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ABSTRACT

The administration of chronic medications in the perioperative period presents significant challenges due to the
high prevalence of multimorbidity among surgical patients and the paucity of robust evidence guiding their
management. This complexity is further compounded by the potential for drug-drug interactions and adverse
effects, necessitating careful consideration of each medication's risk-benefit profile in the context of the surgical
procedure and patient-specific factors. Effective preoperative medication management is thus crucial for
optimizing patient outcomes, minimizing complications, and ensuring patient safety throughout the perioperative
journey. Despite its critical importance, the nuanced decision-making process regarding the continuation or
discontinuation of chronic medications during this period often lacks definitive clinical trial data, leading to varied
clinical practices and potential risks. This review aims to synthesize current evidence and provide an updated
perspective on the perioperative management of chronic medications, differentiating between essential and non-
essential pharmacological agents to facilitate informed clinical decisions.
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Introduction

The escalating prevalence of chronic diseases has led
to a concomitant rise in the number of patients
undergoing surgical procedures while concurrently
receiving multiple chronic medications (1). This
demographic trend necessitates a comprehensive
approach to perioperative medication management,
particularly given the intricate interplay between
chronic pharmacotherapy, surgical stress, and
anaesthetic agents (2). Effective perioperative
medication management is paramount not only for
mitigating potential drug interactions and adverse

effects but also for preventing medication errors, which
are a significant safety concern in hospitalized patients
(3.4). Future advancements should focus on the
widespread implementation of unified -electronic
medication systems to improve transparency and
reduce the fragmentation of perioperative medication
processes, thereby minimizing human errors and
enhancing collaborative professional relationships.
Recent guidelines from organizations such as the
American College of Surgeons and the American
Geriatrics Society emphasize the importance of a
structured approach to perioperative medication
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management, particularly for identifying potentially
inappropriate medications in older patients (5-7).
Furthermore, the European Society of Medicine
underscores the necessity of a complete medication
history and rigorous management of chronic
medications to mitigate morbidity arising from
medication errors during the perioperative period (7).

Methodology

This paper systematically reviews existing literature on
the perioperative management of chronic medications,
focusing on evidence-based guidelines and expert
consensus to inform clinical practice. The review
encompasses an analysis of both recent publications
and established guidelines concerning the continuation
or discontinuation of various chronic medication
classes during the preoperative, intraoperative, and
postoperative phases.

Data Extraction

Primary sources included randomized controlled trials,
systematic meta-analyses, and clinical
practice guidelines from reputable professional
organizations, identified through a rigorous search of
PubMed, Embase, and Scopus databases. The search
strategy employed a combination of MeSH terms and
keywords related to perioperative care, chronic

reviews,

medications, specific drug classes, and patient
outcomes. This comprehensive approach enabled the
synthesis of diverse perspectives on chronic
medication management, addressing the variability in
current practice that stems from a notable lack of
outcome data concerning most perioperative
medications.

Literature Review

DEFINITION OF STREET READINESS IN
PERIOPERATIVE CONTEXT

In the context of perioperative care, "street readiness"”
refers to the patient's optimal physiological and
pharmacological state, achieved through meticulous
management of chronic medications, to safely undergo
surgery and anaesthesia (7). This involves a proactive
assessment and adjustment of drug regimens to prevent
adverse drug events, mitigate drug-drug interactions,
and ensure therapeutic efficacy throughout the surgical
journey (8).
IMPORTANCE
PRACTICE
The increasing prevalence of polypharmacy among an
aging surgical population further elevates the
complexity of achieving "street readiness," as multiple
concomitant medications heighten the risk of adverse

IN MODERN ANAESTHESIA

drug events and suboptimal surgical outcomes (9). For
instance, pre operative polypharmacy, defined as the
concurrent use of five or more medications, is
associated with increased adverse outcomes and higher
rates of postoperative complications (10,11). This
complexity necessitates a comprehensive
understanding of how individual chronic medications
impact surgical risk and recovery, extending beyond
the immediate perioperative phase to encompass long-
term patient well-being (4). This integrated approach is
crucial for mitigating complications, such as
medication discrepancies and adverse drug events,
which are frequently observed during transitions of
care (12). Moreover, poor adherence to chronic
medications during the perioperative period, affecting
30% to 60% of surgical patients, has been identified as
a significant factor contributing to adverse
postoperative outcomes (13).

BURDEN OF CHRONIC DISEASES IN SURGICAL
PATIENTS

Approximately half of all surgical patients regularly
take chronic medications, underscoring the ubiquity of
chronic disease management in the perioperative
setting (7). This widespread use necessitates a thorough
understanding of potential interactions with anesthetic
agents and surgical stressors to optimize patient
outcomes (7). This highlights the critical importance of
a robust medication reconciliation process to ensure
patient safety and prevent adverse drug events (14).
This challenge is further amplified by the increasing
complexity of patient comorbidities and the rise of
polypharmacy, where patients often present with

multiple chronic conditions requiring diverse
pharmacological interventions (15).
RISK OF INAPPROPRIATE DRUG

CONTINUATION/WITHHOLDING

Inappropriate continuation or abrupt withdrawal of
chronic medications can lead to significant morbidity
and mortality, thereby underscoring the necessity for
individualized pharmacotherapeutic support guided by
the "Rule of the five R" to ensure optimal patient
management (4). This individualized approach is
paramount given the rapid commercialization of new
drugs, which often precedes a full understanding of the
implications of their abrupt cessation (5).

Medication reconciliation, a structured process of
obtaining and maintaining an accurate list of all
medications a patient is taking, is a critical intervention
for reducing medication errors at care transitions,
particularly in the perioperative phase (16). This
process is considered essential for achieving
medication safety and minimizing adverse drug events,
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which can incur substantial financial burdens on
healthcare systems (17). The heightened complexity of
drug management in surgical departments, with
multiple prescribers and frequent transitions of care,
further amplifies the risk of medication errors, notably
the omission of home medications in scheduled
surgeries. This emphasizes the need for comprehensive
medication review and reconciliation practices to
ensure all necessary medications are continued and
unnecessary ones are discontinued, thereby minimizing
perioperative risks (18). A systematic approach to
perioperative medication management can
significantly reduce the incidence of drug-related
problems, which are frequently identified as
contributing factors to adverse outcomes in surgical
patients (19).

RATIONALE FOR MEDICATION OPTIMIZATION
Optimizing medication regimens preoperatively can
mitigate these risks by ensuring that patients are in the
best possible physiological state for surgery, thereby
improving recovery trajectories and reducing hospital
readmissions.
PHYSIOLOGICAL
SURGERY

The physiological stress response elicited by surgery,
encompassing neuroendocrine and inflammatory

STRESS RESPONSE TO

changes, can significantly alter drug pharmacokinetics
and pharmacodynamics, necessitating a nuanced
approach to chronic medication management during
the perioperative period (20).
DRUG-ANAESTHETIC INTERACTION
Concomitant administration of chronic medications
with anaesthetic agents can lead to critical interactions,
including altered anaesthetic depth, prolonged
emergence, or exacerbated hemodynamic instability,
underscoring the imperative for a meticulous
assessment of all prescribed drugs (6). Such an
assessment, ideally conducted through a best possible
medication history by a pharmacist during preoperative
evaluation, is crucial for identifying potential drug-
drug interactions and optimizing patient safety.

RISK

Risk of medication discrepancies and errors during the
perioperative period remains substantial, despite the
recognized benefits of comprehensive medication
reconciliation, leading to potentially serious adverse
events (21).

HEMODYNAMIC INSTABILITY

The interplay between chronic cardiovascular
medications and anaesthetic agents, for instance, can
critically influence intraoperative hemodynamic
stability, potentially leading to profound hypo- or

hypertension, arrhythmias, or myocardial ischemia
(22). Therefore, a thorough understanding of each
patient's medication regimen and its potential
physiological impact during surgical stress is
paramount for preventing adverse perioperative events
(4). This proactive management strategy extends to
agents like antidiabetic medications, thyroid hormones,
and antiplatelet drugs, where inappropriate
perioperative adjustments can precipitate metabolic
dysregulation, thyroid storm, or excessive bleeding
(23).

BLEEDING COMPLICATION

Given that up to 13% of patients experience at least one
Unintended Medication Discrepancy, and that 50% of
surgical patients are on regular non-surgery related
medications, careful management is critical to prevent
complications such as haemorrhagic events,
particularly in those on antiplatelet or anticoagulant
therapies (Chirivella et al., 2018; Renaudin et al.,
2020).

