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ABSTRACT 

Objective: To assess the current status of pre-operative anesthesia assessments in a tertiary care hospital and to 
determine possible changes that would lead to improvement in patient safety in the perioperative period. 

Study Design: Clinical audit. 

Methodology: This audit was conducted at a tertiary care hospital in Pakistan, over a six-month period, from 1 
January 2024 to 30 June 2024. Pre-operative anesthesia assessment records of 601 patients were reviewed, and 
records of 100 patients were selected randomly each month. The audit was based on 22 General Quality Indicators 
(GQI) such as the patient particulars, the medical history of the patient, anesthesia history and details of the 
procedure/s carried out. Data were analyzed using IBM SPSS Statistics software Version 26. Descriptive statistics 
were used to examine the frequency and percentage of data completeness of each indicator. The relationship of the 
completeness rates to categorical variables was determined by chi-square tests. 

Results: Documentation completeness varied across the 22 indicators. Indicators such as Name of Patient, Age and 
Gender achieved 100% completeness while critical areas like Anesthesia History and drug history/Medication in use 
had completeness rates below 30%, indicating significant gaps. Indicators were categorized as ‘Completely Filled’, 
‘Adequately Filled’, ‘Moderately Filled’ and ‘Poorly Filled’. Findings will be presented to the Anesthesia Department, 
with plans for a follow-up audit to track improvements. 

The completion level of documentation also differed with some of the 22 indicators as follows. Key components, 
including Name of Patient, Age and Gender, were 100% complete while essential data, including Anesthesia History 
and Medications in use, had completeness less than 30%. This was done by creating Categories which included 
‘Completely Filled’ (90-100%), ‘Adequately Filled’ (80-89%), ‘Moderately Filled’ (70-79%) and ‘Poorly Filled’ (<70%).  
Recommendations will be made to the Anesthesia Department.  

Conclusion: The following audit identifies where there is compliance and where there are gaps regarding pre-
operative anesthesia documentation. Despite meeting some special criteria, important deficiencies persist in the 
documentation of the history of anesthetic use and medication administration. The above deficiencies could be 
rectified through practice of standard documentation procedures and training of workers, enhancing patient safety 
and quality of care. 

Recommendations: Implementing structured templates that provide targeted staff training and conducting regular 
follow-up audits are recommended to increase the completeness and quality of pre-operative assessments. 
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1. INTRODUCTION 

Preoperative evaluation is an essential part of 

perioperative care because it sets the foundation for the 

anesthesia management. Evaluation of specific risk 

factors for a particular patient as well as anticipated 

operational challenges can minimize risks of adverse 

effects during surgery to a great extent.1,2 It is argued that 

pre-operative assessment is often suboptimal and failure 

to do proper pre-operative risks assessments has been 

found to be related to the development of perioperative 

complications especially cardiovascular and 

respiratory.3,4 Comprehensive documentation of pre-

operative assessment is crucial so that anesthesiologists 

and the perioperative team of carers are made aware of 

the patient’s health status.5 

There is much evidence that points to the fact that pre-

operative anesthesia assessments are highly 

recommended. The documentation of the practice is 

generally quite diverse in healthcare facilities.6 Lack of 

documentation consistency may result in inadequate 

information, misunderstandings, missed and crucial 

patient information that may harm patient safety.7 

Tertiary care hospitals, where patients with complicated 

ailments and risk factors seeking treatments are admitted 

and documentation is critical in such settings.8 Similar 

audits in the same environment have shown that there are 

issues with documentation of key parameters, history, 

allergies and anesthesia plans.9,10 

Clinical audit is a useful method in assessing and 

enhancing the quality of services being offered by 

disseminating care givers by examining the level of 

adherence to agreed standards and defining gaps that 

need to be closed.11 Auditing also gives specific 

information on the gaps of the documentation analysis 

for the requisite indicators, which can be used to improve 

patient care as well as minimize adverse implications of 

lack of documentation.12 This audit not only assesses the 

standard of documentation prior to surgery but also 

determines the weaknesses in the process, so 

improvement strategies can be implemented. For that 

reason, these ideas are significant in building dependable 

protocols for an anesthesia procedure in a tertiary care 

setting and enhancing the perioperative outcomes. 

 

The performance of pre-operative anesthesia assessment 

in a tertiary care hospital was assessed for the quality of 

documentation and for identifying certain indicators that 

need to be upgraded through a clinical audit study. This 

audit is to determine whether anesthesia departments are 

providing optimal preoperative assessment with a view 

of improving anesthesia care and patient’s wellness. 

