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Executive Summary 

In 2011-12 in Australia 2.1 million elective surgeries were performed on people aged 65 years and older  

(1). Surgeons, anaesthetists, physicians, nurses and other health professionals involved in the 

perioperative management of older people recognise the challenge in managing older patients, often 

with very disparate needs not related to age or medical comorbidities alone. Modern surgical and 

anaesthetic pathways are excellent at identifying and managing multi-morbidity but can lack the ability to 

identify and manage common geriatric syndromes such as cognitive impairment, functional impairment, 

malnutrition and frailty.  

Perioperative medicine requires a multicomponent, multi-stage intervention (2). There is a need to 

identify risk in the preoperative setting, to modify that risk where possible, to give care in the right place 

and to prevent and manage complications post-operatively. This concept of perioperative care aligns 

with the updated National Safety and Quality Health Service standards, specifically the Comprehensive 

Care Standard (Standard 5) (3). 

 

This document provides a decision support tool with key recommendations to guide surgeons, 

anaesthetists, physicians, nursing staff and allied health professionals in the provision of the 

preoperative assessment and management of the older surgical patient (>70 years and >55 years for 

Aboriginal and Torres Strait Islander People). These recommendations provide a framework and are 

designed to work synergistically with local pre-anaesthetic evaluation pathways. They are not a 

substitute for clinical judgement or experience.  
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Surgical Parallel Pathway 

This decision support tool provides a suggested parallel pathway to effectively and efficiently assess, 
manage and plan the preoperative surgical journey for an older person. 
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Background 

In Queensland the proportion of the population 65 years and over is projected to double by 2036 (4). 

Improved health outcomes and evolving social attitudes are reshaping the position of our older 

population by redefining what ‘old’ means (1).  At present 7 in 10 older Australians consider themselves 

‘in good health’ with most managing to live independently with or without community based supports (1).  

Elective surgery hospitalisations in the older adult population increased on average by 4.6% per year 

between 2004 - 05 and 2013 – 14 (1). However, elective surgery is not without risk, increasing the 

potential to lead to functional decline, loss of independence and increased care needs on discharge, 

especially in high risk patients (5).   

 

Routine perioperative assessment considers cardiovascular and respiratory risk stratification and 

optimization preoperatively but may not provide adequate assessment of geriatric syndromes which may 

have more influence on postoperative function and outcomes. Older surgical patients therefore require a 

different approach to assessment and management preoperatively.   Malnutrition, cognitive impairment, 

functional impairment, polypharmacy and frailty are important predictors of postoperative complications, 

and often require a multidisciplinary approach to prevention and management. By identifying these risks 

early in the preoperative setting, interventions to prevent predictable post-operative complications as 

well as mobilising the patient’s pre-existing assets including community services and social supports 

may improve outcomes. 

 

Older Aboriginal and Torres Strait Islander people 

Aboriginal and Torres Strait Islander people are the first peoples of Australia, and have strong cultures 

and communities.  Improving Indigenous health is a key focus in the Queensland health system and 

forms part of the Making Tracks towards closing the gap in health outcomes for Indigenous 

Queenslanders by 2033 along with the Aboriginal and Torres Strait Islander Cultural Capability 

Framework 2010-2033.  This also aligns with the National Indigenous Reform Agreement (Closing the 

Gap).  

 

At present the life expectancy gap between Aboriginal and Torres Strait Islander people in Queensland 

and the non-Indigenous population is between 8.9 (female) - 10.4 (male) years (6). The Northern 

Territory Audit of Surgical Mortality showed a 12-year age gap at death between Aboriginal and non-

Aboriginal people admitted as surgical patients between June 2010 and June 2013 (7).  To achieve 

health outcome improvements, we need to meet the needs of Aboriginal and Torres Strait Islander 

people.  This extends beyond the provision of clinical services and requires an organisation that 

understands and respects cultural differences and applies these to quality improvements, planning and 

policy (6). Reducing the age of Aboriginal and Torres Strait Islander people to undergo geriatric risk 

screening for elective surgical patients to >55 years old, may provide an opportunity to bridge the gap 

and reduce postoperative complication risks.  Although it must be acknowledged that the construct of 

‘early aging’ among Aboriginal and Torres Strait Islanders remains uncertain (8). Lowering the age 

criteria within these recommendations is not intended to describe this population as ‘prematurely old’, 

but simply to increase the sensitivity of preventive interventions in a potentially vulnerable population 

group.   
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1. Methods 

1.1 Integrative review of the literature 

The existing literature was reviewed to identify current evidence of best practice for perioperative 

management of the older person. A number of databases were searched including PubMed, MEDLINE, 

EMBASE, CINHAL and references of the included articles were checked.  A number of perioperative 

guidelines including those from American College of Surgeons, NSW Agency for Clinical Innovation, 

NICE and NHS were reviewed and integrated. 

 

1.2    The Advisory Group 

The advisory group was established with representatives from Statewide Older Persons’ Health Clinical 

Network (SOPHCN), Statewide Anaesthesia and Perioperative Care Clinical Network (SWAPNet) and 

Surgical Advisory Committee (SAC) to meet monthly to provide expertise and direction towards the 

development of these recommendations.  Out of session communication and collaboration also occurred 

with allied health representatives and representatives from the Health Equity and Access Unit to ensure 

the suitability, practicality and cultural sensitivity of such recommendations.  The advisory group included 

specialist medical staff from surgery, anaesthetics, geriatrics and general medicine as well as nursing 

representatives from 4 Hospital Health Services. 

 

In addition to the advisory group, networking occurred in other facilities and HHS to discuss the project 

goals, projected patient outcomes and potential integration into perioperative practices. This also 

provided opportunities to identify common themes and gaps in existing older person management 

across the healthcare continuum. 

