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Is the Patient Cleared?

Elizabeth Bamgbose PhD, CRNA, FAANA
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Conflict of Interest & Disclosures

• I have no financial relationships with any commercial interest 
related to the content of this activity.

• I will not discuss off-label use during my presentation.

• The views presented are based on published standards of 
practice and personal experience, they are not to be used as a 
source of reference in the legal setting.

2

To-Do: 

1. Keep the patient alive.

2. Keep the 
surgeon/center happy.

3. Avoid a lawsuit.
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Outpatient Anesthesia in 2025 
Cases are…
➔ENT
➔Plastics
➔Ortho
➔General surgery 
➔GYN
➔Ophthalmology
➔Pain
➔GI
➔GU
➔AND OCS

Patients are…
BIG
small

Tall
Short

Wide
Narrow
Hungry!!
Full
Sick
Healthy
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Who needs clearance?

Good question, it 
depends.

5

General or Specialized Medical Clearance?

• PS I and II: none or primary care clearance
• PS III + : primary care + “consider” specialized clearance 

(cardiac/pulmonology etc.) 

• Other reasons to consider clearances – or canceling:
• Recent hospitalization
• Unstable disease
• Poorly controlled conditions
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Um…..  
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BMI
• By 2030, nearly 1 in 2 Americans will be considered obese 

and 1 in 4 will be projected to have severe obesity.
• BMI remains the ”gold standard” in describing obesity/weight

“obesity paradox”
• Overweight (BMI 25–29.9 kg/m2) and obese (BMI 30–

34.9 kg/m2) patients with established cardiovascular 
disease have a better prognosis when compared to lean patients 
with the identical cardiovascular disease burden
• Morbid obesity is defined as a BMI greater than 40 kg/m, a BMI of 

greater than 35 kg/m with at least one serious obesity related 
condition, or being more than 100 pounds over ideal body weight
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Joshi, et al. (2012)
• 24 studies reviewed (11 prospective cohorts and 9 retrospective chart reviews, 2 prospective 

cohorts, 1 retrospective study, and 1 systematic review assessing laparoscopic bariatric surgery).
• Overall, there were no differences in the rate of unanticipated admission between the obese 

and nonobese cohorts. 
• Super obesity (BMI >50 kg/m2) might influence out comes after ambulatory procedures, particularly 

those with coexisting medical conditions.

Hajmohamed, et al. (2021)
• 7160 patients with a BMI ≥50 kg/m2 were then propensity matched to 7160 patients with a BMI ≥40  

kg/m2. 
• 17 of 7160 (0.24%) of super morbid obese patients had 3-day medical complications compared 

to 15 of 7160 (0.21%) of morbid obese patients. 
• A total of 35 of 7160 (0.49%) super morbid obese patients were readmitted within 3 days 

compared to 33 of 7160 (0.46%) morbid obese patients.
• Super morbid obesity is not associated with statistically significant greater rates of early 

postoperative complications when compared to morbid obese patients in ambulatory surgery.    
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29-year-old patient 
presents for an elective 
breast reduction and 
tummy tuck. 

Does this patient meet 
YOUR standards for an 
appropriate BMI in an 
outpatient setting? 
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GLP-1RAs
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GLP1-RAs
• Chang et al. (2024)
• Summarized 14 major societies of anesthesiology, 

endocrinology, and gastroenterology addressing the management 
of GLP-1RAs in the perioperative period (inclusive of AANA)
• Consider individual patient factors:
• Specific GLP-1 RA used
• Dosing regimen (daily vs weekly)
• Duration of GLP-1 RA use
• Time that GLP-1 RAs have been withheld
• Indication of use (diabetes mellitus vs weight loss)
• Coexisting medical diseases (e.g., diabetes mellitus, pre existing 

aspiration risk)
• Symptoms of delayed gastric emptying
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GLP1-RAs
• Limitations in existing knowledge on the topic
• Effective duration of withholding is still being determined, with 

societal guidance ranging from not holding at all to holding for 
up to three-half lives
• Gastric ultrasound may help evaluate risk and guide individualized 

management
• Questions remain:
• Aspiration risk
• Role of point-of-care ultrasound
• Blood sugar control
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Cardiac Risk Assessment
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Cardiac Clearance

