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Abstract
Preadmission testing (PAT) represents a critical step in perioperative care, designed to optimize readiness
and minimize same-day cancellations, yet its traditional model assumes patients can reliably complete
laboratory testing, specialist consultations, and preoperative instructions without structured support. A
growing body of evidence demonstrates that social determinants of health (SDOH), including limited health
literacy, language barriers, transportation difficulties, housing instability, digital access inequities, and work
or caregiving responsibilities, directly affect patient readiness and outcomes. Studies confirm that
transportation costs, housing insecurity, and unstable caregiving arrangements increase missed
appointments, while patients with limited English proficiency or low health literacy are at greater risk of
miscommunication, misunderstanding instructions, and adverse perioperative outcomes. Digital divides
further undermine the potential benefits of virtual PAT models, with lower-income and older patients less
likely to access or use video-based visits. Interventions such as frailty screening, patient navigation,
professional interpreter integration, plain-language education, e-health modules, and structured
prehabilitation programs have shown promise in improving comprehension, satisfaction, readmissions, and
even survival. However, these approaches remain inconsistently implemented and often limited to single-
center initiatives. This review synthesizes current literature linking SDOH to perioperative readiness and
highlights evidence-based strategies that can be integrated into PAT workflows. Embedding equity-focused
screening, advocacy, flexible scheduling, hybrid digital options, and tailored education into PAT can help
transform it from a potential source of inequity into a consistent gateway for safer, more inclusive surgical
care.
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Introduction And Background
Preadmission testing (PAT), the structured preoperative process that ensures patients are optimized and
ready for surgery, remains a longstanding pillar of modern perioperative practice. It is designed to identify
modifiable comorbidities, order appropriate laboratory tests, coordinate consultations, and educate patients
to ensure safe surgical care. The goal is to reduce day-of-surgery complications, prevent delays, and
promote efficiency in operating room scheduling. Guidelines by the American Society of Anesthesiologists
(ASA) and other professional societies have progressively shifted from routine universal testing to risk-
stratified approaches based on patient history and type of surgery [1,2].

Yet even as clinical algorithms become more nuanced, perioperative pathways often assume patients have
stable housing, transportation, reliable communication channels, sufficient literacy, English proficiency,
and access to digital technologies. For many patients, these assumptions do not hold. National surveys
indicate that nearly one-third of US adults have limited health literacy, which undermines their ability to
follow complex perioperative instructions [3]. Limited English proficiency (LEP) has been independently
associated with worse surgical outcomes and higher rates of perioperative complications, largely due to
communication errors and inconsistent interpreter access [4-6]. These findings align with recent systematic
reviews demonstrating that LEP is an independent risk factor for delays, longer lengths of stay, and
discharge to facilities rather than home. These literacy and language factors are part of the broader social
determinants of health (SDOH) that shape readiness for surgery.

Transportation and housing instability present additional barriers. Patients lacking reliable transportation
are more likely to miss preoperative appointments, while those without stable housing face challenges
executing instructions such as bowel preparations or medication adjustments [7]. As virtual and telehealth-
based PAT pathways expand, digital access gaps among older, low-income, and rural patients emerge as
another barrier, excluding those without broadband or digital literacy [8,9].
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These inequities translate directly into perioperative outcomes. Patients facing adverse SDOH are more
likely to experience incomplete preoperative clearance, last-minute cancellations, and potentially avoidable
perioperative risk. Reviews and observational studies confirm that social risk factors, including low
socioeconomic status (SES) and LEP, contribute to higher surgical complication rates and worse patient-
centered outcomes [10-12]. Health systems bear both the financial and logistical burdens of these
disruptions, while patients face delays and marginalization when they cannot complete PAT steps as
designed. Despite this, the perioperative literature has only recently begun to address equity gaps in
preoperative evaluation systematically. This review, therefore, examines how key SDOH domains intersect
with the PAT process and identifies evidence-based strategies to promote equity in perioperative care.

Methods
This narrative review was conducted to synthesize current knowledge on how SDOH influence PAT and
perioperative outcomes. A targeted literature search of PubMed was performed for English-language articles
published between January 2000 and June 2025, following a structured narrative approach designed to
enhance transparency and reproducibility. Search terms combined concepts related to PAT and perioperative
care with specific SDOH domains.

