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value to dichotomise patients into those with preserved
( ≥ 50%) and those with impaired ( < 50%) function.4
In all, 522 patients had adequate measurements of
ejection fraction, of whom 163 (31%) had values ≥ 50%
and 359 (69%) < 50%. Information on deaths was
recorded to April 2000, allowing five year survival status
to be determined for all patients. The table shows the
characteristics of the two groups and statistical methods.
Five year mortality was substantial in both groups
but significantly greater in patients with impaired left
ventricular systolic function (41.5% v 25.2%, P < 0.001).
Twenty five per cent of patients with preserved
function had non-sustained ventricular tachycardia.
Both groups had similar SDNN measurements, which
were lower than previously shown in age matched
healthy control subjects.5

Comment
Mortality is significantly greater in patients with
chronic heart failure and impaired left ventricular
systolic function than in those with preserved systolic
function. However, even the patients with preserved
systolic function have a 25% five year mortality. Therefore, clinical heart failure itself has a poor long term
prognosis, irrespective of electrocardiographically
determined left ventricular systolic function. Autonomic function was abnormal in both groups, and this,
allied to the presence of non-sustained ventricular
tachycardia and left ventricular hypertrophy, may contribute to the high mortality found in the patients with
preserved systolic function.
Our findings add to those of a recent study by Kitzman et al, who found that patients with chronic heart
failure and preserved left ventricular systolic function
have similar, but not as severe, pathophysiological

derangements to those with impaired systolic function.4 These and our data suggest that established
treatments for systolic heart failure may also have a
role in patients with chronic heart failure and
preserved left ventricular systolic function.
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Should same anaesthetist do preoperative anaesthetic visit
and give subsequent anaesthetic? Questionnaire survey of
anaesthetists
Bruno Simini, Guido Bertolini for the GiViTI group (Gruppo italiano per la Valutazione degli
interventi in Terapia Intensiva)

The preoperative anaesthetic visit is done to assess the
patient’s fitness for surgery, to discuss the most appropriate anaesthetic technique, to reassure the patient, to
obtain informed consent, and to prescribe premedicant drugs. Patients used to be visited by the doctor
who later anaesthetised them,1 but the preoperative
visit and the subsequent anaesthetic are now seldom
done by the same anaesthetist.2 Patients would rather
be anaesthetised by the doctor who saw them,3 but
anaesthetists’ opinions are unexplored.

Participants, methods, and results
In June 2002 we sent a questionnaire containing two
scenarios to anaesthetists belonging to the Gruppo
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italiano per la Valutazione degli interventi in Terapia
Intensiva (GiViTI), a research network of Italian anaesthesia and intensive care units founded in 1991 to promote research and improve clinical practice. In
scenario A, “one patient, one anaesthetist,” patients are
anaesthetised by the anaesthetist who visited them. In
scenario B, “one patient, two anaesthetists,” one anaesthetist visits a patient and another physician administers the anaesthetic. We asked anaesthetists which
scenario is used in their institution, which one they
preferred, and to pick from a list (drawn up by a panel
of senior anaesthetists, see box) at least one reason for
their choice. Assuming 50% preferences for both
choices (worst scenario for estimating sample size), we
needed 170 respondents to give a width of 15% for the
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Reasons for choosing each scenario
Reasons for preferring scenario A (one patient,
one anaesthetist)
1. Because in case of litigation, how will responsibilities
be attributed to the two anaesthetists involved?
(136 answers; 69% of respondents)
2. Because preoperative tests and drugs are best
ordered by the anaesthetist who gives the anaesthetic
(126; 64%)
3. Because anaesthetists should never visit a patient
thinking “who cares, it’s not me who will give the
anaesthetic” (101; 51%)
4. To avoid the second anaesthetist cancelling an
operation for a patient he or she deems unfit but who
was judged fit by the first anaesthetist (82; 41%)
5. Because you can’t be expected to anaesthetise a
patient you think is unfit for surgery, just because
another anaesthetist judged him or her fit (59; 30%)
6. Because it’s the anaesthetist who gives the
anaesthetic who should choose the anaesthetic
technique (40; 20%)
7. Because otherwise you are working at a surgical
assembly line (36; 18%)
8. Because otherwise no patient-doctor relationship is
possible (33; 17%)
9. Because the person who gets the patient’s informed
consent should give the anaesthetic (30; 15%)
10. Because patients prefer being visited and
anaesthetised by the same doctor (10; 5%)
Reasons for preferring scenario B (one patient,
two anaesthetists)
1. Because it’s easier to organise (17; 9%)
2. Because it forces anaesthetists in a department to
adopt uniform preoperative criteria (16; 8%)
3. Because each patient is seen by two anaesthetists
(6; 3%)
4. Because it allows sharing of responsibility in case of
mishaps (1; 0.5%)

