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Welcome

Welcome to the Auckland City Symposium 2025. Our theme for ACS 2025 is "Advances in
Diabetes, Obesity, and Metabolic Syndrome".

The management of these conditions has evolved rapidly with the introduction of new medical
therapies, including GLP-1 agonists and SGLT-2 inhibitors. We will hear about their impact on
diabetes care in the general population and perioperative space. The management of obesity is
also being transformed. We will listen to updates on the medical and surgical management of the
morbidly obese, and how the bariatric team works together to provide better patient

outcomes. There will also be talks on OSA and CPAP, airway management in the super morbidly
obese patient and the perioperative management of the surgical patient with Metaboic Associated
Liver Disease.

We are honoured to feature keynote speakers Professor David Story (Melbourne) and Dr Michael
Margason (Chichester) who will share their invaluable insights and knowledge. Prof Story is the
current Chair of Anaesthesia at the University of Melbourne, and the current ANZCA president. He
will share his expert knowledge of the perioperative management of the diabetic patient. Dr Margason
has a special interest in the anaesthetic management of the morbidly obese patient. Our expert local
speakers include Professor Rinki Murphy (Endocrinologist) and Mr Michael Booth (General and
Bariatric surgeon) and Anaesthetists Dr Tom Fernandez, Dr Liam O’Hara and Dr Gemma Malpas.

We would like to thank our industry partners Medtronic, Fisher and Paykel Healthcare and Promed
Technologies for their ongoing support of our educational activities. This enables us to offer the

highest quality scientific programme possible.

And finally thank you to our delegates. We hope you all enjoy the day.

Drs Peter Xiang, Jay Van Der Westhuizen & Neil MacLennan, Co-Convenors ACS 2025
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Medtronic

Debbie Tuck
Territory Manager — Auckland North
Acute Care & Monitoring

Medtronic

Medtronic New Zealand Ltd
Customer Service: 0800 377 807
Mobile: +64 21 224 8043
debbie.tuck@medtronic.com

Medtronic New Zealand Ltd

Website: www.medtronic.com

Bold thinking. Bolder actions. We are Medtronic.

We lead global healthcare technology and boldly attack the
most challenging health problems facing humanity by
searching out and finding solutions. Our Mission — to alleviate
pain, restore health, and extend life — unites a global team of
90,000+ passionate people. Powered by our diverse
knowledge, insatiable curiosity, and desire to help all those
who need it, we deliver innovative technologies that
transform the lives of two people every second, every hour,
every day. Expect more from us as we empower insight-driven
care, experiences that put people first, and better outcomes
for our world.

In everything we do, we are engineering the extraordinary

Medadtronic
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SILVER

PROM ED Promed Technologies are the sole
Distributors for MASIMO, a Medical

TECHNOLOGIES Technologies Company based in lIrvine,
California.
Quwr Best Citways As always, we are committed to supplying

high quality products with excellent
customer service.
We have made great strides with our

Jo Banks Masimo Brain  Function  Monitoring
General Manager products in theatre.

Promed Technologies Many New Zealand hospitals are now
Unit B, 14-20 Triton Drive, using MASIMO Sedline EEG, O3 Regional
Rosedale, Auckland 0632 Oximetry, Continuous, non invasive SpHb

monitoring and other related products.

Ema}“ Jo@promedtech.co.nz Come to our stand and see what’s new in
Mobile: +64 (0)21 745 954 that space.

www.promedtech.co.nz

SILVER

Fisher& Paykel Fisher & Paykel Healthcare develop medical

HEALTHCARE devices and technologies that help clinicians
deliver the best possible patient care. We are
driven to not only improve, but transform
clinical practice, and work collaboratively with

Dorcas Hemi healthcare professionals along all stages of
Dorcas.Hemi@fphcare.co.nz product development.
021 335 897

www.fphcare.com

O’Hare Building, 15 Maurice Paykel Place
East Tamaki, Auckland 2013

PO Box 14 348, Panmure, Auckland, 1741
New Zealand

Freephone: 0800 503 553
Freefax: 0800 658 923


mailto:Jo@promedtech.co.nz
mailto:Dorcas.Hemi@fphcare.co.nz
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Find out more

INVOS™ Cerebral Oximetry
Monitoring System is your first
alert to help you intervene.

about the INVOS™ Cerebral/
Somatic Oximetry System.