For the perioperative scope, terms included “preadmission testing,” “pre-admission testing,” “preoperative
assessment,” “preoperative evaluation,” “preoperative clinic,” “preanesthesia evaluation,” “perioperative
care,” “anesthesiology,” and “surgery.” To capture SDOH domains, terms included “social determinants of
health,” “health equity,” “healthcare disparities,” “socioeconomic factors,” “transportation barriers,”
“housing instability,” “homelessness,” “health literacy,” “limited English proficiency,” “language barriers,”
“interpreter,” “digital divide,” “telehealth,” “telemedicine,” “patient portal,” “caregiver,” “frailty,”
“prehabilitation,” “patient navigation,” “advocacy,” and “indigenous” or “low- and middle-income
countries.” Additional search concepts targeted preoperative education and outcomes, including “teach-
back,” “plain language,” “patient education,” “video education,” “web-based,” “cancellation,” “operating
room delay,” “readmission,” “length of stay,” “discharge destination,” “post-acute care,” “transfusion,”
“mortality,” and “patient-reported outcome measures.”

Articles were screened for relevance to PAT or perioperative workflows. Studies were included if they
examined how one or more SDOH domains impacted surgical readiness, perioperative processes, or patient
outcomes. Priority was given to guidelines, systematic reviews, cohort studies, and interventional reports
describing strategies to mitigate inequities. Reference lists of included studies were also reviewed to identify
additional relevant publications.

Both authors independently screened titles and abstracts for relevance, followed by a full-text review of
potentially eligible studies. Disagreements were resolved by consensus. Studies were included if they
evaluated how one or more SDOH domains influenced PAT, preoperative readiness, perioperative processes,
or surgical outcomes. Priority was given to guidelines, systematic reviews, cohort, and interventional studies
with clear methodological rigor. Non-perioperative studies, case reports, and commentaries without data
were excluded. These steps were undertaken to minimize selection bias and strengthen the validity of the
narrative synthesis.

Because of heterogeneity in study designs, populations, and outcomes, no quantitative meta-analysis or
pooled statistical testing was performed. Instead, findings were synthesized descriptively, emphasizing
convergence across study types and consistency of themes rather than formal effect size estimation.

Review
The search and supplementary identification steps yielded a heterogeneous body of 73 included sources
spanning professional guidelines, systematic and scoping reviews, observational cohorts, interventional
trials, and policy or position pieces relevant to SDOH in perioperative care. The synthesis incorporated
several recent studies published between 2023 and 2025 to ensure that the findings reflect current evidence
in perioperative equity. Across the structured narrative synthesis, several recurring domains with direct
implications for PAT were identified.

The subsections that follow focus on patient- and process-level domains most directly influenced by
preadmission workflows, while macro-level determinants such as race, insurance coverage, and systemic
inequities are analyzed later in the manuscript.

Transportation and housing instability remain among the most tangible barriers to surgical readiness.
Patients who lack reliable transportation or live far from the hospital often struggle to complete required
laboratory testing, imaging, or consultations before surgery. Those facing unstable housing may find it
difficult to store medications, follow preparation instructions, or maintain consistent communication with
the care team. When travel costs or logistical challenges are reduced, attendance rates generally improve,
illustrating how sensitive in-person PAT requirements are to practical access barriers.

Health literacy also strongly influences a patient’s ability to prepare for surgery. Individuals with difficulty
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understanding medical instructions may misinterpret fasting or medication directions, leading to delays or
cancellations. Clear communication, repetition, and plain-language education can substantially improve
comprehension and confidence, ensuring that patients are ready for surgery and understand what to expect
before and after the procedure.

Language and communication challenges further compound these issues. Patients who do not share the
same primary language as their medical team are more likely to misunderstand instructions or receive
incomplete preparation. Access to professional interpretation and bilingual educational materials can help
prevent errors, enhance satisfaction, and support safe preparation for surgery. When these services are
inconsistent or unavailable, even well-designed preadmission programs can fail to reach those who most
need them.