95% confidence interval of the percentage of
preferences.
Within a month 198/262 (76%) anaesthetists from
99 departments replied. Respondents had a mean age
of 45 (SD 7; range 26-62) years and a mean seniority of
15 (8; 0-33) years; 194 (98%) anaesthetists worked in
public hospitals. In all, 161 anaesthetists (81.3%; 95%
confidence interval 75.3% to 86.1%) preferred scenario
A, 20 (10.1%; 6.6% to 15.1%) preferred B (reasons are
shown in the box), and 17 (8.6%; 5.4% to 13.3%) had
no preference. Of respondents who chose scenario A,
145/161 (90%) picked fewer than six reasons for their
choice (range 1-9). Eighty nine departments out of 99
(89.9%; 82.4% to 94.4%) used scenario B, and 10
(10.1%; 5.6% to 17.6%) used A.

Comment
The scheme “one patient, two anaesthetists,” enforced
in nine tenths of the departments, is preferred by only
one tenth of anaesthetists. The vast majority of
anaesthetists (like patients3) prefer the scenario “one
patient, one anaesthetist.”
Preoperative assessment in Italy is always done by
medical anaesthetists but seldom by the one who will
administer the anaesthetic. A decade ago it was
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“accepted as an integral part of the practice of high
quality anaesthesia that patients are visited by the
anaesthetist who will subsequently anaesthetise them:
indeed such a practice is considered as a marker of
quality.”4 Anaesthetic standards in the United Kingdom
state that “the anaesthetist will normally visit the
patient both pre and postoperatively. Unless in
emergency or unusual circumstances this is a requirement of the specialty. Ideally this should be carried out
by the anaesthetist who is to administer the
anaesthetic. Where this cannot be undertaken the
anaesthetist should detail in the case notes the reason
for the omission.”5
A high response rate (76%) and sending questionnaires to predetermined researchers excludes self selection bias. If non-responders would have chosen scenario
B, A would still have been preferred by a large majority
(161 (61%) v 84 (32%) out of 262). Our results reflect the
opinions of anaesthetists interested in research.
Among reasons given for preferring scenario A no
single pattern prevailed—the combination of reasons
chosen most often was chosen by 7% of respondents.
This excludes wish bias (the questionnaire pushing
respondents in the direction they believe would please
the investigators). The single reason cited most in
favour of A was the medicolegal one (69%), and the
reason given least often was following the patient’s
preference (5%). Does this reflect anaesthetists’ current
concerns? Reasons given for supporting scenario B
were non-clinical: easier organisation and uniformity
within departments.
The policy “one patient, two anaesthetists,”
adopted by most Italian anaesthetic departments,
clashes with professional standards and with the opinion of anaesthetists and patients. Why is clinical practice so far from ideal? Is the same happening in other
countries and in other disciplines? Current preoperative assessment in Italy is judged by most anaesthetists
doing it and patients undergoing it to be done by the
wrong anaesthetist.
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Endpiece
Proof of old age
The ageing process has you firmly in its grasp if
you never get the urge to throw a snowball.
Doug Larsen, American Christian singer
Fred Charatan, retired geriatric physician, Florida
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