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Abstract

Background: The elective surgical journey is a complex continuum requiring seamless interdisciplinary coordination to
ensure patient safety, optimize outcomes, and enhance system efficiency. This pathway integrates diverse professional
domains—administrative, nursing, anesthetic, pharmaceutical, and rehabilitative—each with critical, interdependent roles.
Aim: This narrative review aims to comprehensively map the entire perioperative pathway for elective surgery, synthesizing
evidence on the roles of medical secretaries, nursing staff, anesthetists, pharmacists, and physiotherapists from scheduling
through to recovery.

Methods: A systematic literature search was conducted across PubMed, Scopus, CINAHL, and Cochrane Library databases
(2010-2024). Keywords pertained to perioperative coordination, preoperative assessment, anesthetic planning, surgical
pharmacy, and prehabilitation/rehabilitation. Included literature comprised systematic reviews, randomized controlled trials,
cohort studies, and professional guidelines.

Results: The review delineates a non-linear, integrated pathway where effective administrative coordination and pre-
admission processes fundamentally underpin clinical safety. Standardized nursing assessments mitigate risk, while
personalized anesthetic and analgesic regimens, informed by pharmacogenomics and enhanced recovery protocols, improve
physiological stability and pain control. Preoperative physiotherapy (prehabilitation) demonstrably enhances functional
capacity and post-operative recovery.

Conclusion: Optimal perioperative care is inherently multidisciplinary, requiring robust communication systems and shared
protocols. Future directions include digital health integration and personalized, risk-stratified care models to further improve
patient-centered outcomes and healthcare value.

Keywords: Perioperative Care, Interdisciplinary Communication, Enhanced Recovery After Surgery, Preoperative
Assessment, Patient Care Team.

Introduction patient experience, improving population health,

The modern perioperative journey for reducing costs, improving clinician well-being, and
elective surgery represents a sophisticated, multi- advancing health equity (D’alleva et al., 2019). This
stage continuum that extends far beyond the journey, from the initial decision for surgery to full
operating room walls. It is a meticulously functional recovery, is fraught with potential pitfalls,
orchestrated process involving a diverse team of including administrative errors, clinical oversights,
professionals whose synchronized efforts are communication breakdowns, and fragmented care, all

paramount to achieving the quintuple aim: enhancing
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of which can compromise patient safety and surgical
outcomes (Ljungqvist et al., 2017).

Historically, perioperative research has often
focused on discrete, specialty-specific interventions.
However, a holistic understanding necessitates
examining the entire pathway as an interconnected
system.  This narrative  review  synthesizes
contemporary evidence (2010-2024) to map the
elective surgical pathway, explicitly integrating the
pivotal roles of the medical secretary, nursing,
anesthesia, pharmacy, and physiotherapy. By
elucidating their interdependencies, this review
underscores that excellence in perioperative care is
not merely the sum of its parts but the product of
their seamless integration, guided by standardized
protocols like Enhanced Recovery After Surgery
(ERAS®) and a steadfast commitment to patient-
centeredness (Gustafsson et al., 2019).
Administrative Coordination and Scheduling

The perioperative journey is initiated not
with a clinical consultation, but with administrative
coordination, a domain where the medical secretary
plays a critical, though often underappreciated, role.
This stage sets the trajectory for all subsequent
events, where efficiency and accuracy are paramount.
The secretary’s tasks extend beyond simple booking;
they involve the meticulous management of referrals,
coordination of multidisciplinary consultations, and
ensuring the timely acquisition and verification of
patient information (Mihalj et al., 2020). A primary
responsibility is overseeing the informed consent
process, ensuring that the correct, procedure-specific
consent form is secured and that it aligns with the
surgeon’s documented plan.

