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PREOPERATIVE EVALUATION (NON-CARDIAC) 
Ross Kristal, MD 

Week 3 
 

Educational Objectives: 
 

1. Describe the important elements of a preoperative evaluation 
2. Review perioperative management of direct oral anticoagulants for patients with non-

valvular atrial fibrillation 
3. Understand how to manage a patient’s antihypertensive medications during the perioperative 

period 
4. Understand how to manage a patient’s diabetes medications during the perioperative period 
5. Understand how to evaluate and treat a patient at risk for adrenal insufficiency during the 

perioperative period   
 
* Further details regarding cardiology perioperative management can be found in Week 4’s 

Preoperative Evaluation chapter. 
 
 

CASE ONE: 

 
Mr. B is a 61-year-old man with a past medical history of a recent left complete rotator cuff 
tear, osteoarthritis, paroxysmal atrial fibrillation, hypertension, obesity, and type two diabetes, 
who presents for preoperative risk stratification prior to rotator cuff surgery. 
 

 
Questions: 
 

1. What are essential elements of the preoperative evaluation?  
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CASE ONE CONTINUED: 

 
On further history you discover that he is scheduled for surgery in one month and that general 
anesthesia will be used. Mr. Bridge’s osteoarthritis is well-controlled with intermittent NSAID 
use, his last A1C was 7.4 obtained three weeks ago, and he does not check his glucose at home. 
His home blood pressure readings have been averaging in the low 130s/80s and he drinks two 
bottles of beer per week and does not use any illicit substances. He has no functional limitations 
and can walk up a flight of stairs with no difficulties. On review of systems, he reports no cough, 
shortness of breath, or chest pain. He has no personal or family history of venous 
thromboembolism or bleeding disorders. His medications are lisinopril, hydrochlorothiazide, 
rosuvastatin, aspirin 81mg, rivaroxaban, metformin, naproxen PRN, and oxycodone PRN. He 
takes no supplements. He is very nervous about his risk of bleeding while taking rivaroxaban 
and asks you how he should manage it perioperatively?  
 

 
2. What is your general approach to perioperative medication management?  

 
 
 
 
 
 
 

3. How would you manage Mr. Bridge’s rivaroxaban perioperatively?  
 
 
 
 
 
  

 
4. How would you manage Mr. B’s antihypertensive medications in the perioperative 

setting? 
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CASE TWO: 

 
Mr. S is a 55-year-old man with a past medical history of type 2 diabetes with a recent HbA1C 
of 7.9%, who presents to your office for pre-operative risk stratification for an upcoming right 
total knee arthroplasty. Mr. Sweet has had no diabetes complications to date and recent 
laboratory evaluation showed no evidence of diabetic nephropathy. He checks a fasting glucose 
most mornings and his readings have averaged 175 mg/dL. He has had one episode of 
hypoglycemia in the past two months. His medications are atorvastatin 40mg daily, aspirin 
81mg daily, insulin glargine 40 units every night, liraglutide 1.8 mg daily and metformin 
1000mg BID. 
 

 
5. How would you manage Mr. S’s diabetes medication regimen perioperatively?  

 
 
 
 
 
 
 

CASE THREE: 

 
Ms. R is a 73-year-old lady with recently diagnosed polymyalgia rheumatica (PMR), who 
presents preoperative risk stratification for cholecystectomy. She was diagnosed with PMR two 
months ago, and she will not stop thanking you as her symptoms drastically improved since 
you initiated steroid treatment. She has been on a prednisone taper, currently taking 7.5 mg 
daily.  
 

 
6. How should Ms. R’s steroid treatment be managed perioperatively?  
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  CME Questions:  
 

1. A 44-year-old man with a history of ulcerative colitis presents to your office for 
preoperative evaluation prior to a segmental colonic resection. He is currently on 
prednisone 40mg daily and over the past six months he has been taking more than 
20mg of prednisone daily for more than four weeks. What recommendations would 
you provide to the surgeon regarding perioperative glucocorticoid management?  

a. Continue with current dose of prednisone 40mg daily during the perioperative 
period 

b. Treat with hydrocortisone 50mg IV before surgery and hydrocortisone 25mg 
every eight hours for three doses after surgery 

c. Treat with hydrocortisone 75-100mg IV before surgery and hydrocortisone 50mg 
IV every eight hours after surgery 

d. Treat with hydrocortisone 200mg IV before surgery and hydrocortisone 100mg 
IV every eight hours after surgery  

 
2. A 62-year-old man with a past medical history of type 2 diabetes and hypertension 

presents to your office for preoperative evaluation for arthroscopic repair of a right 
rotator cuff tear. His home medications are rosuvastatin 20mg daily, metformin 
1000 mg twice daily, empagliflozin 25mg daily, and hydrochlorothiazide 25mg daily.  
Which of the following medications should the patient take on the day of surgery? 

a. Hold all medications the morning of surgery 
b. Take rosuvastatin the morning of surgery and hold all other medications the 

morning of the procedure 
c. Take empagliflozin and rosuvastatin the morning of surgery and hold all other 

medications the morning of the procedure 
d. Take rosuvastatin and hydrochlorothiazide the morning of surgery and hold all 

other medications the morning of the procedure  
 

3. A 54-year-old lady with a history of paroxysmal atrial fibrillation, hypertension, 
and hypothyroidism, presents for preoperative risk stratification prior to a vaginal 
hysterectomy. Her current medications include levothyroxine, rivaroxaban, 
atorvastatin, and diltiazem. Her preoperative exam, including her vitals, were 
unremarkable. Her preoperative BMP and CBC were within normal limits. Which 
of the following medications should the patient take on the day of surgery? 

a. Hold all medications the morning of the surgery 
b. Hold rivaroxaban the morning of the surgery and continue all other medications 

the morning of the procedure 
c. Hold rivaroxaban at least 48 hours prior to surgery and continue all other 

medications the morning of the procedure 
d. Hold rivaroxaban at least 48 hours prior to surgery, hold levothyroxine the 

morning of surgery, and continue all other medications the morning of the 
procedure  

 
 