 

1.3 The recommendations 

An integrative review of the literature, existing perioperative guidelines and expert opinion has informed 

the development of these recommendations.  It summarises screening tools that are brief, valid and 

reliable which are specific to the individual geriatric risk factor and most importantly, how to best manage 

a positive score for a geriatric risk. The development of the decision support tool and the preoperative 

screening framework will guide and support clinicians in the provision of preoperative assessment, 

planning and management of the older person undergoing elective surgery. 
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2. Patient Choices and Goals 

1. Patient’s choices and goals are clear and documented.  

Person centered care has become a core value in modern healthcare where to quality of life, 

maintenance of independence and return to preoperative function have become increasingly important 

health care goals for older people (9). Shared decision making improves person-centred care (10).  

There is a growing appreciation for the patient’s ability for self-determination to understand the risks and 

consequences of a particular health care treatment (10).  Health care professionals have an increased 

responsibility and duty to make sure that patients are aware of risks and possible outcomes of any 

proposed treatment and alternatives.  Shared decision making with patients, families and carers are 

integral aspects of the perioperative process (11). Decision Aids and other professional techniques have 

been described to raise the quality of the information provided to the patient and therefore enable them 

to become active participants in decisions regarding their treatment (12).  When considering support aids 

for shared decision making health care providers need to be aware of the health literacy of the patient 

and the family (11).  Decision support tools such as NICE decision tools  (13) or the Ottawa Hospital 

decision aids (14) can promote shared decision making to complement patient doctor conversations. 

 

The importance of a patient’s right to make their own choices and decisions regarding their health care 

has been established and advocated in a number of legal cases.  Within Australian law ‘informed 

consent’ is firmly defined as fundamental when seeking a patient’s consent to proceed in health 

decisions (15).  To gain a patient’s informed consent for surgical procedures there is a legal premise that 

the patient has capacity to make such decisions.  Queensland Health requirements for consent are 

outlined in: Guide to Informed Decision-Making in Healthcare (16). 

2. Capacity to consent is considered.  

At common law, a person is presumed to have capacity until proven otherwise (17).  Capacity is specific 

to the decision in question so a person may have decision making capacity for some decisions but not 

for others (18).  Dementia is a risk factor for impaired capacity in an older person (19-22) but a diagnosis 

of dementia does not mean that a person lacks capacity. 

 

In the preoperative setting, the healthcare team should consider the patient’s capacity to give informed 

consent to a planned treatment course.  This means the person understands the treatment options 

available, including the option of no treatment, and can use and weigh the information to make a 

decision and then communicate that decision (17).  If concern exists as to impaired capacity, expert 

advice from a geriatrician, psychiatrist or neuropsychologist may be required.  When capacity to consent 

is impaired, consent is needed either from an advance health directive or a substitute decision maker.  In 

Queensland, a substitute decision-maker can be a tribunal appointed guardian, an enduring power of 

attorney or a statutory health attorney. 

 

2.1 Culturally and Linguistically Diverse People 

In the instance where patients are from culturally and linguistically diverse backgrounds, the Queensland 

Health policy is to access professional interpreter services.  The perioperative service providers may 

also need to consider providing patients with access to written instructions in different languages or 

multimodal format with pictures (11). 
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2.2  Aboriginal and Torres Strait Islander People 

It is imperative that preoperative care is delivered in culturally safe and competent ways.  This may 

include consultation with the family or nominated family spokesperson and the hospital liaison officer to 

create a culturally safe environment and support staff during this process. This will reduce potential 

barriers Aboriginal and Torres Strait Islander people experience. Preoperative services need to work in 

partnership with Indigenous liaison officers or Aboriginal and Torres Strait Islander Health Workers to 

achieve optimal health outcomes (11).  By taking a holistic approach to health and utilising key staff and 

community supports this can achieve optimal health outcomes for Indigenous people undergoing 

elective surgical procedures (11).  

 

2.3 Tools 

The Shared Outcomes Tool for the patient journey has key features that can be utilised to actively 

promote the shared decision-making process.  This tool addresses patient information needs for the 

perioperative process, their desired outcomes from having the surgery and most importantly addressing 

what they are not prepared to forfeit or risk by having the procedure such as loss of independent living 

(11) (See Appendix 1). 

 

2.4 Recommendations 

1. Shared decision making in healthcare is integral in the perioperative process.  Older patients 

undergoing high risk elective surgery should have their choices, goals and treatment 

preferences discussed with the healthcare team and documented in the patient medical record 

prior to surgery (23).  This discussion should also include specific outcomes that are important to 

older adults, such as loss of independence, increased care requirements and postoperative 

functional decline (23). 

2. Capacity to consent is considered.  

3. Consider the need for involvement of the Indigenous liaison officer or Aboriginal and Torres Strait 

Islander health worker to ensure cultural safety and availability of existing resources for 

Indigenous patients. 

 

2.5 Useful Links 

Capacity Assessments: Quick tips  

Ottawa Decision Aids 

NICE decision Aids 

Informed Decision Making  

Language Services Policy 

 

 

 

https://qheps.health.qld.gov.au/__data/assets/pdf_file/0024/617244/capacityassessment.pdf
https://decisionaid.ohri.ca/
https://www.evidence.nhs.uk/
https://www.health.qld.gov.au/__data/assets/pdf_file/0019/143074/ic-guide.pdf
http://www.dlgrma.qld.gov.au/resources/multicultural/policy-governance/lsp-policy.pdf
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3. Advance Care Planning 

1. Advance Care Planning is completed. 

Advance care planning enables the older person to consider and make choices to guide future health 

care decisions (24).  Advance Care Planning (ACP) for the patient can involve selecting and appointing 

an Enduring Power of Attorney, completing an Advance Health Directive and/ or completing a Statement 

of Choices that represents healthcare and quality of life choices (24).  The completion of such advance 

planning documents align future care and treatment with a person’s choices, and guides healthcare 

decision making when a patient is no longer able to make such decisions (24).  Ideally the advance care 

plan should be completed in the primary care setting but can be completed by any member of the 

healthcare team with appropriate knowledge and training.  For the hospital admission, consideration of 

an Acute Resuscitation Plan should be made for any patient considered at increased risk of 

cardiorespiratory arrest. 

