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Preoperative Anesthetic Assessment and
Premedication

Teamwork

e {Color index: Importantl Notes | Book | Extra | Editing File | comments or errors}

Resources: lecture slides, 435teamwork, Book (Julian stone)

Objectives

e |earn pre-anesthetic patient evaluation and risk stratification.

e Obtain a full history and physical examination including allergies, current medications,
past anesthetic history, family anesthetic history.

Understand how patient comorbidities can affect the anesthetic plan.

Be able to understand potential anesthetic options for a given surgical procedure.

Be able to plan an anesthetic for a basic surgical procedure.

Understand risk stratification of a patient undergoing anesthesia.

The perioperative patient journey.
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% NCEPOD: Classification of intervention (National Confidential Enquiry into
Patient Outcome and Death)

Im p Description Example
Immediate Life/Limb/Organ saving - Rapid bleeding: Trauma, aneurysm rupture.
- Resuscitation occurs simultaneously with - Intra Abdominal or intrathoracic bleeding.
“ Save pt life” | surgery.
- Surgery within minutes.
- Emergency category 1.
Urgent Life/Limb/Organ threatening (threatening Perforated bowel or less urgent bleeding.
but not saving) A This is an exam question you have to
Surgery within hours. memorize it properly (MCQs)
Expedited Early surgery within a day or two. Large bowel obstruction, closed long bone
fracture. e.g. Femoral fracture
Elective Timing to suit patient and hospital. Joint replacement, unobstructed hernia repair,

Overview: The preoperative visit:

Anaesthetic history.

Examination.

Special investigations.

Medical referral.

Risk assessment.

Informing the patient and consent.
Premedication.

cataract.
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The Goal of Preoperative visit: The best outcome, or the mortality of the pts comes from

adequate preoperative assessment

The preoperative visit of all patients by anesthetist is an essential requirement for the safe and

successful conduct of anesthesia.

e Main aim is to assess the patient's fithess for anesthesia.
e The best to be performed by an anesthetist, preferably the one who is going to administer

the anesthetic.
® The goal of preoperative visit:

o To educate about anesthesia, perioperative care and pain management, to reduce

anxiety.

o To obtain the patient's medical history and physical examination. Check

medications.

To determine which lab test or further medical consultation are needed .
To choose care plan guided by patient's choice and risk factors.

Visit allows

Coexisting illness

Best anaesthetic technique.

Any potential interactions between concurrent
diseases.

Anaesthesia anticipated

Provides an explanation.

Improve the patient’s condition prior to surgery.
For ex to control hypertension, give antibiotics..
Seeking advice from other specialties.
Optimise treatment.

Final decision.

Recurrence for the patient.

Three situations where special arrangements are usually made

1- Patients with e Patient is often admitted several days before surgery. everything is done
complex medical or before the patient is taken to the OR
surgical problems: e Anesthetist is actively involved in optimizing their condition prior to anesthesia
and surgery.
2- Surgical e Only a few hours separates admission and operation in these patients urgent

emergencies:

investigations or treatment.

3- Day-case patients:

“ one day surgery”

These are patients who are planned.

Generally ‘fitter’ ASA1(have no medical condition) or ASA 2 (have controlled

medical condition). ASA Ill are not allowed to be a day-case patients\surgery.
Assessment in anesthesia clinic preoperative anesthesia clinic.

Minor procedure, laparoscopic procedure

Patient comes on the same day of surgery and discharged on the same day

but seen in clinic before.
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Anesthetic history And Examination:

Anesthetist should take a full history & Examine each patient.
PREVIOUS ANAESTHETICS AND OPERATIONS:

o

o

Hospitals. Previous admissions.
Enquire about inherited or 'family' diseases: sickle-cell disease, porphyria.

Difficulties with previous anesthetics;

o

History of difficult intubation. He won’t know if he had previous difficult intubation
unless if they gave him an alert card or he may tell you that he had hx of sore
throat after previous surgery.

Nausea, vomiting. So we give antiemetics to prevent N\V postoperativly.

Dreams. e.g. Ketamine causes bad dreams and hallucinations so give
benzodiazepines with it.