Given the high prevalence of medication errors in
surgical settings, a collaborative approach involving
pharmacists and anaesthesiologist’s can significantly
enhance the safety of perioperative medication
management (17).

METABOLIC DERAGEMENTS

Poorly managed chronic conditions such as diabetes
can lead to significant metabolic derangements during
surgery, including hyperglycaemia or hypoglycaemia,
which are associated with increased infection rates and
compromised wound healing. Such complications
necessitate rigorous glycaemic control and an
individualized approach to antidiabetic medication
management throughout the perioperative continuum
(5). Perioperative malnutrition, often exacerbated by
chronic disease, further complicates recovery by
impairing immune function and wound healing,
making nutritional assessment and intervention critical
components of comprehensive patient care (24).
CONCEPT OF RISK -BENEFIT STRATIFICATION
The determination of whether to continue or
discontinue chronic medications in the perioperative
period involves a careful risk-benefit stratification,
balancing the potential for adverse drug withdrawal
effects against the risk of drug-drug or drug-
anaesthesia interactions and surgical complications
(23). This nuanced decision-making process requires a
comprehensive  evaluation of the  patient's
comorbidities, the nature of the surgical procedure, and
the specific pharmacological properties of each
medication (Roig et al., 2004; Zaki et al., 2024). This
includes considering the potential for rebound effects
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upon withdrawal, such as increased platelet
adhesiveness with antiplatelet agents, which can
elevate thrombotic risk in the highly procoagulant
perioperative state (25). Moreover, the decision-
making process must also account for polypharmacy, a
common issue in elderly and frail patients, which
further  complicates  perioperative  medication
management due to increased potential for adverse
drug interactions and side effects (8).

GENERAL CONSIDERATION FOR
PERIOPERATIVE MEDICATION
MANAGEMENT.

The optimal management of these agents necessitates
an interprofessional approach, leveraging the expertise
of various healthcare providers to determine the
appropriate  duration and extent of temporary
interruption or continuation of therapy (26).

The variability in established guidelines for managing
chronic medications during the perioperative period
necessitates an individualized approach, often guided
by institutional protocols and expert consensus, given
the limited outcome data for many commonly used
drugs (7). This often translates into a multidisciplinary
team approach, integrating the expertise of
anaesthesiologists, surgeons, pharmacists, and internal
medicine specialists to tailor medication plans to
individual patient needs and surgical demands. Such a
collaborative framework is particularly crucial for
patients with complex comorbidities or those receiving
polypharmacy, where the risk of drug-related
complications is substantially elevated (15). Geriatric
patients, in particular, present unique challenges due to
multimorbidity, frailty, and  polypharmacy,
necessitating a comprehensive geriatric assessment to
optimize perioperative outcomes and predict potential
postoperative complications (27). This comprehensive
assessment should include rapid screening tools for
cognition, functional status, and frailty to identify high-
risk individuals (28). Furthermore, the altered
pharmacokinetics and pharmacodynamics in older
adults increase their susceptibility to adverse drug
events, making a meticulous review of their medication
regimen paramount (29). The identification of
potentially inappropriate medications is particularly
critical in this population, as their use is associated with
higher hospitalization rates, increased morbidity, and
poorer outcomes. Polypharmacy, defined as the use of
five or more medications, is a significant predictor of
30-day postoperative major complications, especially
in geriatric patients (30). The prevalence of
polypharmacy is substantial, with some studies

indicating that over 80% of elderly perioperative
patients use five or more medications, further
underscoring the need for careful medication
reconciliation (31). This emphasizes the imperative for
meticulous perioperative medication review and
adjustment to mitigate the heightened risks associated
with complex pharmacological regimens in an aging
surgical population. This comprehensive approach aids
in reducing postoperative complications, shortening
hospital stays, and decreasing readmission rates (30).
CARDIOVASCULAR MEDICATIONS

NITRATES

The management of nitrates in the perioperative period,
particularly given their vasodilatory effects and
potential for interaction with anaesthetic agents,
requires careful consideration to prevent hemodynamic
instability. This often involves meticulously titrating
doses and monitoring blood pressure to maintain
cardiovascular stability during surgical procedures (7).
For instance, some practitioners advocate for the
continuation of nitrates to mitigate myocardial
ischemia, while others recommend temporary
cessation or dose reduction, depending on the patient's
cardiac status and the invasiveness of the surgical
procedure. However, the lack of robust evidence
supporting specific protocols for nitrate management
during the perioperative phase contributes to wide
variations in practice (23).

BETA-BLOCKERS

The perioperative management of beta-blockers
presents a complex clinical scenario, balancing the
risks of withdrawal syndrome against the potential for
exacerbated bradycardia and hypotension in the
presence of anaesthetic agents (18). Clinical guidelines
often recommend continuing beta-blockers in patients
already on therapy to avoid adverse cardiac events (4),
though careful titration may be necessary, particularly
in patients with borderline hemodynamic or those
undergoing procedures associated with significant
fluid shifts. However, in cases where patients are newly
initiated on beta-blockers preoperatively, the timing
and dosage require careful consideration to prevent
potential complications (23).

The continuation of beta-blocker therapy through the
perioperative period is generally recommended for
patients on chronic regimens to prevent rebound
hypertension, arrhythmias, and myocardial ischemia,
though careful titration may be necessary to avoid
excessive bradycardia or hypotension in conjunction
with anaesthetic agents (23). However, decisions
regarding their perioperative management often exhibit
considerable variability among clinicians due to the
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lack of definitive evidence-based guidelines. This
variability —underscores the critical need for
personalized approaches, taking into account
individual patient risk factors and the specific surgical
context to optimize cardiovascular stability (4). This
necessitates a nuanced understanding of beta-blocker
pharmacology in the context of anaesthetic interactions
and surgical stress response to prevent adverse
cardiovascular events.

CALCIUM CHANAL BLOCKERS

Calcium channel blockers, while often continued in the
perioperative period for patients on chronic therapy,
require judicious management due to their potential to
exacerbate hypotension when combined with
anaesthetic agents, particularly in patients with
compromised left ventricular function (32).
Nonetheless, continuing these medications is generally
recommended to maintain blood pressure control and
mitigate myocardial ischemia, especially with
dihydropyridines, provided vigilant hemodynamic
monitoring is employed (33). Moreover, their use in
specific populations, such as those with unstable
angina, warrants careful consideration of concomitant
beta-blockade to prevent reflex tachycardia (34).
Conversely, the withdrawal of calcium channel
blockers preoperatively has been linked to adverse
cardiovascular events, further complicating their
perioperative management. Despite these
considerations, calcium channel blockers are typically
well-tolerated perioperatively and can reduce the
incidence of myocardial ischemia and supraventricular
tachycardia, particularly diltiazem (35).

ACE  INHIBITORS

RECEPTOR BLOCKERS
ACE Inhibitors and Angiotensin Receptor Blockers
present a more contentious issue regarding their
perioperative management, with some guidelines
recommending their suspension on the day of surgery
due to concerns about refractory hypotension, while
others support continuation (36). However, the on-
going STOP or NOT and POISE-3 trials are
investigating the impact of continuing versus
discontinuing renin-angiotensin system inhibitors on
postoperative outcomes, aiming to clarify optimal
management strategies (37). Nevertheless, the
American College of Cardiology and American Heart
Association have provided wupdated guidelines
suggesting that ACEIs/ARBs be withheld before high-
risk noncardiac surgery in normotensive patients to
limit hypotensive episodes, while continuation is

AND  ANGIOTENSIN

advised for those with heart failure (38). In a large
retrospective study, angiotensin-converting enzyme
inhibitors and angiotensin II receptor blockers were
associated with a higher incidence of transient
hypotension, although this was not linked to adverse
outcomes (39).