With goal-directed haemodynamic
therapy with cerebral oximetry, 60%
fewer patients developed acute

kidney injury.’”

Medtronic

medtrenic.com. e
medirenic.co.ns
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‘\e\\ Next Generation
Brain Function Monitoring

Advanced Monitoring Technology
for Perioperative Care

Taking Noninvasive Monitoring to New Sites and Applications with Root®

Root is a versatile and expandable platform that provides noninvasive and continuous:

> Total Haemoglobin (SpHb*) > 03™ Regianal Oximetry
> Pleth Variability Index [PVi®) > Dxygen Reserve Index™ (ORi"™)

> SedLing® Brain Fundion Monitoring

For an appointment to view or to arrange a trial please
contact us on admin@promedtech.co.nz or 09 3684797.

PROMED Ml

Best Cibiasy WWWw.masimo.com
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m Optlﬂow Optiflow™ nasal high flow in procedural sedation
THRIVE

Reduce risk of desaturation™ Reduce airway interventions4°

Nasal high flow (NHF) for airway management during procedural sedation. NHF has been shown to reduce the risk of
desaturation™ and resulting airway interventions'4°, improving patient safety?.

Nay et al., 2021 | High risk Gl endoscopy patients® Lin et al., 2019 | Low risk Gl endoscopy patients'

(P<0.001) (P<0.001) (o) (P<0.001)
= Rl 72% : 2 97~

Decrease in Decrease in
desaturation events jaw lifts

(P<0.001)

% of patients
% of patients

Desaturation rate Airway Low flow (n=188) Desaturation rate Jaw lifts Low flow (n=1000)

(Sp0,<92%)  maneuvers Nasal high flow (n=191) (75% <Sp0O, <90% Nasal high flow (n=994)
for <60 sec)

Positive airway pressure®2

Corley et al., 2011

26%

Increase in end-expiratory
lung volume compared Low flow vs Nasal high flow
to low-flow cannula®

Low flow Nasal high flow

1. LinY et al., Gastrointest Endosc. 2019. 2. Hung KC et al.; Jiclin Ane
3.SuCLetal., PLoS One. 2021. 4. Thiruvenkatarajan V et aliARaesthe
5. Nay MA et al,, Br J Anaesth. 2021. 6. Corley A et al.,, Br J Anaesth, 20

7. Parke RL et al., Respir Care. 2015. 8. Parke RL et al., Respir Cares 2011 B ' N 5
ol , - Fisher&Paykel

wwwi.fphcare.com/thrive o > HEALTHCARE
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International Faculty

Prof David Story

' Prof Story is Professor and Foundation Chair of Anaesthesia at the

University of Melbourne, and Head of the University Department of
Critical Care. He is the current ANZCA President. His main research
interest is clinically and cost-effective approaches to reduce
perioperative risk, complications, disability, and mortality. He also does
translational work in acid-base disorders; environmental impact
research and is a consumer investigator in diabetes care.

Dave is a staff anaesthetist at the Austin Hospital where he provides
perioperative care for most procedural specialties including liver
transplantation. His academic and ANZCA roles include supporting

students, trainees, and fellows in pursuing research, education, and leadership. His love of the
outdoors led to research in altitude physiology, subsequent anaesthesia career, environmental
advocacy, and recreational hiking and bike riding.

Dr Michael Margarson

Dr Margarson trained in London, Oxford, Munich and Sydney and is
currently Consultant in Anaesthesia and Critical Care, St Richard's
Hospital, Chichester. He was a founder member of the UK Society for
Obesity and Bariatric Anaesthesia (SOBA), is currently Vice-president
for the European Society for the Peri-operative Care of the Obese
Patient (ESPCOP), and active in the sub-committees of the Society for
Anesthesia and Sleep Medicine.

