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1.

INTRODUCTION

Adequate pre-anaesthesia consultation has been identified as an important factor in patient
safety. The terms “pre-anaesthesia consultation” and “anaesthesia” in this document refer
not only to situations pertinent to the administration of general anaesthesia but also includes
those related to regional anaesthesia/analgesia and sedation. Consultation with a patient
prior to anaesthesia by an anaesthetist or a medical practitioner whose scope of practice
includes anaesthesia is essential (see PS57 Statement on the Duties of an Anaesthetist,
PS59 Statement on Roles in Anaesthesia and Perioperative Care, and Good Medical
Practice: A Code of Conduct for Doctors in Australia1).
“Consultation” differs from “assessment” in that an assessment (medical or nursing)
contributes to the establishment of the health status of a patient at a particular point in time
whereas consultation (medical) involves an assessment as part of a broader process that
also includes:
1.1

ensuring that the patient’s state of health has been optimised

1.2

preparing a plan of perioperative management

1.3

allowing discussion with the patient and/or guardian

1.4

obtaining informed consent for the anaesthesia and related procedures.

Anaesthetists and medical practitioners undertaking to provide anaesthesia should be
familiar with the principles outlined in the Medical Board of Australia’s Good Medical
Practice: A Code of Conduct for Doctors in Australia1 and the New Zealand Medical
Council’s Good Medical Practice2. There must also be an awareness of patient autonomy
and patients’ rights to privacy as set out by the Privacy Act 1993 (NZ)3, the Privacy Act 1998
(Cth)4 and the Privacy Amendment (Private Sector) Act 2000 (Cth)5. Supporting
Anaesthetists’ Professionalism and Performance: A Guide for Clinicians, and PS26
Guidelines on Consent for Anaesthesia or Sedation).
These requirements are also reflected in the New Zealand Code of Health and Disability
Consumers’ Rights6 issued by the New Zealand Health and Disability Commissioner, and
the Australian Charter of Healthcare Rights7 (endorsed July 2008).
2.

PURPOSE

The purpose of this document is to assist practitioners to ensure that patients are adequately
assessed, prepared, and have given consent for the recommended treatment. It recognises
the integral role of the pre-anaesthesia consultation to improved outcomes, as well as
coronial recommendations highlighting poor outcomes associated with inadequate preanaesthesia assessment.
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In addition, it is essential that patients are appropriately selected for the facility in which their
procedure is to be performed, taking into consideration their co-morbidities and the services
and support available in the facility. The facility must be appropriately staffed and equipped
both for the provision of anaesthesia and surgery as well as throughout the period of postoperative hospitalisation (see also PS15 Recommendations for the Perioperative Care of
Patients Selected for Day Care Surgery and PS29 Statement on Anaesthesia Care of
Children in Healthcare Facilities Without Dedicated Paediatric Facilities).
3.

SCOPE

This document is intended to apply to all anaesthetists planning to administer either major
regional analgesia (see PS03 Guidelines for the Management of Major Regional
Anaesthesia) or anaesthesia (as defined above). However, these guidelines should be
followed by any practitioner responsible for administering drugs that have the potential for
alteration of a patient’s conscious state, at all levels of sedation through to general
anaesthesia, as well as techniques requiring the use of large volumes of local anaesthetic.
(See PS02 Statement on Credentialing and Defining the Scope of Clinical Practice in
Anaesthesia and PS09 Guidelines on Sedation and/or Analgesia for Diagnostic and
Interventional Medical or Surgical Procedures).
The executive summary and recommendations of Safety of Anaesthesia: A review of
Anaesthesia-related Mortality in Australia and New Zealand 2009-20118 should also be
noted because of its emphasis on the importance of adequate preoperative assessment.
4.

GENERAL PRINCIPLES
4.1

The process involved in delivering a safe and effective pre-anaesthesia
consultation will vary with the type of practice and environment in which the
medical practitioner responsible for the anaesthesia works.