 

The healthcare team including the surgeon and anaesthetist should confirm with the patient prior to 

undergoing elective surgery if they have completed an Advance Health Directive or Statement of 

Choices.  This information should be recorded in the patient’s medical record (23) and a copy sent to the 

Office of ACP so it is checked for validity and visible for future admissions.  The healthcare team should 

consider, discuss and document an acute resuscitation plan prior to planned surgery, including how it 

applies in the operative and perioperative period. Advice is available to clinicians from Queensland 

Health guidance and professional associations.  Maintaining a person’s autonomy is a key goal of ACP 

and as such participation in any advance care planning is voluntary (25). 

 

The patient should be encouraged to attend the preoperative assessment with an appropriate substitute 

decision-maker if available, so that the risks and benefits of surgery are carefully and clearly explained 

and all questions can be answered (26). An advance care plan, including the Statement of Choices 

would only be utilised in the event that the person is unable to make or communicate their decisions.  

The Statement of Choices (Form A) can be altered at any time as long as decision making capacity is 

present (24). 

 

3.1 Culturally and Linguistically Diverse People 

Advance care planning information is available in a number of languages. 

 

3.2 Aboriginal and Torres Strait Islander People 

Aboriginal and Torres Strait Islander People may consult with significant family members or a nominated 

support person regarding healthcare decisions and treatment options.  This can impact the time scale to 

achieve the completion of a Statement of Choices or advance care plan, but with supportive consultation 

time constraints can be minimised. Engaging with Indigenous health liaison officers can support during 

the discussion process and provide culturally safe advance care planning communication (24). 
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3.3 Tools 

Statement of Choices: The Statement of Choices is an ACP document used in Queensland. The 

Statement of Choices consists of Form A and Form B.  Form A is for people who can make their own 

health care decisions whereas Form B is for people who cannot make their own choices or who require 

support for decision making (24).   Once decisions have been recorded and the declaration has been 

signed the original form should be kept and copies given to family, support person(s) and GPs (24) .  If 

the older person would like this form to be available to health care providers, the completed forms can 

be sent to the Office of Advance Care Planning.  The Statement of Choices will then be added to the 

patient’s secure electronic record.   

 

3.4  Recommendations 

1. All older patients undergoing elective surgery should be offered information and the opportunity 

to discuss advance care planning in the outpatients or primary care setting (as per local 

practice). 

2. The patient should be given time to reflect and consider advance care planning and the 

Statement of Choices. 

3. Where possible the person who is or could be the substitute decision maker attends relevant 

appointments and is given the opportunity to ask questions. 

4. Where appropriate, acute resuscitation planning should be discussed and documented, with 

particular reference to the perioperative period. 

5. Consider the need for involvement of the Indigenous liaison officer or Aboriginal and Torres Strait 

Islander health worker to ensure cultural safety and availability of existing resources for 

Indigenous patients. 

 

3.5  Links 

My Care My Choices Advance Care Planning:  

 Advance Care Planning Brochure:  

End-of-life care: Guidelines for decision-making 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://metrosouth.health.qld.gov.au/acp/statement-of-choices-form
https://metrosouth.health.qld.gov.au/sites/default/files/acp-brochure.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0033/688263/acp-guidance.pdf
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4. Screening for Geriatric Risks  

Adverse postoperative outcomes in older elective surgical patients have been attributed to multi-

morbidity, age-related physiological change, and the prevalence of geriatric syndromes (27, 28).  

Cognitive impairment, functional impairment, frailty, malnutrition and polypharmacy preoperatively are 

associated with poorer outcomes postoperatively. Therefore, screening for these common geriatric 

syndromes preoperatively and instigating further assessment and a comprehensive management plan 

may improve outcomes postoperatively. 

 

Screening questions need to be brief.  The screening tools we recommend in this review have been 

validated for use in the preoperative setting and many can be done by the patient/ their support person. 

The optimal timing of screening for geriatric risk factors in the preoperative period is not addressed in 

current literature. From a practical perspective it should be early enough to provide sufficient time for 

community services to be alerted and to plan, for medication changes to occur and for allied health 

management plans to be actioned. At the same time, sufficiently close to the time of surgery for the 

assessment to remain valid.  We suggest 2-8 weeks preoperatively, but the nature and urgency of 

surgery will also need to be taken into account.  

 

Patients with risk factors identified should be referred for further assessment and management.  This 

could be done as a multi-disciplinary high-risk clinic which would include access to allied health 

professionals, nursing staff and geriatrician/physician and anaesthetist as part of a comprehensive 

geriatric assessment.   

 

4.1 Recommendations 

1.  Screening for geriatric risk factors should occur in the outpatients or primary care setting.  The 

timing of the screening will depend on the patient and the urgency of their planned surgery but it 

should probably occur 2 - 8 weeks before planned surgery. 

2. The Preoperative Geriatric Risk Factors Framework (see following page) can be utilised to guide 

the screening process and suggest further management. 

3. If a patient is identified with geriatric risk factors the patient requires further assessment and 

perioperative planning. 

4. Consider the need for involvement of the Indigenous liaison officer or Aboriginal and Torres Strait 

Islander health worker to ensure cultural safety and availability of existing resources for 

Indigenous patients when screening. 
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Preoperative Geriatric Risk Factors Framework
SC

R
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N
IN

G
 P

H
A

SE
 

 Cognitive Impairment Functional 

Impairment 

Malnutrition Frailty Polypharmacy 

Where to screen? Outpatients setting Outpatients setting Outpatients setting   Outpatients setting Outpatients setting 

Pre-Admission clinic 

Who can perform 

screen? 

Nurse or medical officer Patient, relative, 

medical officer, 

nurse, Indigenous 

liaison officers 

Patient, relative, 

medical officer, nurse, 

dietetics, 

administration 

officers, Indigenous 

liaison officers 

Nurse or medical officer Patient, relative, medical 

officer, nurse, 

administration officers, 

Indigenous liaison officers, 

medical officer, pharmacist 

Recommended Tool Mini-Cog and informant 

questionnaire if 

indicated or GPCOG 

5 Point Abbreviated 

Functional Status 

Malnutrition 

Screening Tool - MST 

Clinical Frailty Scale -CFS Number of medications (>5 

medications) * including 

non- prescription 

medications, over counter 

A
SS

ES
SM

EN
T 

an
d

 M
A

N
A

G
EM

EN
T 

P
LA

N
N

IN
G

 

P
H

A
SE

 

 

What to do with positive 

screening? 

