
The prescription before the procedure
Reframing preoperative nutrition as an essential component of surgical care

Preoperative assessment is a fundamental component of safe 
surgical care. Before surgery, patients routinely undergo clinical 
evaluation to determine operative risk and optimise periopera
tive management. Nutritional status, however, is seldom 
assessed with the same consistency despite substantial evi
dence that malnutrition, sarcopenia and metabolic dysfunction 
adversely influence postoperative outcomes. Increasingly, nutri
tional assessment is being recognised as an integral component 
of high-quality perioperative care, requiring coordinated input 
from the multidisciplinary team rather than being viewed 
solely as a dietetic intervention.

The terms preoperative and perioperative are often used inter
changeably; however, they describe distinct phases of surgical 
care. The perioperative period is an umbrella term that encom
passes the entire surgical journey, including the preoperative, 
intraoperative and postoperative phases. In contrast, the preopera
tive period specifically refers to the interval between the decision 
to perform surgery and the actual operation. It is during this 
window that nutritional assessment can be undertaken and optim
isation strategies implemented to enhance a patient’s physiologi
cal resilience and improve postoperative outcomes.

In this issue of the South African Journal of Clinical Nutrition, 
Hasson et al. provide timely insight into the knowledge, atti
tudes and practices of South African dietitians and surgeons 
regarding perioperative nutritional management. This cross- 
sectional study used electronic questionnaires, with responses 
from 67 dietitians and 35 surgeons across South Africa in 
both the private and public healthcare sectors, revealing that 
only 13% of dietitians and 5.7% of surgeons had an excellent 
knowledge score.1 Whilst there is strong agreement among 
both healthcare professional groups (90% of dietitians and 
80% of surgeons) that improving a patient’s nutritional status 
in the weeks leading up to surgery will improve surgical out
comes, the findings reveal that only 57% of surgeons reported 
‘always’ referring malnourished patients to dietitians for preo
perative optimisation and 5.9% of dietitians reported ‘always’ 
receiving such referrals.1 Their findings reveal that practices 
among dietitians and surgeons in South Africa are not fully in 
accordance with clinical guidelines, highlighting important 
gaps between recognising the importance of preoperative 
nutrition and implementing it in routine surgical practice.

Although surgical techniques and perioperative management 
have advanced considerably, surgery continues to impose sub
stantial physiological stress.2 The resulting metabolic response 
places increased demands on energy stores, immune compe
tence and tissue repair, making nutritional status an important 
determinant of postoperative recovery.2 Nutritional optimis
ation has long been recommended for malnourished surgical 
patients, but the introduction of Enhanced Recovery After 
Surgery (ERAS) established it as a routine element of periopera
tive care rather than a targeted intervention.3 More recently, 
prehabilitation has expanded this approach by emphasising 

optimisation before surgery to improve patients’ capacity to 
withstand the physiological stress of the procedure.2,4

South Africa reflects the complex nutritional challenges increas
ingly observed in many low- and middle-income countries. 
While undernutrition remains prevalent in vulnerable popu
lations, overweight, obesity and diet-related non-communic
able diseases have risen sharply, often coexisting with 
persistent micronutrient deficiencies.5 This coexistence of mul
tiple forms of malnutrition presents important challenges for 
perioperative nutritional care. Nutritional risk is no longer con
fined to the visibly underweight patient.6 The patient with 
obesity may also be malnourished, characterised by sarcopenia, 
poor diet quality, micronutrient deficiencies or metabolic dys
function.7 Consequently, the question before surgery should 
no longer be ‘Is this patient fit for surgery?’ but rather ‘Is 
this patient nutritionally and metabolically prepared to with
stand the stress of surgery?’.

Within the broader framework of perioperative optimisation, nutri
tional prehabilitation remains an underutilised component of sur
gical care. Hasson et al.1 reported that only a small proportion of 
surgeons and fewer than half of the dietitians routinely perform 
preoperative nutritional screening. Furthermore, none of the sur
geons surveyed reported using a validated nutrition screening 
tool. These findings highlight a missed opportunity to identify 
patients at nutritional risk before surgery, and this omission may 
contribute to increased postoperative complications, prolonged 
hospital stays, higher healthcare costs, and greater morbidity 
and mortality. As with any questionnaire study, the findings 
should be interpreted in light of the modest sample size, self- 
reported practice and potential response bias. Nevertheless, the 
consistency of the findings across both professional groups 
suggests that the concerning gaps identified warrant attention.

