Preoperative Assessment
Dr Ahmed Shahin



* Proper history

* Physical exam

* Lab. Investigations

* Further consultations.



Learning Objectives

» After attending this lecture, student is expected to be to:

1. Aims of preoperative assessment.

2. How preoperative assessment is conducted.
3. ASA risk score.

4. Fasting guidelines.

5. Preoperative preparation of patients before anaesthesia.



Aims of preoperative assessment

e Opportunity to identify co-morbidities that may lead to patient complications
during the peri-operative period.

* Optimize any co-morbidities.
* \Venue: Preoperative clinic or Wards (anaesthesia clinic)
for elective cases or Emergency Department/ward for

emergent surgeries.

 Establish a rapport.




I Conduct of Assessment

* History, Physical examination, and
Investigations +/- further consultations.
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History

* Profile:
 Name/ Age/ Gender/ Weight/ Height
* Type of surgery
* Smoking history

* Fasting hours
e Review of Systems (focused):

GIT

Respiratory Renal

Cardiovascular Asthma Neurologic lood disord
Blood disorders

COPD
OSA Epilepsy BERD CRF Antiplatelet

IHD(CP /Anginal stent) Recent URTI/LRT -CVA/TIA PUD ARF Anticoagulation

CHF ( PNDs/ orthopnea) SR . .
Exercise intolerance Cougiy sputum PRCREYonSRees Hiatus Hernia
Smoking

intg , , On dialysis
Palpitations Intestinal obstruction. y




History

* Past medical history.
* Medications including allergies.
 Surgical history including previous anaesthesia.

* PREVIOUS ANAESTHESIA:

* Very important part of previous

anaesthesia history is airway related Previous anesthesia
Type of anesthesia

Complications: difficult airway
management/delayed emergence /
PONV)-

Family hx.

history.
* Previous difficult airway.
* Previous airway surgeries/ burns.
* Snoring/ obstructed breathing.

» Always check previous records/ old file.



Physical Examination

* General appearance: Obesity, malnutrition, pregnancy head and neck ..etc.
e Vital signs: BP, HR, RR.

e Cardiac exam Check rate and rhythm

Auscultate heart sounds

. Look for signs of resp. distress
¢ Resplratory exam Respiratory rate

Auscultate lung sounds

* Neuro exam Mental status

Gross motor/ gross sensory



Alrway examination

e Purpose: To anticipate any possible difficulty in ventilation and intubation.

* Importance: airway and respiratory events are the most common events during
anaesthesia. (most common: sore throat and dental damage).



INSPECTION

1. Does it look difficult?
Obesity
Beard
Deformities, masses, scars or burns.
Large breasts in females.
Neck deformities or large neck fat pad

Position of the mandible: excessive protrusion
or recession.

Nasal deformity, deviation, patency of nostrils.

Mouth asymmetry, deviation, high arched
palate, large tonsils, abcess.

Dentition: protrusion, missing/loose, hygiene,
crowns and caps.




INSPECTION

2. Mouth opening.
* At least 3 fingers of patient’s own.

3. Mobility of the lower jaw and neck.
* Ability of protruding the lower jaw in front of the upper one.
* Neck extension and flexion.



INSPECTION

4. Mallampati score

Structures identified when pt

* Patency of mouth and throat seated

cavities (tongue/mouth).
1 Tonsillar pillars, Uvula, soft & hard

palate
2 Uvula soft & hard palate
3 Base of uvula,soft & hard palate

4 Only hard palate is can be seen




PALPATION

e Submandibular and submental area for masses.

* Tracheal centralization.




Three distances

# Thyro-mental distance

It describes the distance between the mentum & thyroid notch
It helps in determining how readily the laryngeal axis will fall in line

with the pharyngeal axis
It is normally > 6cm in adults .

# Sterno- mental distance

v |t describes the distance between the mentum & suprasternal notch
v If this distance less than 12 cm it predicts difficult intubation

# Inter-incisor distance

v" It describes the distance between the upper and lower incisors

v It is normally 4.5 cm




Method of Assessment (L.E.M.O.N )

° Look externally
face / mouth opening/ teeth / tongue
o Evaluate the three distances
interincisal / thyromental / sternomental distance
@ Mallampati score (3 or 4)
Q Obstruction (presence of any obstruction like:
peri-tonsillar abscess , thyroid mass, VC nodule)

° Neck mobility




Preoperative investigations

* Routine (test ordered in the absence f a specific clinical indication) testing does
not add much to the preoperative assessment.

