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Aims of preoperative 
assessment

• Opportunity to identify co-morbidities.

• Optimize any co-morbidities.

• Establish a rapport. 

• plane



COMPONENTS OF THE PROCESS

• Preoperative history and physical examination

• Preanesthesia evaluation

• Risk assessment



TIMING AND 
LOGISTICS OF 

PREOPERATIVE 
EVALUATION

Patients who are <65 years old who have stable, 
adequately treated mild medical conditions, and 
undergoing low-risk.

Intermediate and high-risk patients or patients having 
high-risk procedures rhaving low risk procedures with 
monitored anesthesia care.

The greatest benefits to early preoperative anesthesia 
consultation appear to be in high-risk patients (eg, those 
with ischemic heart disease, ASA-PS ≥4, frailty) having 
intermediate-to high-risk surgeries (eg, vascular surgery) 
[8].



Reduce unnecessary testing 

Case cancellations

Delays on the day of surgery 

length of stay 

Mortality



Preoperative history 
and physical 
examination



• Preoperative evaluation (ie, the preoperative 
history and physical examination) may be 
performed by surgeons, primary care 
physicians, specialists, anesthesiologists, and 
advanced practice providers.



Pre anesthesia 
evaluation



Pre anesthesia
evaluation

• MUST be performed by an anesthesia
provider

• Should accomplish the following :

✓Create a plan for anesthesia and 
postoperative care

✓Educate patients and families about 
anesthesia care

✓Determine the appropriate setting for care 



Pre anesthetia evaluation

Patient interview
Focused examination 
of the airway, lungs, 
and heart

Review of pertinent 
medical records

Indicated 
preoperative tests

Consultations with 
specialists if 
necessary



RISK ASSESSMENT



• Perioperative risk reflects both 
the risks associated with the 
patient's medical conditions and 
the risk associated with the 
planned procedure.



Patient risk 
factors for 

perioperative 
morbidity 

and mortality



The ASA-PS 
Category Health status Examples

ASA 1 A normal healthy patient Nonsmoker, BMI <30

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

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

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)

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

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

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

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

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



Surgical risk

emergency,

intraperitoneal, 

intra-abdominal,

intrathoracic, 

major vascular, 

open, longer procedures, 

those associated with greater blood loss and intraoperative fluid shifts



Risk assessment 
tools

• The ACS NSQIP Surgical Risk 
Calculator



CLINICAL EVALUATION



❑Medical and surgical history

❑Assessing functional capacity

❑Physical examination



Conduct of Assessment 

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

• Make sense of collected data to 
formulate anaesthetic plan. 



History
• Profile: 

• Name/ Age/ Gender/ Weight/ Height  
• Type of surgery
• Smoking history

• Fasting hours

• Review of Systems (focused): 



History
• Past medical history. 
• Medications including allergies. 
• Surgical history including previous anaesthesia.

• PREVIOUS ANAESTHESIA: 
• Very important part of previous

anaesthesia history is airway related 
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
• Vital signs: BP, HR, RR. 

• Cardiac exam

• Respiratory exam 

• Neuro exam 

Rate and rhythm
Heart sound

Sign of respiratory distress
Respiratory rate
Auscultate Lung 

Metal status
Gross motor/gross sensory



Airway examination 

• 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). 



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

Look externally
                    face / mouth opening/ teeth / tongue
                Evaluate the three distances 
                       interincisal / thyromental / sternomental distance

                 Mallampati score (3 or 4)
              
                 Obstruction (presence of any obstruction like: 
                    peri-tonsillar abscess  , thyroid mass , VC nodule)

                 Neck mobility 
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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

• Patency of mouth and throat 
    cavities (tongue/mouth). 



Mallampati  0ne



Mallampati  two



Mallampati three



Mallampati  four 



PALPATION 

• Submandibular and submental area for masses. 

• Tracheal centralization. 



Three distances

# Thyro-mental distance

# Sterno- mental distance

# Inter-incisor distance 



Assessment for conditions that increase 
perioperative risk
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Older age
• Frailty  : 65 Y/O ,MAJOR SURGERY   



Older age

• Cognitive dysfunction

• History of falls  One study found that 100 percent of patients who had fallen three 
or more times in the six months before major surgery had a perioperative complication

• Dependency in activities of daily living



Cardiovascular disease
• Hypertension
• The 2024 American College of Cardiology/American Heart Association 

(AHA/ACC) guideline on cardiac evaluation for noncardiac surgery 
recommends that BP measurements on the day of surgery should 
not impact decision-making, and that elevated BP >180/110 mmHg 
only impacts outcomes in patients with revised cardiac risk index 
(RCRI) risk factor.