While these findings were reported in a South African context, 
the lack of routine nutritional screening is not unique to 
South Africa. This reflects a broader need to raise awareness 
of the importance of preoperative nutritional assessment and 
to implement validated screening tools within surgical path
ways. Similar patterns have been reported internationally, 
with surveys from the United States, United Kingdom and 
Canada demonstrating that, despite widespread recognition 
of the importance of perioperative nutrition, routine nutritional 
screening, use of validated screening tools and timely referral to 
dietitians remain inconsistent in surgical practice.8–10

The challenge is no longer a lack of evidence supporting preo
perative nutritional optimisation. International perioperative 
nutrition guidelines, including those published by the European 
Society for Clinical Nutrition and Metabolism (ESPEN),2 the 
American Society for Parenteral and Enteral Nutrition 
(ASPEN)11 and the Enhanced Recovery After Surgery (ERAS) 
Society,12 consistently recommend routine nutritional screen
ing and optimisation before major surgery. The challenge 
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now lies in translating these recommendations into routine 
clinical practice. The findings by Hasson et al. reinforce the 
need for nutritional screening to become a standard com
ponent of every preoperative assessment rather than an inter
vention reserved for patients who appear visibly 
malnourished. Nutritional risk is not always apparent and 
cannot be determined by body mass index (BMI) alone. Vali
dated screening tools, such as the Nutrition Risk Screening 
2002 (NRS-2002), the Malnutrition Universal Screening Tool 
(MUST) and the Mini Nutritional Assessment (MNA), provide a 
simple and effective means of identifying patients at nutritional 
risk, facilitating timely referral for comprehensive nutritional 
assessment and appropriate intervention before surgery. 
Patients identified as at risk should then undergo a comprehen
sive nutritional assessment, during which internationally recog
nised diagnostic criteria, such as the Global Leadership Initiative 
on Malnutrition (GLIM) criteria, can be applied to confirm the 
diagnosis of malnutrition and guide appropriate nutritional 
interventions before surgery.13

The importance of the study by Hasson et al.1 in this issue 
extends beyond describing current practice. It establishes a base
line understanding of clinicians’ knowledge and behaviours in 
South Africa, identifies barriers to implementation and highlights 
opportunities to strengthen multidisciplinary perioperative care. 
The findings support the development of context-specific 
South African guidance on preoperative nutritional assessment 
and optimisation. Although international guidelines provide an 
important evidence base, local recommendations that consider 
South Africa’s healthcare systems, disease burden and nutritional 
challenges may facilitate more consistent implementation across 
both public and private sectors.

Preoperative nutritional optimisation should not be viewed as 
the sole responsibility of the dietitian. Rather, it requires a coor
dinated multidisciplinary approach involving surgeons, anaes
thetists, physicians, nurses and dietitians, each with a role in 
identifying nutritional risk, facilitating timely referral and imple
menting evidence-based nutritional interventions. Multidisci
plinary preoperative assessment clinics can provide an ideal 
opportunity for routine nutritional screening as part of standard 
preoperative care pathways. Incorporating validated nutritional 
screening tools into such clinics would facilitate the early identi
fication of patients at nutritional risk, prompt referral for com
prehensive nutritional assessment and intervention, and 
ensure that patients are better prepared to withstand the meta
bolic demands of surgery.

The findings by Hasson et al. serve as a timely reminder that 
improving surgical outcomes begins long before the first 
incision. Perhaps the most important prescription before the 
procedure is not another investigation or another medication, 
but a nutritional assessment and an opportunity to optimise 
the patient’s physiological reserve before surgery. Routine nutri
tional screening, timely dietetic referral and evidence-based 
nutritional optimisation should no longer be regarded as 
optional adjuncts to surgical care, but as fundamental com
ponents of high-quality perioperative practice.
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