4.2

The difficulties of undertaking an adequate pre-anaesthesia consultation for
patients admitted on the day of their surgery or medical procedure must be
recognised. Ideally such patients should be reviewed prior to admission.
Otherwise admission times, list planning and session times must accommodate
the extra time required for pre-anaesthesia consultations. (See PS15
Recommendations for the Perioperative Care of Patients Selected for Day Care
Surgery and PS29 Statement on Anaesthesia Care of Children in Healthcare
Facilities Without Dedicated Paediatric Facilities).

4.3

As part of a pre-admission process, written or computer-generated
questionnaires, screening assessments, or documented telephone
assessments by medical or nursing staff may be used to supplement the
consultation as long as the requirement of 4.4 is followed.

4.4

Even if a preliminary pre-anaesthesia assessment has been performed by
some other person, the anaesthetist or medical practitioner responsible for
administering the anaesthesia must be satisfied that all elements of that
assessment have been adequately addressed, and if necessary repeat any
elements about which there may be doubt.

4.5

The consultation must take place at an appropriate time prior to anaesthesia
and the planned procedure in order to allow for adequate consideration of all
factors related to assessment and optimisation for surgery, anaesthesia and
pain management.
This is particularly important where:
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4.6

4.7

5.

4.5.1

there is significant patient co-morbidity

4.5.2

major surgery is planned

4.5.3

there are specific anaesthesia and pain management concerns

In some circumstances, early consultation will not be possible (e.g. emergency
surgery, labour ward, and in emergency and critical care departments) but the
consultation must not be modified except when the overall welfare of the patient
is at risk.
Pre-anaesthesia consultation facilities must include appropriate equipment,
hand washing/disinfecting facilities (see PS28 Guidelines on Infection Control in
Anaesthesia) and space to allow for a consultation and clinical examination in
privacy, as well as support people if required by the patient. An appropriately
equipped consulting room or single bed hospital room is ideal. For elective
procedures, it is not appropriate for this consultation to occur in the operating
theatre or anaesthesia room. Under certain circumstances (such as emergency
surgery) the consultation may occur in the holding/waiting bay, anaesthesia
room or recovery area as long as issues regarding facilities, patient
confidentiality, privacy, the presence of support people if required, autonomy,
religious and cultural sensitivities are adequately addressed. (See also PS26
Guidelines on Consent for Anaesthesia or Sedation and the Australian Society
of Anaesthetists ASA-PS03 Minimum Facilities for Pre-anaesthesia
Consultations9)

GUIDELINES

The pre-anaesthesia consultation should include:
5.1

Identification and introduction of the medical practitioner performing the
consultation.

5.2

Confirmation with the patient of the patient’s identity, the proposed procedure(s)
including site(s) and side, and the proceduralist involved.

5.3

A medical assessment of the patient including relevant medical history, which
may be assisted by a questionnaire and/or review of relevant patient records,
clinical examination, review of medications and review of the results of relevant
investigations. Further investigations and/or therapeutic interventions may be
considered necessary to optimize the patient’s physical status and mental
wellbeing. Thus the medical assessment may lead to delay, postponement,
reappraisal or even cancellation of the planned procedure.

5.4

Review of previous anaesthesia records if indicated. On occasions it may be
necessary to obtain these from another medical facility.

5.5

Consultation with professional colleagues if required.

5.6

Consideration of the facilities, equipment, and staffing with respect to the
proposed procedure and patient co-morbidities to ensure that appropriate levels
of care are available throughout the patient admission: preoperative,
intraoperative and postoperative. Prior to any procedure the anaesthetist must
be satisfied that necessary postoperative monitoring and staffing, both in terms
of numbers and skill set, are available.
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5.7

Provision to the patient (and/or guardian) in a timely manner, of information of
significance to the patient including details regarding the conduct of the
anaesthesia/sedation, pain management (see PS45 Statement on Patient’s
Rights to Pain Management) and relevant potential complications and risks.
This material may be in the form of verbal discussion, written pamphlets,
electronic information or internet links and to be effective must be given to the
patient ahead of the proposed procedure to allow time for consideration. In
addition, the patient must be provided with an opportunity for questions on, and
discussions about, issues of concern to them. An interpreter should be provided
if necessary.