Awareness: they will say they could hear the surgeons and anesthetists during the
surgery but were completely paralyzed. And could feel pain if they were not given
analgesia (In short; Hear everything but can not move "Paralysed"). Happens with
General anesthesia in c-sections and cardiac surgeries with bypass machine.
Postoperative jaundice. pt will tell you that he noticed dark urine, discoloration of
skin

Present & past medical history:

o

o

All the aspects of the patient's medical history.
Relating to the cardiovascular and respiratory systems and its severity.

Anesthesia Inquiries in history:

1- Cardiovascular system:
Patient factors associated with cardiac risk: *red flags*

Age.

Heart failure.

Ischaemic heart disease (Ml / angina > especially recent)
Cerebrovascular disease (CVA/ TIA)

Insulin dependent diabetes mellitus. (Type 1)

Renal impairment or dialysis.

Specific inquiries must be made about:
Angina if the pt have chest pain, ask:

o

O
O
O

Incidence

Precipitating factors.

Duration.

Use of antianginal medications, e.g. glyceryl trinitrate (GTN) oral or sublingual). Ask
if the medications made his conditions better or worse.

Previous myocardial infarction and subsequent symptoms.
Symptoms indicating heart failure. E.g Lower limb edema, dyspnea, orthopnea, chest pain,
dizziness, palpitations, tachycardia.
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o Heart failure will be worsened by the depressant effects impairing the perfusion of

vital organs

o Myocardial infarction are at a greater risk of perioperative reinfarction: avoid
hypotension and anything may cause an increase in oxygen demand ending up to

tachycardia.

Elective surgery postponed until at least 6 months after the event (Ml)
Untreated or poorly controlled hypertension (diastolic consistently > 110 mmHg) may lead

to exaggerated cardiovascular responses’.

e Both hypertension and hypotension can be precipitated = which increase the risk of

myocardial ischemia.

e Valvular heart disease: prosthetic valves may be on anticoagulants, need to be stopped
or changed prior to surgery and give Antibiotic prophylaxis. So consult hematologist

*Very important:

Active Cardiac Conditions

Minor Cardiac Predictors

YV

Unstable coronary syndromes:

o Unstable or severe angina.

o Recent MI”less than 6 months”
Decompensated HF. pt have pulmonary
edema, hypoxic, very low ejection fraction.
This pt should be treated before taking him to
the OR
Significant malignant arrhythmias.

Severe valvular disease. Severe mitral
stenosis, severe mitral regurg, severe
pulmonary stenosis

Suppose you have a pt with severe mitral
stenosis and they want to take this pt to the
OR, what will you do? Call for cardiologist who
will perform valvuloplasty or valve
replacement.

> Advanced age (>70) the elderly pts have

limitations with mobilization we can’t detect
SOB or any cardiac problem related to
exertion so take care and do proper
assessment.

> Abnormal ECG:

e LV hypertrophy. All the hypertensive
pts will have it, will be accepted if the
blood pressure is controlled.

e | BBB. left bundle branch block. But
combined left & right is not acceptable

e ST-T abnormalities. young pt, no
symptoms don’t take it seriously.

e Rhythm other than sinus for ex, if pt
have atrial fibrillation but with
controlled ventricular response will
accept him it’s ok.

> Uncontrolled systemic hypertension. It may be

due to stress, pain or any other reason, but
diastolic consistently > 110 mmHg is risky

*The 2 pics are skipped by the doctor (this is the same as | mentioned before)

' Pt with HTN has low cardiac output with high vascular resistance, what happens when pt comes to ER
needing urgent surgery & he was anxious before induction, and was given anesthesia drugs. He'd develop
severe hypotension due to dilation of vascular resistance & decrease cardiac output. When u do intubation,
he'd also have high blood pressure which may lead to myocardial ischemia or intracerebral bleeding. So,
better to optimize the pt blood pressure before taking him to the OR by giving hypertensive medications

for
2 weeks, few days is not enough.
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Active Cardiac Conditions

