Deaths (NCEPOD) 2002 report titled “Functioning As A Team” highlighted that patients were not being given essential regular medications before routine or emergency operations. Following this and other observational data has led to a recommendation issued by the Royal College of Anaesthetists (RcoA) that hospitals should have a guideline stating how medications should be administered or omitted in the peri-operative period.
This guideline should be used to inform peri-operative management of many common medications. However, patients, their medication, and the proposed surgery, should be considered in a holistic manner with risks and benefits considered for each case. If there is any doubt about the peri-operative management of any medication, advice should be sought from a senior member of the anaesethetic, surgical, specialty team or pharmacy (medicine information) as appropriate. This advice, when appropriately documented, will then supersede the management outlined in this guideline.
2.
DEFINITIONS 
POAC (Pre-Operative Assessment Clinic)

See section 4.3
3.
ROLES AND RESPONSIBILITIES 
	Post/Group
	Details

	POAC nurses
POAC anaesthetist

Ward nurses (including admitting teams)
	Facilitate adherence with these guidelines. 
Display perioperative medicine management table in relevant areas. 


4.
Recommendations
4.1
General
	4.1.2
	A full, accurate and contemporaneous medication history should be obtained from the patient, GP or pharmacy and reviewed prior to surgery in all routine cases, and all emergency cases where practical. 


	4.1.2
	It is the responsibility of both the admitting speciality team, POAC nurses and anaesthetist to review the medication history, and form a drug management plan for the peri-operative period.



	4.1.3
	Where patients are reviewed in pre-assessment clinics, staff may advise patients based on this guideline where there is no doubt in the correct management. Should there be any ambiguity in the management of the medication, this should be referred to the responsible consultant anaesthetist.



	4.1.4
	Ward staff should be familiar with the peri-operative management of common medications, and display the Perioperative medicines management table below and Action card for the avoidance of doubt. Further clarification should be found in this document, or by contacting the responsible speciality team or anaesthetist. 




4.2
Nil by mouth
	4.2.1
	No patient should be without enteral or intravenous fluid input for more than 10 hours. Particular groups of patients are more susceptible to dehydration, and care to ensure appropriate peri-operative hydration and electrolyte management are vital. These groups include elderly patients, patients receiving bowel preparation, infants and child, acutely unwell patients, chronic kidney disease and breast-feeding mothers. 



	4.2.2
	Minimum fasting times for non-emergency surgery are;


-
6 hours for solid food, infant formula or milk.


-
4 hours for breast milk.


-
2 hours for water, tea / coffee without milk, or other clear fluids.



	4.2.3
	Oral medications may be given up to the time of surgery with a sip of water.


	4.2.4

	Chewing gum is not advised within two hours of anaesthesia, however patients should not have surgery cancelled for this reason alone. 



	4.2.5
	Being ‘Nil by mouth’ is not a reason to omit a regular oral medication alone. Certain medications should be omitted peri-operatively for specific reason as detailed in section 4.3 of this guideline. 



	4.2.6
	Where the oral route is not available for a patient factor, for example bowel obstruction / low GCS, responsible teams should consider the indication for, and implication of omitting each medication and consider alternative routes as appropriate. Involvement of pharmacy colleagues in this is advised.  




4.3 Management of specific medications.

	Umbrella medication term

Medication subgroup Examples
	Advised Management
	Comments

	ACE inhibitors / Angiotensin II receptor antagonists (ARBs)
E.g. Ramipril, enalapril, lisinopril, captopril, losartan, candesartan.
	Omit on day of surgery. Continue post-operatively when BP allows.
	Patient medication with them on admission in case required. 

	Allopurinol
	Continue
	

	Alpha blockers

E.g. Doxazosin, tamsulosin
	Continue

	Discontinue post TURP if initially indicated for urinary retention.

	Analgesia 

Opioids E.g. morphine, oxycodone, fentanyl 
Neuroleptics 
E.g. gabapentin, pregabalin
	Continue all pain medication. Consider Acute Pain Service referral for post-operative management. 
	

