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Preoperative anaesthesia clinic

 Identifying patients at increased risk for perioperative complications

 Risk reduction to improve patient outcome

 Pharmacologic interventions preoperatively

 Choice of anesthetic technique + consent

 Neuraxial/locoregional vs general

 Airway evaluation

 Total intravenous vs inhalational anaesthesia (PONV risk )

 Monitoring depth of anaesthesia

 Accepting for surgery or referring for more conventional treatment if 

patient’s risk does not match the benefit of the procedure

ASA

NSQIP Surgical Risk



Informed consent / Patiëntenparticipatie

 Het team hanteert een beleid met betrekking tot informed consent 

dat voldoet aan vigerende wet- en regelgeving.

 De teamleden informeren cliënten en familieleden tijdig, volledig en 

nauwkeurig om hen te helpen keuzes te maken ten aanzien van de 

behandeling.

 Het team controleert of de cliënt en zijn familie de verstrekte 

informatie over de behandeling begrijpen en legt de uitkomst van 

die controle vast in het dossier van de cliënt.





Cruciaal

 Preoperatieve vragenlijst: alle 

antwoorden zijn neen bij een 

ASA 1 gezonde patiënt

 Optimalisatie van de 

toestand van de patiënt

 Voldoende op voorhand



Anafylactische shock  



Maligne hyperthermie

 Pharmacogenetic disorder of calcium homeostasis in skeletal

muscle

 Prevalence 1:15000-1:50000

 Accumulation of Ca in the sarcolemma: sustained contractures of 

skeletal muscle



Practical stepwise evaluation

integrating clinical risk factors and

test results with the estimated stress 

of the planned procedure



The majority of patients with stable heart disease can undergo low and 

intermediate risk surgery without additional evaluation



Duke activity index

> 34 

Wijeysundera et al.
Integration of the Duke Activity Status Index into preoperative risk evaluation
British journal of anaesthesia 2020; 124: 261-70



Q of the consultation

 The actual anaesthesia provider has to trust the anaesthesia 

consultant

 The PAC-file has to reflect sufficient and adequate information

 Consensus based guidelines

Kristensen SD, Knuuti J, Saraste A, et al. 2014 

ESC/ESA Guidelines on non-cardiac surgery: cardiovascular assessment and management: The Joint Task Force on non-cardiac surgery: 

cardiovascular assessment and management of the European Society of Cardiology (ESC) and the European Society of Anaesthesiology (ESA).

Eur J Anaesthesiol 2014

De Hert S, Imberger G, Carlisle J, et al. 

Preoperative evaluation of the adult patient undergoing non-cardiac surgery: 

guidelines from the European Society of Anaesthesiology. 

Eur J Anaesthesiol 2011; 28: 684-722



PONV-PDNV

General anaesthesia is the

clinical use of potent and

potentially lethal drugs, to

produce a state of controlled, 

reversible poisoning to

achieve narcosis, analgesia

and reflex suppression

administered with professional 

skill,…



Risk scores for PONV and PDNV



Risk factors for PDNV
Female 1,54

< 50 yrs 2,17

History PONV 1,5

Opioid in PACU 1,93

Nausea in PACU 3,14







Frailty as independent risk factor 

 Adverse health outcome

 Mortality

 Increased length of stay

 Inability to be discharged home : institutionalization

 Many frailty assessment tools:  > Edmonton Frailty Scale









Reduced mortality and morbidity

 Medical optimisation

 Statins

 Β-blockers

 …

 Smoking cessation

 Alcohol abstinence

 Incentive spirometry

 Screening for OSAS

 Screening for ‘frailty’

 Preoperative correction of anaemia, malnutrition

 Reduction of Postoperative Cognitive Dysfunction (POCD)

0

50

100

150

200

250

300

350

400

450

0

10

20

30

40

50

60

70

80

90

100

1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

m

i

o

Aging Population

75 years and over

65–74 years

All ages

0

50

100

150

200

250

300

350

400

450

0

10

20

30

40

50

60

70

80

90

100

1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

m

i

o

Aging Population

75 years and over

65–74 years

All ages



Vragenlijsten voor anamnese

medicatie anamnese (accreditering)

 Het team verifieert samen met de cliënt de medicatie bij opname in 

de instelling (inclusief de spoedeisende hulp of intramurale 
afdeling). 

 Het protocol omvat een lijst van de meest actuele medicatie die de 

cliënt gebruikt (de best mogelijke medicatiegeschiedenis).

 Het protocol omvat een vergelijking van deze medicatielijst vóór 

opname met de nieuwe door de instelling voorgeschreven 

medicatie.

 Het protocol stelt duidelijk dat medicatieafstemming een gedeelde 
verantwoordelijkheid is van de cliënt en de zorgverlener.



Cardiac risk factors 

 Refer to cardiologist

 blockers and statins should be started between 30 days and at least 1 

week before surgery

 In patients currently taking  blockers and statins: continue !



Statins

 Lipid-lowering effect

 Coronary plaque stabilisation

 Decreased lipid oxidation

 Decreased inflammation

 …

Non-lipid or pleiotropic effects may prevent plaque rupture and subsequent 
MI and stroke

Lipitor

Pravastatine

Crestor

Simvastatine

Zocor

…



Short term mortality & statins

Hindler, Anesthesiology 2006



ACE inhibitors

 Blood-pressure lowering effects

 Preserve organ function

 Improvement of endothelial function

 Ant-inflammatory effects

 Direct interference with atherogenesis

 ….