Cardiovascular MET Estimations

Exercise

Recreation

Work / Houschold

Activitics

Unstable corenary sysdromes (severe or unstable angina; recent MI)
Decompensated CHE METs
Significant Arrhyvthmia or Hean Block
Severe acrtic or mitral valvular disease (AS < 1_0cm2; mean gradient 40mmHg: 1.5-2.00
symplomatic mitral or aortic dz) METs
20-3.0
METs
Surgical Risk Stratification
High Risk: Vascular Surgery 3.0-4.0
Intermediate Risk: Intraperitoneal; Intrathoracic: Carotid: Head & METs
MNeck; Orthopedic. Prostate
Low Risk. Endoscopy: Superficial Procedures, Cataract; Breast, 4.0-5.0
xher Ambulatory Surpery METs
5.0-6.0
METs

Slow walk 40-60 min mile

Walking 24-30 min mile
Cycling level 5 mph

Walking 20 min mile
Cyeling 5 S mph

Walking 15-17 min mile
Cycling 8 mph

Walking 13-15 min mile
Cycling 10 mph

Watching TV
Playing Cards

Golf with power can
Play musical instrument

Bowling Billiards
Golf with pull cart

Shopping

Dancing
Gardening
Golf carrying clubs

Canoeing
Sueam Fishing
Baschall

Desk work
Listi Bousswead
Msking Bed
Brushines ham'icei
ety smg Lar
Coaking  Washing Dishes
Irccsng  Swocping
Showenng
Famimorial Work
Vacuuming  Knocing
Climsbing stairs siow b

Sexual b i
-
Carrying 2081 Ibs
Raking Leaves
Shovetmg Snow

Carpentny
Shoneling heavier snow

Surgical factors in the assessment of risk of significant cardiac event: VERY IMPORTANT!

° Minor orthopaedic and urology
° Gynaecology.
Low risk <1% ° Breast.
° Dental.
° Major orthopaedic and urology
Intermediate 1-5% ° Abdominal.
° Head and neck.
° Aortic, major vascular
High risk >5% ° Peripheral vascular.
° Intraperitoneal/intrathoracic. (Recent Ml)

2- Respiratory System

Patients with pre-existing lung disease: Postponed until at least 1 month.

Prone to postoperative chest infections if they are obese or undergoing upper abdominal

or thoracic surgery .

Chronic obstructive lung disease sputum production (volume and color).

Dyspnea.

Bronchial Asthma, including precipitating factor and last attack, previous hospital

admission.

Upper respiratory tract infection (anaesthesia and surgery should be postponed unless it

is for a life-threatening condition).

3- GIT if you give anesthesia patient may aspirate intraoperatively.

Indigestion and GERD reflux.

Heartburn (may indicate the possibility of a hiatus hernia » Increase aspiration). What is
your anesthetic consideration in case of hiatus hernia? Rapid sequence induction RSI to

avoid aspiration



https://youtu.be/0PQhseOdFNQ
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4- Rheumatoid diseases (SAQ) *very imp* You can’t evaluate the patient properly
What is the symptoms of rheumatoid diseases that are very important for preoperative

assessment?

e (1) Chronically anaemic.
® (2) Severely limited movement of their joints » (3) makes positioning for surgery and
airway maintenance difficult. (4) Tendency for dislocation of atlanto-occipital joint.

5- Diabetes Look for complications of diabete, like:

e Patients have an increased incidence of:
o Ischaemic heart disease.
o Renal dysfunction.
o Autonomic and peripheral neuropathy Most imp if he had hypotension he can’t
compensate for his tachycardia which lead immediately to cardiac arrest so use an
IV drug that won’t induce hypotension (will be discussed in GA lecture)
e Intra- and postoperative complications.

6- Neuromuscular disorders

e Care with muscle relaxants. There are two types of neuromuscular blocking agents,
depolarizing agents & non-depolarizing agents. In intubation they use depolarizing agent,
these agents may cause malignant hyperthermia, or hyperkalemia which may lead to
cardiac problems.

e Coexisting heart disease.

e Restrictive pulmonary disease exposes the patient to post-op complications.

7- Chronic renal failure:

e Anaemia

e Electrolyte abnormalities ex) hyperkalemia and hyponatremia in heart & renal failure
e Altered drug excretion.

e Restricts the choice of anaesthetic agents

8- Jaundice (liver impairment): expect a delay in recovery

e Infectious or obstructive liver disease
e Altered drug metabolism
e Altered coagulation function.