2. METHODOLOGY 

The current clinical audit was undertaken in a tertiary 

care teaching hospital in Pakistan with an objective of 

evaluating the standards of pre-operative anesthesia 

evaluation. Audit was conducted retrospectively in 

compliance with the retrospective cohort design and 

documentation of pre-operative assessment from 1st 

January to 30th June 2024 was considered. 

For this audit, the data comprised of 601 pre-operative 

assessment records and the average number of records 

samplings was 100 each month for the six months. This 

sample size was decided to get a diverse and 

representative sample of cases to understand the current 

practices of documentation adequately. In this study, 

records were selected through random sampling each 

month to ensure that the assessments recorded in the 

hospital were well represented whether concerning a 

male or female patient, be of any age or specialty of 

surgery. 

The audit centered on the assessment of the GQIs 22 that 

are important for comprehensive preoperative 

assessment for anesthesia. These indicators were 

grouped into the core documentation components as 

demographic, medical, anesthesia, allergy and 

procedural details. Each of the indicators was checked 

concerning the completeness and there was adherence to 

the set criterion in the sense that the recorded 

information was complete and accurate. 

Descriptive analysis involved the use of the IBM SPSS 

Statistics software (Version 26.0) to systematically 

compare the results from the observed documentation 

completeness against the ten indicators. The 

completeness rates for each of the indicators were 

described by frequencies and percentages. Cross- 
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tabulation was applied to examine patterns in the 

documentation completeness between subgroups, 

including different ASA classes or specialties. 

To ascertain their statistical significance, to compare 

completeness levels with categorical data, the Chi-

square test was used to compare ASA class, Gender or 

Specialties. A p-value of 0.05 or less was used to define 

statistical significance for differences in documentation 

completeness across patient or procedure type. 

The results from this audit will be given to the 

Anesthesia Department of the hospital to show what 

other documents can be considered to have good quality 

documentation and the ones that could be improved. 

These results will be best expressed through bar charts 

and frequency tables, created with the help of SPSS. A 

follow-up audit will be carried out with the aim of 

checking the effectiveness of the measures taken as a 

result of the current audit. This assessment will be 

conducted on-going to ensure documentation standard 

compliance, improving patient care and safety in the 

period perioperative period. 

This audit was performed in line with the ethical 

consideration that is used in clinical audits. Participation 

of patients was voluntary and their data was anonymized 

to protect their identities; informed consent was also 

sought from the hospital’s IRB. Information was 

available only to certain personnel and the results were 

used strictly for research and development in the facility. 

3. RESULTS 

3.1. Demographic Characteristics 

A total of 601 pre-operative assessment records were 

reviewed. The demographic details are presented in 

Table 1. The sample consisted of 272 male (45.3%) and 

329 female (54.7%) patients. The majority of patients 

were classified as ASA Class II (67.2%), followed by 

ASA Class I (21.0%), Class III (9.8%) and Class IV 

(2.0%). The distribution of specialties indicates that the 

highest proportion of patients were from the General 

Surgery department, with notable representation from 

Cardiac Surgery, Neuro-surgery and Orthopedics. Table 

1 provides a detailed breakdown of the demographic 

characteristics. 

3.2. Quality Indicators and 
Completeness Criteria 

The quality of pre-operative anesthesia assessments was 

evaluated using a set of predefined indicators and criteria 

for completeness. Table 2 lists the indicators evaluated 

in this study, along with the specific components 

required to meet the completeness standards. These 

indicators cover key areas, including demographic data, 

medical history, surgical and anesthetic history and pre-

operative examination components. 

3.3. Quality Indicators and 
Completeness Criteria 

The quality of pre-operative anesthesia assessments was 

evaluated using a set of predefined indicators and criteria 

for completeness. Table 2 lists the indicators evaluated 

in this study, along with the specific components 

required to meet the completeness standards. These 

indicators cover key areas, including demographic data, 

medical history, surgical and anesthetic history and pre-

operative examination components. 

3.4. Completeness of Documentation 

The completeness of each indicator was assessed based 

on the criteria outlined in Table 2. For analysis, 

completeness was categorized into four levels: 

‘Completely Filled’ (90–100%), ‘Adequately Filled’ 

(80–90%), ‘Moderately Filled’ (70–80%) and ‘Poorly 

Filled’ (less than 70%).  

