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Introduction: 

• Who am I?

• What is Preoperative Assessment?

• Do we need Preoperative Assessment?

• Developing a POA Service – my experiences

• Examples of POA models of care 

• What does a good POA Service look like?

• Roles within a POA Service – Who & What

• Leading Preoperative Assessment – How & Who?

• The Future



My pathway……

1997 Neurosurgical Nurse Practitioner, 
Oxford

2002 Consultant Nurse, Preoperative 
Assessment, Chelsea & 

Westminster NHS Trust, London

2006 Consultant Nurse, Perioperative 
Care, University Hospitals Bristol 
NHS FT

2013/4 Clinical Programme Lead, Frail 
Elderly Pathway, Walsall NHS Trust

2014/5 Clinical Programme Lead,

Mobile Working, Bristol 
Community Health

Clinical 
Expertise

Education
Research & 

Audit

Strategic 
Transformation



Expectations….

Harm 
free 
care Partners 

in 
care

Individual 
person 
centred

care

Patient



POA through the ages……

• “Clerking” by junior medical staff

• High risk seen by Anaesthetist on ward

• Ward nursing staff ‘prepared’ the patient & relatives

• Multi-professional – Nurse, Anaesthetist, Pharmacist, Physio, 
OT, Specialist Nurse, Discharge Team with access to voluntary 
support services



What is Preoperative 
Assessment?

Information 
Giving

Risk 
Stratification

Patient 
Assessment

Comorbidity 
Management

Health 
Optimisation

Discharge 
Planning

Recovery

Health
Screening



POA & Enhanced Recovery:

• The patient is in the best possible condition for 
surgery

• The patient has the best possible management 
during and after their operation

• The patient experiences the best post-operative 
rehabilitation



How to do it?

• Vision & commitment

• Executive, managerial and clinical support

• Stakeholder group across patient pathway – in & out of hospital

• Transformation – process mapping – value adding activities only

• Negotiation – Spend to Save (Hospital stay = £300 per night)

• Patience, Perseverance, Pragmatism



What does a good POA Service look like?

• Timely & accessible

• Efficient & effective

• Supportive environment

• Teamwork & collaboration

• Pathways of care

• Clear expectations to staff and patients

• Electronic

• Benchmarking, audit and research



The patient is in the best possible 
condition for surgery:

Pre-operative

• One-stop pre-‐operative 
assessment clinic

• Optimise medically

• Smoking cessation

Patient education and
managing expectations

• Predicted date of discharge

• Patient diary

Nutritional assessment

Prehabilitation

Day of- surgery admission
• Avoidance of fasting
• Carbohydrate loading
• Maximise hydration with oral fluids
• Avoid sedatives



AHer Hoogeboom et al, Curr Opin Anaesthesiol. Apr 2014; 27(2):161–166

Fasting

Hospitalisation

Sepsis

Functional decline

Deconditioning

Physical activity

Surgical stress

Complications

LOS

Mortality

Dehydration

Comorbidites
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Vascular

Urology
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Surgical 
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Perioperative 
Pod
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for new 
pod











Integrated Care Pathway - paper



Consensus Guidelines – online Trust wide

167
guidelines



What does POA pathway look like for 
Orthopaedic surgery?

• Elective 

• Urgent – via Fracture Clinic

• Frail elderly patient

• Younger fitter patients

Consider:

• Hybrid model of POA

• Self assessment, possibly online

• Multi-professional POA – for complex patient & higher 
risk surgery

• Input from therapists



Is it the team or the institution?

• Person dependent rather than standardised
processes

• Resources

• Infrastructure

• Lack of clinical/management engagement

• Staff education

• Inability to audit



Roles within a POA Service – who & what

• Registered Nurses

• Health Care Assistants/Assistant Practitioners

• Nurse Practitioners

• Physicians Assistants

• Anaesthetists

• Therapists

• Receptionists

• Administrative Staff

• Volunteers



September 

2008

March 

2010

July 

2014

By nurse 375 495 581

By anaesthetist
18

(5%)
112

(25%)
192

(35%)

Number of patients seen per month (UHB POA)



Anaesthetic 
Review

Patient request

Analgesia discussion

• Epidural

• Paravertebral

Surgical request

Major surgery plus

Age >80years

ASA 3 or 4

Airway review e.g.

BMI ≥40

BMI Radiotherapy

Previous neck surgeryProblems with 
previous GA

ICU or HDU post-
operatively

RCRI  ≥2 if Major surgery

RCRI  ≥3 if Minor surgery

MRC dyspnoea score ≥2 

Medication advice 
e.g.

• Warfarin

• Clopidogrel

Type of surgery :

• Major/Major+

• Intra-thoracic

• Intra-abdominal

• Vascular



POAC reviews 2012/2014
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Number of patients admitted on day of surgery 
through Surgical Admissions Suite
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Leading Preoperative Assessment:
How & who?

• Anaesthetic Lead

• Nursing Lead

• Surgical Lead

• Often combination of above as required

• Dedicated role with attached SPA time

• Requires: Vision, Commitment, Collaboration







The Future – or is it now?

• Perioperative Care – the way forward

• Technology – patient facing IT systems

• Hub & Spoke models with satellite clinics in community

• Role of Community providers & G.P’s