Medical officer review 

 
Occupational therapist 

referral 

Local delirium 

prevention/management 

strategies  

 

Allied health 

referral appropriate 

to patient needs. 

Medical Officer 

Dietitian referral  

Perioperative 

treatment plan e.g. 

ERAS 

Reduce length of 

preoperative fasting 

Medical officer  

Allied health referral as 

appropriate to patient 

needs. 

Local delirium 

prevention/management 

strategies  

Clinical pharmacist review  

Medical officer review  

 

Suggested tools if risk 

identified 

MoCa 

RUDAS 

MMSE 

KICA urban 

Katz ADL 

Instrumental ADL 

Malnutrition Action 

Flow chart  

 

 

Frailty Index ( F.I) STOPP/START 

BEERS 
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5. Cognitive Impairment 

1 in 10 people aged 65 years old in Australia have dementia (29). The risk of developing dementia 

doubles every 5 years from 65 years onwards (30).  Recent studies have shown the prevalence of 

cognitive impairment may be even higher in surgical patients. A group in the US found 24% of older 

elective orthopaedic patients had preoperative cognitive impairment (31) whereas in the UK 68% of 

vascular surgery patients had cognitive impairment at admission (32). Queensland data from the 

CHERISH group (33) showed between 7%-47% of hospitalised older surgical patients, both elective and 

emergency admissions, had cognitive impairment (34).  Therefore, preoperative screening for cognitive 

impairment preoperatively should be routine practice for older patients (31, 35). 

  

Preoperative screening for cognitive impairment aims to identify people not already known to have 

dementia or mild cognitive impairment (MCI).  We have recommended the mini-Cog as the preferred 

screening tool, because it is brief, sensitive and has been validated in preoperative settings.  The 

GPCOG is a similar instrument commonly used in primary care.  Further assessment is then indicated to 

assess cognition, with special considerations given below (36).  

 

Preoperative cognitive impairment is the strongest predictor of postoperative delirium. Identification of 

pre-existing dementia or screening for cognitive impairment preoperatively enables the patient, their 

support network and the treating team to better plan for their care.  Cognitive impairment can also impact 

upon an individual’s ability to provide informed consent and participate with shared decision making (32). 

The development of delirium impacts length of stay, higher rates of complications after surgery, 

increased likelihood of discharge to long term care facilities and increased mortality (31, 36, 37).  A 

significant proportion of delirium can be prevented as programs such as Hospital Elder Life Program (38) 

and Eat Walk Engage (39)  have shown. 

 

5.1 Culturally and Linguistically Diverse People 

The MMSE and RUDAS are validated and reliable screening tools in culturally and linguistically diverse 

populations in Australia and Internationally (40).  The RUDAS cognitive screening tool was specifically 

designed to minimise the impact of cultural difference on assessment performance (40).  

 

5.2 Aboriginal and Torres Strait Islander People 

Recent research indicates that Aboriginal and Torres Strait Islander communities experience prevalence 

of dementia 3 -5 times higher and at a younger age than the general Australian population (41).  

Culturally appropriate, objective and reliable methods of assessing cognitive function are essential to 

improve accurate early diagnosis of cognitive impairment and dementia in older Aboriginal and Torres 

Strait Islander people. The RUDAS, MMSE and KICA-Cog are all validated tools in the Australian 

Indigenous population (40).  The KICA-Cog is a tool specifically designed for cognitive screening in 

remote Indigenous populations where many different Indigenous languages are used (40). The KICA 

urban is a shorter version of the KICA –Cog and is a validated in predominately English-speaking urban 

Indigenous people (41).   
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5.3 Tools 

 MINI – COG:  The Mini-Cog has been validated for use in the preoperative setting; it is quick and easy 

to use and has a sensitivity of 99% for dementia (35, 36). It has been tested for validity and reliability in 

culturally, linguistically and educationally heterogeneous older people (42). If the Mini-Cog identifies 

evidence of cognitive impairment (score ≤2) the patient should be referred for specialist assessment 

(geriatrician, general physician, neurologist) before a diagnosis of dementia or MCI is made (35). 

 

 The General Practitioner Assessment of Cognition (GPCOG): is a valid, reliable, time efficient and free 

screening tool for dementia in the primary care setting (43). The GPCOG score is not subject to biases 

such as gender, education, cultural or linguistic backgrounds (43).  The GPCOG consists of a brief 

cognitive testing (4 mins) and an informant interview (2mins). 

 

5.4 Recommendations 

1. Ideally this would be done as a comprehensive geriatric assessment. Screening for cognitive 

impairment in people not known to have dementia or MCI should occur preoperatively, either in 

primary or hospital setting. 

2. The Mini-Cog is the recommended screening tool in the hospital setting.  In primary care, Mini-

Cog or GPCOG can be used depending on user preference and familiarity. 

3. Mini-Cog score ≤2 should trigger further assessment by specialist (geriatrician, general physician 

or neurologist) before a diagnosis of dementia or MCI is made. The remaining geriatric risk 

factors screening should utilise collateral history. 

4. For any patient identified as having cognitive impairment preoperatively, delirium prevention 

strategies should be considered early. 

 

5.5 Links 

 

GPCOG  

Informant questionnaire on Cognitive decline (IQCODE)  

RUDAS 

KICA 

MOCA 

Please note: The forms above are all available and accessible within the iEMR. 

 

 
 
 
 
 
 
 
 
 
 
 

http://gpcog.com.au/index/patient-assessment
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0040/589819/dementia-form6.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/555459/sw168.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0038/637697/sw164.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0017/552122/sw166.pdf
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6. Functional Impairment 

Functional status is a reliable predictor of postoperative complications including postoperative pulmonary 

complications, nursing home placement, postoperative functional decline and increased wound 

infections (44).  When impaired functional status is combined with frailty and multi-morbidity, it is 

predictive of perioperative mortality (45, 46).  One study in the US identified that, without screening, one 

quarter of patients with a preoperative functional deficit would have been missed (47).  Identification of 

impaired functional status in the preoperative setting may help the patient, their support network and 

their healthcare team to more accurately plan care needs postoperatively.  It may promote exploration of 

the older person’s desired outcome from surgery and post-operative functional expectations (45). 