5.8

Obtaining informed consent for anaesthesia/sedation and related procedures.
This should include consent regarding the type of anaesthesia, invasive
procedures, blood and product transfusion if appropriate, procedures and plans
for pain management, and where, pertinent, informed financial consent (see
PS26 Guidelines on Consent for Anaesthesia and Sedation).

5.9

The provision of information regarding medication management and
ordering/modification/cessation of any additional medications considered
necessary.

5.10

Instructions for fasting according to Appendix 1 below unless otherwise
specifically prescribed by the anaesthetist.

5.11

Provision of further information such as escort requirements on discharge.
Patients undergoing day-stay procedures with anaesthesia or sedation must be
discharged into the care of a responsible person in accordance with guidelines
as set out in PS15 Recommendations for the Perioperative Care of Patients
Selected for Day Care Surgery.

5.12

As part of the anaesthetist’s role in health advocacy, as well as in optimal
preparation or surgery, the pre-anaesthesia consultation is a valuable
opportunity to encourage and educate patients regarding modifiable health
factors such as encouraging smokers to quit (see PS12 Guidelines on Smoking
as Related to the Perioperative Period).

5.13

The pre-anaesthesia consultation should identify and take note of any
advanced care directives. In their absence the consultation may represent an
appropriate opportunity to recommend consideration of such directives, where
relevant.

5.14

Contemporaneous written notes documenting the consultation and informed
consent should become part of the medical record of the patient. (See PS06
Recommendations on the Recording of an Episode of Anaesthesia Care and
also PS26 Guidelines on Consent for Anaesthesia or Sedation.)
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APPENDIX 1

FASTING GUIDELINES

The aim of fasting prior to a surgical or medical procedure is to decrease the risk of perioperative regurgitation, which may result in aspiration syndrome. This may be associated
with chemical pneumonitis, bacterial pneumonia or airway obstruction depending upon
whether foreign material (food) and/or gastro-intestinal fluids (gastric acid, bile or other bowel
contents) have been aspirated into the lungs. Such patients may require treatment in critical
care units. The fasting guidelines refer not only to situations pertinent to the administration of
general anaesthesia but also includes those related to regional anaesthesia/analgesia and
sedation.
Prolonged fasting from fluids for more than 6 hours fails to achieve an optimally empty
stomach and may have deleterious metabolic effects as well as an impact on patient wellbeing. Consideration may be given to the provision of clear carbohydrate rich fluids,
specifically developed for perioperative use, up to two hours prior to commencement of
anaesthesia. The duration of fasting should be sufficient to minimise the risk of aspiration but
adults and children should be encouraged to drink clear fluids up to 2 hours before elective
surgery. A volume of up to 200ml per hour up until two hours before a procedure is currently
recommended for adults. A safe upper limit for volume has not yet been clearly identified,
and will vary from patient to patient, however many studies have shown that in adults it is
safe to administer up to 400 mL of clear fluids 2 hours prior to surgery. Proposed timing of
anaesthesia/sedation should be taken into account and patients instructed accordingly. The
practice of “fasting from midnight” for a morning procedure is appropriate for solids but not
appropriate for clear fluids in most circumstances.
The guidelines are as follows:
i.

For adults having an elective procedure, limited solid food may be taken up to
six hours prior to anaesthesia and clear fluids may be taken up to two hours
prior to anaesthesia. Clear fluids are regarded as water, pulp free fruit juice,
clear cordial, black tea and coffee. It excludes particulate or milk based drinks.

ii.

For children over six months of age having an elective procedure, breast milk or
formula and limited solid food may be given up to six hours and clear fluids up to
two hours prior to anaesthesia.

iii.

For infants under six months of age having an elective procedure, formula may
be given up to four hours, breast milk up to three hours and clear fluids up to
two hours prior to anaesthesia.

iv.

Prescribed medications may be taken with a sip of water less than two hours
prior to anaesthesia unless otherwise directed (for example oral hypoglycaemics
and anticoagulants).

v.