Digital access has become another important determinant of readiness as telehealth and virtual preoperative
visits become more common. Not all patients have broadband internet, suitable devices, or the digital
literacy needed to participate effectively in virtual assessments. Hybrid models that combine digital options
with telephone or in-person visits can help close this gap and ensure that patients remain engaged
regardless of technology access or comfort level.

Work and family responsibilities also influence a patient’s ability to complete PAT. Many individuals must
balance caregiving duties, employment obligations, and transportation challenges, leaving little flexibility
for daytime clinic appointments. Without accommodations such as extended hours or coordinated
scheduling, these competing demands can lead to missed appointments and incomplete preparation. Older
adults without reliable social support face additional obstacles in organizing transportation, understanding
instructions, or managing preoperative steps on their own.

Taken together, these interconnected social and logistical factors demonstrate that readiness for surgery is
shaped by far more than medical optimization alone. Addressing these realities within PAT programs is
essential to achieving equitable and efficient perioperative care.

The traditional model and its assumptions
Building on the identified SDOH domains, it becomes clear that many of the barriers affecting surgical
readiness arise from assumptions embedded in the traditional PAT model itself. In most institutions, PAT is
structured around a standardized sequence: a medical history and risk assessment interview, laboratory and
imaging studies when indicated, specialist consultations as required, and patient education about
perioperative instructions. This model was developed to optimize readiness and prevent day-of-surgery
delays [1]. However, it rests on the assumption that once patients are scheduled for surgery, they can reliably
complete all recommended steps without additional support.

In reality, the assumption that patients will seamlessly complete every step of PAT often fails under the
weight of social barriers. A 2023 review summarizes growing evidence that social vulnerability, including
economic disadvantage and unstable living conditions, shapes surgical access, recovery, and resource use
[11]. These findings are consistent with earlier chronic disease literature but extend it into surgical
populations, highlighting that similar inequities directly compromise perioperative readiness. For patients
with LEP, recent multicenter work shows that interpreter services are inconsistently provided (only 53% in
the first 24 hours), 3.4% had interpreter use documented at discharge, and just 12% received language-
concordant discharge forms, conditions that jeopardize safe preparation and follow-up [12]. This expands on
prior single-center reports by providing system-level confirmation that language barriers remain
inadequately addressed. Older adults with frailty describe additional barriers, including transportation
challenges, caregiver constraints, and difficulty attending multiple appointments, which reduce
participation in optimization and prehabilitation efforts essential for safe surgery [13]. Together, these
findings emphasize that preadmission workflows designed on assumptions of patient self-sufficiency risk
systematically excluding those already at the highest risk for poor perioperative outcomes.

In recent years, some centers have introduced virtual and telephone-based PAT to improve efficiency,
particularly during the COVID-19 pandemic. While promising, these models can widen inequities when
patients lack reliable broadband, digital literacy, or a stable phone connection [9]. For example, a Frontiers
survey found that nearly one-quarter of caregivers of pediatric patients reported being affected by the digital
divide, difficulty with devices, internet, or comfort using health apps, which can limit their ability to follow
preoperative instructions delivered virtually [14]. In addition, during the COVID-19 response, video-
telehealth services were more likely to be used by younger, higher-income, and more educated patients,
whereas older, lower SES, or less digitally literate individuals more often relied on audio-only calls, reducing
the fidelity and interactivity of communication [15]. Telehealth prehabilitation programs for cancer patients
in rural areas were well-received, but qualitative feedback identified logistical barriers, such as connectivity
and comprehension, that limited full engagement among some participants [16]. Together, these studies
indicate that while telehealth can expand reach, its benefits are unevenly distributed and may reinforce
disparities without deliberate design.
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Structured education further illustrates how assumptions of patient self-sufficiency can fail. Studies of
preadmission education demonstrate that structured preparation improves patient understanding and
lowers anxiety, underscoring that “self-directed” navigation of instructions is insufficient for many patients
[17]. Similarly, socioeconomic disadvantage predicts delays and deviations from guideline-adherent
perioperative care, including in head and neck cancer patients, where race, insurance, and income
disparities drive postoperative radiotherapy delays [18]. These findings expand upon prior general equity
research by showing how SDOH specifically affect preoperative pathways. When patients are unable to meet
the expectations of the traditional PAT model, inefficiencies accumulate. Evidence shows that incomplete
preoperative assessment contributes to operating room cancellations and delays, wasting both institutional
resources and patient opportunities for timely care [19]. This illustrates how social risk factors can translate
directly into system inefficiency within perioperative workflows. Together, these studies highlight how PAT
systems designed for socially advantaged populations can inadvertently reinforce disparities if they do not
systematically account for diverse patient needs.

