
Introduction
In the following case, we find a patient who decompensated mid-
surgery and was found to have active bilateral basilar pneumonia, 
which was unbeknownst to the surgical team before beginning 
the procedure. The severity of this patient’s outcome during 
surgery underscores the importance of a meticulous approach 
when evaluating pre-operative patients. Early studies evaluating 
the utility of standard pre-operative testing for cataract surgery 
revealed intra-and post-operative morbidity did not improve 
with routine testing. The potential utility of the pre-operative 
assessment to yield pre-symptomatic diagnoses was recognized 
but raised the issue of how to cater testing to patient needs and 
what do when the workup is unexpectedly normal [1]. 
Ultimately, the study suggests that the American College of 

Cardiology and the American Heart Association should not only 
focus on pre-operative preparation in the immediate 
perioperative period, but also on the long-term health care needs 
that have been previously neglected.

Case Report
A 47-year-old man presented with a left extra-articular 
comminuted distal radius fracture and an associated displaced 
ulnar styloid fracture and gross dislocation of the distal 
radioulnar joint. He underwent multiple procedures to address 
the fracture and ulnar dislocation which was complicated by an 
infection necessitating hardware removal. Once the infection 
was eradicated with treatment of 6 weeks of IV antibiotics and 
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Introduction: The available literature underscores the importance of optimizing surgical outcomes through a pre-operative checklist, which 
includes a review of the medical records and recent test results, changes in medical history, and a physical examination of the cardiovascular 
system, pulmonary system, and airway.
Case Report: We report a case of a 47-year-old man who decompensated during an outpatient wrist procedure and needed to remain intubated 
requiring transfer to a hospital. On follow-up with the patient, laboratory work revealed a positive HIV test and CD4 count of 11 cells/mm3, 
along with a pneumonia consistent with pneumocystis pneumonia, which was unbeknownst to the surgical team before the procedure.
Conclusion: This case emphasizes the importance of a thorough history and physical update and pre-operative assessment before operating.
Keywords: Pre-operative assessment, evaluation, anesthesiology, PCP, CD4, Sauvé-Kapandji procedure, physical examination, ASA.

Abstract

Learning Point of the Article:
The pre-operative assessment should not be neglected by any member of the surgical team and conducting it in a haphazard way may result 

in unforeseen complications for the patient.

Revisiting the Importance of the Pre-Operative Assessment – A Case 
Report
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fixation, the distal radius had healed.
Ten months later, the patient returned with ongoing symptoms 
of distal radial ulnar joint pain and instability. His distal radius 
fracture had healed with arthritis was present in the distal 
radioulnar joint. The patient underwent a left distal radioulnar 
joint fusion with an ulnar osteotomy (Sauvé-Kapandji 
procedure). The patient underwent regional block and had a 
laryngeal mask airway placed before the procedure, which was 
done at an outpatient surgery center.
Near the end of the procedure, the anesthesiologist had 
difficulty maintaining oxygen saturation above 90%. When 
attempts were made to prepare for extubation, the patient’s 
oxygenation failed to improve. Therefore, the decision was 

made to intubate the patient in the OR. As the patient began to 
decompensate, the laryngeal mask airway was removed and 
replaced with a general endotracheal tube. Fluid was suctioned 
out of the tube and the patient remained intubated. The patient 
was placed into a sugar-tong splint and transferred to the 
hospital while remaining intubated.
At the hospital, a chest X-ray and a CT scan was done. Figs. 1 and 
2 show a post-operative chest X-ray and axial and coronal 
computed tomography (CT) images which show bibasilar 
consolidation. Laboratory work revealed a positive HIV test 
and CD4 count of 11 cells/mm3. Sputum culture later 
confirmed PCP. W hile intraoperative aspiration and 
subsequent pneumonitis were briefly considered based on the 
CT findings, our X-ray findings, the patient’s CD4 count, and 
the sputum culture were ultimately more consistent with PCP. 
There was no pulmonary embolus identified, and the patient 
was COVID-negative. The patient was placed on broad-
spectrum antibiotics and weaned off the ventilator on hospital 
day 2. The patient initially denied new symptoms before his 
procedure since his last office visit, but further questioning of 
his wife after his post-operative admission to the hospital 
revealed that he had a productive cough, fever, and chills in the 
day leading up to the surgery. Preoperatively, the patient was 
hemodynamically stable, afebrile, showed no signs of infection, 
and denied any new symptoms to the nursing staff and 
anesthesiologist. Further, while the anesthesiologist evaluated 
the patient preoperatively, he noted he did not listen to the 
patient’s lungs.
The patient was ultimately discharged from the hospital on day 
4 in stable condition. Pre and post operative imaging can be 
referred to in attached figures below. 