 

Functional status can be assessed easily in the preoperative setting (44).  Assessing functional status 

requires assessing the older person’s ability to perform Activities of Daily Living (ADL) and Instrumental 

Activities of Daily Living (IADL).   

 

Older people identified with impairments in ADL function should be referred for comprehensive geriatric 

assessment (CGA). This can identify need for preoperative assistive devices, home modifications and 

potentially an opportunity for intervention strategies to mitigate further decline.  It can also guide early 

discharge planning by anticipating need for postoperative rehabilitation (48) increased support from 

family/friends and increased community services. Whilst falls risk does formulate part of the functional 

assessment, this has not been included in these recommendations.   Falls screening is already captured 

on all admissions as part of the new combined National Standard 5 (3). 

 

6.1 Tools 

Functional Status can be measured utilising a number of different tools.  The simplest and most efficient 

tool for initial screening is the 5 point abbreviated functional status. The 5 point abbreviated functional 

status tool proposed by the ACS, NSQIP and American Geriatric Society is validated in the preoperative 

setting (47).  The findings in one study identified this tool to have similar specificity and sensitivity to the 

more comprehensive basic ADL and IADL tools (47). If the patient answers NO to any of these questions 

in the 5 point abbreviated functional status the patient should undergo a more in depth evaluation and a 

full screening of basic ADLS and IADLS.   

 

6.2 Recommendations 

1. Screening for functional impairment should occur in the preoperative or primary care setting. 

Consider using the 5 point abbreviated functional status tool as the initial screening (appendix 

2). 

2. If the patient answers NO to any of the simple screening questions. Consider further evaluation 

utilising the basic ADL and Instrumental ADL to identify functional impairment. 

3. Identified deficits should be documented in the patient’s medical record and prompt perioperative 

interventions such as occupation therapy referral, evaluation of existing community and social 

supports and proactive discharge planning. 
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6.3 Links 

 
IADL – Australian Modified Lawtons IADL scale  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://ahsri.uow.edu.au/content/groups/public/@web/@chsd/@aroc/documents/doc/uow185465.pdf
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7. Malnutrition 

Preoperative nutritional status is predictive of both morbidity and mortality after major surgery (12). 

Malnutrition is associated with increased risk of post-operative adverse events such as infectious 

complications (e.g. surgical site infections, urinary tract infections, pneumonia), wound complications 

(e.g. anastomotic leaks and dehiscence) and increase length of stay (35).  The older person, individuals 

from vulnerable populations such as Indigenous Australians and individuals with chronic disease are at 

higher risk for malnutrition (49). 

 

Nutritional screening identifies an individual who is or is at risk of malnutrition (50).  Identifying an older 

person’s malnutrition risk preoperatively offers an opportunity to intervene and improve nutritional status 

and may decrease the risk of associated post-operative complications (51). Utilising a valid, reliable and 

user friendly malnutrition screening tool is a key consideration in the busy clinical environment (52). 

Other tools that require more complex calculations such as BMI can lead to reduced compliance with 

screening (50). 

 

7.1   Aboriginal and Torres Strait Islander People 

Older Aboriginal and Torres Strait Islander people are more likely to experience poor nutritional status 

and malnutrition than the non-Indigenous population (53, 54).  Socio-economic disadvantage and other 

social determinants of health are considered to be significant contributing factors to the burden of 

malnutrition in Indigenous people (53).  It must be acknowledged that there is paucity in the literature 

regarding the validation and reliability of malnutrition screening tools amongst the Indigenous population.  

 

7.2 Tools 

MST – The Malnutrition Screening Tool is the simplest and most widely utilised screening tool in 

Australian hospitals (51, 55).  The MST is suitable for acute adults in the inpatient and outpatient clinical 

setting and in older adult populations.  The tool is based on nutritional screening parameters of recent 

weight loss and poor intake/ appetite (50).  MST has been established for validity and reliability and 

inter-rater reliability amongst the acute adult and older adult population in Australia. The MST can be 

completed by any person including the individual patient (56, 57).  

 

The MST has demonstrated a high specificity and sensitivity (93%) consistently across different patient 

populations compared with the Subjective Global Assessment. Its, interrater reliability is 93 -97% (50). 

The MST screening tool is not designed to predict clinical outcomes (51).  A person determined to be at 

high nutritional risk by the screening tool will require further nutritional assessment by a Dietitian to get a 

complete indication of nutritional deficits and severity (51). 
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7.3 Recommendations 

1. Malnutrition screening should occur in the preoperative setting in primary care, surgical 

outpatients or in the pre-anaesthetic clinic. 

2. The Malnutrition Screening Tool [MST] can be performed by a number of people without any 

training; medical officers, nurses, dietetics, administration officers, Indigenous health liaison 

officers, patients and relatives can complete the tool.  

3. The Malnutrition Action Flow Chart should be utilised by a clinician for a positive screen MST 

score of 2 (appendix 3).  

4. Patients with a MST score of 3 -5, where possible, should undergo a comprehensive nutritional 

assessment by a Dietitian and have a complete perioperative nutritional plan to address 

deficiencies and be considered for preoperative nutritional therapy (as per the recommendations 

by the European Society for Clinical Nutrition and Metabolism [ESPEN]) (58). 

5. Minimise preoperative fasting time where clinically appropriate for all risk categories, and monitor 

postoperative intake.  Early return to full nutritional intake is beneficial in most patient groups 

(58). 
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8. Frailty 

Frailty is increasingly recognised as one of the strongest independent predictors of poor outcomes in 

older surgical patients (59, 60). It is associated with increased risk of postoperative complications 

including delirium, increased mortality, prolonged length of stay and loss of independence as well as 

increased risk of discharge to residential aged care facility (59, 61-65).   