His original research interest and MD thesis was on microvascular
permeability and rates of transcapillary albumin escape in sepsis.
Current interests are mainly focussed around the airway and dosing
scalars in anaesthesia for the morbidly obese. He is currently on

sabbatical at the Royal Hobart Hospital in Tasmania.
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New Zealand Faculty

Speakers

Prof Rinki Murphy

Mr Suheelan Kulasegaran
Dr Chaey Leem

Dr Michael Booth

Dr Gemma Malpas

Dr Tom Fernandez

Dr Liam O'Hara
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Programme

8:00 AM - 8:15 AM

8:15 AM - 8:25 AM

8:25 AM - 8:55 AM Drug treatment of DM and the value of preoperative HbA1c - Prof David
Story

8:55 AM - 9:25 AM Outside the perioperative space: What's new in medical therapy for
Type 2 Diabetes? - Prof Rinki Murphy

9:25 AM - 9:55 AM GLP1's and SGLT2's in perioperative DM management - Prof David

9:55 AM - 10:25 AM

10:25 AM - 10:55 AM

10:55 AM - 11:25 AM Current surgical management options in morbid obesity - Mr Suheelan
Kulasegaran

11:25 AM - 11:55 AM

11:55 AM - 12:25 PM Medical management and patient support in bariatric surgery -
Chaey Leem

12:25 PM - 12:45 FM Lessons from Bariatric Surgery: What have we leamt? (Longterm
outcomes) - Dr Michael Booth

12:45 PM - 1:30 PM

3:30 PM - 4:00 PM Metabolic dysfunction associated liver disease - Dr Tom Fernandez
4:00 PM - 4:35 PM Obesity cases with the Panel - Dr Liam O'Hara

4:35 PM - 4:55 PM Panel Q&A - Panelists

4:55 PM - 5:00 PM

5:00 PM - 6:00 PM

UNIVERSITY OF
AUCKLAND

Waipapa Taumata Rau
NEW ZEALAND

Joint Anacsthesia
Faculty Auckland
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Drug treatment of DM and the value of preoperative HbA1c
Prof. David Story

The most important perioperative diabetes drug is insulin. The fastest onset and shortest duration
is IV regular insulin.

A rough, conservative, guide to inpatient insulin therapy (usually postoperative) is:
Total insulin = 0.5 units / kg / day.

Of this half is taken as basal = 0.25 units / kg / day, glargine SC

The other half is divided into three doses = 0.08 units / kg/ day X 3, aspart SC

The perioperative utility of glycosylated haemoglobin (HbALc) is enhanced by using the newer Sl
units of mmol/mol rather than percentage. An HbA1C > 42 mmol/mol = diabetes diagnosis.

Three useful values are 50, 75, and 100 mmol/mol:
e No history of diabetes + HbAl1c > 50 mmol/mol = likely new diabetes diagnosis
e Known diabetes + HbAlc >75 = bad control
e Known diabetes + HbAlc > 100 = terrible control

Increasing HbAlc is associated with increased postoperative complications.

The HBAlc in mmol/mol can also be used to easily calculate the average blood glucose:
e Average blood glucose eAG (mmol/L) = HbAlc (mmol/mol) /7 + 1
e e.g. HbAlc 75 mmol/= average blood glucose of 11.7 mmol/L

No known diabetes + HbAlc < 42 mmol/L + blood glucose > 10 mmol/L
= stress hyperglycaemia

Suggest testing HbAlc for inpatients > 55 yrs

Diabetologists and Diabetes Nurses are our friends

Outside the perioperative space: What's new in medical
therapy for Type 2 Diabetes?

Prof Rinki Murphy

Guideline care for type 2 diabetes (T2D) involves a new order and type of medication selection
that targets multiple cardiorenal risk factors and addresses multiple treatment goals simultaneously
while considering individual preferences, contraindications/side effects and cost.

10
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SGLT2i and GLP1RA have prominent, early prescribing considerations due to their demonstrable
benefits in reducing cardiovascular disease and renal risk, in addition to glucose-lowering efficacy
and weight loss. SGLT2i have specific benefits for heart failure and gout. GLP1RA, and
pioglitazones have benefit in MASLD or MASH.

Diabetes technology in continuous and intermittently scanned glucose monitors are helpful in self-
monitoring and informing the need for tailored glucose-lowering therapies.

We will review the data on remission of type 2 diabetes using meal replacement dietary
approaches and bariatric surgery with individualised treatment approaches based on shared
decision-making around patient goals, preferences, safety considerations, cost and access
barriers to care.
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GLP1's and SGLT2's in perioperative DM management
-Diabetes drugs that give us grief

Prof David Story

Recent UK consensus statement:

El-Boghdadly K, et al. Elective peri-operative management of adults taking glucagon-like peptide-1
receptor agonists, glucose-dependent insulinotropic peptide agonists and sodium-glucose
cotransporter-2 inhibitors: a multidisciplinary consensus statement, Anaesthesia. 2025,
Apr;80(4):412-424.