9- Epilepsy:

e Well controlled or not, compliance to medication. If its uncontrolled and it's not an
emergency then its best to wait (postpone surgery).

e Avoid anaesthetic agents potentially epileptogenic induce epilepsy (e.g. enflurane)

e Predict convulsions which induced by withdrawal effects of anesthesia drugs (Very imp)

the pt may experience convulsions in the recovery room after recovering from anesthesia
medications so be careful and check antiepileptic medications and you should give
antiepileptic in the early morning before taking the pt to the OR.

10- Drug and allergic Hx:

e |dentify all medications:
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o Prescribed
o Self-administered over-the counter and herbal remedies.
Allergies to drugs: Topical preparations (e.g. iodine), Adhesive dressings, Foodstuffs.

It is advised to give H1 & H2 blockers & dexamethasone anti-inflammatory before starting
anesthesia to any pt who is allergic to many medications.

11- Social history:

Smoking: (Number of cigarettes\packs, amount of tobacco). Nicotine stimulates the
sympathetic nervous system causing: tachycardia, hypertension and coronary artery
narrowing. If a young 17-year old presents with tachycardia & hypertension then suspect
he is a smoker.

Alcohol: (Induction of liver enzymes, tolerance)

Addiction: Difficulty with venous access, Thrombosis of veins and Withdrawal syndromes)
they almost always denies but you can suspect from their behaviors\appearance

Look for tattooing. Check for AIDS & hepatitis C bc it could be transmitted by tattooing,
more in western countries.

12- Pregnancy:

Increased risk of regurgitation and aspiration. So most of c- section is advised to have
regional anesthesia than general anesthesia.

What is the anesthetic method of choice in elective c- section? Epidural for labor pain
analgesia and spinal anesthesia

Elective surgery is best postponed until after delivery.

13- Obesity:

Cardiovascular, Respiratory, Sleep apnea, Diabetics, Fatty liver.
Technical problem: Airway, aspiration, Intravenous access and Positioning.
Very hard to intubate, especially in case of sleep apnea.

Figure 272 Compilcations of obesity
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The examinations:



Cardiovascular system

Respiratory system

e Dysrhythmias: Atrial fibrillation. e Cyanosis.
e Heart failure. e Pattern of ventilation.
e Valvular heart disease: Heart murmur e Respiratory rate .
e Blood pressure is best measured at the end of e Dyspnoea.
the examination. e Wheeziness.
e Signs of collapse.
e Consolidation and effusion
Nervous system Musculoskeletal system
e Chronic disease of the peripheral and central e Restriction of movement and deformities.
nervous systems. ® Reduced muscle mass. Difficult to recover
e Evidence of motor or sensory impairment from drugs.
should be documented. e Peripheral neuropathies. Difficult intubation
e Pulmonary involvement.
e Particular attention to the patient's cervical

spine and temporomandibular joints
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Examining the airway:

e Try and predict difficult intubation.
e Assessment is often made in three stages:

1. Observation of the patient's anatomy:

e Look for:

limitation of mouth opening,

Receding mandible position,

Number and health of teeth, number of lost teeth, prosthesis

4. Size of tongue.

oExamine the front of the neck for soft tissue swellings, deviated larynx or trachea.
o Check the mobility of the cervical spine in both flexion and extension.

won e

e Airway evaluation:
Take very serious history of prior difficulty.
Head and neck movement (extension).
o Alignment of oral, pharyngeal, laryngeal axes
o Cervical spine arthritis or trauma, burn, radiation, tumor,
infection, scleroderma, short and thick neck
e Jaw Movement:
o Inability to sublux lower incisors beyond upper incisors
m  Receding Mandible

m Protruding Maxillary Incisors (buck teeth)

e t "",\Il ation

e laryngoscopy view: Cormack and Lehane: — p—
o Grade |: complete glottis visible
o  Grade II: anterior glottis not seen e ol g
o  Grade lll: epiglottis seen, but not glottis N B
o Grade IV: epiglottis not seen Grade lll Grade |V
——— \_O/
=2
2. Simple bedside tests T amseheia

3. xRays

Oescphagus s

You have to pass the tube

between the 2 vocal cords



Special investigations

e Baseline examinations:

If no concurrent diseases, investigations can be limited to:

Age Sex Investigations
<40 Male Nil.
<40 Female Hb.
41-60 Male ECG, Blood sugar, creatinine.
41-60 Female Hb, ECG, Blood sugar, creatinine.
>61 All Hb, ECG, Blood sugar, creatinine.