DIURETICS

The perioperative use of diuretics, while commonly
prescribed for chronic conditions such as hypertension
and heart failure, necessitates careful evaluation due to
the potential for hypovolemia, electrolyte disturbances,
and renal dysfunction during surgical procedures (40).
Consequently, many guidelines advocate for the
temporary discontinuation of diuretics on the day of
surgery to mitigate these risks (36). However, the
decision to withhold diuretics should be balanced
against the risk of fluid overload, particularly in
patients with congestive heart failure (41).
Nevertheless, in cases of severe heart failure or
conditions necessitating strict fluid balance, clinicians
might opt to continue diuretics with close monitoring
of fluid status and electrolyte levels (40).
ANTIPLATELETS

The perioperative management of antiplatelet agents is
a critical consideration due to the heightened risk of
bleeding balanced against the thrombotic risk
associated with their discontinuation, particularly in
patients with a history of cardiovascular events or
implanted stents. This complex balance necessitates a
careful risk-benefit analysis, often guided by consensus
guidelines that consider the type of surgery, the
antiplatelet agent used, and the individual patient's
thrombotic risk profile. For instance, dual antiplatelet
therapy may contraindicate certain regional anaesthetic
techniques and requires a multidisciplinary approach
involving cardiologists, surgeons, and
anaesthesiologists to devise a comprehensive
management plan (42). In cases where the bleeding risk
is deemed significant, the temporary cessation of
antiplatelet therapy may be warranted, with short-
acting intravenous glycoprotein IIb/Illa inhibitors
considered as a bridge to mitigate thrombotic events
(43). However, the decision to discontinue antiplatelet
agents, especially aspirin, prior to surgery must be
weighed against the potential for rebound thrombotic
events, particularly in high-risk patients (43). The
optimal duration for antiplatelet cessation prior to
surgery remains a subject of ongoing debate, with
guidelines evolving to balance haemorrhagic and
thrombotic risks, especially with newer stent
technologies (44). The complexities of antiplatelet
management are further compounded by the lack of
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universally accepted recommendations for specific
scenarios, leading to considerable variations in clinical

practice (45).

P2Y12 INHIBITORS
The perioperative management of P2Y12 inhibitors,
such as clopidogrel, prasugrel, and ticagrelor,

necessitates a careful assessment of the balance
between the risk of surgical bleeding and the risk of
stent thrombosis, particularly given their potent and

often  irreversible antiplatelet effects  (46).
Consequently, P2Y12 inhibitors are typically

discontinued prior to elective surgical procedures to
minimize perioperative bleeding risk, with specific
stopping intervals recommended based on the agent
(e.g., 7 days for prasugrel, 5 days for clopidogrel, and
3 days for ticagrelor) (47).

ANTICOAGULANTS

The perioperative management of anticoagulants is
highly complex, balancing the risk of thrombotic
events if discontinued against the risk of surgical
bleeding if continued, necessitating individualized
patient assessments and a multidisciplinary approach
(6). This typically involves assessing the type of
anticoagulant, the indication for its use, the urgency
and invasiveness of the surgery, and the patient's
individual risk factors for both bleeding and
thrombosis (18). Consequently, explicit guidelines,
such as those from the American College of
Cardiology/American Heart  Association, often
recommend specific protocols for bridging therapy
with heparin or low molecular weight heparin in high-
risk patients to minimize thrombotic risk during the
temporary cessation of oral anticoagulants (48).
However, the use of oral anticoagulants, NSAIDs, and
aspirin derivatives is generally not recommended due
to potential interactions with anaesthetics and the risk
of hypokalaemia (4). For vitamin K antagonists,
discontinuation 3 to 5 days before surgery with
preoperative laboratory testing is recommended, while

direct-acting oral anticoagulants require
discontinuation intervals of 24 to 48 hours depending
on bleeding risk (49).

LOW MOLECULAR WEIGHT HEPARIN

The use of low molecular weight heparin in the
perioperative setting is primarily for bridging therapy
when oral anticoagulants are temporarily interrupted or
for thromboprophylaxis in patients at high risk of
venous thromboembolism. Its rapid onset and offset of
action make it suitable for managing thrombotic risk
during the periprocedural period, although careful dose
adjustment and monitoring are essential to prevent

bleeding complications (49). Nevertheless, the precise
timing of low molecular weight heparin administration
and cessation remains critical, with guidelines often
recommending discontinuation approximately 12 to 24
hours prior to surgery to minimize intraoperative
haemorrhage (50). Conversely, for patients with
impaired renal function, the LMWH-free interval may
need to be extended beyond 48 hours to prevent
accumulation and associated bleeding risks.

However, the precise timing and necessity of
discontinuing or bridging these agents remain subjects
of ongoing debate within the surgical community, often
dependent on the patient's individual thrombotic risk
profile and the specific surgical procedure (49).
Optimal perioperative management strategies for
anticoagulants  frequently involve a delicate
thromboembolic
events and mitigating haemorrhage, often necessitating
the consideration of bridging therapy with agents like
low molecular weight heparin (51.52).

ENDOCRINE MEDICATIONS

The perioperative management of endocrine
medications, particularly those affecting glucose
metabolism and thyroid function, is crucial for
maintaining physiological homeostasis and preventing
adverse outcomes during surgery and anaesthesia. In

equilibrium between preventing

diabetic patients, meticulous glycaemic control is
paramount to minimize complications such as surgical
site  infections, delayed wound healing, and
cardiovascular events.

The perioperative management of oral hypoglycaemic
agents requires careful consideration to prevent both
hypoglycemia and hyperglycemia, with specific
protocols for discontinuation or dose adjustment often
depending on the drug class and the patient's glycaemic
control. Metformin, for example, is typically
discontinued 24-48 hours preoperatively due to the risk
of lactic acidosis, especially in patients with renal
dysfunction (6). Sulfonylureas and glinides, due to
their insulinotropic effects, necessitate careful timing
of the last dose and often require reduction or omission
on the day of surgery to mitigate the risk of
hypoglycemia. The American Diabetes Association
recommends metformin as the preferred
pharmacological agent for type 2 diabetes, with the
Society of Ambulatory Anaesthesia advising its

initial

continuation the day before surgery and resumption
post-operatively once a regular diet is established (53).

However, in cases where contrast dye utilization is
anticipated, metformin should be discontinued at the
onset of the preoperative fast and reintroduced
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postoperatively upon the resumption of a normal diet

(53). Newer agents such as sodium-glucose
cotransporter-2 inhibitors, while beneficial for

glycemic control, require careful consideration due to
their potential to induce euglycemic ketoacidosis and
should typically be withheld for 3-4 days
preoperatively, with some protocols suggesting a 24-
hour hold for procedures with rapid oral intake
resumption. Conversely, patients utilizing oral
medications for glycemic control should generally
withhold these immediately prior to and following
surgery, as fasting and inflammatory responses during
the perioperative period can render medication efficacy
and blood glucose levels less predictable (54).
INSULIN
Perioperative insulin management necessitates a
precise approach, particularly for patients on high basal
insulin doses or with a total daily dose exceeding 80
units, requiring a 50% to 75% reduction to preempt
hypoglycemia (55). For Type 2 Diabetes Mellitus
patients, continuation of their normal treatment
regimen for most non-insulin diabetic medications is
recommended until the day before surgery, though
some clinicians advocate for  discontinuing
sulfonylureas and metformin 24 to 48 hours prior to
surgery due to their prolonged half-lives (56).
Additionally, the American Diabetes Association
suggests withholding all oral hypoglycemic agents on
the morning of surgery, while advocating for a
reduction in NPH insulin dosage by 50% or long-acting
analogues/basal pump insulin by 60-80% (57). For
patients with Type 1 Diabetes, insulin should be
continued perioperatively, with 80% of the basal dose
administered both the evening before and the morning
after surgery to prevent dysglycemia, while those
receiving twice-daily dosing may require a 0-50%
reduction in insulin injection two days prior to surgery
(58). For those requiring intravenous insulin, various
protocols exist, although comparative efficacy and
safety studies are limited (59). Dipeptidyl peptidase-4
inhibitors, however, appear to be safe to continue
perioperatively and may contribute positively to
postoperative glucose regulation (60). Furthermore,
dipeptidyl peptidase-4 inhibitors have a low risk of
hypoglycemia and do not appear to increase the risk of
gastrointestinal motility disorders postoperatively,
unlike some other antidiabetic agents (61).