Recommendations GLP1s

* The risk of pulmonary aspiration and mitigation strategies should be discussed with patients using
shared decision-making

» Patients should continue to take glucagon-like peptide-1 receptor agonists throughout the
perioperative period.

* Adhere to recommended fasting guidelines

* Upper gastrointestinal symptoms alone should not be used to determine gastric content

* Regional anaesthesia considered for primary anaesthetic technique

Comment: There is still a lot of uncertainty about the risks and approaches to managing patients on
these drugs. The recommendation about gastric symptoms is not discussed in the text and caution
iIs needed where there are clear GIT symptoms. Gastric ultrasound is an emerging technology.
Diabetologists and obesity physicians have little understanding of pulmonary aspiration.

Recommendations SGLT2i

* Risk of peri-operative ketoacidosis and mitigation strategies should be discussed with the patient
using shared decision-making

* SGLT2Is should be omitted the day before and the day of procedure.

* Patients and clinicians should adhere to fasting guidelines and avoid

prolonged starvation times

* For patients discharged from hospital on the day of surgery, SGLTIs should be restarted once eating
and drinking normally (usually 24—48 h after surgery)

 Patients staying in hospital after surgery, consider re-starting SGLT2i once eating and drinking
normally and capillary ketones < 0.6 mmol/L

» For DM patients on a very low energy/liver reduction diet for surgery, stop SGLT2i

at commencement of diet and adjust diabetes mellitus treatment as necessary.

« Written sick-day rules should be provided to patients at pre-operative assessment and at discharge

Comment: We will be seeing many more patients on these drugs for non-DM reasons. Although
implied ketosis screening should continue into the postoperative period. This is particularly so for
patients admitted for emergency surgery who will also be at greater risk for ketoacidosis due to the
physiological stress of surgical emergencies. The key to treating perioperative DKA is insulin/glucose
/ potassium. However, in some mild cases, glucose alone may stimulate adequate endogenous
insulin release.
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Impact of GLP-1's on Obesity management

Prof Rinki Murphy

Glucagon-like peptide-1 receptor agonist (GLP1RA) medications have led to a shift in the obesity
treatment paradigm. We will review the history of GLP1RA and their rise to becoming the leading
obesity medications in use, leading to global shortages.

Liraglutide shows a mean 9% weight loss and demonstrable benefits for major adverse
cardiovascular events (MACE) and reduction in nephropathy. Semaglutide shows mean 15%
weight loss and demonstrable effectiveness in type 2 diabetes, heart disease, heart failure, and
chronic kidney disease. Tirzepatide dual agonist (GLP1RA/GIPRA) shows a mean 20% weight
loss and demonstrable effectiveness in metabolic steatohepatitis and sleep apnoea.

We will discuss practical aspects of GLP1RA medication use, what lifestyle modification is required
and how they fit into modern obesity care.

The future for obesity treatment spectrum is looking bright with several dual agonists and tri-agonist
combination therapies in phase 2 and phase 3 clinical trials. More advocacy is needed for better
access and funding in New Zealand for highly effective obesity medications.
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Current surgical management options in morbid obesity

Mr Suheelan Kulasegaran
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Medical Management and Patient Support in Bariatric surgery

Dr Chaey Leem

With the advent of more effective obesity management medications, the approach to treating
obesity is rapidly evolving. Obesity is a chronic, multifactorial neurohormonal disease with a
significant genetic component. In New Zealand, however, managing patients with obesity remains
challenging due to several factors: the obesogenic environment, limited funding and medication
availability, a shortage of public bariatric surgery spaces, pervasive weight stigma, and lack of
education on obesity treatment.

It is unrealistic to expect patients to achieve and sustain a healthy weight through lifestyle changes
alone, as evidence shows that lifestyle interventions alone rarely lead to meaningful, long-term
weight loss. For many patients, a comprehensive, evidence-based treatment plan involving
pharmacotherapy and/or bariatric surgery is essential.

