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The Society for Anesthesia and Resuscitation
of Belgium strongly supports the initiatives of the
Belgian Health Care Knowledge Centre to elimi-
nate arbitrary technical testing in the setting of the
preoperative screening.

It is obvious, in times of ever increasing costs
of health care contrasting with limited financial
means, that good clinical practice can only encour-
age this strategy.

At this occasion, the Society for Anesthesia
and Resuscitation of Belgium seeks to stress also
the specifity of the preoperative screening by the
anesthetist.

A state of the art screening consists of :

Detection of risk factors and the elaboration of
an anesthesia strategy

Based on the medical history of the patient,
the physical examination, the information available
in the chart and possibly complementary testing,
the physician anesthetist evaluates the problems
and risks for the patient of the intervention and par-
ticular situations during the procedure.

Following this, an anesthesia strategy is devel-
oped for the entire perioperative period to guide the
patient in the best possible way through the assault
of surgery. The anesthetist then decides on the most
appropriate monitoring elements he will use: i.e.
standard monitoring, possibly augmented by trans-
esophageal echocardiography, cerebral oxygen sat-
uration, transcranial doppler, flow monitoring,....
He will also make sure to take the appropriate pre-
cautions for the maintenance of the biological
homeostasis of the patient: i.e. preservation of
body normothermia, of the intravascular volume
and of the blood composition, etc.

The fact that only the physician anesthetist
obvioudly is, according to the Belgian Standard
for Patient Safety in Anesthesia, qualified to plan
for the perioperative strategy, does not rule out
contribution by fellow physicians (e.g. genera
practitioner, cardiologist, pneumologist) in the
data gathering for the preoperative anesthesia
chart.

This professional, however, cannot take the

place of the anesthetist in judging the risk and in
planning the anesthesia.
Optimal care, as seen by the non-anesthesia
provider, may not be “optimal preoperative status’
with respect to the sometimes profound destabi-
lization that can be expected during anesthesia and
surgery.

Vice versa, the anesthetist himself will not
take the place of his colleague speciaist in cardiol-
ogy, pneumology or any other specialism for diag-
nosis and treatment, should the patient scheduled
for surgery present amedical problem in the area of
that specialism.

Education of the patient

The second goal of the preoperative meeting
with the patient is to provide information to the
patient and/or his relatives on the anesthesia plan
and the reason-why. Taking into consideration the
recently passed law on patient rights (chap. 3 -
art. 8 - 8 3) and the complexity of the issues relat-
ed to the anesthesia plan, it is not appropriate to
discuss this the evening before the day of surgery.

The same is true when dealing with patients
coming for day case surgery. It istoo late to inform
and discuss the anesthesia plan a few minutes
before the actual start of the procedure.

Because of this, numerous departments of
anesthesiain Belgium, have organised the possibil-
ity to see the patient well before the day of surgery
in order to avoid to have to see and inform the
patient in the rather hectic and stressful moments
immediately before surgery. This also alows the
patient to ask a second opinion, should he wish so.

This opportunity for the patient is clearly stat-
ed in the publication by Nijs H. and Vinck 1.
“Nieuwe wetgeving inzake patiéntenrechten” (New
legidatives on patient rights) (Kluwer, 2003). It
should not be forgotten that for lay people the anes-
thesia till isafactor of considerable stress and fear
in the preoperative period. Information intended to
the particular patient scheduled for anesthesia can
only imply atargeted exploratory talk between an
anesthesia professional and the patient. This will
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remove any apprehensions (AO) and prepare max-
imally for anesthesia and surgery.

Here again, it is obvious that only the anes-
thetist can be charged with the task to discuss the
perioperative anesthesia strategy with the patient.

Prepar ations and prevention

The evolution of the specialism of anesthesia
has increased the scope of the profession from the
old simple“ put the patient to sleep” to amore glob-
al expanded content of the practice where the anes-
thetist, as part of a team, takes care of the patient
during the entire perioperative period. The support
of the anesthetist during the actual surgical or diag-
nostic intervention and his care in the period after
the surgery is well established and appreciated.
However his diagnostic, therapeutic and preparato-
ry contribution in the period before the intervention
is changing and expanding considerably.

Indeed, the goal and strategy of anesthesia to
guide the patient with maximal efficiency and safe-
ty through the entire perioperative period starts
already in the days and even weeks before the inter-
vention. The anesthetist seeks to optimize the con-
dition of the patient to precisely prepare him for his
very anesthesia and surgical intervention.

It has aready been established that the target-
ed preparatory action has also proven beneficial in

the long term and not only in the immediate post-
operative period.

Recent published data prove that cardiac medica-
tion and agents aiming at lowering blood lipid val-
uesinitiated before surgery, reduce the incidence of
myocardial ischemia and necrosis. The cardiovas-
cular morbidity and mortality is diminished in the
immediate postoperative period and even in the
long term.

Secondly, it iswell known that acute post-sur-
gical pain may become chronic. There are some
indications from recent research that agents known
to have antihyperalgesic, and also some postopera-
tive analgesia regimen may positively influence
this potentially disastrous evolution for the patient
aswell as for society.

Here as0, the anesthetist is best positioned to
detect the individuals at risk who will benefit from
preventive individualised action.

To conclude, the anesthetist has the duty to
take responsibility in the screening and preparation
for anesthesia in the preoperative period. He will
give the patient particular attention and high quali-
ty care conscious at the same time of his financial
and health care budgeting responsibilities.
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