Additional investigations:

Urea and electrolytes
e |n patients taking digoxin
Diuretics.
Diabetes, renal disease.
Vomiting/ Diarrhea.
Renal\heart\liver failure, Diabetic pt.

Blood sugar under 40
e Diabetes.
e Peripheral arterial disease.
e Taking long-term steroids.

Chest X-ray
In case pt have pulmonary problem as metastasis,
previous hx of lower respiratory tract infection

Coagulation screen
For any pt will undergo regional anesthesia and pt
with anticoagulant, liver disease, major procedures

Liver function tests (LFT)
e Hepatic disease.
e High alcohol.
e Metastatic disease.
e Evidence of malnutrition.

Electrocardiogram (ECG) older than 41
e Hypertensive.
e With symptoms or signs of heart disease.

Pulmonary function tests
Pt with COPD, Bronchial asthma, bronchiectasis

Sickle-cell screen
When +ve family hx



Medical referral:

e Optimization of coexisting medical (or surgical) problems may mean postponing surgery

Untreated or poorly controlled hypertension or heart failure.
Symptomatic ischaemic heart disease (unstable angina).
Dysrhythmias: uncontrolled atrial fibrillation, paroxysmal supraventricular
tachycardia, second and third degree heart block.

e Congenital heart disease or symptomatic valvular heart disease.

CARDIOVASCULAR
DISEASE

RESPIRATORY e Chronic obstructive airways disease, if dyspnoeic at rest.
DISEASE e Bronchiectasis.
Asthmatics:
o Unstable.
o Taking oral steroids or have a FEV1 % 60% predicted.

Insulin and non-insulin dependent diabetics.
Ketonuria.

Random blood sugar > 12 mmol/L

Hypo- or hyperthyroidism.

Cushing's.

Addison's disease

Hypopituitarism

ENDOCRINE
DISORDERS

Chronic renal failure.
Patients undergoing chronic dialysis

RENAL DISEASE

Bleeding diathesis: haemophilia, thrombocytopenia. Don’t forget it
Therapeutic anticoagulation

Haemoglobinopathies.

Polycythaemia.

Haemolytic anaemias.

Leukaemias.

HAEMATOLOGICAL
DISORDERS
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Factors that increase risk of mortality:

Inadequate preoperative preparation including resuscitation.
Lack of and inappropriate monitoring during surgery.

Poor postoperative care, including lack of intensive care beds.
Inadequate supervision of trainees.

Mortality related to anesthesia:

Approx 1:26,000 anaesthetics.
One third of deaths are preventable.
Causes in order of frequency:

1- Inadequate patient preparation.
2- Inadequate postoperative management.
3- Wrong choice of anaesthetic technique.

4- Inadequate crisis management.

*To reduce the risk do pre-op assessment and plan post-op care, anesthesia plan, and follow the
guidelines.

Anaesthetic associated death:

Increasing age: >60 years.

Sex: male > female.

Worsening physical status.

Increasing number of concurrent medical conditions, in particular: myocardial infarction
and diabetes mellitus.

Renal disease

Increasing complexity of surgery: intracranial, major vascular and intrathoracic.

Increasing length of surgery. M el T Aalead o 3 V) (55 g0 Aol T Aolaal & 55 6Y)

Emergency operations.
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ASA (American Society of Anesthesiologists) Grading: *VERY IMPORTANT*
“ Please study ASA Il by heart J) s leia 43 oY «

ASA PS Examples, including, but not limited to:
Classification
ASA| A normal healthy patient Healthy, non-smoking, no or minimal alcohol
use
ASA A patient with mild systemic disease Mild diseases only without substantive

functional limitations. Examples include (but not
limited to): current smoker, social alcohol
drinker, pregnancy, obesity (30 < BMI < 40),
well-controlled DM/HTN, mild lung disease