Our medical bariatric service at Waitemata is the sole bariatric GP-based service that provides
support to the surgical team. A combination of behavioural approaches, medication optimisation,
obesity pharmacotherapy, and very low-calorie diet programmes are used to achieve non-surgical
weight loss for patients who are either ineligible for bariatric surgery or who require pre-operative
obesity treatment.

In this presentation, we will explore a series of cases to highlight key concepts in obesity medicine.
These treatment strategies can also be applied to individuals undergoing other surgical
procedures.
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Lessons from Bariatric Surgery: What have we learnt?
-Long term outcomes

Mr Michael Booth
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Drug Dosing in Obesity
Dr Michael Margarson

Obesity affects the pharmacokinetics and pharmacodynamics of most of our drugs (1). In
significant obesity it is a mistake to dose drugs using the simplest scalar of Total Body Weight
(TBW). For some lipid soluble drugs this might be applicable, but for hydrophilic drugs, Vd is more
closely related to Lean Body Mass (LBM) than TBW.

Drugs that are of very low lipid solubility, typical examples being non-depolarising muscle relaxants
and aminoglycosides, should be dosed on a Lean body mass. Ideally this would be measured in
all patients using some form of impedance plethysmography, but until we achieve this LBM can be
reasonably accurately calculated using the Janmahasatian formula (2).

The use of Ideal Body Weight (IBW) as a dosing scalar has also been widely utilised and can be
useful up to a BMI of around 40 for many water-soluble drugs. Yet it fails in the very large, because
it is based purely on gender and height, irrespective of their total body weight. Lean Body Mass
increases as total body mass increases, to represent some 6 to 9% of excess body weight (the
muscular, skeletal and blood/interstitial volumes); such that In the largest patients, a calculated
Ideal Body Weight may give a value that is 40% lower than that of true Lean Body Mass. Ideal
Body Mass is a virtual scalar that does not represent any physiological volume or mass, and should
not be used when drug dosing in the Obese

Dosing based on Lean Body Mass (LBM) is the most logical and forms the basis of the SOBA
consensus on drug dosing (3). Depending on the degree of fat solubility, and whether the drug is
administered as a bolus or as an infusion, an adjustment of lean body mass may be required.
Adjusted body mass scalars should explicitly state the percentage adjustment and the underlying
scalar, ie Adj15_LBM or Adj40_LBM

Typical Lean body masses are in the range 50-70 kg in even the most obese females — and never
above 80kg. In males with obesity, typical LBM values are 70-100kg. Only the most massive and
muscular of males will have a LBM much in excess of 120kg

In the field of pharmacokinetic modelling, the use of allometric scaling has gained interest. Classic
TCI models have poor predictive ability when used in the obese. The performance of TCI models
incorporating allometric scaling e.g. The Eleveld PK model for propofol, proved superior compared
to the Schnider and Marsh model (4). However, these models are not well validated in patients
with BMI >50, although recent studies are now appearing with significant numbers of High BMI
subjects (5), so depth of anaesthesia monitoring is always advised when using TIVA in the Obese.

Pharmacokinetics of volatile anaesthetics are hardly affected by obesity. Use of the least fat-
soluble agents, such as Desflurane (often used in conjunction with Nitrous Oxide, some 20 times
less fat soluble than the volatile) is a logical choice; but if this combination is used, environmental
factors mandate scrupulous low flows throughout.

However, almost all our current drug doses are derived from dose finding studies using the total
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body weight of an individual with a ‘normal’ body composition of between 10 and 15% fat.
Calculations of Lean Body Mass need to be adjusted upwards by that 10-15% to give a truly
comparable dose. We are a long way from achieving consensus on the correct dosing scalar for
many drugs and much of the older literature is not applicable to the obese.