 

As yet, there is no standard method of assessing frailty.  The two most commonly used methods in the 

literature are the frailty phenotype and the frailty index.  The frailty phenotype describes characteristics 

of people with frailty such as weight loss, exhaustion, slow gait speed, weak handgrip and decreased 

activity (66).  The frailty index is a deficity accumulation model and uses a variety of domains such as 

comorbidities, polypharmacy, function and cognition to create a data set – generally of approximately 40 

items – to determine a denominator.  The number of deficits in an individual patient is calculated and 

expressed as a fraction of the denominator giving the frailty index (FI) (67).  A FI of 0.7 or greater is 

incompatible with life (68).   

 

8.1 Tools 

While the frailty phenotype and FI have been used in the perioperative literature neither are particularly 

suited to use as a screening tool.  The Edmonton Frail Scale (EFS) (69) or the Clinical Frailty Scale 

(CFS) (70) have been used to screen for frailty in the preoperative setting (28, 71).  We recommend the 

CFS due to its ease and speed of use (72). It has been validated in the outpatient setting and has 

proven inter-observer reliability (72).  It is already in use in hospitals/HHS across Queensland.   A CFS 

score of 4 or more indicates early frailty (72) and should trigger comprehensive geriatric assessment in 

preoperative patients. 

 

8.2 Recommendations 

1. Older patients should be screened for frailty in the preoperative outpatient setting using the 

Clinical Frailty Scale (CFS) (appendix 4). 

2. A CFS of 4 or more should trigger comprehensive geriatric assessment. 

3. Frail patients should receive delirium prevention strategies. 
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9. Polypharmacy 

Medications can improve an older persons’ quality of life through maintenance of function and symptom 

control (73). Medication use in older people is common; in a cross-sectional survey of community 

dwelling Australian adults age 75 years and above, 66% reported taking 5 or more medications, and 

more than 20% reported using 10 or more (74).  A number of studies have identified 19-77% of older 

people have experienced at least one potentially inappropriate medication and 23-74% of older people 

have experienced at least one potential prescribing omissions (75). 

 

Polypharmacy has no standard definition which is consistently utilised in the literature (76), however this 

framework will define polypharmacy as five or more regular prescription and/or non-prescription 

medications (77).  The focus of preoperative polypharmacy should be on suboptimal or inappropriate 

prescription, on non-prescription medications and potential drug interactions (35).  Inappropriate 

prescribing in older people comprises of both the prescribing of potentially inappropriate medications 

(PIMs) and potential prescribing omissions (PPOs) (75).  It is widely accepted that potentially 

inappropriate prescribing (PIP) of medications has considerable humanistic, clinical and economic 

impacts (78).  In older populations physiological changes can alter pharmacodynamics and 

pharmacokinetics making prescribing and clinical medication reviews challenging (78, 79).   

 

Although medical officers are responsible for initiating and monitoring prescribed medicines, pharmacists 

have a fundamental role in dispensing, monitoring and clinical review of medicines (79).  The data from 

STOPP/START studies reflect that when pharmacists have access to the same clinical case information, 

they are able to apply the STOPP/START criteria with similar degrees of reliability to physicians in 

geriatric medicine (79). In addition to these findings, there was no statistically significant difference with 

findings between hospital pharmacists and community pharmacists. 

 

9.1 Aboriginal and Torres Strait Islander People 

It is notable there is a low prevalence of polypharmacy in Indigenous populations (80).  This has been 

identified in a number of studies exploring polypharmacy and polypharmacy as a risk factor for other 

patient outcomes. Cost of medications, communication issues leading to Aboriginal and Torres Strait 

Islander people not understanding the necessity of prescribed medications and side effects are some of 

the barriers of medication use in Indigenous populations (81). Screening for polypharmacy amongst this 

population will need to be considered in a culturally safe manner, as medication sharing is common in 

some Indigenous communities (81). 

 

9.2 Tools  

The NICE guideline on multi-morbidity recommends that the use of a screening tool is considered.  

Identifying if an older person is at risk of polypharmacy, screening requires asking if the patient takes > 5 

medications including non-prescription, over the counter, complementary and alternative medicines. 
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9.3 Recommendations 

1. Initial screening to identify potential polypharmacy risk can be performed by a number of people 

without training: medical officers, nurses, patients, relatives, Indigenous liaison officers and 

administration officers by asking if the patient takes >5 medications including non-prescription, 

over the counter medications or complementary and alternative medicines. 

2. If the patient takes >5 Medications including non-prescription, over the counter medications or 

complementary and alternative medicines, the patient should undergo a clinical pharmacist 

and/or medical officer review and consider utilising tools such as the STOPP/START tool, and 

develop a perioperative medication management plan. 

3. A perioperative medication management plan should be made in conjunction with the patient, 

pharmacist and treating surgeon, anaesthetist, and/or physician.  This should include at a 

minimum a plan for anti-coagulants, anti-platelets, diabetes medication, anti-hypertensive and 

preoperative pain medication. 

3.1) Planned discontinuation of non-essential medications should occur with the 

patient/support person in the days leading up to surgery.  Considerations may include:  

                                a) The potential for withdrawal 

          b) The progression of disease with interruption in drug therapy 

                     c) The potential for interaction with anaesthetic agents. 

4. Planning for recommencement of baseline preoperative medications in the postoperative period – 

with consideration to minimize and review the polypharmacy risk. 

 

9.4 Links 

Choosing Wisely  

NICE guidelines multi-morbidity  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.choosingwisely.org.au/home
https://www.nice.org.uk/guidance/ng56/chapter/Recommendations#comprehensive-assessment-of-older-people-with-complex-needs
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10. Comprehensive Geriatric Assessment 

Comprehensive Geriatric Assessment (CGA) is a multi-domain interdisciplinary tool used to not only 

assess but also manage geriatric syndromes in older people.  It encompasses a biopsychosocial model 

of care (82).  For medical inpatients and community dwelling older people, CGA is associated with lower 

risk of death and higher chance of being home at 36 months compared with standard care (83).  While 

usually co-ordinated by geriatricians, in the perioperative setting CGA could potentially be undertaken by 

general physicians, anaesthetists with special interest and GPs with special interest with appropriate 

training – although no studies have been done to compare expertise across craft groups as yet.  