Failures in this administrative layer, such as
booking errors or incomplete documentation, can
lead to case cancellations, delays, and serious patient
safety incidents, including wrong-site surgery (Singer
et al., 2016). Furthermore, the secretary acts as a
crucial communication hub, liaising between the
patient, surgeons, anesthetists, and pre-admission
clinics. The implementation of digital scheduling
systems and electronic health records (EHRs) has
significantly enhanced this role, allowing for real-
time updates and improved transparency across the
care continuum (lguidbashian et al., 2023). Effective
administrative  workflow is, therefore, the
foundational bedrock upon which safe and efficient
clinical care is built, directly impacting operating
room utilization, patient satisfaction, and the
prevention of never events.
Nursing’s Pivotal Role:
Preoperative Assessment

Following scheduling, the patient enters the
domain of preoperative nursing assessment, a critical
clinical checkpoint designed to optimize patient
readiness and mitigate perioperative risk. This
structured evaluation transcends basic vital signs,
encompassing a holistic review of medical, surgical,
pharmacological, social, and psychological history

Comprehensive

Saudi J. Med. Pub. Health Vol. 1 No.2, (2024)

(Ljungqvist et al., 2022). Nurses in pre-admission
clinics perform systematic screenings for conditions
like obstructive sleep apnea, undiagnosed
cardiovascular  disease, and poorly controlled
diabetes, which are significant predictors of
postoperative complications (Lakdawala et al., 2018).

A core component is  medication
reconciliation, where nurses meticulously review and
guide the management of medications such as
anticoagulants, antiplatelets, and antihypertensives in
accordance with evidence-based guidelines, a process
shown to reduce adverse drug events (Mekonnen et
al., 2016). This assessment also serves as a key
educational opportunity, where nurses set patient
expectations, provide instructions on fasting (now
moving towards carb-loaded clear fluids up to 2
hours pre-op), and explain elements of the Enhanced
Recovery  After  Surgery (ERAS)  pathway
(Ljungqvist et al., 2021). The nurse synthesizes this
information, identifying "high-risk™ patients who may
require further anesthetic or specialist review. This
proactive, nurse-led model not only streamlines the
day-of-surgery process but also empowers patients,
reduces anxiety, and contributes significantly to
reducing same-day cancellations and postoperative
morbidity (Dingley et al., 2016).
Anesthetic Planning: From Pharmacology to
Physiologic Optimization

The anesthetist’s role begins long before the
administration of induction agents, rooted in detailed
preoperative evaluation and personalized planning.
Modern anesthetic practice is founded on a deep
understanding of pharmacology, physiology, and
individual patient risk stratification. The pre-
anesthetic assessment builds upon the nursing screen,
delving deeper into cardiopulmonary reserve, airway
assessment, and previous anesthetic history to
formulate a tailored plan encompassing anesthesia
technique, monitoring, and postoperative pain
management (Fleisher et al., 2014).

Pharmacologically, anesthesia involves a
delicate balance of hypnosis, analgesia, and muscle
relaxation. The choice of agents—inhaled volatiles
vs. total intravenous anesthesia (TIVA), opioid-
sparing techniques, and short-acting neuromuscular
blockers—is influenced by patient factors and the
surgical procedure, with the overarching goals of
maintaining hemodynamic stability and facilitating
rapid, clear-headed emergence (Sessler et al., 2019).
A paradigm shift has been the emphasis on
preoperative optimization, or "pre-habilitation,"
championed by anesthetists. This includes correcting
anemia, optimizing nutritional status, encouraging
smoking cessation, and prescribing structured
exercise  programs, all of which enhance
physiological resilience (Carli et al., 2021).
Furthermore, the integration of point-of-care
ultrasound (POCUS) and the adoption of goal-
directed fluid therapy represent advances in precision
medicine, allowing for dynamic, individualized
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management that reduces complications like acute
kidney injury and ileus (Messina et al., 2021). Thus,
the anesthetist functions as a perioperative physician
whose planning directly influences the intraoperative

course and recovery trajectory. Table 1 and Figure 1
summarize the key elements of multidisciplinary
preoperative optimization.

