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Worldwide Issues with
Pre-Operative Preparation

Increased co-morbidities of patients
Increased complexity of operations
Massive cultural shifts create enormous language 
barriers
No clear standards for evaluating patients pre-
operatively
– Anesthetics are very safe
– Not a first-line of scientific interest



Differences in UK and USA Approach
USAUK

Managed by nurses, 
Anesthesiologists and/or 
hospitalists

Managed more commonly 
by specialized nursing

Limited reimbursement -
cost center

Considered part of 
required Pre-surgical 
process

USA pre-op evaluation is 
often surgeon’s choice

UK requires all patients to 
have access to pre-op 
evaluation



Lutheran General
Suburban Chicago, IL
Teaching Hospital
617 Beds
23 Operating Suites
19,000+ cases per year

Lutheran General has been recognized 10 times 
as one of the 100 Top Hospitals and 15 top 
major teaching hospitals in the US. Since 1999, 
Lutheran General has been rated by US News & 
World Report as being one of America’s Best 
Hospitals, and received ‘top 50 in the nation’
rankings for medical excellence and advanced 
capabilities in many specialties.



Status of Evaluation at Lutheran General 
Hospital Two Years Ago

Existing processes included:
– Registration and Insurance Verification 
– Patient/Nurse Interview with Information Entered into 

Electronic Medical Record 
– On-site Laboratory Testing and EKG
– Pre-Op Teaching
– Very limited critical thinking skills by nursing personnel



Case Study
42 y/o African American male for ankle fusion. Pt 
reported history of moderate use of alcohol and 
remote use of recreational drugs. When asked by 
the nurse “no other medical problems right”… he 
said no.

62 y/o female for anterior mediastinal mass.  Pt 
reported history of hypertension, controlled. 



Changes Made During the Past Two Years

Appointed a Medical Director
Added HealthQuestionnaire the Internet based 
pre-surgical assessment tool
Provided extensive nursing education in critical 
pre-surgical thinking skills
Provided algorithms
Incorporated Hospitalists into the process



Results from Changes to PST Process

Reduced Delays and Cancellations
– After year 1, medical issue related cancellations 

decreased from approximately 5% to less than 1% 
– Existing Delays and Cancellations are uniformly patients 

who have not been seen by PST
Avoidance of Last Minute Clearances
– Performing timely review of abnormal labs 
– Performing timely review of abnormal EKGs



Results, Continued
Development of Critical Thinking Skill in PST Nurses
– Watch Dog:  Beta Blockers, Diabetes Management, Airway Issues, 

Pacemaker Information, Stent Information
– Coagulation Management
– Process for avoiding inadvertent elective operation on patients with 

cardiac stents
– Monitoring Medication Management-paper based list of medications 

(283 meds) to avoid prior to surgery (hard to keep current) 
– Attempting to contact all first cases to prevent delays
– Recognizing missing health data (stress tests, echo, cath lab 

results) from outside facilities and offices



Results, Continued
Development of Office Relationships 
– Surgeons, Primary Care Doctors and Cardiologists now 

more consistently and uniformly informed
– Minimal, if any, resistance to proper preparation 

processes
– Improved communication with surgeons offices 

(essential to viability of surgical services in US hospitals 
where “surgeon is the customer”)



Results, Continued
Diabetes Protocol for Pre-Op and Intra-Op is now 
moving to a house-wide ICU implementation
Algorithms for Beta Blockers, Diabetes, Sleep 
Apnea, Pulmonary, Abnormal Liver Function Test, 
Cardiac have been developed and are available in 
paper (soon to be online) 



Results, Continued
Successful Hospitalist Program Underway
– Developed Strong Relationship with the two Hospitalist 

groups. All unassigned patients (who do not have an 
internist on staff) are offered a hospitalist (surgeon 
request/nurse encouraged)

• Direct improvement of patient care
• Improved Surgeon Satisfaction

– Teaching Service Hospitalist
• Review all problem charts
• Contact Primary Care MD for problems (case 

example)
• Teaching and guidance to nursing staff
• Resident elective under development



Where We are Headed: Taking the Next Step
Despite improvements and results, opportunities for further 
improvement and refinement still exist:
– We have contact with only 40-50% of all patients, resulting in 

tremendous inconsistency of care
– We are primarily a “cost center” yet there are immense 

opportunities for cost containment and proper coding for insurance
• Automating Labs- driven by anesthesia protocol
• Obtaining HealthQuestionnaire© on every patient to uncover 

missing health history
• Improving IT decision support for nurses



What is next for Lutheran General?
Further leveraging information technology to 
improve process
Sharing information with other institutions



Leverage Information Technology to
Improve Our Processes

Current Report :HealthQuestionnaire Report
Addition of PreOp Planner
– Required Labs
– Direct FAX or E-Mail transmission of requirements to 

Primary Care Doctors
– Anesthesia Evaluation 
– Template for H and P

Gather Additional Information from Surgeon’s 
Office to Advance IT Process (SAM form)



Surgeon Primary 
Care/
Hospitalist

in Pre-surgical 
Testing

-or-

PreOpPlanner™Verification

Pre-surgical
Testing Anesthesiologist

Patient

in Surgeon’s 
Office/”Minute 

Clinic”

-or-

Patient completes HealthQuestionnaire™

at Home

Data Capture and Flow
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Report



Results of HealthQuestionnaire™

PreOpPlanner™

Surgeon Anesthesiologist
Pre-surgical
Testing

Primary 
Care/
Hospitalist

Verification

Automatically 
Faxed/Emailed

Medication instructions

Diet instructions

Test requirements

Day-of-surgery 
instructions,

Others

Processed questionnaires

Lab requirements

Optimization requirements

Algorithms

Specialty instruction

Safety warnings

Worksheet for pre-op 
preparation

Processed questionnaire

Lab requirements

Optimization requirements

Algorithms

Specialty instruction

Safety warnings

Questionnaire score 3 & 4

Will review chart and may 
schedule visit

Patient's home

Data Flow of PreOpPlanner™



Medical 
Optimization 
and 
Anesthesia 
Clearance



Lab Configuration for Conditions



Lab Configuration for Procedures



History and 
Physical



History and 
Physical



Anesthesia 
Consultation 
Record



Anesthesia 
Consultation 
Record



SAM 
Form



Pre-Op Specific Web Site
Preoperative information exists, but in many different 
places 
Provide centralized location for preoperative information
Improve patient experience with a “one stop shop”

Pre Anesthesia Evaluation 
and Testing (PAET) Center 
online information resource











Sharing information with other institutions
Working with advisory board
Hosting site visits
Conducting on-site assessments
Providing process improvement recommendations
Presenting findings and listening to challenges 
faced elsewhere



Questions?
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