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out-patient basis. Examples of suitable procedures 
are shown in Table II. 

Examples of procedures that are inappropriate for 
outpatient management are situations where blood 
transfusion is likely to be necessary, where phys- 
iologic or emotional disturbance of the patient 
might ensue or where postoperative surgical care 
might be complicated. Anything requiring the 
patient to be immobilised for long periods is 
unsuitable. Postoperative pain management must 
also be a consideration because only oral medica- 
tions will be available. 

The duration of the surgery is commonly limited 
to less than 90 minutes; however, longer cases are 
very regularly performed on an outpatient basis - 
for exmnple restorative dentistry. However, the 
longer the surgical procedure the greater the care 
that must be exercised regarding all phases of 
postoperative management. 

In conclusion, almost every procedure that does 
not require the patient's admission for surgical 
reasons can from the anaesthetist's viewpoint be 
done satisfactorily on an outpatient basis. The 
increasing capability of anaesthetic management 
made possible by advances in pharmacology, moni- 
toring technology, clinical skills and careful co- 
operation between surgeon and anaesthetist has 
made the surgery, social circumstances, and domi- 
cile of the patient the major limiting factors when 
patients for day care surgery are being selected. 
Dedication to patient safety must be the goal of all 
outpatient surgical programs. An essential step 
toward this goal is collaboration between surgeons 
and anaesthetists regarding preoperative assess- 
ment, appropriate surgery, and final selection of 
patients suitable for day care surgery. The second 
step is strict observance of those principles that have 
been established. 

General anaesthesia 
for day care surgery 
patients Robert B. Forbes MD 

General anaesthesia for day care surgery requires 
the same basic equipment for anaesthesia delivery, 
monitoring and resuscitation as is necessary for 
inpatients. Similarly, there must be appropriately 
designed preparation and recovery areas. Staff must 
be properly trained; and from that staff a team 
capable of providing advanced eardiopulmonary 
resuscitation, whenever required, must be made 
available. If the unit is free standing, arrangements 
must be made for maintenance of equipment. 
The selection of patients for day care surgery is 
described elsewhere. 

A preoperative visit by the anaesthetist should do 
much to allay anxiety~ Short-acting sedatives and 
narcotic: analgesics are welcomed by some patients. 
In general, though, the unpleasant side effects of 
pre-medication far outweigh their benefits. In 
colder climates it is worth making an effort to en- 
sure thal patients are warm when they come to the 

operating room, thereby making venipuncture 
easier. Premedication with atropine or glycopyrrol- 
ate is unnecessary except perhaps for some small 
children or infants. In our experience, the incidence 
of postoperative nausea and vomiting is small, but 
patients with a history of nausea may benefit from 
the use of an anti-emetic as pre-medication ~ or 
intravenously at the termination of surgery 2 

An important objective for the anaesthetist is that 
the patient becomes "street-fit" as soon as possible 
following surgery. All inhalation techniques and 
intravenous drugs appropriate for inpatients can be 
used successfully for outpatients. Recent studies 3'4 
of psychomotor function following anaesthesia 
with femanyl, enflurane and isoflttrane revealed 
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only small, clinically insignificant differences in 
visualization, response time and arousal state scores 
in the early postoperative period. 

Whatever technique is selected the anaesthetist 
must adjust the duration of administration and 
dosage of the anaesthetic agent to facilitate rapid 
recovery. However, the risk of the patient being 
aware during surgery must not be forgotten. When 
an inhalation technique has been chosen and a 
closed circuit carbon dioxide absorber system is 
used, it is usually possible to turn off the fresh gas 
flow of nitrous oxide and halogenated agent about 
fifteen minutes prior to the completion of surgery 
for each hour of anaesthetic administration. 5 

An ideal anaesthetic agent should produce loss of 
consciousness rapidly and pleasantly, result in little 
cardiorespiratory disturbance and possess no seri- 
ous side effects. A variety of intravenous agents 
have been used for the induction or maintenance of 
anaesthesia in day care surgery including thiopen- 
tal, alfentanil, propanadid, ketamine, althesin, di- 
azepam, midazolam and etomidate. 6-s None of 
these medications can be considered an ideal agent. 

Thiopental, the most widely used induction 
agent, is a cardiovascular depressant that frequently 
causes hypotension, often followed by severe hy- 
pertension and tachycardia during tracheal intuba- 
tion. These transient changes in cardiovascular 
function are potentially serious problems. 

Many of the other agents are associated with an 
even higher incidence of side effects than is 
thiopental. Use of diazepam may result in a pro- 
longed recovery time; ketamine produces emer- 
gence delirium; etomidate is painful on injection 
and, like minaxalone, is associated with the fre- 
quent occurrence of patient movement; propanadid 
causes cardiovascular depression equal to that of 
thiopental and has a high incidence of nausea and 
vomiting. Althesin is a drug of particular interest 
and popular with some anaesthetists? However, 
others feel that the hypersensitivity reactions occa- 
sionally associated with Cremophor El, used as a 
solubilizer in Althesin, propanidid, diazepam and 
diisopropyl phenol, makes it difficult to justify the 
use of these preparations if  good alternatives are 
available. 

Fentanyl is another drug valuable in day care 
surgery units. It may be administered by intermit- 
tent bolus injections or continuous infusion l~ and 
provides cardiovascular stability, rapid awakening 

TABLE Discharge criteria 

- No acute surgical complications (e.g., bleeding from the 
incision). 

- No excessive pain. 
- The patient must be awake, oriented in time and space, and 

feel sufficiently in control of his actions to be discharged. 
- Assessment by recovery room staff confirms patient ready for 

rlischarge. 
- The patient must have acceptable vital signs that have 

remained stable for a period of time considered appropriate 
by the anaesthetist. 

- The patient must be able to take fluids well. 
- The patient must leave in the company of a responsible 

adult. 
- The patient must be aware of the recommendations regard- 

ing their activities following discharge, to which their atten- 
tion was drawn on admission to the day care surgery unit. 

and good postoperative analgesia. The incidence of 
postoperative complications compares favorably 
with halothane or enflurane when used for out- 
patient surgery. 11 -i 3 

The merits of inhalation and intravenous tech- 
niques of anaesthesia have been debated frequently 
and each technique offers certain advantages and 
disadvantages. Inhalation agents are taken up and 
eliminated rapidly; they potentiate neuromuscular 
blockade, allow spontaneous breathing and are 
associated with less nausea and vomiting. Nitrous 
oxide, fentanyl, relaxant techniques allow rapid 
awakening as well, cause less cardiovascular de- 
pression and fewer arrhythmias and generally pro- 
vide good postoperative analgesia. Although it is 
well known that narcotics cause respiratory depres- 
sion, it should also be kept in mind that even very 
low levels of the potent, inhalation agents will also 
depress the patient's response to hypercarbia and 
hypoxaemia. 14-16 

The recovery of day care surgery patients from 
general anaesthesia is managed in the same manner 
as for inpatients but discharge criteria are different 
because instead of returning to the horizontal 
position in another part of the hospital with skilled 
assistance available, they must assume a vertical 
posture and make their way home. 

The basic problem is "What are the criteria for an 
appropriate ambulatory state?" These have never 
been defined and opinions between institutions vary 
somewhat. Another problem is "What specific tests 
can be done to test a patient's suitability for 
discharge?" Many exist, but there is no single 
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comprehensive test for clinical use. Tests requiting 
laboratory equipment are too complex to be used 
routinely n7 and patients cannot always assess their 
own capability accurately. 

Our own guidelines for preparation and comple- 
tion of discharge from the day care surgery unit are 
summarized in the Table. 
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