	Anti-androgens  
E.g. bicalutamide, cyproterone, finasteride
	Continue
	

	Anti-anginal therapy
E.g. Isosorbide mononitrate, nicorandil
	Continue
	

	Anti-arrhythmics

E.g. Amiodarone, digoxin, verapamil, flecanide
	Continue
	

	Anticoagulants 
Warfarin
Novel Oral Anticoagulants (NOACs) 
E.g. rivaroxaban, apixaban, dabigatran.
Anticoagulants (parenteral) – LMWH E.g. dalteparin, enoxaparin
	If thrombotic risk allows, discontinue warfarin 5 days before surgery. See trust guideline.

See trust guideline.

Omit 12 hours prior to surgery for prophylactic dose, 24 hours for treatment dose.
	See trust guideline.

https://www.gloshospitals.nhs.uk /our-services/services-we-offer/pathology/haematology/
haematology-policies-and-guidelines/

	Antidepressants

Tricyclics 

E.g. Amitryptiline, dosulepin
Selective Serotinin Re-uptake Inhibitors SSRI e.g.  E.g. Fluoxetine, paroxetine
Serotonin and noradrenaline re-uptake inhibitors e.g. venlafaxine, duloxetine
	Continue
Continue

Continue
	Can increase risk of arrhythmias and hypotension during anaesthesia. 



	Anti-epileptics 

E.g. phenytoin, carbamazepine, sodium valproate
	Continue
	Withdrawal may precipitate seizure. Consider alternative routes of administration if oral route not available peri-operatively.

	Anti-Parkinsonian Medications

E.g. Madopar, Sinement, cabergoline
	MUST continue usual regime. 

Note drugs with anti-dopaminergic action including metoclopramide, prochlorperazine, haloperidol are contra-indicated in these patients.

	Continue as per patient’s usual regime as far as possible. If oral route unavailable seek alternative routes of administration – seek pharmacist and Parkinson’s Nurse advice. 

	Anti-platelets – aspirin 75 mg OD
	Continue except 
-surgical procedures associated with high bleeding risk or complications of bleeding (e.g. spinal surgery and certain urological surgeries)
∙individuals who refuse blood transfusion for religious reasons (e.g. Jehovah’s Witness)
	Stop 7 days pre-operatively for spinal surgery and 10 days pre-operatively for TURBT & TURP.

	Anti-platelets – 

E.g. clopidogrel, prasugrel, ticagrelor, aspirin >150 mg dose
	Prasugrel/Clopidogrel Discontinue 7 days pre-operatively

Ticagrelor - Discontinue 5 days pre-operatively 

Aspirin >150 mg – consider reducing to low dose 75 mg for 7 days preoperatively
	Refer to anaesthetist if coronary artery stents within 12 months, high bleeding risk or significant consequence from minor bleeding.

	Anti-psychotics 
E.g. chlorpromazine, olanzapine, risperidone
	Continue
	

	Aromatase inhibitors

E.g. anastrozole, exemestane, letrozole
	Continue
	Note increased VTE risk

	Baclofen
	Continue
	

	Benzodiazepines

E.g. Diazepam, temazepam
	Continue
	

	Beta-blockers

E.g. atenolol, bisoprolol, metoprolol, sotalol
	Continue
	

	Bisophosphonates

E.g. Alendronate, risedronate
	Omit on day of surgery. Take day before or after.
	

	Bronchodilators (Inhaled)

E.g. Salbutamol, salmeterol, ipratropium


	Continue
	

	Calcium channel blockers

E.g. amlodipine, felodipine
	Continue
	

	Clozapine
	Omit 12 hours pre-operatively

	If omitted for more than 2 days, seek pharmacy advice on re-titration.

	Contraceptive
Contraceptive (combined oral)
Contraceptive (progesterone only)
	Continue if minor op.

Discontinue 4 weeks before major op or surgery involving prolonged immobilisation. Will need advice on alternative contraception.

Continue.
	Note increased VTE risk


	Corticosteroids

Prednisolone
	See Trust guidance
	

	Ciclosporin
	Continue. 
	Seek specialist advice for transplant patients. Consider risk of infection vs disease flare.

	Clonidine
	Continue
	

	Dementia medication

E.g. donepezil, rivastimine, galantamine
	Continue. 
	Cholinesterase inhibitors may exaggerate suxamethonium relaxation. Donepezil potentially anatognises effect of non-depolarising NMBDs. Neostigmine may be ineffective as a reversal agent.

