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Abstract 

Over the last three decades outpatient surgery has grown at 

an exponential rate, progressing from the practice of performing 

simple procedures on healthy outpatients to a broad spectrum of 

patient care in freestanding ambulatory surgery centers. 

With advances in surgical technologies and the rapid 

growth of minimally invasive surgery, a wide variety of 

operations may now be performed on an outpatient basis. 
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Introduction 

Ambulatory surgery has evolved considerably over the 

past two decades, with more complex procedures being 

performed, and more ASA class III patients being eligible. This 

progress, while driven partly by health care economics, has 

evolved through expanded scientific research in all areas of 

ambulatory anesthesia. Evolution of anesthetic pharmacology, 

including new drugs and better understanding of their complex 

interactions, as well as more targeted regional anesthetic 

techniques, have had an enormous impact. Another key area of 

development is facilitation of patient recovery and discharge 

from the post anesthesia care unit (PACU) and step-down unit, 

or ambulatory surgical unit (ASU). Ambulatory surgery will 

continue to grow and expand. Continued advances in surgical 

techniques (e.g., minimally invasive surgery), anesthetic 

pharmacology, regional anesthesia, and postoperative analgesia, 

will allow even more complex procedures to be conducted on an 

ambulatory basis. (1-4). 

 Discharge scoring systems will help to facilitate discharge. 

Improved understanding of potential complications, updating 

patient information and clinical pathways based upon current 



best evidence, and addressing patient escort and driving issues, 

will help to ensure the safe recovery and discharge of patients 

following their outpatient procedures. (5-8) 

 Today there is a continued trend to expand the indications 

for ambulatory surgery. We are constantly being confronted 

with the need for change in our clinical practice. 

Aim of the Work 

The aim of this essay is to provide an overview and update 

of specific issues related to indications for ambulatory 

anesthesia, patient selection, the use of fast-track concept and 

also to highlight issues related to postoperative patient 

assessment and causes of delayed discharge. 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Preoperative Care 

 

 
 
 
 



Preoperative care  

A day-case patient is one who is admitted for investigation 

or operation on a planned non-resident basis. Patients are 

usually discharged from the hospital or unit later on the day of 

the procedure. The procedure may require general, regional or 

local anesthesia, sedative techniques or a combination of these 

(2). 

Increasingly complex cases are now performed as day 

Procedures, including laparoscopic cholecystectomy and 

tonsillectomy. By extending day surgery opening Hours and 

using staggered admission times, patients who would normally 

require hospital admission may be treated as day cases. The 

Audit Commission report for the year 2000 showed expansion 

in the number of procedures performed as day cases compared 

to 1996, but highlighted 120 000 patients treated as inpatients 

who may have been appropriate as day cases (2). 

Ambulatory surgery is rapidly growing world wide. In the 

past decade, the number of ambulatory surgical procedures has 

grown from 3.2 Million to more than 21 million annually in the 

United States alone and 50%–70% of all surgical procedures in 

North America are now performed on an ambulatory basis (11). 

 



Advantages of outpatient's surgery: 

1- Significant reduction in medical care costs. 

2- More efficient use of operating rooms. 

3- Convenience to the patient (decrease time away from 

home, family, and work). 

4- Reduced stress and emotional disturbance to patients. 

5- Reduced risk of infection, particularly in the immuno-

suppressed patient. 

6- Lack of dependence of availability of hospital beds. 

7- Less preoperative testing and preoperative medications. 

8- Greater flexibility in scheduling operations (79). 