THYROID HORMONE THERAPY
HYPOTHYROIDISM

The primary goal in managing hypothyroidism
perioperatively is to ensure euthyroid status, as
untreated or inadequately treated hypothyroidism can

exacerbate cardiovascular instability and
thermoregulation during surgery.

for hypothyroid patients, the continuation of thyroid
hormone replacement therapy, such as levothyroxine,
is  generally recommended throughout the
perioperative period to maintain euthyroid status and

impair

prevent cardiovascular instability. Conversely, patients
with untreated or inadequately treated hypothyroidism
are at heightened risk for perioperative complications
including hypotension, bradycardia, and altered drug
metabolism, underscoring the importance of
optimizing thyroid function before elective surgical
procedures. In instances where emergent surgery is
necessary for a profoundly hypothyroid patient, careful
consideration of intravenous thyroid hormone
replacement is warranted, though specific guidelines
for acute management remain less standardized.
HYPERTHYROIDISM

The perioperative management of hyperthyroidism
requires meticulous control to mitigate the risk of
thyroid storm, a life-threatening condition
characterized by exaggerated physiological responses
to circulating thyroid hormones. This typically
involves optimizing antithyroid medications, such as
propylthiouracil or methimazole, and sometimes
incorporating beta-blockers to control adrenergic
symptoms and prevent tachycardia and arrhythmias.
For patients with severe hyperthyroidism, iodine
preparations may be administered preoperatively to
inhibit thyroid hormone release and reduce glandular
vascularity, thereby facilitating safer surgical
intervention. For instances of overt hyperthyroidism,
definitive treatment options often include radioactive
iodine therapy or surgical thyroidectomy, with the
latter requiring careful preoperative preparation to
achieve a euthyroid state. However, in cases of thyroid
storm or severe hyperthyroidism where -elective
surgery cannot be postponed, pharmacological
interventions targeting symptom control and thyroid
hormone synthesis inhibition become paramount.
Conversely, in cases of preoperative hyperthyroidism,
clinicians must vigilantly exclude the possibility of
thyroid crisis, which can be precipitated by surgical
stress, trauma, or infection (62).

STEROIDS

steroid administration, particularly corticosteroids, is a
common yet variable practice, often necessitated by
pre-existing conditions or as prophylaxis for adrenal
insufficiency, though guidelines for non-cardiac, non-
transplant surgeries remain undefined (63).
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For patients on chronic steroid therapy, continuation of
their regular dose or administration of a stress dose may
be necessary to prevent adrenal crisis, particularly in
those undergoing significant surgical stress or with
prolonged steroid wuse. This often involves
administering a hydrocortisone equivalent to cover the
adrenal  suppression induced by exogenous
corticosteroids (64). Similarly, in patients with
cardiovascular conditions, medications such as beta-
blockers should generally be continued up to the day of
surgery, though new preoperative titration is not
typically recommended unless sufficient time is
available for accurate dose adjustment (32).
RESPIRATORY DRUGS

Bronchodilators, such as short-acting and long-acting
beta-agonists and anticholinergics, should be continued
as per the patient's usual regimen to optimize
pulmonary function and reduce the risk of
bronchospasm during induction and maintenance of
anaesthesia. Inhaled corticosteroids should also be
continued to manage underlying airway inflammation,
while systemic corticosteroids may require stress-dose
augmentation to prevent adrenal insufficiency in
patients on chronic therapy. For patients undergoing
ophthalmic or otolaryngologic procedures, topical
vasoconstrictors or local anaesthetics might be
incorporated into the pre-operative regimen to optimize
surgical conditions.  Similarly, other chronic
medications such as antihypertensive drugs often
require careful consideration regarding their
continuation or temporary cessation.

CNS DRUGS

Psychoactive medications, including antidepressants
and anxiolytics, generally should be continued to avert
withdrawal syndromes or exacerbation of underlying
psychiatric conditions, although certain agents may
necessitate dosage adjustments or temporary cessation
based on their pharmacokinetic profiles and potential
interactions with anaesthetic agents. Antiepileptic
drugs, critical for seizure prevention, must also be
meticulously maintained throughout the perioperative
period to avoid seizure recurrence, with intravenous
alternatives available for patients unable to take oral
formulations (50). Anticoagulants and antiplatelet
agents, on the other hand, require highly individualized
strategies due to their significant impact on bleeding
risk versus thrombotic risk, necessitating careful
assessment of the surgical procedure's invasiveness and
the patient's underlying cardiovascular pathology (6).
Therefore, the decision to continue or discontinue these
agents perioperatively demands a careful risk-benefit
analysis, often guided by institutional protocols and

collaborative discussions between the
anaesthesiologist, and prescribing physician.
GASTROINTESTINAL MEDICATIONS
GERD Patients with gastroesophageal reflux disease
typically continue their proton pump inhibitors or H2
receptor antagonists (H2RAs) preoperatively to reduce

surgeon,

gastric acid production, thereby mitigating the risk of
aspiration pneumonitis, particularly in procedures
requiring general anaesthesia (23). Prophylactic
administration of gastro-protective agents, such as
proton pump inhibitors, is also crucial for patients on
corticosteroid therapy due to the increased risk of
gastrointestinal adverse effects exacerbated by surgical
stress (4). The overall management of chronic
medications in the perioperative period necessitates a
comprehensive approach, distinguishing essential from
non-essential drugs to mitigate potential complications
and optimize patient outcomes.

ASPIRATION PROPHYLAXIS

For instance, in situations where aspiration risk is
elevated, such as in emergency surgeries or in patients
with known risk factors like obesity or delayed gastric
emptying, specific pharmacological interventions—
including prokinetic agents and H2 receptor
antagonists—are often employed (23). Furthermore,
the routine administration of non-particulate antacids
may be considered to neutralize gastric acid, although
their efficacy in preventing aspiration pneumonitis
remains a subject of ongoing debate in clinical practice.

SPECIAL SITUATIONS

EMERGENCY SURGERY

In emergency surgical scenarios, the abbreviated pre
operative window often precludes comprehensive
medication  reconciliation and  optimization,
necessitating rapid clinical judgments regarding
chronic pharmacotherapy continuation or cessation
(65). This often Involving specific scenarios, such as
geriatric patients, anaesthetic considerations must
account for increased drug sensitivity and comorbidity
burden, which often necessitate reduced dosages of
sedo-analgesic agents to mitigate risks of hypoxemia
and prolonged recovery . s prioritizing medications
critical for immediate physiological stability while
considering the potential for drug-drug interactions
with emergent anaesthetic agents (6). (66)

DAY CARE SURGERY

For day-case surgery, patients are typically required to
continue their routine chronic medications unless
specific agents pose an unacceptable risk for outpatient
management or interaction with anesthetic protocols.
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This pragmatic approach balances the need to maintain
chronic disease control with the logistical constraints
of ambulatory surgery (4). The management of
polypharmacy in these settings is particularly
challenging, as patients often take more than five
medications daily, which has been identified as a
predictive factor for postoperative complications

(29)).

ELDERLY PATIENTS

Given their increased susceptibility to polypharmacy,
altered pharmacokinetics, and diminished

physiological reserves, elderly patients require a
meticulously tailored perioperative medication plan to
avert adverse drug reactions and maintain organ
function (8). This is especially critical given that a
significant proportion of surgical patients are elderly
and often present with multiple comorbidities requiring
ongoing pharmacological management (7). Therefore,
a thorough pre operative assessment, including a
comprehensive medication review, is imperative to
identify potential drug interactions and adjust regimens
to optimize surgical outcomes and minimize adverse
events in this vulnerable population (67).

RENAL AND HEPATIC DYSFUNCTION

Patients with renal or hepatic impairment necessitate
careful medication adjustments due to altered drug
metabolism and excretion, which can lead to
accumulation and increased toxicity of many
commonly used perioperative drugs. This often
involves dose reductions or selection of alternative
agents primarily excreted via other pathways,
alongside diligent monitoring of renal and hepatic
function throughout the perioperative course. For
instance, certain cardiovascular medications may
require dose adjustments or discontinuation based on
the degree of organ dysfunction to prevent untoward
hemodynamic effects or prolonged drug elimination
(4). A thorough understanding of individual patient
pharmacokinetics, coupled with real-time therapeutic
drug monitoring, is therefore essential to prevent drug
accumulation and optimize therapeutic efficacy in
these compromised physiological states (68).