* Guided by history, physical examination, and nature of surgery.

* Haemoglobin/haematocrit.

e Urine Analysis.
e Chest radiograph (CXR).
e Electrocardiograph (ECG).

 Pulmonary Function Tests (PFT).




e CBC Advanced age/ Anemic pt/ Bleeding /chronic
disease (kidney liver heart)

. KFT Diabetics/ HTN/ chronic disease / on medications
like diuretics , digoxin ,ACEI

¢ Sugar Diabetics / HTN/ chronic disease / on steroid
e LFT Liver disease / malnourished pt

¢ Coagu lation Bleeding disorder/ Kidney disease/ Liver disease/ pt on anticoagulants




Investigations

CXR

v'Indicated in

» patients with respiratory or cardiac disease
»smokers
» patients with recent LRTI

ECG

v'Indicated in
» patients with respiratory or cardiac disease
»Advanced Age ( M: 55y F: 65y)

» Any patient with CAD risk factors : (HTN, DM, hyperlipidemia, exercise
intolerance)



Investigations

Pulmonary Function test:

»|dentifying patients at respiratory risk, evaluating the risk, and finding
modified factors to decrease risk

Indicated in:
» obstructive lung disorders
» restrictive lung disorders
» neuromuscular disorders

Includes mainly

ASpirometry
JABGs
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Informed Consent
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ASA risk score

““

ASA1

ASA I

ASA 1l

ASA IV

ASAYV

ASA IV

A normal healthy patient

A patient with mild systemic disease

A patient with a severe systemic disease that is not
life-threatening

A patient with a severe systemic disease that is a
constant threat to life

A moribund patient who is not expected to survive
without the operation

A brain-dead patient whose organs are being
removed with the intention of transplanting them
into another patient.

Nonsmoker, BMI <30

No functional limitations and a well-controlled
disease (e.g., treated hypertension, obesity with BMI
under 35, frequent social drinker, or cigarette smoker

Some functional limitation due to disease (e.g.,
poorly treated hypertension or diabetes, morbid
obesity, chronic renal failure, a bronchospastic
disease with intermittent exacerbation, stable
angina, implanted pacemaker)

(e.g., unstable angina, poorly controlled COPD,
symptomatic CHF, recent (less than three months
ago) myocardial infarction or stroke)

(e.g., ruptured abdominal aortic aneurysm, massive
trauma, and extensive intracranial hemorrhage with
mass effect)



EMERGENCY !

ASA: “when the delay in

treatment of the patient would
lead to a significant increase in
the threat to life or body part.”




Plan

 After patient consents to proceed with surgery and anesthesia.

* Decisions about:
o Further consultations.
Further investigations.
Patient’s medications.
Preparation of blood and blood products.
Type of admission (if seen in clinic)
ICU bed reservation.
Fasting time
Ordering Pre-medication.

O O O O O O O



Prevention of aspiration ASA Fasting Guidelines

Clear fluid 2 hours Water, Fruit juice without
pulp,
4 hours
Infant formula 6 hours
Light Foods 6 hours Fruits, juice with pulp,
Vegetables

Heavy foods 8 hours Fatty meals, meats




Premedication

* Anxiolysis
* Prevention of aspiration
* DVT / PE prophylaxis

* Antibiotics prophylaxis



Anxiolysis

d Visit and interview and establishing good rapport with patient.

(J Medications:

* Benzodiazepines:
* Diazepam,

* Midazolam: I.V. (shorter acting than Diazepam) (oral liquid form for
children)

e Opioids:
* Morphine
e Pethidine



Perioperative Aspiration

* Risk factors:
* Fasting state: incomplete

 Surgical condition:
* |Intestinal obstruction
* Severe Pain
* Medications: opioid use

* Patient related
* Obesity
e Gastro-esophageal Reflux disease (GERD)
* Hiatus Hernia
* Pregnancy



Drugs used to decrease incidence of aspiration

(JH2 Blockers
o Classes include Cimetidine, Ranitidine (Zantac), Famotidine.
= They block histamine receptor ability to induce acid secretion by proton pump.
» they consequently reduce gastric fluid volume and acidity

JAntacids

o Given % an hour before induction : 30 ml of sodium citrate
» Reduce gastric acidity only

PPI

o Omeprazole, lansoprazole, and esomeprazole .
v’ Binds to H+ / K+ pump on parietal cell.
v’ Given 40 mg IV 30 min before surgery .
v’ Reduce both volume and acidity

UMetoclopromide
» Act on dopamine receptors
» increase gastric motility & lower esophageal sphincter tone
» Reduce gastric fluid volume only



Risk factors for intraoperative DVT

History of DVT

Hype rcoagulable states: Antithrombin IIl defieceincy, Protein C deficiency, Protein S deficiency, Plasminogen activator
deficiency.

