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RECOMMENDATIONS FOR PRE-ANAESTHETIC ASSESSMENT

1. INTRODUCTION

The pre-anaesthetic assessment is an integral part of safe anaesthetic practice.1,2  It serves to identify associated medical illness and anaesthetic risks, with the ultimate aim of reducing morbidity and mortality associated with anaesthesia and surgery. 

The objectives of the pre-anaesthetic assessment are manifold. At times, to achieve these objectives, the anaesthesiologist has to resort to resources such as medical consultation and treatment as well as laboratory and other investigations. In an era where cost containment is important, factors like cost-benefit and benefit-risk ratios will have to be taken into consideration.3,4

With the above considerations, this document provides recommendations on pre-anaesthetic assessment to enhance patient safety.

The objectives of the pre-anaesthetic assessment are to:

i) evaluate the patient’s medical condition from medical history, physical examination, investigations and, when appropriate, past medical records.

ii) optimise the patient’s medical condition for anaesthesia and surgery.

iii) determine and minimise risk factors for anaesthesia.

iv) plan anaesthetic technique and peri-operative care.

v) develop a rapport with the patient to reduce anxiety and facilitate conduct of anaesthesia.

vi) inform and educate the patient about anaesthesia, peri-operative care and pain management

vii) obtain consent for anaesthesia

2.  
GENERAL PRINCIPLES5
2.1. The pre-anaesthetic assessment should be performed by the anaesthesiologist who is to conduct the anaesthesia. If this is not possible, a satisfactory mechanism is required whereby the findings of the pre-anaesthetic assessment can be conveyed to the anaesthesiologist concerned.

2.2. The pre-anaesthetic assessment should be performed at an appropriate time before the scheduled surgery to allow adequate preparation of the patient. This also applies to day surgery patients.

2.3. Pre-operative admission is indicated in patients who require further medical evaluation or prior to major surgery. Admission should not be merely for pre-operative investigations which can be done as out-patient.

2.4. The pre-anaesthetic assessment may be conducted a) as a personal interview in the ward, operating theatre or pre-anaesthetic clinic6 or b) using pre-set questionnaires7 assisted by trained nursing or paramedical staff under the supervision of an anaesthesiologist.

2.5. Input from other medical specialties may be required in the pre-anaesthetic management of the patient. However, only the anaesthesiologist may determine a patient’s fitness to undergo anaesthesia.

2.6. In the case of emergency surgery where early consultation is not always possible, the anaesthesiologist is still responsible for the pre-anaesthetic assessment. If surgery cannot be delayed in spite of increased anaesthetic risks, documentation to that effect should be made.

3.   
DETECTING DISEASE AND ASSESSING SEVERITY

3.1. A patient’s medical history provides vital information to identify disease that may affect peri-operative outcome. Medical history should include medical problems, current medication and allergies, previous anaesthesia and family history of anaesthetic complications. System review should focus on those pertinent to anaesthesia and surgery. Menstrual history may be important in women of child-bearing age. Useful information may be obtained from the patient’s family doctor or relatives.

3.2. Physical examination of the patient is an essential part of the pre-anaesthetic assessment. Although the cardiovascular and respiratory systems (including the airway) are important in the assessment of the patient, other systems i.e. the renal, hepatic and central nervous systems may also require detailed attention as guided by the history.

3.3. Laboratory and radiological investigations complement history and physical examination in detecting and assessing disease. These investigations should not be done as a routine but ordered as guided by the history and physical examination. Guidelines for investigations are presented in the Appendix.

3.4. Multidisciplinary management8, subspecialty referral and medical record retrieval may be helpful in the overall assessment of the patient.

4.  
RISK ASSESSMENT

4.1. The patient’s pre-operative condition is not the only determinant of peri-operative outcome. Other factors such as complexity of surgery, urgency of surgery, surgical skill and factors related to anaesthesia also contribute to outcome. The American Society of Anesthesiologists (ASA) physical status classification provides a useful means to convey information regarding the patient’s pre-operative condition and has been found to have some predictive value when applied to overall operative mortality.9,10
4.2. In assessing risk factors and optimising the patient for anaesthesia and surgery, the anaesthesiologist may need to consider the nature11 and urgency of the surgery, social and economic factors, or any financial constraints that prevail. It is imperative that the anaesthesiologist be knowledgeable and well-informed to make a balanced judgement with regard to the benefit-risk ratio of anaesthesia and surgery for the high-risk patient. In such cases, risks associated with anaesthesia should be conveyed to the patient and / or the next-of-kin as well as documented in the consent form or the patient’s case notes.

5.   
PRE-OPERATIVE  MEDICATION


Pre-operative medication may be prescribed to facilitate the anaesthetic  management. The patient’s current medication should be reviewed and continued when necessary.

6.   
CONSENT


The pre-anaesthetic assessment should include confirmation with the patient, the patient’s guardian in the case of children below 18 years or the intellectually challenged, of the nature of the anaesthetic procedure and his / her consent for anaesthesia.

7.   
DOCUMENTATION


A written summary of the pre-anaesthetic assessment, orders or arrangements should be explicitly and legibly documented in the patient’s anaesthetic record.

Appendix

Recommended Pre-Anaesthetic Investigations 2,11,12
(These tests are recommended for administration of anaesthesia and are not intended to limit those required for issues specific to their surgical management)

Electrocardiogram

Age above 50 

Cardiovascular disease

Diabetes Mellitus

Renal disease


Chest X-ray

Age above 60 

Significant respiratory disease

Cardiovascular disease

Full Blood Count

Age above 60 

Clinical anaemia

Haematological disease

Renal disease

Chemotherapy

Procedures with blood loss > 15%
Renal Profile

Age above 60 

Renal disease

Liver disease

Diabetes Mellitus

Cardiovascular disease

Procedures with blood loss > 15%



Coagulation Profile

Haematological disease

Liver disease

Anticoagulation

Intra-thoracic/Intra-cranial procedures


Random Blood Sugar

Age above 60 

Diabetes Mellitus

Liver dysfunction

Liver Function Tests

Hepatobiliary disease

Alcohol abuse


Note:

For healthy patients undergoing short, minimally invasive procedures, investigations may not be necessary.
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