ROLE OF THE PRE OPERATIVE ROOM(STREET
READINESS ZONE)

The pre operative room serves as a critical nexus for
the final review and reconciliation of chronic
medications, ensuring that all necessary adjustments
have been made and that the patient's pharmacological
regimen is optimized for the impending surgical
procedure. This includes verifying adherence to
prescribed regimens and addressing any last-minute
discrepancies to mitigate potential perioperative

complications. This meticulous verification process is
essential, especially given the rising prevalence of
polypharmacy and its associated risks of adverse drug
events and interactions, particularly in elderly and frail
patients. Such rigorous scrutiny in the pre operative
setting is vital for identifying and mitigating potential
drug-related complications, especially as a substantial
percentage of adult patients undergoing non-emergent
surgery may have chronic medication non-compliance
issues (22). CHECKLIST-BASED APPROACHES
Implementation of standardized checklists and
protocols for medication reconciliation in the pre
operative room can significantly enhance patient safety
by systematically identifying and resolving medication
discrepancies before induction of anaesthesia (17).

COMMUNICATION WITH SURGICAL TEAM
Effective communication between the pre operative
team and the surgical and anesthesia teams is
paramount to ensure that all medication adjustments
and patient-specific considerations are clearly
understood and integrated into the intraoperative and
postoperative care plans.

DOCUMENTATION PROTOCOL

Clear and comprehensive documentation of all
medication changes, decisions, and rationales is
paramount to ensure seamless communication among
healthcare providers and to prevent medication errors
throughout the perioperative continuum.

COMMON ERRORS AND PITFALLS

Despite rigorous protocols, common errors and pitfalls
in perioperative medication management frequently
arise from inadequate medication reconciliation,

incomplete patient histories, and insufficient
interprofessional communication (69.70). These

deficiencies often lead to unintended medication
discrepancies, which have been observed in a
substantial percentage of patients, underscoring the
critical need for enhanced systematic approaches (21).
To address these challenges, advanced digital health
technologies, such as electronic medication
reconciliation systems and telepharmacy services, offer
promising avenues for improving the accuracy and
completeness of medication histories.

RECENT GUIDELINES AND EVIDENCE

These guidelines highlight the imperative for dedicated
clinical pharmacy involvement, which has been shown
to significantly reduce medication discrepancies and
enhance patient safety by meticulously reviewing best
possible medication histories. The integral role of
clinical pharmacists within the multidisciplinary
perioperative team, therefore, becomes critical in
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optimizing  pharmacotherapeutic ~ regimens and
minimizing adverse drug events, particularly in
complex cases involving polypharmacy or specific
patient populations. This interprofessional
collaboration, encompassing shared responsibilities
and communication, has been shown to reduce
postoperative complications, shorten hospital stays,
and decrease readmission rates. Such collaborative
approaches are vital for addressing the inherent
challenges in perioperative medication management,
especially in light of the high prevalence of medication
therapy problems among hospitalized perioperative
patients (19).

FUTURE DIRECTION

. Further research should also explore the effectiveness
of clinical pharmacist interventions across diverse
surgical specialties and patient populations, extending
beyond scheduled orthopaedic  surgery, to
comprehensively evaluate their impact on clinical
outcomes such as mortality, readmission rates, and
adverse drug events (17). Such studies would also
benefit from considering patients from diverse ethnic
groups, given the known variability in
pharmacokinetics and pharmacodynamics across
different populations, which can influence drug
efficacy and safety (6). Moreover, pharmacogenomic
considerations are increasingly relevant for optimizing
peri surgical prescribing, warranting further
investigation into the utility of integrating such
information into routine perioperative care. Further
exploration into the efficacy of artificial intelligence
and machine learning algorithms in predicting patient-
specific medication responses and potential adverse
drug reactions could also revolutionize personalized
perioperative pharmacotherapy.

CONCLUSION AND SUMMARY OF KEY
PRINCIPLES

The preceding discussions underscore the multifaceted
nature of perioperative medication management,
highlighting the critical roles of meticulous
reconciliation, effective interdisciplinary
communication, and robust documentation protocols.
These elements collectively contribute to minimizing
medication errors and optimizing patient outcomes
throughout the surgical journey (Wang et al., 2023).
Furthermore, pharmacist-led interventions have been
demonstrably effective in improving clinically
important outcomes in the perioperative setting,
including enhanced pain control and reduced hospital
stays, albeit with a noted variability in methodological
rigor across studies(72).

IMPORTANCE OF INDIVIDUALIZED CARE:
Recognising the inherent variability in patient
physiology and drug responses, an individualized
approach to medication management, tailored to each
patient's specific comorbidities, genetic profile, and
pharmacotherapeutic  history, is paramount for
ensuring optimal outcomes and mitigating adverse
events (73).

IMPACT ON PERIOPERATIVE OUT COME:
Compromising perioperative medication management
directly correlates with improved patient safety
metrics, reduced incidence of adverse drug events, and
enhanced recovery trajectories, thereby significantly
impacting overall surgical outcomes and resource
utilization. This comprehensive approach not only
minimizes complications but also contributes to the
economic efficiency of healthcare systems by
decreasing readmission rates and shortening hospital
stays. Consequently, integrating advanced
computational tools like artificial intelligence and
machine learning offers substantial potential for real-
time decision support, predictive analytics for adverse
events, and streamlined communication among
healthcare professionals. These Al algorithms could
analyse vast amounts of patient data to identify patterns
and predict potential medication errors, enabling
clinicians to proactively intervene.

References

1. Elvir-Lazo OL, White PF, Eng HC, Yumul F,
Chua R, Yumul R. Impact of chronic
medications in the perioperative period —
anesthetic implications (Part II). Postgraduate
Medicine [Internet]. 2021 Sep 23 [cited 2025
Nov];133(8):920. Available from:
https://doi.org/10.1080/00325481.2021.1982
298

2. Hollevoet I, Herregods S, Vereecke H,
Vandermeulen E, Herregods L. Medication in
the perioperative period: stop or continue? A
review. PubMed [Internet]. 2011 Jan 1 [cited
2025 Nov];62(4):193. Available from:
https://pubmed.ncbi.nlm.nih.gov/22379758

3. Elvir-Lazo OL, White PF, Eng HC, Yumul F,
Chua R, Yumul R. Impact of chronic
medications in the perioperative period:
mechanisms of action and adverse drug

effects (Part I). Postgraduate Medicine
[Internet]. 2021 Sep 23 [cited 2025
Nov];133(8):939. Available from:

https://doi.org/10.1080/00325481.2021.1982
297

1JDDT, Volume 16 Issue 34s, 2026

Page 684



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

4.

D, Rakanovi¢ D. Clinical
considerations of drug management in
chronic cardiovascular and respiratory
disorders in perioperative healthcare. Hospital
Pharmacology - International
Multidisciplinary Journal [Internet]. 2018 Jan
1 [cited 2025 Jun];5(2):661. Available from:
https://doi.org/10.5937/hpimj1802661z

Zivanovié

5. Roig RJ, Mercadal-Orfila G, Masanés RJ.

Manejo perioperatorio de la medicacion
crénica no relacionada con la cirugia. Anales
de Medicina Interna [Internet]. SciELO; 2004
Jun 1 [cited 2025 Oct];21(6):291. Available
from: https://doi.org/10.4321/s0212-
71992004000600009

6. Chirivella CM, Navarro-Ruiz A, Lumbreras B.

Development and validation of a guide for the
continuity of care in perioperative medication
management. Journal of Orthopaedics and
Traumatology [Internet]. 2018 Jul 17 [cited
2025 Sep];19(1). Available from:
https://doi.org/10.1186/s10195-018-0490-2
Garcia-Miguel FJ, Castillo VB. Practice
Recommendations in the Perioperative
Chronic Medication Management in the
Surgical Patient. Medical Research Archives
[Internet]. 2024 Jan 1 [cited 2026 Jan];12(11).
Available from:
https://doi.org/10.18103/mra.v12i11.6070

8. Warwick E, Moonesinghe R. Chronic Disease

Management and Optimization of Functional
Status Before Surgery: Does This Improve
Long-Term Postoperative Outcomes? Current
anesthesiology reports [Internet]. 2023 Nov
16 [cited 2026 Apr];13(4):324. Available
from:  https://doi.org/10.1007/s40140-023-
00587-9

9.Lee Y, Liew Y, Sim MH, Sim XLJ. Association

10.

of polypharmacy and perioperative outcomes:
Systematic review and meta-analysis. Journal
of Perioperative Practice [Internet]. 2025 Feb
26 [cited 2026 Apr];36:29. Available from:
https://doi.org/10.1177/17504589251320818

Watanabe T, Kashiwagura S, Ouchi R, Usui
K, Shibata C, Okada K. A retrospective study
examining the  association  between
polypharmacy and complications after
laparoscopic surgery for colorectal cancer.
Journal of Pharmaceutical Health Care and
Sciences [Internet]. 2024 Aug 2 [cited 2026
Mar];10(1):47. Available from:
https://doi.org/10.1186/s40780-024-00369-3

11.

