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    The care of patients undergoing major surgery has evolved incrementally since 
anaesthesia revolutionised surgical care in the years following 1846. Whilst 
pharmacological and monitoring technologies have advanced, anaesthetists have 
remained predominantly focused on the operating room environment and have in 
general resisted moves outside this ‘comfort zone’. Surgeons have been the 
principal care deliverers around the time of surgery. In the last two decades, this 
has begun to change, with a shift towards an expanded role in perioperative care 
for the anaesthetist. In parallel, physicians have become more interested in 
improving the perioperative care of some groups of patients. For example, the 
engagement of geriatricians in the care of patients undergoing hip fracture surgery 
has led to the concept of the  ‘ ortho‐geriatrician ’ . Meanwhile, manpower issues 
in surgical specialties have created pressure for many surgeons to concentrate 
on operating time, over and above other elements of the care of surgical patients. 
As a consequence, new labels have developed including perioperative medicine 
(1994), the perioperative physician (1996) and most recently the perioperative 
surgical home (2011). 

 So what has driven the increased focus on perioperative care? Primarily, there 
has been recognition of unmet need. With growth in the volume and scope of 
major surgery has come an epidemic of postoperative harm. This is an inevitable 
consequence of more adventurous, technically challenging surgery in an ageing 
population with multiple co‐morbidities   [1]  . The global volume of major surgery is 
approaching 250 million cases per year. Short‐term (hospital/30‐day) mortality 
following major surgery, even in the developed world, may approach 4% and 
morbidity is more frequent by an order of magnitude   [2,3]  . Furthermore, the 
substantial impact of short‐term postoperative morbidity on subsequent 
long‐term survival is increasingly recognised as an important healthcare 
challenge   [3]  . Taken with the growing literature describing interventions that 
affect postoperative outcome   [4]  , this suggests a significant burden of 
avoidable harm.  
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4  Perioperative medicine for the junior clinician

The scope of perioperative medicine
This spans the period from the moment that surgery is first contemplated through 
to complete recovery. The role of the perioperative physician includes preoperative 
risk evaluation, collaborative (shared) decision making [5], optimisation of all 
aspects of physiological function prior to surgery, individualised ‘goal‐directed’ 
best intraoperative care, delivering the appropriate level of postoperative care 
and rehabilitation to normal function [4]. The preoperative period offers a unique 
opportunity to invest in improving physiological function in a short defined period 
of time, for example through physical prehabilitation, in patients who are likely  
to be highly motivated in the face of an imminent threat. Furthermore, the patient–
perioperative physician interaction may be one of very few contacts that an 
individual patient has with medical professionals and offers an opportunity for 
general health messaging as well as implementation of primary and secondary 
prevention strategies.

In the post ‘evidence‐based medicine’ era, the focus of medical practice will 
increasingly move towards personalised/stratified/precision medicine [6]. The 
technology available to quantify and classify perioperative risk is becoming 
increasingly sophisticated. In the future, this process is likely to involve a 
combination of clinical risk scores, objective evaluation of physiological reserve 
(e.g. cardiopulmonary exercise testing) and the use of specific plasma biomarkers, 
interpreted in the context of the patient’s genotype (+/− epigenetic processes). 
Perioperative decision making will involve expertise in interpreting such data coupled 
with understanding of the planned operative procedure and a high degree of 
competence in collaborative decision making [5]. Improving the quality of decision 
making through the use of decision aids has been shown to reduce patient choices 
for discretionary surgery [7] and is likely to have a similar effect across all types of 
surgery. In the context of an extraordinarily high incidence of surgery during the final 
months of life [8], such an approach is likely to be beneficial for the quality of life of 
patients and their carers, as well as for an overburdened healthcare system.

The scope of decision making will include consideration of the extent of surgery, 
use of adjunctive therapies, and modification of pre‐, intra‐ and postoperative care. 
Patients with limited physiological reserve may be prescribed general (prehabilitation) 
or specific (e.g. inspiratory muscle training) preoperative interventions. Intraoperative 
care may be focused on monitoring and interventions to address particular risks 
such as cardiac, pulmonary or cognitive dysfunction. The location and intensity of 
postoperative care will be based on the risk of harm assessed prior to surgery, 
modified by the response to the physiological challenge of surgery.

Postoperative intensive care has always been made available to patients requiring 
specific organ support. Increasingly, patients at elevated risk are being offered an 
enhanced level of postoperative care and monitoring to ensure early rapid and 
effective response to developing complications and avoid ‘failure to rescue’.

Clinical data
The effective use of clinical data will be critical in the development of high‐quality 
perioperative care and making best use of such data will be an important part of 
the perioperative physician’s role [9]. National audit data have highlighted stark 
differences in quality of care and outcome for specific patient groups, most 
notably those undergoing emergency procedures such as hip fracture and 
emergency laparotomy surgery [10]. Systematic audit and quality improvement 
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will serve to  ‘ level the playing field ’  for patients undergoing diverse types of 
surgery. The data collected will also contribute to the development of increasingly 
sophisticated clinical risk tools that will, in turn, facilitate the delivery of precision 
medicine for this patient group.  

  The future 
 It is likely that in many contexts, anaesthetists will take the lead as perioperative 
physicians, due to their unique combination of competencies and experience. 
However, the role of the perioperative physician should be competency based 
and collaborative, and physicians and surgeons will also be involved in leading 
perioperative care. Irrespective of issues around professional identity, the primary aim 
of all perioperative physicians should be to improve the quantity and quality of life for 
patients undergoing major surgery. This will be best achieved by working closely with 
patients, surgeons and the extended perioperative care team to choose and deliver 
perioperative care of the highest quality through the interpretation of clinical evidence 
in the context of an individual patient ’ s life and wishes   [11]  .  
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