 

Proactive care of Older People undergoing Surgery (POPS) group in the UK have published extensively 

on role of CGA in the preoperative setting. Harari et al published the first paper in 2007 and found 

significant improvement in postoperative complications including pneumonia, delirium, pressure injuries 

and showed a reduced Length of Stay (LOS) of 4.3 days (84). The same group performed a Randomised 

Controlled Trial (RCT) for preoperative vascular surgical patients aged 65 years and older and found 

significantly reduced rates of delirium, reduced length of stay by 2 days, reduced medical complications 

and increased likelihood of discharge straight home in the intervention group (85). 

 

A 2018 Cochrane review reviewed CGA in patients admitted as emergency surgical patients. Only 8 

papers met the inclusion criteria of the study, of which 7 studied CGA in patients with hip fracture.  CGA 

improved outcomes for patients with hip fracture including improved function, reduced length of stay, 

reduced mortality at 1 year and reduced cost (86).  The only non-orthopaedic paper included in the 

Cochrane review studied older patients admitted with non-orthopaedic trauma and showed no benefit of 

CGA. Geriatric co-management may reduce length of stay and mortality, with most evidence in hip 

fracture patients (87).  

 

The role of prehabilitation is as yet undefined. Prehabilitation is the process of improving preoperative 

function with a view to influencing postoperative outcomes (88). A systematic review published in 2015 

(89) showed no evidence that prehabilitation improved function, quality of life or pain in elective joint 

arthroplasty patients.  The same study showed insufficient evidence to recommend prehabilitation in any 

other surgical group.  Similarly, a meta-analysis in 2016 looked at the role of prehabilitation on 

postoperative outcomes from intra-abdominal surgery (90). It concluded that while prehabilitation may 

reduce postoperative complications, the evidence to support this was very low quality. For patients being 

considered for elective total knee replacement for osteoarthritis The Australian Commission on Safety 

and Quality in Healthcare (ACSQHC) Osteoarthritis of the Knee Clinical Care Standard recommends 

weight loss, exercise together with education and self-management to delay or even avoid the need for 

surgery (91).  We consider this non-surgical management rather than prehabilitation which is the 

process of improving preoperative function with a view to influencing postoperative outcomes (88).  At 

this stage, prehabilitation is not routinely recommended in patients with preoperative geriatric syndromes 

to prevent postoperative complications (92).     

 

10.1 Recommendations 

1. Older patients identified as having a geriatric syndrome in the preoperative setting (either through 

screening or known) may benefit from CGA with a management plan for pre and postoperative 

needs formulated, which may need support through inpatient follow-up of recommendations. 
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2. The outcome of the CGA should be communicated to the treating surgeon either through case 

conference or in writing. 

3. There is currently no evidence to recommend prehabilitation for older people with geriatric 

syndromes undergoing elective surgery.  

4. Consider the need for involvement of the Indigenous liaison officer or Aboriginal and Torres Strait 

Islander health worker to ensure cultural safety and availability of existing resources for 

Indigenous patients. 

10.2 Links 

Comprehensive Geriatric Assessment 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/older-people/resources/improving-access/ia-assessment
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11. Communicating with the Team 

A written summary of perioperative issues and associated management plan identified from 

Comprehensive Geriatric Assessment (CGA) should be provided to the patient and the treating 

healthcare team.  This can then be communicated more broadly including ward staff, rehabilitation team 

(if the patient is likely to need inpatient rehabilitation), the patient’s GP and even community service 

providers who may be asked to step up service provision in the short term postoperatively.   

 

In limited occasions e.g. where the older person’s care is especially complex and high risk, a case 

conference model may need to be utilised.  Case conferencing is a multidisciplinary communication tool 

used extensively across both community and hospital settings. The evidence for case conferences is 

however scant, including in planning cancer treatment (93). In the palliative care field, case conferences 

have been shown to reduce hospitalisations and improve function (94) whereas in the residential care 

setting, there were trends towards reduced medication use and mortality but none reached statistical 

significance (possibly due to the study design and short follow up) (95).  Despite the limited evidence, 

case conference are growing in popularity and being integrated more and more into care pathways – 

especially when it comes to older people (96).   Preoperative case conferences have been used to guide 

advance care planning discussions – as has been done in Townsville (97). QFIRST at Sunshine Coast 

University Hospital (SCUH) is also using case conferencing to discuss treatment options in high risk 

patients.   

 

There are no clear guidelines as to who should participate in case conferences; on whether the patient 

and their family/support person should be included and which medical/allied health clinicians should be 

involved.  Preoperative case conferencing for patients with a positive geriatric risk screen should include 

at a minimum the treating surgeon, anaesthetist and physician.  Where practical, allied health 

professionals, nursing staff and the patient’s GP should also be involved.  Local hospital and health 

services should decide on their own case conference model and whether to include the patient in the 

case conference or have the patient and their support person have a separate discussion with a member 

of the healthcare team at a later date.   

 

11.1 Recommendations 

1. For complex high-risk patients, case conferencing between all members of the patient’s treating 

team may help guide treatment and plan for postoperative care including discharge back to the 

community. 

2. If in-person case conferencing is not practical or possible, written communication from 

comprehensive geriatric assessment should be communicated from the multidisciplinary team to 

the treating surgeon using a standard pre-agreed format.  
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Conclusion and Next Steps 

As our patients age, acquire multi-morbidities, and develop geriatric syndromes, they require a 

multidisciplinary, multifaceted approach to their care.  The preoperative framework we have developed in 

this project is a practical, yet comprehensive, approach to the assessment and management of 

preoperative risk factors that affect postoperative outcomes for older patients who undergo elective 

surgery.  

 

Good perioperative care requires teamwork; both between the patient and their healthcare team and 

within the healthcare system. Throughout this project we have considered the role of teamwork and 

collaboration across multiple specialties which are increasingly recognising the need to work together. 

The models of care we have developed through this project aim to enable patients, their support persons 

and their healthcare team to better plan for their care.  Through early identification and modification of 

risk, as well as improved care co-ordination, we may reduce preventable complications, manage 

predictable postoperative complications proactively, and reduce delayed discharge.   