Figure 1 shows the percentage that showed the 

completeness of the different indicators in pre-operative 

documentation. Under the assessment of documentation 

of the different indicators, it was realized that while 

45.5% was fully documented as “Completely Filled,”  

Table 1: Demographic summary of study 
population 

Parameter Category n (%) 

Gender Male 272 (45.3) 

Female 329 (54.7) 

ASA Class I 126 (21.0) 

II 404 (67.2) 

III 59 (9.8) 

IV 12 (2.0) 

Specialty General Surgery 150 (25.0) 

Cardiac Surgery 100 (16.6) 

Neuro-Surgery 80 (13.3) 

Orthopedics 70 (11.6) 

Pediatric Surgery 60 (10.0) 

Obstetrics 50 (8.3) 

Other 91 (15.2) 
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Table 2: GQI indicators and completeness criteria 

Indicator Predefined components for 
completeness 

Name of Patient Full name (first and last) 
present 

Age Age value recorded with unit 
(years/months) 

Gender Gender specified 

Date of Visit Date of visit clearly recorded 
(day/month/year) 

Anesthesiologist’s 
Name 

Name of anesthesiologist 
documented 

Past Medical History Details of previous or 
coexisting illnesses, with 
duration and any treatments 

Preoperative 
Diagnosis 

Diagnosis accurately recorded 

Surgical Procedure Surgical procedure specified 

Anesthetic History Details of previous surgeries, 
anesthesia type, duration and 
any complications 

Medications Specific type, dosage and 
administration route of 
medications listed 

Allergies Allergens and severity of 
reaction mentioned 

Fasting Status Fasting status mentioned or 
advice documented 

Preoperative Vitals Heart rate, blood pressure 

Weight Weight value with unit of 
measurement 

Airway Assessment Documentation of Mallampati 
grading, jaw slide and neck 
movement 

Dental Status Dental status noted (e.g., 
healthy, non-natural, broken, 
loose, missing or artificial) 

Cardiovascular 
Examination 

Auscultation or findings 
recorded for cardiovascular 
health 

Respiratory 
Examination 

Auscultation or findings 
recorded for respiratory health 

ASA Class ASA Classification recorded 

Pre-medication 
Advice 

Details on type, dosage and 
administration route of any pre-
medications 

Anesthesia Plan Specific anesthesia plan 
documented 

Consent Signed consent available and 
accessible 

 

Figure 1: Distribution of Documentation 
Completeness Levels 

about 22.7% was considered as “Moderately Filled,” and 

“Adequately Filled,” which show areas that require 

improvement in the documentation process. 

Table 3 presents the frequency and completeness 

assessment for each indicator, highlighting areas with 

higher levels of deficiencies. 

As illustrated in Figure 2, each of the above-mentioned 

indictors within the pre-operative documentation is 

documented to varying completeness rates. There is high 

completeness of data (presented in green) for the such 

indicators as patient details and anesthesia plan while 

there are significant gaps (red) in the pre-medication 

advice and weight documentation and therefore, the 

focus should be made on improving this section. 

Out of 22 indicators, documentation for six indicators 

was marked as ‘Completely Filled’, 10 were ‘Adequately 

Filled’, four were ‘Moderately Filled’ and two were 

‘Poorly Filled’. Indicators such as name of patient, age 

and gender achieved 100% completeness while others, 

like anesthetic history and pre-medication advice, fell 

below the acceptable standards. Consent was complete 

in 99.7% of cases and fasting status was documented in 

88.2% of cases. Detailed results for each individual 

indicator are provided in Table 3. 

4. DISCUSSION 
This clinical audit was an effort to evaluate the standard 

of preoperative assessment undertaken by 

anesthesiologists in a tertiary care hospital. A total of 22 

indicators were scored and their completeness ranged 

widely, suggesting there is much to commend about 

documentation practices as well as room for 

improvement. These less complex and more easily 

documented indicators like Name of Patient, Age and  
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Gender had very high completeness rates close to one 