• Cardiac risk stratification by PCP/medical clearance – used to 
“predict” MACE (major adverse cardiac events) 

• 2024 ACC/AHA guidelines state that using a validated risk 
prediction tool can be useful to estimate risk of perioperative 
MACE  

• Critical to understand how the most commonly employed tools 
were developed (RCRI, MICA, ACS-SRC)
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Revised Cardiac Risk Indicator (RCRI) 
• Prospectively evaluated 4,315 patients aged 50 years and older 

undergoing elective noncardiac, non-neurologic surgery with an 
expected hospital stay of at least 2 days – 6 variables assessed for 
risk

• Population age >50

• Widely used calculator, due to simplicity

• “Do not use” the RCRI for ambulatory surgery and low 
risk procedures with stay < 2 days – will OVERESTIMATE risk
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Myocardial Infarction of Cardiac Arrest (MICA)

• Used historical data from 211,410 patients in the NSQUIP 
database – and developed a calculator to predict risk of MI or 
cardiac arrest within 30 days of non-cardiac surgery(validated on 
an additional 7,365 patients) – 21 variables measured  

• Population age  >16

• Better predictability than the RCRI
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American College of Surgeons Surgical Risk 
Calculator (ACS-SSR)

• Comprehensive risk calculator based on information from 
1,414,006 patients in the NSQUIP database, CPT code for specific 
surgery, and 20 variables

• Population > 16 yo

• Predicts cardiac complications, death, and serious complications
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Duke Activity Status Index (DASI)

• 1546 participants at an elevated cardiac risk who had inpatient 
non-cardiac surgery

• Measured 30-day death or myocardial injury + 30-day death or 
myocardial infarction

• Age > 40 

• Easy to use – but should be employed with caution
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Pick-up the Phone!
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Amphetamines
• Prescription amphetamine drugs are used legitimately for several 

medical and psychological indications:
• Attention deficit hyperactivity disorder
• Narcolepsy
• Exogenous obesity appetite suppression
• Depression + Parkinson’s disease (psychotherapeutic effects)

• Chronic amphetamine exposure and stimulation of the 
adrenergic and peripheral nerve terminals causes a depletion of 
catecholamine activity 
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Amphetamines
• Reduction in reserve catecholamines, especially norepinephrine 

contributes to a blunted physiologic and sympathetic response to 
hypotension

• Intraoperative, refractory hypotension or bradycardia in patients 
taking amphetamines should be treated with direct-acting 
vasopressors (i.e., phenylephrine)

• Mixed reviews regarding when to stop medications:
• 7-14 days before and after surgery
• Hold for 24 hours
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Amphetamines and Acute Illicit Intoxication
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Obstructive Sleep Apnea (OSA)

• Use STOP-BANG to assess

• Opioid sparing techniques

• Consider CPAP in PACU

• Check-in on post-
surgery/recovery medications
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SNORING – TIRED – OBSERVED – PRESSURE 
BMI – AGE – NECK SIZE - GENDER

http://www.stopbang.ca/osa/screening.php
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34 year old patient presents for 
percutaneous lumbar 
discectomy. 

Based on “first impressions”, 
are you OK with putting this 
patient to sleep (in a 1 OR 
outpatient center where you 
are the solo-provider)?
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Think Outside the Box

• Modifications for safety (opioids)

• Create guidelines and policies – and stick to them

• Use your investigative skills 

• Consider a point-person for pre-operative consultations

• YOU are the expert – don’t rely on a clearance
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Policies + 
Guidelines
(center-specific)
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http://www.stopbang.ca/osa/screening.php
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Pick-up the Phone!
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lizbamgbose@gmail.com
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