ASA I A patient with severe systemic disease Substantive functional limitations; One or more
moderate to severe diseases. Examples
include (but not limited to): poorly controlled DM
or HTN, COPD, morbid obesity
active hepatitis, alcohol dependence or abuse,
implanted pacemaker, moderate reduction of
ejection fraction, ESRD undergoing regularly
scheduled dialysis, premature infant PCA < 60
weeks, history (>3 months) of MI, CVA, TIA, or

CAD/stents.
ASA IV A patient with severe systemic disease thatis = Examples include (but not limited to): recent ( <
a constant threat to life 3 months) MI, CVA, TIA, or CAD/stents,

ongoing cardiac ischemia or severe valve
dysfunction, severe reduction of ejection
fraction, sepsis, DIC, ARD or ESRD not
undergoing regularly scheduled dialysis

ASAV A moribund patient who is not expected to Examples include (but not limited to): ruptured
survive without the operation abdominal/thoracic aneurysm, massive trauma,
intracranial bleed with mass effect, ischemic
bowel in the face of significant cardiac
pathology or multiple organ/system dysfunction

ASA VI A declared brain-dead patient whose organs
are being removed for donor purposes

® The addition of “E” denotes Emergency surgery: (An emergency is defined as existing

when delay in treatment of the patient would lead to a significant increase in the threat to
life or body part)

Informing the patient:

® The choice of anaesthetic technique rests with the anaesthetist, but most patients
appreciate some details of what to expect.
® The perioperative patient journey: (Consent - Surgical safety checklist “Sign In | Time Out
| Sign Out” - Criteria for discharge from a day surgery unit).
® Patients will ask about their immediate recovery.
® Finally:
o Reassure patients about postoperative pain control.
o Informed of the technique.
e Consent for anaesthesia.
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Consent form:
® Anaesthetic consent is an important aspect of operative consent.
® All patients should have received written information in advance as well as an explanation
of side effects:
o Common side effects, e.g. postoperative nausea and vomiting.
o Rare side effects, e.g. nerve damage after spinal or epidural Anaesthesia.
o Risks specific to that patient — this can relate to a career (e.g. an opera singer and
the risk of vocal cord injury) or the risk of perioperative myocardial infarction in a
patient with a significant history of cardiac disease.

Consent must be obtained before any sedating , premedication is given.

Consent form requirements:

> Capacity necessitates:
1. Ability to understand and retain information about the treatment.
2. Ability to weigh up the information.
3. Ability to make a free choice.

> Enough relevant information.

The 6As of Premedication: *important*
® Anxiolysis:
o The best anxiolytic is the anesthetist who visits the patient and listens to the
patient.
o Benzodiazepines | Phenothiazines.
® Amnesia: Lorazepam | anterograde amnesia.
® Anti-emetic: we usually use 3 classes at the same time.
o Dopamine antagonistsl Antihistamines | Anticholinergics | Phenothiazines |
5-hydroxytryptamine antagonists | a2- agonists: clonidine, Dex.
® Antacid: especially for pregnant patients.
o Patients who have received opiates.
Present as emergencies.
If in pain.
Delayed gastric emptying.
Hiatus hernia
Drugs: Oral sodium citrate, Ranitidine, Proton inhibitors, Metoclopramide, naso- or
orogastric tube.
e Anti-autonomic: (Atropine) used to avoid bradycardia
o Parasympathetic reflexes.
- Excessive vagal activity causing profound bradycardia.
- Halothane. not used anymore because it causes bradycardia.
- Suxamethonium. not used anymore because it causes bradycardia.
- Surgery.
- Traction on the extraocular muscles.
- Handling of the viscera.
- During elevation of a fractured zygoma.
e Analgesic

O O O O O
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Patients at risk of gastric aspiration even after fasting:
® Gastrointestinal obstruction.

Hiatus hernia.

Pregnancy (2nd and 3rd trimester).

Severe trauma.

Use of opioids.

Acute abdomen (any cause).

Raised intra abdominal pressure.