Jonsdéttir F, Blondal AB, Guomundsson A,
Bates I, Stevenson JM, Sigurdsson MI.
Epidemiology and association with outcomes
of polypharmacy in patients undergoing
surgery:  retrospective,  population-based
cohort study. BJS Open [Internet]. 2023 May
5 [cited 2026 Apr];7(3). Available from:
https://doi.org/10.1093/bjsopen/zrad041

12. Nigmatkulova MD, Kleymenova EB, Yashina

13.

14.

LP, CeraeB JIA. The Continuity of Chronic
Medications in Multimorbid Patients during
Perioperative Period: Retrospective Analysis.
Annals of the Russian academy of medical
sciences [Internet]. 2021 Jun 30 [cited 2026
Apr];76(2):210. Available from:
https://doi.org/10.15690/vramn1365

Notaras AP, Demetriou E, Galvin J, Ben-
Menachem E. A cross-sectional study of
preoperative medication adherence and early
postoperative recovery. Journal of Clinical
Anesthesia [Internet]. 2016 Aug 11 [cited
2026 Jan];35:129. Available from:
https://doi.org/10.1016/j.jclinane.2016.07.00

7

Chapuis C, Bosson J, Bardet J, Lepelley M,
Sourd D, Roustit M, et al. Electronic
pharmaceutical record for best possible
medication history at preoperative evaluation
to prevent postoperative adverse events: a
quasi-experimental study. BMJ Open Quality
[Internet]. 2025 Mar 1 [cited 2026 Apr];14(1).
Available from:
https://doi.org/10.1136/bmjoq-2024-003022

15. Jindal P, Patil V, Pradhan R, Mahajan H, Rani

A, Pabba U. Update on preoperative
evaluation and optimisation. Indian Journal of
Anaesthesia [Internet]. 2023 Jan 1 [cited 2026
Apr];67(1):39. Available from:
https://doi.org/10.4103/ija.ija_1041 22

16. Ebbens MM, Dérp E, Gombert-Handoko KB,

Bemt PMLA van
medication

den. Pre-operative
reconciliation by pharmacy
technicians or anaesthesiologists. European
Journal of Anaesthesiology [Internet]. 2021
Jan 27 [cited 2026 Mar];38(1). Available
from:
https://doi.org/10.1097/eja.00000000000013
90

17. Renaudin A, Leguelinel-Blache G, Choukroun

C, Lefauconnier A, Boisson C, Kinowski J, et
al. Impact of a preoperative pharmaceutical
consultation in scheduled orthopedic surgery

1JDDT, Volume 16 Issue 34s, 2026

Page 685



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

18.

19.

20.

21.

22.

23.

24.

on admission: a prospective observational
study. BMC Health Services Research
[Internet]. 2020 Aug 13 [cited 2026
Mar];20(1):747. Available from:
https://doi.org/10.1186/s12913-020-05623-6
Soghomonyan S, Stoicea N, Bergese SD.
Editorial: New Trends and Approaches in
Perioperative Pharmacotherapy: An Update.
Frontiers in Pharmacology [Internet]. 2021
Aug 6 [cited 2026 Mar];12:721075. Available
from:
https://doi.org/10.3389/fphar.2021.721075
Cheng HT, Zhao M, Liu H, Shen G, Zhao T,
Feng Z. The prevalence of chronic medication

therapy  problems and  pharmacists’
interventions among hospitalized
perioperative  patients: a  retrospective

observational study. BMC Health Services
Research [Internet]. 2022 Dec 6 [cited 2026
Apr];22(1):1483. Available from:
https://doi.org/10.1186/s12913-022-08897-0
Soghomonyan S, Bergese SD, Stoicea N.
Editorial: New trends and approaches in
perioperative pharmacotherapy, volume III.
Frontiers in Pharmacology [Internet]. 2024
Jul 19 [cited 2026 Apr];15. Available from:
http://dx.doi.org/10.3389/fphar.2024.145300
7
Ouweini AE, Karaoui LR, Chamoun N, Assi
C, Yammine K, Ramia E. Value of pharmacy
services upon admission to an orthopedic
surgery unit. Journal of Pharmaceutical Policy
and Practice [Internet]. 2021 Dec 1 [cited
2026 Mar];14(1):103.  Available from:
https://doi.org/10.1186/s40545-021-00384-x
Paul J, He H, Diep J, Vanniyasingam T,
Middleton S. Preoperative Medication
Management, Compliance and Adverse
Events in Adult Patients Undergoing Elective
Surgery: A Historical Chart Review. Open
Journal of Anesthesiology [Internet]. 2022
Jan 1 [cited 2025 Nov];12(3):113. Available
from:
https://doi.org/10.4236/0janes.2022.123011
Mercado DL, Petty BG. Perioperative
medication management. Medical Clinics of
North America [Internet]. 2003 Jan 1 [cited
2026  Jan];87(1):41.  Available from:
https://doi.org/10.1016/s0025-
7125(02)00146-3
Olotu C, Weimann A, Bahrs C, Schwenk W,
Scherer M, Kiefmann R. The Perioperative

25.

Care of Older Patients. Deutsches Arzteblatt
international [Internet]. 2019 Jan 24 [cited
2026 Apr];116(5):63. Available from:
https://doi.org/10.3238/arztebl.2019.0063

Manchikanti L. A Prospective Evaluation of
Bleeding Risk ofInterventional Techniques in
Chronic Pain. Pain Physician [Internet]. 2011
Jul 14 [cited 2025 Nov];317. Available from:
https://doi.org/10.36076/pp;j.2011/14/317

26. Briete LD, Towers WF, Bone R, Nair R, Steck

27.

28.

29.

30.

31.

M, Cutshall BT, et al. Perioperative
Anticoagulation Management. Critical Care
Nursing Quarterly [Internet]. 2022 Feb 25
[cited 2026 Apr];45(2):119. Available from:
https://doi.org/10.1097/cnq.00000000000003
95

Theodorakis N, Nikolaou M, Hitas C,
Anagnostou DE, Kreouzi M, Kalantzi S, et al.
Comprehensive Peri-Operative Risk
Assessment and Management of Geriatric
Patients. Diagnostics [Internet]. 2024 Sep 27
[cited 2026 Apr];14(19):2153. Available
from:
https://doi.org/10.3390/diagnostics14192153
Zietlow K, Wong SP, Heflin MT, McDonald
SR, Sickeler R, Devinney MJ, et al. Geriatric
Preoperative Optimization: A Review. The
American Journal of Medicine [Internet].
2021 Aug 18 [cited 2026 Apr];135(1):39.
Available from:
https://doi.org/10.1016/j.amjmed.2021.07.02
8

Ng-Pellegrino A, Stawicki SP. Updates in
Anesthesia - The Operating Room and

Beyond [Internet]. IntechOpen eBooks.
IntechOpen; 2022 [cited 2025 Novl].
Available from:

https://doi.org/10.5772/intechopen.100964
McHugh E. The New Trend, Geriatric
Surgery: Considerations in Geriatric Surgery.

In: IntechOpen eBooks [Internet].
IntechOpen; 2023 [cited 2026 Mar].
Available from:

http://dx.doi.org/10.5772/intechopen. 111527

Saldanha K, Raj JP, Devi P, Mohan LN.
Patterns, Predictors and Outcomes of
Polypharmacy among Elderly Perioperative
Patients in the General Surgical Department
of a Tertiary Care Teaching Hospital. Indian
Journal of Pharmaceutical Sciences [Internet].
2017 Jan 1 [cited 2025 Nov];79(5). Available
from:

1JDDT, Volume 16 Issue 34s, 2026

Page 686



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

32.

33.

34.

35.

36.

37.

38.