An H2-antagonist, proton pump inhibitor or other agent that decreases gastric
secretion and acidity should be considered for patients with an increased risk of
gastric regurgitation.

These fasting guidelines may not apply to certain patient groups at increased risk of
perioperative regurgitation or vomiting. This includes patients having emergency procedures
and those with known/suspected delayed gastric emptying or oesophageal motility disorders,
and obstetric patients in labour. Patients who have had bariatric surgery (in particular those
with adjustable gastric bands) may also fall into this category. The practitioner responsible
will need to exercise discretion regarding adequacy of fasting times versus the risk of
aspiration. In any of these situations it may be necessary to delay the planned procedure
and/or use airway protective manoeuvres, both physical and pharmacological.
Chewing gum must be discarded. This is primarily due to its risk as a foreign body rather
than increased gastric content.

Page 5 PS07 2016

RELATED ANZCA DOCUMENTS
PS02

Statement on Credentialing and Defining the Scope of Clinical Practice in
Anaesthesia

PS03

Guidelines for the Management of Major Regional Analgesia

PS06

Recommendations on the Recording of an Episode of Anaesthesia Care

PS09

Guidelines on Sedation and/or Analgesia for Diagnostic and Interventional Medical
or Surgical Procedures

PS12

Guidelines on Smoking as Related to the Perioperative Period

PS15

Recommendations for the Perioperative Care of Patients Selected for Day Care
Surgery

PS26

Guidelines on Consent for Anaesthesia or Sedation

PS28

Guidelines on Infection Control in Anaesthesia

PS29

Statement on Anaesthesia Care of Children in Healthcare Facilities without
Dedicated Paediatric Facilities

PS41

Guidelines on Acute Pain Management

PS45

Statement on Patient’s Rights to Pain Management

PS57

Guidelines on the Duties of an Anaesthetist

PS59

Statement on Roles in Anaesthesia and Perioperative Care

ANZCA Supporting Anaesthetists' Professionalism and Performance: A guide for clinicians

REFERENCES
1.

Medical Board of Australia. Good medical practice: a code of conduct for doctors in Australia.
Canberra: Medical Board of Australia, 2014. From: http://www.medicalboard.gov.au/CodesGuidelines-Policies.aspx Accessed 28 September 2015

2.

Medical Council of New Zealand. Good medical practice. Wellington: Medical Council of New
Zealand, 2013. From: https://www.mcnz.org.nz/assets/News-and-Publications/good-medicalpractice.pdf Accessed 28 September 2015

3.

New Zealand Government. Privacy Act, No. 28 of 1993. From:
http://www.legislation.govt.nz/act/public/1993/0028/latest/DLM296639.html Accessed 28
September 2015.

4.

Commonwealth of Australia. Privacy Act, No. 119 of 1988. From:
https://www.comlaw.gov.au/Series/C2004A03712 Accessed 28 September 2015

5.

Commonwealth of Australia. Privacy Amendment (Private Sector) Act, No. 155 of 2000. From:
https://www.comlaw.gov.au/Details/C2004A00748 Accessed 28 September 2015

6.

Health and Disability Commissioner. Code of Health and Disability Services Consumers’ Rights.
Auckland: Health and Disability Commissioner, 2009. From: http://www.hdc.org.nz/the-act-code/the-code-of-rights Accessed 28 September 2015

Page 6 PS07 2016

7.

Australian Commission on Safety and Quality in Healthcare. Australian Charter of Healthcare
Rights. Sydney: Australian Commission on Safety and Quality in Healthcare, 2008. From:
http://www.safetyandquality.gov.au/wp-content/uploads/2012/01/Charter-PDf.pdf Accessed 28
September 2015

8.

McNicol, L. (ed). Safety of anaesthesia: a review of anaesthesia-related mortality in Australia and
New Zealand 2009-2011. Melbourne: Australian and New Zealand College of Anaesthetists, 2014.
From: http://www.anzca.edu.au/resources/collegepublications/pdfs/SOA%20Mortality%20Report_P4.pdf Accessed 28 September 2015

9.