	Disease-modifying anti-rheumatic drugs (DMARDs)
E.g. Etanercept, methotrexate, sulphasalazine, leflunomide
	See rheumatology guidelines on intranet.

https://intranet.gloshospitals.nhs.uk/

departments/medical/rheumatology/
	Consider risk of rheumatological flare versus peri-operative infection. If to be discontinued, allow 3-5 times half-life – approximately two weeks. Restart post-operatively when evidence of good wound healing. 

	Diuretics
Thiazides 
E.g.bendroflumethiazide

Loop diuretics 
E.g Furosemide, bumetanide

Potassium sparing diuretics 
E.g. amiloride, spironolactone
	Continue

	Withhold if dehydrated. 


	Drugs of dependence

e.g. Methadone, buprenorphine
	Continue
	Continue with regular dose post operatively. Do not adjust dose for pain management. Refer to Acute Pain Service.

	Erythropetin

E.g. Darbopeotin
	Continue
	

	Herbal medicines

E.g. Echinacea, Garlic, Ginkgo, Ginseng, Kava, St John’s Wort, Valerian.
	Discontinue 14 days pre-operatively
	Not an exhaustive list. Herbal medicines have important interactions and may increase risk of MI, stroke, bleeding and poor wound healing.

	Hormone Replacement Therapy (HRT) (Tablet or patch)
	Minor surgery – continue if risk of prolonged immobilisation is low.

Discontinue 4 weeks prior to major surgery. 

Topical oestrogens - continue
	If continued, note increased thrombotic risk

	Oral hypoglyaemics 
Metformin
Sulphonylureas, 
E.g. Gliclazide, glipizide Glitazones e.g. pioglitazone, 
Acarbose, 

GLP-1 agonist 
E.g. exenatide, 

DPP-4 inhibitors 
E.g. sitagliptin
	Omit on day of surgery.
Omit metformin for 48 hours following any procedure involving contrast dye
	See also Trust Protocol A0132 : Diabetes in Adults -Before, During and After Surgery

Restart when normal food intake resumes. 

	H2 receptor antagonists

E.g. Ranitidine
	Continue
	

	Insulin
	See Trust guidance
	See also Trust Protocol A0132 : Diabetes in Adults -Before, During and After Surgery

	Iron supplements
	Continue unless surgical request bowel surgery. 
	

	Laxatives e.g. laxido, movicol, docusate
	Withold on day of surgery unless part of bowel prep prescription.
	

	Levothyroxine
	Continue
	Check recent TFTs.

	Lithium
	Continue for minor surgery. Omit on day of surgery for major surgery.
	Note increase risk of toxicity peri-operatively. Ensure adequate fluid intake. Consider serum lithium level measurement

	Monoamine Oxidase Inhibitors (MAOIs)

E.g. Phenelzine Moclobemide
	Discontinue long acting phenelzine 2 weeks pre-operatively. Omit short acting moclobemide on day of surgery.
	Needs discussion with mental health team. Refer to anaesthetist. 

	Non-steroidal Anti inflammatory Drugs NSAIDS 
E.g. ibuprofen, diclofenac, naproxen

COX-2 inhibitors e.g. celecoxib, meloxicam
	Low risk bleeding procedures – continue.
High risk bleeding procedures – discontinue 5 days before.
Continue.
	

	Proton pump inhibitors

E.g. omeprazole, lansoprazole
	Continue
	

	Statins
E.g. Simvastatin. Atorvastatin
	Continue
	

	Tamoxifen
	Discontinue for 4 weeks pre-operatively in patients treated for breast cancer undergoing major surgery 
	Restart two weeks post-operatively if patient fully mobile. Increased VTE risk.

	Theophylline, aminophylline
	Continue
	

	
	
	


5.
TRAINING

Only include training information if required for this document and if it is different to that recorded in the “parent” policy.
6.
MONITORING OF COMPLIANCE 
.

	Do the systems or processes in this document have to be monitored in line with national, regional or Trust requirements? 
	No


	Monitoring requirements and methodology
	Frequency
	Further actions

	Peri-operative medication audit. Review of drug charts of patients attending theatres for appropriate peri-operative medication management.
	Biannually
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