39.

https://doi.org/10.4172/pharmaceutical-
sciences.1000291
Sostari¢ M. Perioperative Preparation of
Cardiac Patients in Regional Anesthesia. Acta
Clinica Croatica [Internet]. 2022 Jan 1 [cited
2026 Apr];61:84. Available from:
http://dx.doi.org/10.20471/acc.2022.61.s2.10
Rismiati H, Lee H. Perioperative Management
of Hypertensive Patients. Cardiovascular
Prevention and Pharmacotherapy [Internet].
2021 Jan 1 [cited 2026 Apr];3(3):54.
Available from:
https://doi.org/10.36011/cpp.2021.3.e7
Dobson GP. Addressing the Global Burden of
Trauma in Major Surgery. Frontiers in
Surgery [Internet]. 2015 Sep 3 [cited 2026
Apr];2:43. Available from:
https://doi.org/10.3389/fsurg.2015.00043
Hazzi R, Mayock RL. Perioperative
management of hypertension. Journal of
Xiangya Medicine [Internet]. 2018 Jun 1
[cited 2026 Mar];3:25. Available from:
https://doi.org/10.21037/jxym.2018.05.01
Leén JDL de, Mejia-Mantilla J, Calderén-
Miranda CA, Loépez-Erazo LJ, Arango A,

Cruz  G. Perioperative  hypertension.
Colombian Journal of Anesthesiology
[Internet]. 2023 Apr 11 [cited 2025
Dec];51(2). Available from:

https://doi.org/10.5554/22562087.e1066
Halvorsen S, Mehilli J, Cassese S, Hall TS,
Abdelhamid M, Barbato E, et al. 2022 ESC
Guidelines on cardiovascular assessment and
management of patients undergoing non-
cardiac surgery. European Heart Journal
[Internet]. 2022 Aug 26 [cited 2026
Apr];43(39):3826. Available from:
https://doi.org/10.1093/eurheartj/chac270
Dou W, Hu JH, Long Y qin, Liu H, Ji F,
Sudhan NA, et al. Withholding vs. continuing
angiotensin-converting enzyme inhibitors or
angiotensin receptor blockers before surgery:
a systematic review and meta-analysis of
randomized controlled trials. Annals of
Medicine [Internet]. 2025 Sep 29 [cited 2026
Apr];57(1):2566873. Available from:
https://doi.org/10.1080/07853890.2025.2566
873

Silva DR e, Cavalcante FP, Maia FL, Oliveira
LAS de V, Fernandes C. Avaliagdo
cardiovascular perioperatoria em cirurgias
ndo cardiacas como ferramenta para redugdo

de risco de eventos cardiacos
adversos<br>doi: 10.20513/2447-
6595.2016v56n2p30-38. Revista de Medicina
da UFC [Internet]. 2016 Dec 20 [cited 2026
Mar];56(2):30. Available from:
https://doi.org/10.20513/2447-
6595.2016v56n2p30-38

40. (DGAI) DG fiir A und I, Zwissler B, (DGIM)

DG fiir IM, (DGCH) DG fiir C. Preoperative
evaluation of adult patients before elective,
noncardiothoracic surgery. Der Anaesthesist
[Internet]. 2017 Nov 2 [cited 2026
Apr];68:25. Available from:
https://doi.org/10.1007/s00101-017-0376-3

41. Castillo MCMD, Valladares-Garcia JC, Abad

J, Halabe-Cherem J. Preoperative assessment
in non-cardiac surgery: a stepwise approach.
Gaceta Médica de México [Internet]. 2019
Sep 26 [cited 2025 Nov];155(3). Available
from:
https://doi.org/10.24875/gmm.m19000273

42. Riley R editor. Australasian Anaesthesia 2021

[Internet]. Australasian anaesthesia. 2021
[cited 2026 Jan]. Available from:
http://dx.doi.org/10.60115/11055/1113

43. Nasr M, Kossaif M, Kossaify A. Pre-operative

44,

Cardiovascular ~ Evaluation in elective
Noncardiac Surgery, Risk Scores, and
Managerial Insight for Patients with Different
Cardiac ~ Morbidities. Open  Access
Macedonian Journal of Medical Sciences
[Internet]. 2020 Apr 28 [cited 2025
Nov];8:41. Available from:
https://doi.org/10.3889/0amjms.2020.3372
Munyon R, Cohn SL, Slawski B, Smetana
GW, Pfeifer K. 2017 Update in perioperative
medicine: 6 questions answered. Cleveland
Clinic Journal of Medicine [Internet]. 2017
Nov 1 [cited 2026 Jan];84(11):863. Available
from:
https://doi.org/10.3949/ccjm.84a.17068

45. Cattaneo M, Chassot P, Eichinger S, Heymann

46.

C von, Hofmann N, Rickli H, et al. Peri-
operative management of antiplatelet therapy
in patients with coronary artery disease.
Thrombosis and Haemostasis [Internet]. 2011
Jan 1 [cited 2026 Apr];105(5):743. Available
from: https://doi.org/10.1160/th10-04-0217

Douketis JD, Spyropoulos AC, Spencer FA,
Mayr M, Jaffer AK, Eckman MH, et al.
Perioperative Management of Antithrombotic
Therapy. CHEST Journal [Internet]. 2012 Feb

1JDDT, Volume 16 Issue 34s, 2026

Page 687



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

47.

48.

49.

50.

51.

52.

53.

1 [cited 2026 Apr];141(2). Available from:
https://doi.org/10.1378/chest.11-2298
Boschitz D, Fastowiec DM, Bolliger D.
Update on Perioperative Antithrombotic
Management. Current anesthesiology reports
[Internet]. 2024 May 15 [cited 2026
Mar];14(3):407. Available from:
https://doi.org/10.1007/s40140-024-00633-0
Kudaiberdieva G. From Editor-in-Chief: Our
progress and visibility, current issue, news
from AHA 2024, trials and new guidelines,
long COVID and welcome to new Editors.
Heart Vessels and Transplantation [Internet].
2024 Dec 11 [cited 2026 Mar]; Available
from: https://doi.org/10.24969/hvt.2024.529
Moster M, Bolliger D. Perioperative
Guidelines on Antiplatelet and Anticoagulant
Agents: 2022 Update. Current anesthesiology
reports [Internet]. 2022 Jan 19 [cited 2026
Apr];12(2):286. Available from:
https://doi.org/10.1007/s40140-021-00511-z
Zielinska M, Bartkowska-Sniatkowska A,
Mierzewska-Schmidt M, Biernawska 1,
Byrska-Maciejak E, Cettler M, et al.
The consensus statement of the Section of
Paediatric Anaesthesiology and Intensive
Therapy of the Polish Society
of Anaesthesiology and Intensive Therapy on
anaesthesia in children under 3 years of age.
Anaesthesiology Intensive Therapy [Internet].
2025 Oct 19 [cited 2026 Mar];57(1):276.
Available from:
https://doi.org/10.5114/ait/209457
Wise R, Bishop DG, Gibbs M, Govender K,
James MF, Kabambi F, et al. South African
Society of Anaesthesiologists Perioperative
Patient Blood Management Guidelines 2020.
Southern African Journal of Anaesthesia and
Analgesia [Internet]. 2020 Nov 19 [cited 2026
Mar]; Available from:
https://doi.org/10.36303/sajaa.2020.26.6.s1
Iuliano G, Citro R. ESC guidelines on
cardiovascular assessment and management
of patients undergoing non-cardiac surgery: a
practical guide for clinicians. Heart Vessels
and Transplantation [Internet]. 2023 May 31
[cited 2026 Jan];  Available
http://dx.doi.org/10.24969/hvt.2023.393
Sreedharan R, Khanna S, Shaw A.
Perioperative glycemic management in adults
presenting for elective cardiac and non-
cardiac surgery. Perioperative Medicine

from:

54.

55.

[Internet]. 2023 Apr 29 [cited 2026
Apr];12(1):13. Available from:
https://doi.org/10.1186/s13741-023-00302-6

Meka AP, Okoro U, Jaffe TA, Cron DC,
Semaan DZ, Hwang C, et al. What Should
Pre-operative Clinics Do to Optimize Patients
for Major Surgery? Michigan Journal of
Medicine [Internet]. 2016 Apr 1 [cited 2025
Nov];1(1). Available from:
https://doi.org/10.3998/mjm.13761231.0001.

114

Dogra P, Jialal 1. Diabetic Perioperative
Management. 2019 Nov 13;

56. Ahmad R, Naftalovich R, Tewfik G, Eloy JD,

57.

58.

59.

60.