Flgure G2 Patiante at riek of gastrie aspiration sven after fasting

Surgical safety checklist is very important (a3 ¢ladd JS
4ia JI 3w you have to read it properly very very imp:

Figure 82 Surgical safety checklist

Sign in accurs before anaesthesia
starts, The patient’s details are
checked, as well as the operation,
consent, appropriate marking of site,
allergies, potential airway issues and
the anticipated blood loss.

Time out occurs in the operating theatre before the
start of the operation. The team all introduce
themselves, formally identify the patient and the
planned operation and site (including anticipated
blood loss), as well as any medical concerns about the
patient. A check of availability of all equipment and
imaging for the proposed operation is also established.

Sigh out at the end of the operation.
There is a summary of the procedure,
including a check of swabs and
instruments, and there is a log of any
unexpected events during the
operation.

28 World Health
@mganh;ﬁun

Before induction of anaesthesia

(] Patient has confirmed
* |dentity
» Site
* Procedure
* Consent

[ Site marked/not applicable

[ Anaesthesia eafety check completed

[] Pulse oximeter on patient and functioning

Does patient have a:

Known allergy?
[ Ne
[] Yes

Difficult airway/aspiration risk?

[ Ne

[ Yes, and equipment/assistance available
Risk of >500mL bloed loss
(7mlL/kg in children)?

[J Ne

O Yes, and adeguate intravenous access
and fluids planned

Surgical Safety Checklist (7

—» Before skin incision

Time out

[ Confirm all team members have
introduced themselves by name
and role

[ Surgeon, Anaesthesia professional
and nurse verbally confirm
¢ Patient
* Site
* Procedure

Anticipated critical events

[ Surgeon reviews: what, are the
critical or unexpected steps,
operative duration, anticiptaed
blood loss?

[[] Anaesthesia team reviews: are therw
any patient-specific concems?

[ Mursing team reviews: has sterlity
(including indicator results) been
confirmed? Are the equipment
issUEs or any concerns?

Has antibiotic prophylaxis been given
within the last 60 minutes?

[ Yes

[] Not applicable
Is essential imaging displayed?

[ Yes

[[] Not applicable

This checklist is not intended to be comprehensive, Additions and medifications to fit lecal practice are encouraged

» Before patient leaves operating room

Nurse verbally confirms with the
team:

[] The name of the procedure recorded

[ That instrument, sponge and needle
counts are correct (or not
applicable)

[J How the epecimen is labelled
(including patient narme)

[[] Whether ther are any equipment.
problems 1o be addresoed

[ Surgeon, anaesthesia professional
and nuree review the key concers
for recovery and management of
this patient

Reprinted with kind permission from WHO



Surgical safety checklist: Sign in, Time out, Sign out

Patient has confirmed: Identity | Site | Procedure | Consent.
Site marked/not applicable.
Anesthesia safety check completed, Pulse oximeter on patient and functioning.
Does patient have a:
o Known allergy?
o Difficult airway/aspiration risk? Yes | NO? (equipment/assistance available).

o Risk of >500mL blood loss (7 mL/kg in children)? If yes, and adequate
intravenous access and fluids planned.

Intraoperative stage: from entering the theatre room to the recovery room. Will come as MCQs

The patient arrives in the anaesthetic room, sign in.
Apply monitoring (ASA standard monitors, invasive monitor).

Large IV cannula. A small cannula is used if minimal blood loss is anticipated.
Invasive monitors neuraxial intervention (spinal epidural) or general anesthesia with
endotracheal intubation or LMA insertion.

Peripheral nerve block should be in block area before general anesthesia.
Application of limb tourniquets and urinary catheter insertion occur, if indicated.

Occurs in the operating theatre before the start of the operation.

The team all introduce themselves.

Identify the patient and the planned operation and site (including anticipated blood loss).
Any medical concerns about the patient.

A check of availability of all equipment and imaging for the proposed operation is also
established.

Confirm all team members have introduced themselves by name and role.

Surgeon, Anesthesia professional and nurse verbally confirm ( Patient, Site, Procedure).

Anticipated critical events:

Surgeon reviews: what are the critical or unexpected steps, operative duration,
anticipated blood loss?
Anesthesia team reviews: are there any patient specific concerns?