Table 1: Key Elements of Multidisciplinary Preoperative Optimization

Domain Professional Key Interventions Evidence-Based Impact
Lead
Administrative Medical Accurate scheduling, referral Reduces wrong-site events,
& Consent Secretary coordination, a verified informed cancellations, and improves OR
consent process, and patient efficiency (Singer et al., 2016;
communication. Mihalj et al., 2020).
Clinical Risk Preoperative Holistic health review, medication Reduces postoperative
Assessment Nursing reconciliation, screening for complications, preventable ADEs,
OSA/DM/CVD, and patient and patient anxiety (Lakdawala et
education. al., 2018; Kristoffersen et al.,
2019).
Physiologic Anesthesia & Correction of anemia (iron, EPO), Lowers infection rates, reduces
Optimization Surgery nutritional support, smoking/alcohol LOS, improves functional recovery
cessation, and  prehabilitation (Carli et al., 2021; Ljungqvist et
exercise. al., 2022).
Pharmacologic Anesthesia & Planning of multimodal analgesia, Improves pain control, reduces
Planning Pharmacy antimicrobial  prophylaxis, and opioid-related side effects, and
management of chronic medications surgical site infections (Chou et al.,
(e.g., anticoagulants). 2016; Bratzler et al., 2013).
adverse effects like nausea, sedation, ileus, and the
Edministrative Anestretic |, pharmacy -5 risk of persistent use (Chou et al., 2016)._ _
Coordination Planning Pharmacists also play a vital role in

Enhanced Recovery After Surgery (ERAS)

L 4

Standardized Protocols Structured Communication

Figure 1: The Multidisciplinary Perioperative
Pathway From Scheduling to Recovery
Pharmacy Integration: Ensuring Safe and
Effective Medication Management

The clinical pharmacist is an indispensable
member of the perioperative team, ensuring the safe,
effective, and appropriate use of medications
throughout the surgical continuum. Their expertise is
crucial in two primary areas: surgical antimicrobial
prophylaxis (SAP) and postoperative analgesia. SAP
aims to reduce the risk of surgical site infections
(SSIs), and pharmacists develop and enforce
institution-specific guidelines aligned with national
standards, ensuring the right antibiotic, dose, timing
(within 60 minutes before incision), and duration
(often a single dose) are adhered to, thereby
combating antimicrobial resistance (Bratzler et al.,
2013). In analgesia, pharmacists champion
multimodal regimens, which combine non-opioid
analgesics (e.g., acetaminophen, NSAIDs,
gabapentinoids) with regional anesthesia techniques
to minimize opioid consumption and their associated
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managing complex medication regimens in the
perioperative period, particularly for patients on
anticoagulants, antiplatelets, diabetic medications, or
corticosteroids, providing evidence-based
recommendations for bridging and resumption
(Douketis et al.,, 2022). Their involvement in
medication reconciliation at multiple handoffs—
admission, transfer, discharge—is a proven strategy
to prevent harmful medication errors (Kwan et al.,
2013). By integrating pharmacy services directly into
pre-admission clinics and ward rounds, hospitals can
significantly enhance medication safety, improve
pain outcomes, and reduce length of stay.
Physiotherapy: Bridging Prehabilitation to
Postoperative Mobilization