References

(1) De Baerdemaeker L, Margarson M. Best anaesthetic drug strategy for morbidly obese
patients. Curr Opin Anaesthesiol. 2016; 29.
(2) Janmahasatian S, Duffull SB, Ash S, Ward LC, Byrne NM, Green B. Quantification of lean
bodyweight. Clin Pharmacokinet. 2005;44(10):1051-65.
(3) SOBA Drug-dosing App, Apple App Store, Accessed 2025
(4) Eleveld DJ, Proost JH, Cortinez LI, Absalom AR, Struys MMRF. A general-purpose
pharmacokinetic model for propofol. Anesth Analg. 2014; 118(6): 1221-37.
Braathen MR, Rigby-Jones AE, Raeder J, Spigset O, Heier T. Pharmacokinetics of propofol in
severely obese surgical patients. Acta Anaesthesiol Scand. 2024; 68(6):
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Airway Management in Obesity

Dr Gemma Malpas
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OSA and OHS in Obesity

Dr Michael Margarson

Obstructive sleep apnoea (OSA) is collapsibility of the upper airway, and the most commonly
recognised type of sleep-disordered breathing (SDB) and very common. There is a spectrum of
disease within the SDB family, and of severity. Severe OSA is found in perhaps 10% of morbidly
obese patients.

In OSA there is a cyclical process of occlusion of the upper airway culminating in obstruction and
apnoea or else hypoventilation. This results in hypoxia and hypercarbia with a fragmented sleep
pattern as the patient awakens or lightens. Untreated OSA leads to the development of
cardiovascular comorbidities, in particular to pulmonary hypertension, ventricular hypertrophy and
diastolic dysfunction, with a marked reduction in exercise tolerance, and of life expectancy. (1)

STOP-BANG remains the most widely used screening-tool as it is simple and easily applicable.
The formal diagnosis of OSA is usually made with polysomnography (PSG), where the event rate
of hypoventilation apnoea’s and number and depth of desaturations are recorded while the patient
sleeps. However, in the majority, a diagnosis can be made simply with an oximeter at home
measuring the overnight depths and duration of Oxygen Desaturation episodes (2).

Nocturnal CPAP is the usual treatment, but around 50% of patients are poorly compliant with
therapy and thus obtain little benefit. Those who are fully compliant seem to improve their
ventricular function and appear relatively safe from significant respiratory depression and apnoeic
events in the peri-operative period. (3)

At the severe end of the spectrum, OSA will progress with a loss of sensitivity to hypercarbia and
hypoxia, and the obesity hypoventilation syndrome (OHS) will develop, a combination of obesity
with daytime hypoxaemia and hypercapnia (4). These patients may be cyanotic, the “Blue bloaters”
of old. The combination of chronic hypoxaemia and hypercapnia make this subgroup particularly
susceptible to the respiratory depressant effects of anaesthetic agents and opioids. OHS is highly
likely when OSA presents with an elevated serum bicarbonate — although beware the renal patient
with a chronic metabolic acidosis in whom bicarbonate will not be elevated. The validity and safety
of low-opioid or intra-operative opioid-free anaesthesia is contentious but will be briefly explored.

Identifying which subgroups of patients need post-operative high dependency unit observation
and/or respiratory support in the immediate peri-operative period is difficult, and guidance is
complex. A widely quoted and practical European guideline is available.(5)

1. TM. Powell-Wiley et al, Obesity and Cardiovascular Disease: A Scientific Statement from the
American Heart Association. Circulation. 2021;143: e984-e1010

2. Chung F, Liao P, Elsaid H, Islam S, Shapiro CM, Sun Y. Oxygen desaturation index from
nocturnal oximetry. Anesthesia and Analgesia 2012; 114: 993-1000.

3. Weingarten TN, Flores AS, et al. Obstructive sleep apnoea and perioperative complications in
bariatric patients. Br J Anaesth. 2011 106(1):131-9.

4. Mokhlesi B. Obesity hypoventilation syndrome: a state of the art review. Respiratory Care
2010; 55: 1347-62.

5. https://www.sobauk.co.uk/quidelines-1 - accessed March 2025
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Metabolic Dysfunction Associated Liver Disease

Dr Tom Fernandez

Metabolic dysfunction-associated steatotic liver disease (MASLD), (formerly known as non-alcoholic fatty liver
disease (NAFLD)), has become the leading contributor to chronic liver disease worldwide. It's increase parallels
the rise of obesity, diabetes and metabolic syndrome. Despite its prevalence, MASLD is often overlooked in
perioperative risk assessment, increasing the likelihood of unrecognized cirrhosis and postoperative
complications.

This presentation explores the epidemiology, pathophysiology and progression of MASLD, emphasizing its
association with metabolic dysfunction, it's silent nature and the importance of early detection. The role of non-
invasive risk stratification tools such as the FIB-4 score in utilizing Fibroscan to identify fibrosis and cirrhosis
will be discussed, including its potential utility in perioperative assessment and planning.