 

There are many unanswered questions from this project.  Should screening be done on every patient 

booked for elective surgery?  When should screening occur in relation to the planned surgery? Does 

comprehensive geriatric assessment improve outcomes for all surgical patients with geriatric syndromes 

or are there subgroups which benefit more than others? How should we manage patients, who with their 

healthcare team, elect not to have surgery? These are but a few of the gaps in knowledge in 

perioperative medicine.  We also recognise that to date much of the literature focuses on healthcare 

related outcomes such as morbidity and mortality.  There is little on patient-related outcomes such as 

quality of life, change in functional or cognitive status post discharge or whether the patient achieved the 

outcome they hoped for from their surgery.  We need to move beyond simple metrics and start to get a 

better understanding of whether we are delivering the care our patients want.  We need to consider what 

we can do for our patients not to them. 

 

This project has several limitations.  Firstly, the literature regarding perioperative care of older people is 

in its infancy with the majority of the published work focusing on assessment of risk but little on how to 

alter that risk or manage it more effectively.  This has follow-on effects for the recommendations we 

propose which are from a small evidence base. Secondly, the framework we are proposing has not been 

trialled in practice and its feasibility and acceptability require testing. Thirdly, by identifying people with 

geriatric syndromes we may inadvertently create a situation in which cognitively impaired or frail patients 

are discriminated against and denied access to appropriate surgical care.  We have tried to account for 

this in the pathway but it needs to be borne in mind by all clinicians caring for this group of patients. 

 

Through this project we have developed a framework with key recommendations which we believe will 

improve the quality of care delivered to older surgical patients across Queensland.  While the SOPHCN 

has been the lead network, there has been significant collaboration across SWAPNet and SAC.  Given 

the increasing number of patients undergoing elective surgery, we recommend this framework should be 

piloted to assess its feasibility and acceptability as a process, its cost effectiveness and whether it 

improves outcomes for our patients. 
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Appendix 1. Shared Outcome Tool 

Shared Outcome Tool – for patients, family and carers 
 

 

Adapted from (11) 
 
 
 
 
 

 

 

Ideal outcome Agreed outcome/s Notes on outcome/s 

following         

surgery/ procedure 

Outcomes following 

surgery/ procedure 

discussed with 

surgeon and 

anaesthetist  

Further Comments/ 

notes 

This tool records the information and agreed outcomes discussed between you, your family/carer,  and treating health 

care team 

Surgeon perspective:                

e.g. reduced knee pain 

 

 

Surgeon and 

patient: 

 

 

 

 

 

 

 

 

 

 

 

Anaesthetist and 

patient: 

e.g. What was the 

outcome? 

Yes/No Provide 

details of discussion: 

Any other notes on 

the 

surgery/procedure 

or patient journey 

[relating to 

outcomes]: 

Patient Perspective: 

e.g. I want to walk and 

play golf without pain. 

 

What I am not prepared 

to trade/give up in 

considering having this 

procedure. 

 

 

 

 

Anaesthetist 

perspective: 

e.g. reduced knee pain 

 

 

 

 



 

 
COOPERATE - 35 -  

 

Appendix 2. 5 Point Abbreviated Functional Status Tool 

 

ASSESSING BASELINE AND CURRENT FUNCTIONAL STATUS 

5 Point Abbreviated Functional Status 

Ask the patient the following four questions: 

1. Can you get out of bed or chair yourself? 

2. Can you dress yourself? 

3. Can you bathe yourself? 

4. Can you make your own meals? 

5. Can you do your own shopping? 

Interpretation of Functional Screening Tests 

• If the patient answers NO to any of the above questions, a more in-depth evaluation should 

be performed, including full screening of basic ADLS and IADLS. 

• Identified deficits should be documented and may prompt perioperative interventions – 

such as referral to occupational therapists and proactive discharge planning. 

      Adapted from (23, 47) 
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Appendix 3. Malnutrition Action Flow Chart 

Logan Hospital Surgical Outpatient  
Malnutrition Screening 

Malnutrition Screening Tool 

A. Have you lost weight recently without trying?  

 (last 6 months) 

 

     If yes, how much weight? 

No 

Unsure 

Yes, 

1-5kg 

6-10kg 

11-15kg 

>15kg 

0 

2 

 

1 

2 

3 

4 

B. Have you been eating poorly because of a 
decreased appetite? 

Yes 

No 

1 

0 

                                                                                 Total Score (A+B): 

Weight Conversions: 1 kg  =  2.2 pounds         1 stone  = 14 pounds  = 6.5 kg 
 

(Development of a valid and reliable malnutrition screening tool for adult acute hospital patients. Ferguson M, Capra S, Bauer J 
and Banks M. Nutrition 15:458-464. 1999) 

 
Malnutrition Screening Tool Score:  
 

 
 
 
 
 
 
 
 
 
 
 
 

Nutrition Education Material Online (NEMO) 
https://www.health.qld.gov.au/nutrition/nemo_nutrsup 
Quick Tips for a High Protein High Energy Diet 
High Protein High Energy Drink 

LOW  
MST = 0-1 

NO RECENT WEIGHT LOSS or 
Up to 5kg and eating well 

MODERATE 
MST = 2 

EATING POORLY / RECENT WT 
LOSS < 5 kg 

 

HIGH 
MST = 3-5 

EATING POORLY + RECENT WT 
LOSS > 5 kg 

 

NIL ACTION REQUIRED HIGH PROTEIN, HIGH 
ENERGY DIET 

(Give NEMO handout) 

REFER TO DIETITIAN   
(ext 2102 to see patient 
on day of clinic/ eBlue 
Slips if not same day) 

WEIGHT < 40kg (& 
HEIGHT >150cm) 

 

https://www.health.qld.gov.au/nutrition/nemo_nutrsup
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Appendix 4. Clinical Frail Scale 

 
 
Metro North Health Service 
 



 

 
COOPERATE - 38 -  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

COOPERATE  

If you have any questions regarding this document or if you have a suggestion for improvements, please 
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