Physiotherapy provides the critical link
between  preoperative  functional status and
postoperative recovery, with interventions spanning
the entire perioperative timeline. The concept of
prehabilitation—the preoperative enhancement of
functional capacity—has gained substantial empirical
support.  Structured exercise programs, often
combining aerobic, resistance, and respiratory muscle
training-initiated weeks before surgery, aim to
increase the patient's physiological reserve, enabling
them to better withstand the metabolic stress of
surgery (Moran et al., 2016). In patients undergoing
major abdominal or thoracic surgery, prehabilitation
has been shown to reduce postoperative pulmonary
complications, improve functional walking capacity,
and potentially shorten hospital length of stay (Zhang
et al., 2022; Chang et al., 2023).
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Postoperatively, the physiotherapist’s role
shifts to early and progressive mobilization, which is
a cornerstone of ERAS pathways. Early ambulation
prevents deconditioning, reduces the risk of
thromboembolism, pulmonary atelectasis, and insulin
resistance, and promotes the return of gastrointestinal
function (Gillis et al., 2018). Furthermore,
physiotherapists provide essential education on
incentive spirometry, coughing techniques, and
movement modifications, empowering patients to
participate actively in their own recovery. For
orthopedic procedures, structured, protocol-driven
rehabilitation is the principal determinant of
successful functional outcome (Coulter et al., 2017).
Thus, physiotherapy transitions from a reactive to a
proactive discipline, fundamentally shaping recovery
trajectories and long-term quality of life.
Intraoperative Synergy and Communication

The intraoperative phase represents the
culmination of preoperative planning, requiring
flawless real-time collaboration between surgeons,
anesthetists, scrub nurses, and circulating nurses.
Effective communication, often guided by structured
checkilists like the WHO Surgical Safety Checklist, is
non-negotiable for patient safety. The checklist,
performed at sign-in (before anesthesia), time-out
(before incision), and sign-out (before patient leaves
OR), fosters team introductions, confirms critical
information, and reviews anticipated challenges,
significantly reducing mortality and complication
rates (Haynes et al., 2017). This period is where
anesthetic pharmacology meets surgical stress; the
anesthetist ~ meticulously ~ manages  analgesia,
paralysis, and fluid balance while monitoring for
physiological perturbations.

Simultaneously, the nursing team ensures
sterility, manages instruments, and accounts for all
swabs and sharps, maintaining the integrity of the
surgical field. Pharmacists may contribute remotely
via protocols for antibiotic re-dosing in prolonged
cases or urgent medication needs. This environment
thrives on closed-loop communication, mutual
respect, and shared situational awareness. Breaches in
this synergy can lead to catastrophic outcomes,

including retained foreign objects, wrong-site
surgery, or hemodynamic collapse. Therefore, the
operating room functions as a high-reliability
microsystem, where interdisciplinary teamwork,
underpinned by checklists and a culture of
psychological safety, is directly correlated with
performance (O’Connor et al., 2013).
Postoperative Management and Transition to
Recovery

The immediate postoperative  period,
spanning from the post-anesthesia care unit (PACU)
to the surgical ward, is a critical window where
coordinated care prevents complications and sets the
stage for recovery. In the PACU, nurses and
anesthetists collaborate closely to manage emergence
from anesthesia, focusing on pain control,
hemodynamic stability, oxygenation, and
nausea/vomiting ~ (PONV)  prevention  using
standardized scoring systems (Apfel et al., 2012).
Effective handoff communication from the anesthesia
provider to the PACU nurse, utilizing structured tools
like I1-PASS, is vital to ensure continuity of care and
prevent information loss (Starmer et al., 2014).

Following PACU discharge, the focus shifts
to the ward, where the ERAS pathway is
implemented by the broader team. This includes the
early resumption of oral nutrition, targeted fluid
management to avoid overload, continued
multimodal analgesia overseen by nursing and
pharmacy, and the relentless pursuit of early
mobilization facilitated by physiotherapy (Gustafsson
et al., 2019). Nurses monitor for signs of common
complications such as surgical site infection, ileus, or
delirium, initiating prompt interventions. The
pharmacist conducts discharge medication
reconciliation and patient counseling, ensuring a safe
transition home. This phase demands meticulous
coordination to avoid siloed care; regular
multidisciplinary rounds have been shown to improve
adherence to  recovery  protocols, enhance
communication, and reduce hospital length of stay
(Ljungqvist et al., 2021). Table 2 and Figure 2 depict
key ERAS interventions during the preoperative,
intraoperative, postoperative, and discharge phases.