How specific SDOH factors intersect with PAT
Transportation and Housing Instability

Transportation and housing insecurity remain central barriers to successful preoperative preparation. For
example, in a low-resource international setting, removing transportation costs reduced surgical no-show
rates by about half, showing the payment burden alone can prevent patients from completing surgical
appointments [20]. These findings are consistent with earlier US data showing that transportation barriers
broadly limit access to outpatient and preoperative care [7]. Within the US, about one in three frequent
healthcare users (publicly insured/low-income) report transportation barriers that lead to missed or delayed
medical appointments, including for surgical or preoperative care [21]. Housing instability likewise
undermines readiness. Patients who are unhoused or living in unstable housing conditions are more likely to
miss surgical appointments, have higher rates of comorbidities, experience increased postoperative
complications, face longer hospitalizations, and encounter less predictable discharge patterns [22].
Qualitative work from surgical providers confirms that homelessness impacts multiple phases of care, from
preoperative evaluation through postoperative follow-up, due to a lack of stable contact info,
transportation, and living environment for recovery [23]. Travel time to hospitals also matters. In surgical
emergencies, patients residing more than 60 minutes from treatment facilities present with more advanced
disease, are more likely to require interfacility transfers, and often experience prolonged admissions [24].
For PAT workflows, these findings imply that preadmission steps depending on physical presence (labs,
imaging, specialist consults) are especially vulnerable to disruption among those with unstable housing, no
vehicle, or long travel times [20-24].

Health Literacy and Comprehension

Low health literacy impairs the ability to follow complex perioperative instructions, from fasting
requirements to anticoagulant management. Recent evidence shows that among elective surgery patients in
the Netherlands, about 37% have limited health literacy, with particularly low scores in judgment and
appraisal of information, domains critical for understanding complex instructions like medication changes
or procedural logistics [25]. A systematic review encompassing over 1,100 surgical patients found that poor
health literacy is strongly associated with worse understanding of both operative procedures and discharge
instructions, and reduced compliance with preoperative instructions such as fasting or medication
discontinuation [26]. These findings align with broader health services research but specifically extend the
evidence into perioperative pathways, where misinterpretation can translate into cancellation or increased
complication risk [3]. In a more focused outcome, patients with lower health literacy have also been shown
to recall postoperative instructions less accurately, particularly in orthopedic surgical populations, raising
the risk of complications or readmissions [27]. Structured web-based education tools provide promising
mitigation: a recent day surgery web intervention improved understanding of surgical preparation among
patients in a hand surgery cohort [28]. These results suggest that digital education, when designed at
accessible reading levels, has the potential to close comprehension gaps in targeted populations. More
broadly, reviews emphasize that addressing literacy within the preoperative setting is a core component of
equity-focused care, urging perioperative teams to integrate structured education, plain-language
counseling, and standardized comprehension checks into PAT workflows [29,30]. These findings underscore
that literacy challenges are not abstract risks but active drivers of perioperative inequity, and that PAT
workflows must include plain language, repetition, comprehension checks, and accessible formats to reach
at-risk populations effectively.

Language and Communication

Language barriers compound these issues by undermining accurate communication and placing LEP patients
at risk of misunderstanding or incomplete preparation. Recent cohort data show that while many surgical
patients with LEP receive interpreter support at some point during hospitalization, only about half receive
interpreter services early, fewer than 5% receive interpreter services at discharge, and 12% are given
language-concordant discharge paperwork, leaving critical instructions vulnerable to misinterpretation [12].
Systematic reviews reinforce that LEP is associated with poorer understanding of procedural consent, worse
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pain control postoperatively, and misunderstandings of discharge instructions when professional
interpreters are not consistently used [6]. Another review found that LEP patients face delays in access,
longer hospital stays, and are more frequently discharged to skilled care facilities, outcomes tied to
communication gaps across the perioperative process [10]. System-level surveys reveal that variability in
availability of professional medical interpreter (PMI) services, inconsistent documentation, and reliance on
ad-hoc interpreters (staff, family) persist in many centers, increasing risk for LEP patients of adverse surgical
outcomes [31]. Evidence also shows improvements in patient satisfaction and comprehension when
consistent interpreter services are employed, suggesting embedding PMI and communication advocacy into
PAT workflows is essential-not optional [32]. Emerging work on patient advocacy in perioperative settings
highlights that patients with LEP often rely on ad hoc communication strategies, leaving them vulnerable to
misunderstanding or incomplete preparation [33]. PAT processes that assume language concordance risk
reinforcing disparities unless professional interpretation and advocacy are embedded in the model.

