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 The anesthesia preoperative evaluation, which is the 

clinical foundation for guiding perioperative patient 

management, reduces perioperative morbidity and 

enhances patient outcome 



The fundamental purpose of 

preoperative evaluation is to obtain: 

 Patient’s medical history 

 

  Formulate an assessment of the patient’s perioperative risk 

 

  Develop a plan for any requisite clinical optimization 



The preanesthesia evaluation should include: 

 

  Focused clinical examination 

  Documentation of comorbid illness 

  Reduction of patients’ anxiety through education 

  Assurance that preexisting medical conditions are optimally managed 

  Selective referrals to medical specialists 

  Ordering of preoperative investigations 

  Initiation of interventions intended to decrease risk 

  Discussion of aspects of perioperative care 

  Arrangements for appropriate postoperative care 

  Recommendations to delay or cancel the surgical procedure 



The anesthesiologist-led preoperative evaluation: 

 

  Enhance operating room efficiency  

 Decrease day-of-surgery cancellations or delays 

 Reduce hospital costs 

 Enhance the quality of patient care 



 The anesthesiologist is the perioperative medical specialist and thus is 

uniquely positioned to evaluate the risks associated with anesthesia or 

surgery, discuss these risks with the patient, and manage them 

perioperatively in collaboration with the surgical team, referring physician, 

and other medical specialists. 



 Compared to preoperative evaluations performed by surgeons or primary 

care physicians alone, anesthesiologist-led preoperative evaluation is 

associated with more selective ordering of laboratory tests and referral to 

specialists, thereby leading to reduced healthcare costs. 

 

 

  Within the context of an anesthesiologist-led preoperative evaluation 

clinic, preanesthesia evaluations also associated with reduced anxiety, 

improved acceptance of regional anesthesia, fewer day-of-surgery case 

cancellations, shorter hospital length-of-stay, and lower hospital costs. 



Clinical Examination During Preoperative Evaluation 

 The clinical examination, consisting of the history and physical examination, 

is a fundamental component of preoperative evaluation by 

anesthesiologists. 

 

 

 The baseline clinical examination of all surgical patients should include a 

consistent set of components, with opportunities for more detailed 

examination of one or more of these components (e.g.,cardiovascular 

system) based on the findings from the standardized initial examination. 



COMPONENTS OF THE MEDICAL HISTORY 



 The assessment of the patient’s cardiopulmonary fitness or functional 
capacity is an integral component of the preoperative clinical 
examination.  

 

 This information is typically used to estimate a patient’s risk for major 
postoperative morbidity or mortality, and to determine whether further 
preoperative testing is required. 

 

 Poor exercise capacity and cardiopulmonary disease have a bidirectional 
relationship. Specifically, lack of exercise may increase the risk of 
developing cardiopulmonary disease but preexisting cardiopulmonary 
disease can also prevent an individual from exercising. 



 Anesthesiologist will inquire about a patient’s general activity levels during 

the preoperative interview, and on that basis, make a subjective 

assessment of the patient’s functional capacity. 

 

 

 Functional capacity is typically quantified in using the metabolic equivalent 

of task (MET), where one MET is approximately the rate of energy 

consumption at rest (3.5 mL/kg/min). 





There are important limitations to the usual clinical approach for this integral 

component of the preoperative evaluation. 

 

 

  First, subjective assessment does not accurately estimate the patient’s true 

exercise capacity. 

 

 Second, subjective assessment has generally shown poor performance in 

predicting postoperative morbidity and mortality. 

 

 To improve preoperative evaluation of functional capacity, 

anesthesiologists should consider instead using structured questionnaires, 

such as the Duke Activity Status Index (DASI). 





 This 12-item self-administered questionnaire about activities of daily living 

has demonstrated correlation with gold-standard measures of functional 

capacity in surgical patients. 

 

  Furthermore, DASI scores have been shown to improve prediction of 

postoperative cardiac complications following noncardiac surgery. 

 

  While there is some varying opinion as to how DASI scores should be 

converted to METs, the original formula is presented below: 



Preoperative Risk Assessment 

 The most commonly used method by anesthesiologists to assess overall 

perioperative risk is the ASA-PS classification system. 

 

 



 The ASA-PS classification system seeks to describe a patient’s preoperative 

medical status, but it does not consider risks inherent to the planned 

surgical procedure. 

 

 In addition to patients’ preoperative medical status, which is described by 

the ASA-PS system, the operative procedure is an important determinant of 

perioperative risk. 

 

 Ambulatory surgical procedures are very safe with respect to risks of 

postoperative mortality and major adverse events. 

 

 Classification schemes have been proposed for assessing operative risk, 

such as the Johns Hopkins risk classification system, elevated surgical risk 

category in the Revised Cardiac Risk Index. 

 