Table 2: Core Components of an Enhanced Recovery After Surgery (ERAS) Pathway by Phase

Perioperative Phase  Key Interventions

Contributing Disciplines

Patient  education &
Prehabilitation  (exercise,

Preoperative

counseling; Nursing, Physiotherapy, Dietetics, Anesthesia
nutrition);

Carbohydrate loading up to 2h pre-op;

Avoidance of prolonged fasting.

Intraoperative Short-acting  anesthetics;
analgesia  inc.

Normothermia

regional
maintenance;

Multimodal ~ Anesthesia, Pharmacy, Nursing
blocks;

Goal-

directed fluid therapy; Antimicrobial

prophylaxis.

Postoperative
nasogastric tubes;

Early oral nutrition; Avoidance of Nursing, Physiotherapy, Pharmacy, Dietetics
Opioid-sparing

multimodal analgesia; Early removal of
catheters; Protocol-driven mobilization.
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Discharge & Follow-

Post-discharge phone
Outpatient rehab planning.

Structured discharge criteria; Discharge
up medication reconciliation & counseling;
follow-up;

Nursing, Pharmacy, Physiotherapy, Medical
Secretary (scheduling follow-up)

Preoperative - Intraoperative» Postoperative -» Postoperative-» Discharge

Patient Minimally Early Early Home
Education Invasive Mobilization ~ Mobilization ~ Assessment
Techniques
Analgesia
Nursing Anesthesia
Pharmacy Physiotherapy
Figure 2: Core Components of Enhanced

Recovery After Surgery Across the Perioperative
Timeline
Measuring Outcomes and the Path Forward

Evaluating the success of the integrated
perioperative journey requires looking beyond
traditional metrics like mortality and length of stay to
include patient-reported outcome measures (PROMSs)
and patient-reported experience measures (PREMS).
PROMs assess functional recovery, pain, and quality
of life, providing a patient-centered view of surgical
success (Ju et al., 2020). PREMs capture the patient’s
perception of care coordination, communication, and
respect, which are directly influenced by the seamless
integration of the multidisciplinary team (Depla et al.,
2022). Future directions point towards greater
personalization through digital health technologies,
such as wearable devices for remote monitoring of
recovery, and the use of artificial intelligence for
predictive risk analytics (Yoon et al., 2022).

Furthermore, the principles of perioperative
medicine call for the expansion of optimization
clinics that formally integrate all discussed
disciplines to manage complex patients. Challenges
remain, including professional silos, resource
limitations, and implementation science gaps.
However, the evidence is clear: a truly collaborative,
protocol-driven, and patient-centric approach that
values each team member’s contribution—from the
secretary ensuring accurate consent to the
physiotherapist guiding the first post-op steps—
creates a journey that is safer, more efficient, and
more humane for the patient navigating the profound
experience of surgery.
Conclusion

The perioperative journey from scheduling
to recovery is a testament to the necessity of
interdisciplinary collaboration in modern healthcare.
This review has mapped the patient pathway,
highlighting the indispensable and interconnected
roles of the medical secretary, nursing, anesthesia,
pharmacy, and physiotherapy. Each discipline
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contributes a unique yet interdependent piece to the
puzzle: administrative coordination sets the stage,
nursing assessment identifies and mitigates risk,
anesthetic and pharmacological planning optimizes
physiological and pain  management, and
physiotherapy bridges preoperative capacity to
postoperative function.

The integration of these roles through
structured pathways like ERAS and robust
communication systems, such as safety checklists,
transforms a series of discrete clinical events into a
coherent, patient-centered continuum. The evidence
synthesized herein strongly supports that the quality
of this integration is a primary determinant of patient
safety, clinical outcomes, and healthcare value.
Moving forward, embracing technological
innovations and personalized care models while
fortifying team-based cultures will be pivotal in
advancing perioperative care, ensuring that every
patient’s surgical journey is as safe, effective, and
supportive as possible.
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