Digital Access

As virtual preoperative assessment becomes more common, access to digital infrastructure has become a
new determinant of perioperative readiness. A global review of perioperative pathways in low- and middle-
income countries (LMIC) underscores how technology access and health system resources shape the
feasibility of virtual preoperative care [34]. However, in many settings, patients simply do not have stable
broadband, devices, or digital literacy to make virtual PAT meaningful. For example, Choxi et al. (2022)
identified that many ambulatory care patients lack high-speed internet or devices suitable for video visits,
significantly limiting access [35]. Cheng et al. (2023) found that lower eHealth literacy correlates with
reduced engagement in video telehealth among hospitalized populations, even when telehealth is offered
[36]. In rural surgical populations, studies of tele-prehabilitation show strong interest, but uptake and
retention are hindered by connectivity problems or lack of device access [16]. In one redesign of pre-
anesthesia evaluation, digital patient questionnaires and patient portal education were implemented with
success, but patient satisfaction and cancellation rates still depended in part on how well patients could use
or access the digital tools [37]. Among caregivers of pediatric patients, nearly a quarter report at least one
barrier to access, familiarity, or readiness to use digital health applications, suggesting that the “digital by
default” model risks leaving behind those without digital comfort or devices [14]. In low-income settings,
similar divides persist for patients without reliable broadband or device access, raising concerns that
defaulting to tele-PAT could systematically exclude vulnerable populations.

Work and Family Responsibilities

Caregiving demands and employment obligations can also interfere with patients’ ability to complete
multiple appointments or adhere to rigid schedules. Evidence from pediatric orthopedic clinics shows that
patients with greater socioeconomic risk, including caregiver employment constraints, have significantly
higher rates of missed preoperative or clinic appointments [38]. Unpaid caregivers frequently report needing
to juggle medical obligations for family members with work shifts, transportation, and other
responsibilities, sometimes foregoing necessary medical visits or optimization steps due to lack of flexibility
or support [39]. Delays in surgical care, from scheduling through preoperative evaluation, have been shown
to disproportionately burden patients with less workplace flexibility or those without backup caregivers,
amplifying anxiety, financial hardship, and risk of incomplete readiness [40]. Evidence from perioperative
equity studies in older adults demonstrates that those with limited social support experience greater
difficulty navigating preoperative care [41]. In pediatrics, disparities in perioperative pain management and
broader SDOH challenges emphasize how caregiver capacity directly shapes a child’s readiness for surgery
[42,43]. Moreover, social determinants interact with medical complexity to influence not only perioperative
readiness but also long-term outcomes, as demonstrated in children with congenital heart diseases where
neurodevelopmental impairments persist despite advances in surgical care [44]. These findings suggest that
work and family responsibilities must be explicitly recognized in PAT design.

Consequences of unaddressed SDOH in PAT
When social risk is not addressed within preadmission workflows, patients are more likely to arrive
incompletely prepared, experience preventable perioperative complications, and follow less favorable
recovery trajectories [45-47]. Disparities tied to neighborhood deprivation, insurance/SES, and hospital
context manifest as different discharge destinations and long-term outcomes after elective surgery,
indicating that readiness gaps are not just clinical but structural [48]. Pediatric and maternal populations
show similar patterns, with inequities in perioperative care and severe morbidity persisting despite
protocolized pathways, underscoring that standardized care alone does not neutralize social risk [49]. Similar
patterns are observed in oncology, where inadequate preoperative evaluation and missed follow-up, often
exacerbated by social risk, directly contribute to preventable complications and delayed treatment [50].