Nursing team reviews: has sterility (including indicator results) been confirmed? Are the
equipment, issues or any concerns? Has antibiotic prophylaxis been given within the last
60 minutes? Yes, Not applicable.

o If it was before more than 60 min we should repeat the dose
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e Nurse verbally confirms with the team:
o The name of the procedure recorded That instrument, sponge and needles
counts are correct (or not applicable).
o How the specimen is labelled (including patient name).
o Whether there are any equipment problems to be addressed.
e Surgeon, anesthesia professional and nurse review the key concerns for recovery and
management of this patient post operatively.

Postoperative stage:

e At the end of the operation, the patient is either extubated in the operating theatre (and
an oropharyngeal airway inserted if needed) or transferred to the recovery room with an
LMA still in situ.
All patients receive supplemental oxygen during transfer.
Many patients who do not have a general anesthesia/sedation bypass the recovery
room and go straight from the operating theatre to stage 2 recovery in the day surgery
unit. Examples include local anesthesia cases (e.g. minor surface surgery, cataract
removal, some regional anesthesia cases).

Once in the recovery room:
e A handover occurs between the anaesthetist and a recovery nurse.
e Important information passed on includes: (patient's name and age | operation details |
blood loss.
e Anaesthetic technique with emphasis on:
- Analgesia given.
- Regional/nerve blocks.
- Antiemetics given.
- Antibiotics.
- The use of local anaesthetic infiltration.
- Thromboprophylaxis.

Sign Out
“Before patient
leaves operating
room”

Figure 3 Criteria for discharge from a day surgery unit

Before discharge from the day surgery unit, the patient must:

* Be pain free ¢ Be given and understand oral and * Have adequate oral analgesia

o Have taken oral fluids | Preferred but written instructions * Be given instructions not to do any

o Have passed urine not essential o Be given a contact number to call of the following for first 24 hours:
in case of problems and have access —drive a car

® Have a carer at home for

e A b0l ine to a telephone at home — operate any sort of machinery

- cook

Post operative stage:

e Atthe end of the operation, the patient is either extubated in the operating theatre (and
an oropharyngeal airway inserted if needed) or transferred to the recovery room with an
LMA still in situ.

All patients receive supplemental oxygen during transfer.
Many patients who do not have a general anesthesia/sedation bypass the recovery room
and go straight from the operating theatre

e Examples include local anesthesia cases (e.g. minor surface surgery, cataract removal,
some regional anesthesia cases).



Once in the recovery room:

Handover occurs between the anesthetist and a recovery nurse. Important information passed on
includes:

patient's name and age;
operation details;
blood loss;
anaesthetic technique with emphasis on:
o analgesia given;
regional/nerve blocks;
antiemetics given;
antibiotics;
the use of local anaesthetic infiltration;
Thromboprophylaxis.

O O O O O

Practice Questions:

Q1: What is the appropriate time for doing the surgical safety checklist “time out”?

A. Before patient leave receiving room
B. Before induction of anesthesia

C. Before skin incision

D. Before patient leave operating room

Q2: Which of the following is ASA score for patient with BMI > 40
A
B. |l
C. 1
D. IV

Q3:Which of the following is considered as high risk for perioperative period?
A. Above 50 with diabetes
B. Hypertension with ventricular hypertrophy
C. Hypothyroidism and hyperlipidemia
D

Myocardial infarction within past 3 months



Q4: 85 year old male patient came to the emergency department complaining of abdominal
pain diagnosed as perforated duodenal ulcer. Regarding time factor, which of the following is
the classification of this surgery?

A.

B.
C.
D

Elective
Expedited
Urgent

Immediate

Q5: Before which one of the following is the timing for doing “sign-in” for surgical safety

checklist?

o o T o

Coming to operating room
Induction of anesthesia
Skin incision

Patient leaving theatre

Q6: According to NCEPOD classification the urgent cases should be dealt within which

time of the following?

A.

B.
C.
D

minutes
Hours
Days
Week

Q7: Elective surgery should be postponed in patients with a history of myocardial

infarction? What is an appropriate time for postponement?

A.

B.
C.
D

Answers:

1 month

2 months
4 months
6 months

Q1:ClQ2:CIQ3:D1Q4:CIQ5BI1Q6:B|Q7:D