Rodriguez-Correa D. Near-miss
hypoglycemia—reflections on perioperative
glucose management guidelines in diabetics.
BMC Anesthesiology [Internet]. 2023 Jun 1
[cited 2026 Apr];23(1):190. Available from:
http://dx.doi.org/10.1186/s12871-023-02145-
6

Greenberg J, Zwiep T, Sadek J, Malcolm J,
Mullen KA, Mclsaac DI, et al. Clinical
practice guideline: evidence,
recommendations and algorithm for the
preoperative  optimization of anemia,
hyperglycemia and smoking. Canadian
Journal of Surgery [Internet]. 2021 Oct 1
[cited 2026 Apr];64(5). Available from:
https://doi.org/10.1503/cjs.011519

Rong Y, Shuang W. Detection and
management of perioperative blood glucose

abnormalitiest.  Frontiers of  Nursing
[Internet]. 2023 Dec 1 [cited 2026
Mar];10(4):373. Available from:

http://dx.doi.org/10.2478/fon-2023-0040
Meneghini L. Perioperative management of
diabetes: Translating evidence into practice.
Cleveland Clinic Journal of Medicine
[Internet]. 2009 Oct 30 [cited 2026 Apr];76.
Available from:
https://doi.org/10.3949/ccjm.76.s4.09

Brown RE, Siddiqui U, Paul J. A survey:
perioperative  diabetes medications and
glucose  control—time to
management? [Internet]. Vol. 66, Canadian

re-examine

Journal of Anesthesia/Journal canadien d
anesthésie.  Springer  Science+Business
Media; 2019 [cited 2026 Jan]. p. 621.
Available from:
https://doi.org/10.1007/s12630-019-01311-0

1JDDT, Volume 16 Issue 34s, 2026

Page 688



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

61.

62.

63.

64.

65.

66.

67.

68.

Lucke-Wold B. Diabetes management in
spinal surgery. Journal of Clinical Images and
Medical Case Reports [Internet]. 2022 Jun 22
[cited 2026 Jan];3(6). Available from:
https://doi.org/10.52768/2766-7820/1906
Buckwalter JA, Soper RT, Davies JA, Mason
EE. POST-OPERATIVE
HYPOPARATHYROIDISM. The Medical
Journal of Australia [Internet]. 1956 Mar 1
[cited 2025 Nov];1(11):464. Available from:
https://doi.org/10.5694/j.1326-
5377.1956.tb35469.x

Groleau C, Morin SN, Vautour L, Amar-
Zitkin A, Bessissow A. Perioperative
corticosteroid administration: a systematic
review and descriptive analysis. Perioperative
Medicine [Internet]. 2018 Jun 8 [cited 2026
Apr];7(1):10. Available from:
https://doi.org/10.1186/s13741-018-0092-9
Vitin AA. Perioperative Care for Organ
Transplant Recipient [Internet]. IntechOpen
eBooks. IntechOpen; 2019 [cited 2026 Mar].
Available from:
https://doi.org/10.5772/intechopen.77696
Zaki HA, Shaban EE, Shaban A, Alkahlout
BH, Shallik NA, Azad A. Perioperative
Preparation of Emergency Patients from
Emergency Department to Operating Room.
In: IntechOpen eBooks [Internet].
IntechOpen; 2024 [cited 2025 Dec]. Available
from:

http://dx.doi.org/10.5772/intechopen. 100440
7

Amornyotin S. Anesthetic Consideration for
Geriatric Patients. In: IntechOpen eBooks
[Internet]. IntechOpen; 2021 [cited 2026
Apr]. Available from:
https://doi.org/10.5772/intechopen.97003
Silva A, Costa B, Castro I, Mourao J, Vale N.
New Perspective for Drug-Drug Interaction
in Perioperative Period. Journal of Clinical
Medicine [Internet]. 2023 Jul 21 [cited 2026
Mar];12(14):4810. Available from:
https://doi.org/10.3390/jcm 12144810

lone JA, Dar M. Recent Advancements in
Total Intravenous Anaesthesia (TIVA) and

69.

70.

71.

72.

73.

Anaesthetic  Pharmacology. International
Journal of Health Sciences and Research
[Internet]. 2023 Nov 28 [cited 2026

Mar];13(11):365. Available
http://doi.org/10.52403/ijhsr.20231145
Ye J. Patient Safety of Perioperative
Medication Through the Lens of Digital
Health and Artificial Intelligence. JMIR
Perioperative Medicine [Internet]. 2023 May
31 [cited 2026 Mar];6. Available from:
https://doi.org/10.2196/34453
Jiménez-Heredia M, Zabrodotska-
Maksymyuk V, Carrion-Carrion C, Galiana-
Sastre M, Serrano JG, Cano-Blanquer D.
Medication Reconciliation in the Surgical
Setting: A Cross-Sectional Study in

from:

Polymedicated Patients. Journal of Clinical
Medicine [Internet]. 2025 Dec 29 [cited 2026
Apr];15(1):270. Available from:
https://doi.org/10.3390/jcm15010270

Aceto P, Incalzi RA, Bettelli G, Carron M,
Chiumiento F, Corcione A, et al
Perioperative Management of Elderly patients
(PriME): recommendations from an Italian
intersociety consensus. Aging Clinical and
Experimental Research [Internet]. 2020 Jul 10
[cited 2026 Apr];32(9):1647. Available from:
https://doi.org/10.1007/s40520-020-01624-x
Naseralallah L, Koraysh S, Aboujabal B,
Alasmar M. Interventions and impact of
pharmacist-delivered services in
perioperative setting on clinically important
outcomes: a systematic review and meta-
analysis. Therapeutic Advances in Drug
Safety [Internet]. 2024 Jan 1 [cited 2026
Apr];15. Available from:
https://doi.org/10.1177/20420986241260169
Kertai MD, Shaw A. The curious tale of
perioperative precision medicine: a story of
hydroxocobalamin and cardiac surgery-
associated vasoplegia. Canadian Journal of
Anesthesia/Journal canadien d anesthésie
[Internet]. 2018 Feb 8;65(5):507. Available
from:  https://doi.org/10.1007/s12630-018-
1083-5

1JDDT, Volume 16 Issue 34s, 2026

Page 689



Street Readiness of Chronic Medications in the Preoperative Room. An evidence based review

Summary of key findings: Basic Characteristics of Studies Included

Author Yea | Type Country Drugs/Focus | Therapy Complications
r

Garcia- 2024 | Review Spain Chronic meds | Pharmacologic | Hypotension,
Miguel & al interactions
Castillo
Nahlawi | 2026 | Review USA RAAS Pharmacologic | Hypotension
et al. inhibitors al
Silva et | 2023 | Review Portugal/Brazi | Drug Pharmacologic | PK/PD changes
al. 1 interactions al
Paul etal. | 2022 | Observationa | Canada Compliance Both Adverse events

1
Chirivella | 2018 | Validation Spain Medication Both Errors
et al. protocols
Chapuis | 2025 | Quasi- France Reconciliatio | Non- Reduced  adverse
et al. experimental n pharmacologica | events

1

Renaudin | 2020 | Prospective | France Pharmacy Combined Reduced errors
et al. intervention
Douetal. | 2025 | Meta- China ACEI/ARB Pharmacologic | Hypotension

analysis al
Boschitz | 2024 | Review Germany Antiplatelets | Pharmacologic | Bleeding
et al. al
Deng et | 2026 | Review China SGLT2 Pharmacologic | DKA
al. inhibitors al
Levi 2024 | Review USA GLP-1 Pharmacologic | Aspiration risk

agonists al

Ahmad et | 2023 | Clinical USA Antidiabetics | Pharmacologic | Hypoglycemia
al. al
Greenber | 2021 | Guideline Canada Insulin Pharmacologic | Hypo/Hyperglycemi
getal al a
Groleau 2018 | Systematic Canada Steroids Pharmacologic | Adrenal suppression
et al. review al
Cheng et | 2022 | Observationa | China Medication Both Drug-related
al. 1 issues problems
Jonsdottir | 2023 | Cohort Iceland Polypharmac | Both Postop
et al. y complications
Leeetal. | 2025 | Meta- Singapore Polypharmac | Both Morbidity

analysis y
Parrish et | 2022 | Review USA Pharmacist Combined Improved outcomes
al. role
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Figure 1: PRISMA 2026, FLOW CHART showing study selection
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