Capoten

Inhibace

Zestril

Coversyl

Tritace

….



ACE inhibitors

 It is recommended that ACE inhibitors be 
continued in stable patients with LV systolic 
dysfunction

 ACE inhibitors should be considered in stable 
patients with LV systolic dysfunction for 
low/intermediate risk surgery

 Discontinuation should be considered before 
non-cardiac surgery in hypertenion 



Tricyclic antidepressants

 Patients chronically treated with TCAs should 
undergo cardiac evaluation prior to anesthesia:

 Effects on the cardiac conduction system

 Potentation of (nor-) epinephrine: hypertensive crisis

 Discontinuation can lead to cholinergic symptoms, 
movement disorders, cardiac arrhytmia

 Relapse rate ( X 2 to X4 )
Redomex

Prothiaden

Tofranil

Cymbalta

Trazolan

….



 Irreversible MAOIs should be discontinued at least 2 

weeks prior to anesthesia. In order to avoid relapse of 

underlying disease, medication should be changed to

reversible MAOIs

 Lithium administration should be discontinued 72h prior 

to surgery unless for minor operation under local

anesthesia



Herbal medication

herb effect stop

Echinacea (48%)

Aloe vera (30%)

Ginseng (28%) Bleeding/effect VKA  -24 hrs

Garlic (27%) bleeding -7 days

Ginkgo biloba (22%) bleeding -36 hrs

St-John’s wort Enzyme induction -5 to -9 days



 Patients chronically treated with TCAs should undergo cardiac 
evaluation prior to anesthesia

 Antidepressant treatment should not be discontinued prior to 
anesthesia

 Discontinuation of SSRI treatment perioperatively is not recommended

 Antipsychotic medication should be continued in patients with chronic 
schizophrenia perioperatively.



www.thrombosiscare.be





Preanesthesia evaluation and

optimisation (perioperative medicine)

 ASA III and IV

 At least 8 days before surgery (optimisation and additional

investigations)

 Locoregional – general anesthesia

 In/Out the hospital

 In hospital patient and ambulatory patient

 Anesthesiologist as perioperative physician



Reduced mortality and morbidity

 Medical optimisation

 Statins

 Β-blockers

 …

 Smoking cessation

 Alcohol abstinence

 Incentive spirometry

 Screening for OSAS

 Screening for ‘frailty’

 Preoperative correction of anaemia, malnutrition

 Reduction of Postoperative Cognitive Dysfunction (POCD)
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Ingested material Minimal Fasting Period

(applied to all ages)

Clear liquids (water, fruit juices

without pulp, carbonated beverages,

clear tea, black coffee) 2 hours

Breast milk 4 hours

Infant formula 6 hours

Non-human milk 6 hours

Light meal (toast and clear liquids) 6 hours

Fasting recommendations for healthy patients 

undergoing

elective procedures. 



 Adults and children should be encouraged to drink clear fluids
up to 2h before surgery (including caesarean section)

 Water, pulp-free juice, tea, coffee without milk

 Milk added up to about one fifth of total V = clear

 Patients should not have their operation delayed just because
they are chewing gum, sucking a boiled sweet, smoking prior 
to induction

 Obesity, gastro-oesophageal reflux, diabetes, pregnant 
women not in labour: same guidelines

Perioperative fasting Guidelines ESA, Eur J Anaesthesiol 2011



1. Make waiting times shorter

2. Better disseminate information

3. Reduce ‘nil per mouth’ times:  UZG: 13h28 and 9h15 (solids and fluids)

Making the experience of elective surgery better

Fregene T, Wintle S, Venkat Raman V, Edmond H, Rizvi S.

Making the experience of elective surgery better. 

BMJ Open Qual 2017; 6: e000079

Degeeter T, Coppens M. 

Prospective audit on fasting status of elective ambulatory surgery patients,

Acta Chir Belg. 2021 Jun 23:1-6. 



Preoperative fasting

Larsen B, Larsen LP, Sivesgaard K, Juul S. 

Black or white coffee before anaesthesia?: A randomised crossover

Eur J Anaesthesiol 2016; 33: 457-62



 Severely malnourished patients clearly benefit from 

preoperative nutrition support even if surgery has to be 

delayed

 Pre-operative fasting can exacerbate surgical stress 

response, aggravates insulin resistance, protein loss and 

impairs gastrointestinal function

 50 g carbohydrates loading dose as clear liquid 2hrs before 

induction 

Gillis C, Carli F. 

Promoting Perioperative Metabolic and Nutritional Care. 

Anesthesiology 2015

Smith I, Kranke P, Murat I, et al. 

Perioperative fasting in adults and children: guidelines.ESA

Eur J Anaesthesiol 2011; 28: 556-69



Unexpected preoperative anemia should be considered an indication 

for rescheduling any elective major surgical procedure until evaluation 

and treatment are completed.

Munoz M, Gomez-Ramirez S, Kozek-Langeneker S, et al.

'Fit to fly': overcoming barriers to preoperative haemoglobin optimization in surgical patients. 

British journal of anaesthesia 2015; 115: 15-24



A standardized, complete preoperative assessment  of the vulnerable patient by 

the anesthesiologist with subsequent preoperative risk reduction:

Saves lives

Improves quality of live



I’m taking you home 

tonight !!!

Lectures

Workshops

FREE PAPERS

Social program

….


