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Previous Stroke and Elective Surgery

• Previous stroke increases postoperative neurological and 
cardiac complications with significant increase in mortality

• Optimal timing of elective surgery after neurological event 
remains controversial

• Historically, it was recommended delaying elective surgery 
for at least 3 months after neurological event (TIA/stroke)
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Previous Stroke and Risk of Major Adverse 
Cardiovascular Events and Mortality

• Danish nationwide cohort study of adult patients (n=481,183) 
undergoing elective non-cardiac surgeries (2005-2011) 

• Risk of postoperative adverse outcomes (ischemic stroke, acute 
MI, and cardiovascular mortality and all-cause mortality) was 
highest within the first 3 months of previous stroke

• Low- and intermediate-risk surgeries posed the same relative 
risk of MACE compared with high-risk surgery

• Associated risk leveled off after 9 months
• Authors recommend delaying surgery for 9 months

Jorgresen ME, et al: JAMA 2014; 312: 269-77
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Previous Stroke and Elective Surgery
AHA and ESC recommends waiting at least 6 months

Benesch C , et al: Circulation. 2021;143:e923-e946

Eur Heart J 2022; 43: 3826–924 
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Glance LG, et al: JAMA Surg 2022; 157: e222236

• Medicare patients (n=5,841,539, mean age 74 years) 
undergoing elective non-neurologic, non-cardiac surgeries 
(2011-2018), of these 0.9% had previous stroke

• Surgery performed within 30 days of stroke (vs. no stroke) 
was associated with higher odds of peri-operative stroke 
and 30-day all-cause mortality

• Odds of stroke were similar at 61-90 days (vs. 181-360 days)

• Authors recommend delaying surgery for at least 3 months

Preoperative Stoke and Postoperative 
Ischemic Stroke After Elective Surgery
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Peri-operative Considerations

• Optimize risk factors: Hypertension, DM, ESRD
• Manage anticoagulant/antiplatelet therapy
• Anesthetic technique

– No difference between regional and general anesthesia
– No difference between inhalation anesthesia and TIVA

• Lung protective ventilation 
– Maintain normocapnia (ETCO2 ~40 mmHg)

• Blood pressure management
– Specific thresholds remains controversial
– Most recommend maintaining MAP >70 mmHg

Eur Heart J 2022; 43: 3826–3924 
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• Multicenter, retrospective case-control study: 
(n=1,244,881), 1702 positive for stroke 

• Patients with confirmed stroke (n=126) 
matched with corresponding controls (n=500)

• Hypocarbia, hypercarbia, and hypotension 
were each independently associated with 
postoperative stroke 

• No synergistic interaction between 
hypotension and either hypo- or hypercarbia 

• MAP<55 mmHg and ETCO2 >45 mmHg 
associated with increased odds of stroke
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