Prolonged preoperative immobility.

Oral contraceptives, pregnancy, post-partum state.
Long bone fractures.

Pelvic and lower extremity surgeries.

Carcinoma

Heart failure

Obesity

Smoking

Prolonged surgery

Etc. ............
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Recommendations for | =
prophylaxis against DVT e

Low risk patients: Early ambulation after surgery.

dModerate risk patients: Mechanical prophylaxis with
intermittent pneumatic compression (IPC).

W High risk patients: Low molecular weight heparin (LMWH),
unfractionated heparin (UH), or mechanical prevention with
IPC.

Highest risk patients: Low Molecular Weight Heparin or
Unfractionated Heparin plus elastic stockings or IPC.



Antibiotics Prophylaxis

Prevention of surgical site infection.
Prevention of infection in immunocompromised patients.

Best time for administration is 60 minutes before the surgery (better tissue
Sty

concentration).

d Two exceptions for this rule
d Vancomycin: before 2 hours
d Use of Tourniquet : prior to inflation

Re-dosing in very long surgeries.



Prevention of surgical site infection (SSI)

Table 1. Antibiotic Prophylaxis to Prevent Surgical Site Infections

Surgery Common pathogens Recommended antimicrobials*
Cardiothoracic Staphylococcus aureus, coagulase- Cefazolin, cefuroxime sodium (Zinacef),
1 T 1 1 negative staphylococci or vancomycin
* Choice of antibiotic is surgery
Gastrointestinal Enteric gram-negative bacteria, Cefoxitin (Mefoxin), cefotetan (Cefotan),

d e pe N d e nt pat i e nt anaerobes, enterococci ampicillin/sulbactam (Unasyn), or
V4

cefazolin plus metronidazole

d e pe n d e nt ( ki d n ey a n d I ive r Gynecologic (vaginal, Enteric gram-negative bacteria, Cefoxitin, cefotetan, cefazolin, or

abdominal, or group B streptococci, ampicillin/sulbactam

function), and Hospital i e

d e pe N d e nt (S peCIfI C typeS Of Orthopedic S.;;J;T‘L;f,ofgfcgiulase—negative Cif‘ae:fii'?‘,yzze:uroxirrle sodium, or

a ntl b | Ot | CS d e p en d S on Vascular S.S.ta:;i;'séccgéacgi'u:ans;-r?:g?;:f Cefazolin or vancomycin

p resence Of IO Ca I strains Of *— Antibiotics are given intravenously within one hour before surgery, except for vancomycin or fluoroquinolones

negative bacilli

b a Ct e ri a r e S i St a n t / S u S C e ti b I e (infusion should start one to two hours before incision). Some authors recommend weight-based dosing of cephalo-
p sporins and vancomycin. cephalosporins, 1 g for patients weighing < 176 /b (80 kg) and 2 g for patients weighing =
. . . 176 Ib; vancomycin, 1 g or 15 mg per kg for patients weighing > 165 Ib (75 kg) up to a maximum of 1.5 g. Ampicillin/
to CO m m O n a n t I b I Ot I C S ) sulbactam should be administered as a standard 3 g dose. Metronidazole can be administered asa 0.5 g to 1.0 g dose.
. For patients with normal renal function, an additional intraoperative dose of antibiotic can be administered for surger-
ies fasting more than four hours or if blood loss = 1,500 ml occurs. Redosing intervals should be based on one to two
times the half-life of the drug. Vancomycin can be used when methicillin-resistant S. aureus or coagulase-negative
staphylococci are common causes of postoperative wound infections, for patients allergic to beta-lactam antibiot-
ics, or when clindamycin (Cleacin) is not appropriate therapy. For patients allergic to penicillins and cephalosporins,

clindamycin with ciprofloxacin (Cipro), levofloxacin (Levaquin), or aztreonam (Azactam) is a reasonable alternative.

Information from references 8 and 9.






