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Busting Perioperative Myths
Pre-Op Evaluation Does Not Improve Outcomes!

Kenneth Cummings, MD, MS, FASA, DFPM
Director, Center for Perioperative Medicine
Cleveland Clinic
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Objectives

• Understand the rationale for a preoperative clinic
• Examine the literature about preoperative evaluation and patient 

outcomes
• Develop a strategy for which patient should be seen preoperatively
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Why Not to Do “Routine Testing”

Only order a test if…

• There’s a reasonable chance it may be abnormal
• AND an abnormality increases risk
• AND treating that abnormality lowers risk or will change care
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Routine Tests Shown Not to Be Useful

• ECG – no better than knowing history of CAD and surgery type
• CXR – 1/1,000 changed care
• Blood tests – rarely helpful, many false positives
• Stress Tests – harm!

Kumar A and Srivastava U. J Anaesthesiol Clin Pharmacol. 2011; 27(2): 174–179
van Klei WA, et al. Ann Surg 2007;246:165-70
Archer C, et al. CJA 1993;40:1022-7
Ladapo J, et al. Ann Intern Med 2014;161:482
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Not a New Idea

Lee JA. Anaesthesia 1949; 4:169–74
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Prior Literature

Anesthesiologist-led preoperative clinics are associated with:
• Reduced case cancellations
• Reduced case delays
• Reduced preoperative testing
• Shorter hospital length of stay
• Lower costs
• Identification of comorbidities
• Improved in-hospital mortality

Parker B, et al. J Clin Anesth 2000;12:350-56
Ferschl MB, et al. Anesthesiology 2005;103:855-9
Fischer SP. Anesthesiology 1996;85:196-206
van Klei WA, et al. Anesth Analg 2002;94:644-9
Pollard JB, et al. Anesth Analg 1997; 85:1307–11
Correll DJ, et al. Anesthesiology 2006;105:1254-9
Gibby GL. Int Anesthesiol Clin 2002;40:17-30
Blitz JD, et al. Anesthesiology 2016;125:280-94
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Uh Oh!

JAMA Intern Med 2023;183:470-478
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Uh Oh!

• Surgical patients, 40+, Ontario (intermediate-high risk NCS)
• 179,809 propensity-matched pairs, 2005-2018

• Compared outcomes by preoperative medical consultation or not
• Consultation associated with:
• Increased 1-year mortality, stroke, need for ventilation
• Increased use of TTE, stress tests
• Increased cost (US $235/patient)

JAMA Intern Med 2023;183:470-478
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JAMA Intern Med 2023;183:470-478

10



5/4/24

6

11

Uh Oh?

JAMA Intern Med 2023;183:470-478
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New Evidence!
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New Evidence

• Cohort: Ontario residents ≥40 yr, elective inpatient surgery
• Intermediate-high risk procedures, 2009-2017
• Exposure: preoperative anesthesiologist consultation within prior 60 days
• Primary outcome: Days alive at home in the 30 days after surgery (DAH30)
• Secondary outcomes:
• DAH90

• Costs
• Mortality
• Readmission rates
• LOS Engel JS, et al. BJA 2023;131:937-946
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Results - Overall

Engel JS, et al. BJA 2023;131:937-946
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Sicker Patients Had Better DAH30 If Seen

Engel JS, et al. BJA 2023;131:937-946
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Study Conclusions

• No overall DAH30 benefit from consultation
• High-risk patients had improved DAH30 with consultation
• Anesthesiologist consultation associated with improved:
• Overall 30d, 1y mortality
• Hospital LOS
• Overall costs

• Preoperative risk stratification is needed to identify greatest benefit

Engel JS, et al. BJA 2023;131:937-946
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Sick Patients Undergo NORA Procedures
NACOR analysis, 2010-2014

Nagrebetsky A, et al. A&A 2017;124:1261
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Sick Patients Also Have Ambulatory Surgery
NSQIP analysis, >2 million US ambulatory procedures 2005-2016

Foley C, et al. BMC Surg 2021;21:253
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Identifying High-Risk Patients

• ASA PS
• Specific risk scores (SORT, RCRI, NSQIP, ARISCAT, etc.)
• Home-built questionnaires
• Predictive analytics
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CCF Preoperative Triage Tool - Current
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CCF Preoperative Triage – Imminent
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Summary

• Preoperative (anesthesiologist) evaluation has demonstrated benefits

• Routine testing is not helpful and potentially harmful

• Anesthesiologist-led evaluation of high-risk patients may improve 
outcomes

• Identification of high-risk patients should guide resource allocation
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