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Introduction 
 

By their very nature, surgical patients are ‘‘sick’’, some 

more so than others.  

           Anesthesiologists, however, are accustomed to 

create a very low-risk environment for their patients. The 

balance between underlying medical problems and the need 

to provide surgical therapy must include careful 

consideration of the risks and benefits. However, only with 

a comprehensive understanding of the underlying 

pathology and its effect on anesthesia can a decision be 

made to proceed with the surgery despite significant 

medical dangers (Benjamin &Stanley, 2010). 

 

           Surgical patients with limited organic reserve are 

considered high-risk patients and have increased 

perioperative mortality. For this reason, they need a more 

rigorous perioperative protocol of hemodynamic control to 

prevent tissue hypoperfusion (Sanderland& Paulo, 2010). 

 

           Preoperative planning should include a plan for the 

transport to the operating room because patients are at high 

risk of adverse events during transport. The 

anesthesiologist must decide which monitors are necessary 
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for the assessment of the patient’s condition, taking into 

account the advantages and pitfalls of various different 

options. General anesthesia is most often planned for 

surgery in the critically ill patient. The anesthesiologist 

may need to plan a total intravenous anesthetic technique if 

the patient has severe respiratory failure and requires an 

ICU ventilator intraoperatively for adequate oxygenation 

and ventilation. Regional anesthesia should be given due 

consideration as it can play a valuable adjunctive role to 

achieve optimum patient comfort and reduce physiologic 

stress (Jeanand Judith, 2008).   

                                        

            Complications can occur as part of any surgical 

admission. They can be distressing and inconvenient or life 

threatening. They are most likely to occur after major 

surgery or in patients with significant cardiac,respiratory, 

hepatic or renal morbidity. Complications causing single 

organ or system failure can lead inexorably to multiple 

system failure or even death. When resources and beds are 

scarce, treatment of complications occupies medical and 

nursing time, and increases length of hospital stay. 

They can also result in litigation.Complications occur when 

organs begin to fail. Organs fail when: 

 they are not adequately perfused with blood 
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 They are not supplied with sufficiently oxygenated 

blood. 

 Functionis diminished by toxins. 

 Combination of the above (Dan and Jeremy, 2004). 

 

          This study will discuss recent advances in the 

anesthetic management of critically ill patients regarding 

preoperative preparation, choice of anesthetic technique, 

intraoperative and postoperative management according to 

patient condition. 
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