A structured framework for preoperative assessment and multidisciplinary team planning will be proposed
including the identification of cirrhosis, portal hypertension and associated organ disease and their impact on
surgical outcomes and perioperative morbidity and mortality. Importantly the presence of cirrhosis should not
simply contraindicate surgery. Instead, full clinical assessment and integration of liver-specific risk assessment
scores (Child-Pugh, MELD, and Vocal PENN) alongside multidisciplinary team planning and patient
optimization should be utilized to ensure safer outcomes and a reduction in surgical morbidity and mortality.

References:

* Marjot T, Moolla A, Cobbold JF, et al. Nonalcoholic fatty liver disease in adults: current concepts in
etiology, outcomes, and management. Endocr Rev 2020;41:66-117

* Ye Q, Zou B, Yeo YH, et al. Global prevalence, incidence, and outcomes of non-obese or lean non-
alcoholic fatty liver disease: A systematic review and meta-analysis. Lancet Gastroenterol Hepatol
2020;5(8):739-52. doi: 10.1016/S2468-1253(20)30077-7

- https://liverwell.org.au/your-liver/facts-and-stats/
» https://bpac.org.nz/2022/docs/cld.pdf

* Rinella ME, Neuschwander-Tetri BA, Siddiqui MS, Abdelmalek MF, Caldwell S, Barb D, Kleiner DE,
Loomba R. AASLD Practice Guidance on the clinical assessment and management of nonalcoholic
fatty liver disease. Hepatology. 2023 May 1;77(5):1797-1835.

* Zelber-Sagi S, O'Reilly-Shah VN, Fong C, Ivancovsky-Wajcman D, Reed MJ, Bentov |. Liver Fibrosis
Marker and Postoperative Mortality in Patients Without Overt Liver Disease. Anesth Analg. 2022 Nov
1;135(5):957-966

*  Newman KL, Johnson KM, Cornia PB, Wu P, Itani K, loannou GN. Perioperative Evaluation and
Management of Patients With Cirrhosis: Risk Assessment, Surgical Outcomes, and Future Directions.
Clin Gastroenterol Hepatol. 2020 Oct;18(11):2398-2414

* Bosch J, Burroughs AK, Ripoll C, Maurer R, Planas R, Escorsell A, Garcia-Pagan JC, Patch D, Matloff
DS, Makuch R, Rendon G; Portal Hypertension Collaborative Group. Incidence, prevalence, and
clinical significance of abnormal hematologic indices in compensated cirrhosis. Clin Gastroenterol
Hepatol. 2009 Jun;7(6):689-95

* Czaja, A. J. (2019). Portal hypertension and bleeding complications: The role of liver cirrhosis and portal
circulation in surgery. Liver Transplantation, 25(8), 1209-1217
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de Franchis R, Bosch J, Garcia-Tsao G, Reiberger T, Ripoll C; Baveno VII Faculty. Baveno VII -
Renewing consensus in portal hypertension. J Hepatol. 2022 Apr;76(4):959-974. doi:
10.1016/j.jhep.2021.12.022. Epub 2021 Dec 30. Erratum in: J Hepatol. 2022 Jul;77(1):271

Fede G, Privitera G, Tomaselli T, Spadaro L, Purrello F. Cardiovascular dysfunction in patients with
liver cirrhosis. Ann Gastroenterol. 2015 Jan-Mar;28(1):31-40

Xanthopoulos A, Starling RC, Kitai T, Triposkiadis F. Heart Failure and Liver Disease: Cardiohepatic
Interactions. JACC Heart Fail. 2019 Feb;7(2):87-97

Emhmed Ali S, Nguyen MH. Sarcopenic Obesity in Non-Alcoholic Fatty Liver Disease-The Union of
Two Culprits. Life (Basel). 2021 Feb 4;11(2):119. doi: 10.3390/1ife11020119. PMID: 33557355; PMCID:
PMC7914533

Nishikawa H, Enomoto H, Nishiguchi S, lijima H. Sarcopenic Obesity in Liver Cirrhosis: Possible
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June 17-19, 2025 - Momi Bay, Fiji

SPA

south pacific anaesthesia meeting

Save the Date

Registration opening shortly
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