signifying that demography documentation was 

consistent. Critical and history information, seen in 

Anesthetic History and Pre-medication Advice, were 

recorded sub-optimally, suggesting deficiencies in the 

assessment. In accordance with the previous research, 

the results of the present study highlighted the 

significance of incorporation of clear and detailed 

documentation while reporting anesthesia assessments in 

order to enhance patient safety.1-3 

Measures like Consent and Anesthesiologist’s Name 

demonstrated a relatively good level of completeness, 

which corresponds to the expectations and requirements 

set by modern protocols, according to which, consent 

and the anesthesiologist’s identification should be part of 

the preoperative questionnaire.4 It is a legal necessity and 

helps inform the 

patient about the 

risks, benefits as 

well as other 

options available 

to them instead 

of anesthesia.5,6 

Higher 

completeness in 

these areas 

indicates 

compliance to 

best practices and 

emphasizes of 

the continued 

need to adhere to 

such standards 

with all 

patients.7,8 

The study 

reported lower 

completeness 

rates for 

indicators related 

to Surgical 

Procedure and 

Preoperative 

Diagnosis, as 

have other audits 

undertaken in 

surgical 

contexts.9 Failure 

to document 

some aspects of 

the surgeries may 

affect the 

perioperative 

planning and 

may lead to adverse events. Inadequate anesthetic history 

will result in wrong anesthesia strategies and 

consequences.10-12 For instance, previous anesthetic and 

operative history documentation before the surgery has 

been demonstrated to be linked with the decreased 

preoperative risks and the improved outcomes.13 

The audit also identified that Medications already in use 

and Allergies were documented at below 30 per cent for 

both indicators. This is worrying because fake allergies 

and medications are dangerous especially for patients 

who require anesthesia, where an allergic reaction or 

incompatible drug interaction may be fatal.14  

Other studies have also noted a lack of documentation on 

the patient’s medication history and allergy, insisting on 

proper procedures for documenting this information.15,16 

Table 3: Completeness of pre-operative documentation 

Indicator n (%) Complete Incomplete Assessment 

Name of Patient 601 (100.0) 601 0 ‘Completely Filled’ 

Age 601 (100.0) 601 0 ‘Completely Filled’ 

Gender 601 (100.0) 601 0 ‘Completely Filled’ 

Date of Visit 587 (97.7) 587 14 ‘Completely Filled’ 

Anesthesiologist’s Name 596 (99.2) 596 5 ‘Completely Filled’ 

Past Medical History 592 (98.5) 592 9 ‘Completely Filled’ 

Preoperative Diagnosis 464 (77.2) 464 137 ‘Moderately Filled’ 

Surgical Procedure 460 (76.5) 460 141 ‘Moderately Filled’ 

Anesthetic History 242 (40.3) 242 359 ‘Poorly Filled’ 

Medications 128 (21.3) 128 473 ‘Poorly Filled’ 

Allergies 131 (21.8) 131 470 ‘Poorly Filled’ 

Fasting Status 530 (88.2) 530 71 ‘Adequately Filled’ 

Preoperative Vitals 449 (74.7) 449 152 ‘Moderately Filled’ 

Weight 92 (15.3) 92 508 ‘Poorly Filled’ 

Airway Assessment 580 (96.5) 580 21 ‘Completely Filled’ 

Dental Status 576 (95.8) 576 25 ‘Completely Filled’ 

Cardiovascular Examination 450 (74.9) 450 151 ‘Moderately Filled’ 

Respiratory Examination 472 (78.5) 472 128 ‘Moderately Filled’ 

ASA Class 543 (90.3) 543 57 ‘Adequately Filled’ 

Pre-medication Advice 6 (1.0) 6 594 ‘Poorly Filled’ 

Anesthesia Plan 567 (94.3) 567 33 ‘Completely Filled’ 

Consent 599 (99.7) 599 1 ‘Completely Filled’ 
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Lack of complete documentation of medications may be 

due to time constraints or lack of prepared documents as  

recommended by prior research done on documentation 

procedures under pressure.17 

Preoperative Vitals and Fasting Status was moderately 

documented with percentages ranging from 70%-90%. 

Fasting status is essential for anesthesia management to 

minimize the risks of aspiration during induction of 

anesthesia – an established risk factor in pre-anesthetic 

assessment.18 Documentation of vitals also helps in 

identification of a client’s health status at the start, which 

is critical in determining the risk before surgery.19  

The average compliance rate computed across the 

indicators was about 85% which implies that, although 

in some areas high levels of documentation are attained, 

there is still much room for improvement in indicators 

labelled ‘Poorly Filled’. The variation in the level of 

completeness observed for the indicators is due to the 

differences that could be attributed to factors such as 

staff training, working pressure and organizational 

procedures. Measures focusing on the training of 

documentation and the organization of structured 

templates would likely increase the completeness of 

documentation in the areas currently flagged as 

missing.20,21 

5. FUTURE PROSPECT 

Future research should investigate whether such specific 

approaches as checklist-based documentation have the 

effect of increasing the levels of completion and 

accuracy of the pre-operative assessment. It is suggested 

that a standardized approach to the implementation of 

new improvements, together with periodic audits and 

feedback may assist in maintaining the pace of 

improvement over time. It is also worth exploring 

possibilities of how such documentation workflow might 

be changed to provide fewer barriers to completion from 

the side of the healthcare providers. 

6. CONCLUSION 

This clinical audit describes some of the key areas of 

compliance and areas of poor practice in pre-operative 

anesthesia assessments to a tertiary care hospital. Some 

of the aspects have always been highly documented 

while others such as anesthetic history and medication 

records were poorly documented. The deficiencies could 

be corrected by using proper documentations and 

assessment procedures where staff could be trained. 

Such improvements are critical for increasing patient 

safety and optimizing care during operations in critical 

clinical settings. 

Figure 2: Completeness of pre-operative documentation by indicator 
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