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 Preoperative preparation of every child should include an assessment which is adequate to 

ensure safe delivery of anesthesia care, plus, as is appropriate, psychological and pharmacologic therapy 

to minimize emotional upset and facilitate induction of anesthesia.    Some children may require 

additional measures as a result of pre-existing circumstances. 

Preoperative assessment in 2010 is frequently performed immediately prior to surgery; a course 

which is widely accepted in healthy children.    It has also become a common practice for the assessment 

to be performed by a person other than the anesthesia care person who will administer the anesthetic.  

Indeed this may be largely delegated to a nurse practitioner in many units.   Screening by a N/P has been 

demonstrated to be an efficient and safe mechanism  Provided there is a good mechanism to convey 

important information to the anesthetizing practitioner there is no evidence that this will compromise 

the safety of anesthesia (Though in my experience as an expert witness, lawyers will tend to question 

this!).   In addition to compiling information about the child’s health it is important to note any 

concurrent medication – in recent years an increasing number of children may be found to be taking 

parent-prescribed herbal medicines!    

   Many who care for children do prefer to meet the child and establish a relationship before the 

“moment of truth” and feel that this smoothes the process for both parties.   (Though, in fact, one study 

notes that anesthesiologists tend to spend much more time talking to the parents than to the children!).     

Meeting with the child permits an assessment of the likely level of anxiety during induction - It has been 

suggested that pediatric anesthesiologists may be better at this than are the mothers.       It is apparent 

that many children of school age prefer to have detailed information regarding their care, and especially 

about the amount of pain that they should expect.    Detailed education about tonsillectomy pain did 

not decrease anxiety, pain intensity, sleep or oral intake in a recent study, however all the children felt 

that learning about pain helped, or would have helped them.    The relative value of a hospital visit for a 

preoperative  educational program versus information pamphlets and videotapes has been questioned. 

 Premedicant drugs may be prescribed to calm the child, facilitate induction, and minimize 

psychologic  sequelae; how well they meet these expectations has been the subject of many studies; 

there is still debate about the conclusions.    What perhaps is emerging is that premedication should be 

carefully and selectively applied.    The two principal drugs in the armamentarium are midazolam and 

clonidine – both have advantages and disadvantages.     By mouth midazolam is effective more  rapidly, 

produces anterograde amnesia, may reduce postoperative psychologic sequelae, and does not result in 

excessive prolonged sedation.     Clonidine is effective as a sedative but has a longer onset time, may 

improve intra-operative hemodynamic stability and enhances postoperative analgesia.   Certainly when 

carefully applied in selected cases preoperative sedation can be invaluable. 

 Parental presence at induction (PPAI) has enjoyed a popular vogue and also has been much 

debated.  The bottom line seems to now have emerged; PPAI does little if anything to reduce child or 

parent anxiety (As compared to midazolam), may compromise behavior at induction in some children, 

but may make some parents happier! 
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