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GUEST EDITORIAL

Perioperative evaluation of patients who
are due to undergo surgery
Physicians are often requested to evaluate patients before surgery,
either in response to a request from a surgeon or a primary care
clinician assessing the patient prior to surgical referral. The objectives
of this preoperative evaluation are to determine the risk to the patient
of the proposed procedure and to minimise risk by: (i) identifying
unrecognised comorbid disease and risk factors for medical
complications of surgery; (ii) optimising the preoperative medical
condition; (iii) recognising and treating potential complications;
and (iv) working effectively as a member of the preoperative team
(including those from nursing, medical, surgical and anaesthetic
backgrounds).
Does preoperative evaluation of patients improve surgical out
comes? Data from published studies reveal that physicians and
anaesthetists are more likely to identify conditions that may affect
surgical outcomes. They then recommend interventions for these
conditions[1,2] and occasionally cancel or delay surgery so that
medical conditions can be optimally managed,[3] ensuring a high level
of satisfaction with co-management arrangements.[4]
Data on the effect of preoperative medical consultation on cost
measures are conflicting. Three large studies reported a decrease
in hospital stay after perioperative evaluation and care of patients
undergoing thoracic,[5] hip[6] and various other operations.[7] Some
studies, however, showed increased costs and a similar length of stay
for patients who had been consulted.[4,8]
Similarly, studies of the impact of perioperative medical evaluation
on perioperative mortality are contradictory. In an investigation
of neurosurgical patients, medical consultation had no effect on
mortality,[4] while in a different study, it was shown to increase 30-day
and 1-year mortality rates and length of hospital stay, respectively.[9]
Overall, robust evidence demonstrating clear improvements
in resource utilisation or patient outcomes is currently lacking.
Nevertheless, the practice of perioperative evaluation is widespread
and, assuming doctors make evidence-based recommendations that
improve surgical outcomes, it is reasonable to infer that consultation
will improve the care of the surgical patient if consultative recommen
dations are implemented.
Closer to home, perioperative research remains unco-ordinated
in South Africa (SA). A group of investigators and interested indi
viduals collaborated under the auspices of the SA Perioperative
Research Group (SAPORG). Members of SAPORG believe that: (i)
collaborative research is necessary to address the clinical challenges
encountered in perioperative care and outcomes, both in SA and
globally; (ii) there is capacity to conduct national and international
collaborative research in SA; (iii) collaborative research conserves
limited research resources; (iv) there are urgent public health issues
in perioperative medicine that need to be addressed to improve the
health of the SA population; and (v) a national research prioritysetting process is necessary to prioritise research in an environment
of limited research resources.[10]
To this end, SAPORG has defined 10 research priorities for
perioperative medicine in SA: (i) the establishment of a national data
base of critical care outcomes and critical care resources; (ii) a randomised
controlled trial of preoperative B-type natriuretic peptide-guided
medical therapy to decrease major adverse cardiac events after noncardiac surgery; (iii) a national prospective observational study of
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the outcomes associated with paediatric surgical cases; (iv) a national
observational study of maternal and fetal outcomes following
operative delivery in SA; (v) a stepped-wedge trial of an enhanced
recovery-after-surgery programme; (vi) a stepped-wedge trial of a
surgical safety checklist of patient outcomes in SA; (vii) a prospective
observational study of perioperative outcomes after surgery in
district general hospitals in SA; (viii) short-course interventions to
improve anaesthetic skills of rural doctors; (ix) studies of the efficacy
of simulation training to improve patient outcomes, team dynamics
and leadership; and (x) the development and validation of a risk
stratification tool for SA surgery based on the SA Surgical Outcomes
Study (SASOS) data.[10]
A recent publication in the Lancet reported on a 7-day,
international, prospective, observational cohort study of patients aged
≥18 years undergoing any inpatient surgery in 25 countries in Africa
(African Surgical Outcomes Study).[11] A total of 11 422 patients
were included from 247 hospitals serving a median population
of 810 000, with a combined number of specialist surgeons,
obstetricians and anaesthetists of 0.7/100 000 population. A median
of 212 surgical procedures per 100 000 population were performed
in hospitals each year. Patients were younger (mean age 38.5 years)
and had a lower risk profile than that reported in high-income
countries. Patients (11%) were infected with HIV, 57% of procedures
were urgent or emergent, and the most common procedure was
caesarean delivery (33%). Postoperative complications occurred
in 18.2%, and 2.1% of patients died the day after surgery. In
this important publication, despite a low-risk profile and few
postoperative complications, patients in Africa were twice as likely to
die after surgery compared with the global average for postoperative
deaths. The authors conclude that initiatives to increase access
to surgical treatments in Africa therefore should be coupled with
improved surveillance for deteriorating physiology in patients who
develop postoperative complications and the resources necessary to
achieve this objective.[11]
In this CME issue, Du Toit et al.[12] review the perioperative
management of diabetes. In their comprehensive summary, the
authors review the guidelines for optimisation and perioperative
management of diabetic patients, and importantly place their
discussion within the SA context. Ultimately, perioperative diabetic
care should be driven by a multidisciplinary team considering the
evidence base within a resource and patient context.
The second article, by Neethling et al.,[13] discusses the role of
point-of-care ultrasound (POCUS) as an essential modality in the
assessment of critically ill patients and those in the perioperative
period. POCUS can be performed by trained non-cardiologist
physicians at the patient’s bedside as an adjunct to the physical
examination, and aids with the rapid diagnosis of severe and
life-threatening pathological conditions, often changes clinical
management and may have an impact on patient outcomes.
While no large studies have definitively shown a decrease in
perioperative morbidity associated with perioperative medical
consultation, the practice is nevertheless widespread and, assuming
that consultants make evidence-based recommendations that
improve surgical outcomes, it is reasonable to infer that consultation
will improve the care of the surgical patient. The experienced
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perioperative medicine physician should be able to identify the
pertinent medical problems, anticipate potential perioperative
problems, avoid addressing issues outside of their area of expertise or
issues unrelated to the procedure, assess a patient’s risk and need for
further interventions, and communicate effectively with the surgeon
and anaesthesiologist. There is now emerging evidence of the status
of perioperative medicine and outcomes on the African continent. In
the future, it is my hope that further research in this area will improve
surgical outcomes of patients in SA and beyond.
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