Australian Society of Anaesthetists. Position Statement Minimum Facilities for Pre-anaesthesia
Consultation ASA-PS03 (2010). From:
https://www.asa.org.au/UploadedDocuments/ASA%20Position%20Statement/ASA%20Position%2
0Statement%203%20%20Minimum%20Facilities%20for%20Preanaesthesia%20Consultations%20Sept%2013.pdf )
Accessed 28 September 2015

FURTHER READING
Apfelbaum JL, Connis RT, Nickinovich DG, Pasternak LR, Arens JF, Caplan RA, et al. Practice advisory for
preanesthesia evaluation: An updated report by the american society of anesthesiologists task force on
preanesthesia evaluation. Anesthesiology. 2012;116(3):522-538.
Apfelbaum JL, Caplan RA, Connis RT, Epstein BS, Nickinovich DG, Warner MA. Practice Guidelines for
Preoperative Fasting and the Use of Pharmacologic Agents to Reduce the Risk of Pulmonary Aspiration: Application
to Healthy Patients Undergoing Elective Procedures An Updated Report by the American Society of
Anesthesiologists Committee on Standards and Practice Parameters Anesthesiology 2011; 114:495–511
Association of Anaesthetists of Great Britain and Ireland. AAGBI safety guideline: pre-operative
assessment and patient preparation: the role of the anaesthetist. London: Association of Anaesthetists
of Great Britain and Ireland, 2010. From: http://www.aagbi.org/sites/default/files/preop2010.pdf
Accessed 28 September 2015
Hug CC, Jr. Rovenstine lecture: Patient values, hippocrates, science, and technology: What we (physicians) can do
versus what we should do for the patient. Anesthesiology. 2000;93(2):556-564.
Jenkins K. Baker AB. Consent and anaesthetic risk. Anaesthesia. 2003;58(10):962-984.
National Health and Medical Research Council. General guidelines for medical practitioners on
providing information to patients. Canberra: National Health and Medical Research Council, 2004.
From: https://www.nhmrc.gov.au/guidelines-publications/e57 Accessed 28 September 2015
Royal College of Nursing. Clinical Practice Guidelines: Perioperative fasting in Adults and Children.
London, Royal College of Nursing. November 2005 From:
https://www.rcn.org.uk/__data/assets/pdf_file/0009/78678/002800.pdf Accessed 29 September 2015
Smith I, Kranke P, Murat I, Smith A, O’Sullivan G, Søreide E, et al. Perioperative fasting in adults and children:
guidelines from the European Society of Anaesthesiology Eur J Anaesthesiol 2011;28(8):556–569 From:
http://www.oegari.at/web_files/dateiarchiv/editor/esa_fasting_guideline.pdf Accessed 29 September 2015
Venn, PJ (ed). Guidelines for the provision of anaesthetic services (GPAS). London: The Royal College
of Anaesthetists, 2015. From: http://www.rcoa.ac.uk/node/17354 Accessed 29 September 2015

Professional documents of the Australian and New Zealand College of Anaesthetists (ANZCA) are
intended to apply wherever anaesthesia is administered and perioperative medicine practised within
Australia and New Zealand. It is the responsibility of each practitioner to have express regard to the
particular circumstances of each case, and the application of these ANZCA documents in each case. It
is recognised that there may be exceptional situations (for example, some emergencies) in which the
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interests of patients override the requirement for compliance with some or all of these ANZCA
documents. Each document is prepared in the context of the entire body of the College's professional
documents, and should be interpreted in this way.
ANZCA professional documents are reviewed from time to time, and it is the responsibility of each
practitioner to ensure that he or she has obtained the current version which is available from the
College website (www.anzca.edu.au). The professional documents have been prepared having regard
to the information available at the time of their preparation, and practitioners should therefore take into
account any information that may have been published or has become available subsequently.
Whilst ANZCA endeavours to ensure that its professional documents are as current as possible at the
time of their preparation, it takes no responsibility for matters arising from changed circumstances or
information or material which may have become available subsequently.
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