• Regardless of BP on the day of surgery, if patients have taken their 
BP medications, are asymptomatic, and there is evidence that the 
patient's BPs before the day of surgery are usually <160/100, then 
proceeding with planned anesthesia is acceptable.



HEART FAILURE



• Undiagnosed murmurs –

Patients with undiagnosed murmurs require a careful history. 
Any electrocardiogram (ECG) abnormalities, symptoms of 
dyspnea, chest pain, syncope or near-syncope, or suspicion of 
valvular disease in individuals >50 years of age warrant an 
echocardiogram.



• Coronary artery disease –A goal for preoperative 
evaluation is to identify a small subset of patients who have 
unstable or severe CAD that will pose a significant risk with 
the planned surgical procedure. Even patients with 
significant CAD have a low risk when having low-risk 
surgeries



Cerebrovascular disease

• Timing of surgery after ischemic stroke — We suggest 
delaying truly elective surgery for at least three months 
after stroke, and if possible 9 to 12 months, to reduce the 
risk of recurrent stroke
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Pulmonary disease
• Estimation of pulmonary risk is a standard element of all 

preoperative medical evaluations.

•  Preoperative evaluation of pulmonary risk, including 
pulmonary function testing, the risks associated with 
pulmonary hypertension, and strategies to prevent 
pulmonary complications.

• CPET , the six-minute walk test



Obstructive sleep apnea



Endocrine disease
• Diabetes
• Increased risk of perioperative infection, postoperative 

cardiovascular morbidity and mortality, and comorbidities
• Optimal blood glucose targets have not been determined,

• some procedures (eg, joint replacement or major spine 
surgeries),some surgeons have established absolute A1C 
cutoffs for performing elective surgery (eg, <7.5 to 8 
percent).



Endocrine disease

• Thyroid disease

• Adrenal disorders

• Pituitary abnormalities (DIFICULT AIRWAY)



Hematologic disorders
• Anemia



Hematologic disorders

Bleeding risk

Venous thromboembolism (VTE) risk







Malnutrition

• Malnutrition is a strong predictor of perioperative mortality and 
morbidity, longer length of stay postoperatively, higher readmission 
rates, and increased costs of care . 

• It is estimated that 50 percent or more of older adult patients having 
major surgery are undernourished . 

• Patients screened as nutritionally at risk before major surgery may 
benefit from preoperative oral nutritional supplements with a minimum 
of 18 g protein two to three times per day for 7 to 14 days .



Obesity

• Obesity itself is not consistently associated with an increased risk 
of major adverse outcomes and is not a factor in most 
commonly used preoperative risk screening tool.

• obesity is associated with difficulty with airway management, 
positioning-related peripheral nerve injuries, wound infection, 
and with a number of comorbidities that increase perioperative 
risk, including OSA, heart disease, hypertension, and diabetes 
mellitus.



• Smoking

• Alcohol



Premedication

• Anxiolysis

• Prevention of aspiration

• DVT / PE prophylaxis

• Antibiotics prophylaxis 



Anxiolysis

❑ Visit and interview and establishing good rapport with patient.

❑ Medications:

• Benzodiazepines: 

• Diazepam, 

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

• Opioids: 

• Morphine

• Pethidine



Perioperative Aspiration 

• Risk factors:
• Fasting state: incomplete
• Surgical condition: 

• Intestinal obstruction
• Severe Pain

• Medications:  opioid use
• Patient related

• Obesity 
• Gastro-esophageal Reflux disease (GERD) 
• Hiatus Hernia
• Pregnancy



Prevention of aspiration ASA Fasting 
Guidelines



Drugs used to decrease incidence of aspiration

❑H2 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 

❑Antacids
o Given ½ an hour before induction : 30 ml of sodium citrate

➢ Reduce gastric acidity only 

❑PPI
o Omeprazole, lansoprazole, and esomeprazole .

✓ Binds to H+ / K+ pump on parietal cell.
✓ Given 40 mg IV 30 min before surgery .
✓ Reduce both volume and acidity    

❑Metoclopromide
➢ Act on dopamine receptors 
➢ increase gastric motility  & lower esophageal sphincter tone 
➢ Reduce gastric fluid volume only



PREOPERATIVE TESTING



Preoperative investigations

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

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

• Haemoglobin/haematocrit. 
• Urine Analysis. 
• Chest radiograph (CXR). 
• Electrocardiograph (ECG). 
• Pulmonary Function Tests (PFT).



• CBC 

• KFT

• Sugar

• LFT

• Coagulation



Investigations
CXR
✓Indicated in 

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

      ECG
✓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: 
➢Identifying 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
❑Spirometry
❑ABGs
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Plan

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



• POSTOPERATIVE PLANNING

• INFORMED CONSENT AND DECISION 
MAKING

•
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