Discussion
With up to 234 million surgical procedures performed 

worldwide, there is a wide variation 
in both reported incidences of 
adverse events, ranging from 3 to 
16%, and mortality rates, estimated 
at 0.4–0.8% at different intervals 
from 1990 to 2010 [2]. With such a 
high volume of surgeries, these 
incidences, while seemingly low, 
constitute a deceiv ingly high 
number of  adverse operat ive 
complications. As such, patients 
admitted for elective surgery often 
undergo a range of routine pre-
operative tests that usually include 
chest radiographs, ECGs, full blood 
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Figure 1: Chest X-ray taken post-operative day one showing 
bilateral consolidation.

Figure 2: Axial and coronal lung window CT showing bilateral consolidation.
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count, biochemistry, and coagulation screening to minimize the 
occurrence of such outcomes [3]. Common conditions which 
can affect perioperative care include but are not limited to 
ischemic heart disease, congestive cardiac failure, chronic 
respiratory disease, diabetes mellitus, and liver or renal 
dysfunction. Anesthetic drugs can also have pronounced 
adverse effects on cardiovascular and respiratory systems, 
which merit asking about symptoms of heart or respiratory 
failure such as chest pain, dyspnea, ankle swelling, palpitations, 
cough, increased sputum production, and airway obstruction.
While the literature does not provide a “standard” definition for 
what constitutes the pre-operative evaluation, the assessment 
performed often considers information from multiple sources 
that may include the patient’s medical records, interview, 
physical examination, and findings from their medical tests and 
evaluations [4]. The American Society of Anesthesiologists’ 
physical status (ASA physical status) currently acts as our best 
tool in addressing various surgical procedures and their risks 
when it comes to morbidity and mortality [5]. Grading patients 
on a scale of I-VI (with I being a normal, healthy patient and VI 
being a brain-dead patient), the scale is best used to assess and 
communicate a patient’s functional limitations, while 
predicting perioperative risks [6].
Abnormal physical findings may affect a patient’s ASA score, 
deeming a patient unfit to undergo surgery. As such, abnormally 
sounding lungs could have then prompted the team to further 
investigate the patient’s medical history and ultimately discover 
their low CD4 count, suspicious imaging results, and 
undisclosed pre-operative symptoms, thereby cancelling the 
patient’s surgery.
This being said, a recent meta-analysis above indicates that the 
ASA score is much more predictive of risk in lower risk settings 
when compared to higher risk settings due to its simplicity and 
inability to adjust surgical risk based on the setting of the 

procedure [2]. As such, a call for the standardization of the 
overall pre-operative assessment for surgery across all 
subspecialties is certainly of high importance.

Conclusion
In orthopedic surgery, individuals may often neglect routine 
parts of a medical physical examination preoperatively, such as 
listening to a patient’s heart and lungs, based on assumptions 
that the rest of the surgical team has medically cleared the 
patient for surgery.
In fact, literature currently suggests that pre-operative 
assessments from an orthopedic standpoint often focus more 
on pre-operative templating to plan ahead of surgery for the best 
possible alignment, confirming imaging results to rule out any 
newfound peripheral nerve deficits, and confirming the 
accuracy of the patient’s past orthopedic surgical history [7, 8, 
9]. Both an awareness of the surgical plan and any changes in the 
patient’s history found preoperatively are important in the 
orthopedic surgeon’s assessment of their patients’ likelihood of 
successfully undergoing surgery [7, 8, 9].
Nonetheless, a dearth of literature exists that has sufficiently 
investigated a specific way of going about the pre-operative 
assessment with regard to upper extremity surgery, let alone 
general orthopedics. This topic should be considered for future 
studies.
Our case highlights the importance of being meticulous as a 
physician – that despite orthopedic surgery’s emphasis on care 
of the musculoskeletal system, that basic components of a 
physical examination, especially preoperatively, do not deserve 
to be neglected. A meticulous and thorough preoperative 
evaluation, while at times seemingly inefficient or excessively 
slow, will never harm the patient. Had the cRNA, the 
anesthesiologist, and the orthopedic surgeon all listened to our 
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Figure 3: Pre- and post-operative AP and lateral X-rays of the patient’s distal radius.
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patient’s lungs, perhaps this intraoperative complication could 
have been prevented.
The available literature has emphasized the role pre-operative 
assessments play in performing surgery successfully and 
mitigating perioperative morbidity [10, 11, 12, 13]. While 
potentially seen as a burden for orthopedic surgeons, especially 
on busy, long OR days, the pre-operative assessment is always 
important, and catering it to the patient helps optimize 

outcomes whi le diminishing unnecessar y r isk s and 
complications.

Clinical Message

The importance of pre-operative assessments before elective 
surgery is illustrated in this case report. These checkups 
ensure that the patient is fit to undergo surgery. Oftentimes, 
such assessments may be rushed preoperatively.
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