At the systems level, social risk contributes to variation in resource use and practice patterns, such as post-
acute spending after cardiac surgery and transfusion variability in coronary artery bypass grafts, signaling
inefficiencies that can compound inequities for disadvantaged patients [51,52]. Facility context matters too:
differences between safety-net and private hospitals in preoperative characteristics and outcomes highlight
how organizational factors can amplify or attenuate patient-level social risk [53]. Collectively, overlooking
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SDOH in PAT increases cancellations and care delays, erodes quality and safety, and consumes scarce
perioperative resources, costs borne most heavily by patients already facing structural barriers [54-56].

Opportunities for improvement
Build Communication and Advocacy Into PAT

Formalized advocacy pathways in acute/perioperative settings can mitigate literacy, cultural, and
communication mismatches that otherwise lead to incomplete preparation; embedding advocacy roles and
escalation routes within PAT helps close these gaps [57]. Specialty guidance offers pragmatic adaptations for
preoperative evaluation in populations facing incarceration history, homelessness, and other social barriers,
tools that can be operationalized as PAT checklists and referral scripts [58]. Advocacy is especially critical for
older adults, where perioperative considerations such as comorbidity burden, frailty, and limited social
support complicate preparation and recovery. Reviews in geriatric surgery highlight the importance of
proactive planning and tailored perioperative assessment to ensure that vulnerable older patients are not
disadvantaged by standard workflows [59]. Similarly, sex-based differences in prescribing patterns following
arthroplasty illustrate how communication failures and implicit bias can translate into disparities in
recovery, reinforcing the need for standardized advocacy and equitable dialogue during the PAT process [60].

Importantly, several health systems have already demonstrated that embedding structured screening and
advocacy into preoperative pathways can improve outcomes. A multicenter frailty-screening initiative in the
US linked electronic alerts to optimization pathways and showed significant reductions in one-year
mortality among frail surgical patients once presurgical interventions were triggered [61]. Similarly,
implementation of structured frailty screening with targeted optimization (nutrition, anesthesia review,
social work support) reduced 30-day readmissions and trends toward fewer non-home discharges after
vascular surgery [62]. These examples suggest that PAT programs adopting social risk and frailty screening
with referral processes could achieve parallel improvements.

Looking ahead, these principles could be translated into practical process improvements. PAT programs
might standardize a social risk screen at intake that flags patients with housing insecurity, LEP, or caregiver
strain, prompting automatic referral to navigators or social work before surgery day. Checklists could
incorporate structured prompts for interpreter engagement or require documentation that discharge
instructions were provided in the patient’s preferred language. For older adults and those with functional
limitations, PAT visits could embed frailty screening linked to tailored pathways, such as referral to geriatric
assessment or targeted prehabilitation. For patients balancing employment or caregiving, PAT scheduling
could expand to after-hours or weekend slots, reducing missed visits caused by rigid clinic hours. Finally,
structured education could be delivered in layered formats (written, digital, and in-person teach-back),
ensuring patients have multiple avenues to clarify key instructions. None of these changes requires a
sweeping system overhaul, but together they represent a deliberate shift toward designing PAT pathways
that recognize and accommodate diverse social contexts.

Standardize Equitable Education Delivery

Structured preadmission education and literacy-sensitive counseling improve knowledge, reduce anxiety,
and increase adherence; randomized and pilot data support video/e-health modules as scalable adjuncts
when paired with plain-language scripts and hybrid in-person options [63-65]. Beyond small pilots, larger
randomized studies now demonstrate that e-health platforms can meaningfully improve engagement and
patient-perceived equity of care. The One-4-ALL initiative confirmed that structured perioperative
education via e-health improved comprehension and satisfaction across diverse patient populations,
validating the role of digital tools as a core complement to traditional PAT education [66].

Design for Digital Constraints

Lessons from programs serving indigenous and remote communities show that telehealth improves reach
only when infrastructure, language services, and in-person fallback options are planned upfront, arguing for
hybrid PAT designs rather than “virtual-by-default” models [67]. Embedding options for interpreter-
facilitated calls, device support, and fallback in-person visits ensures that digital-first pathways do not
widen the very gaps they are intended to close.

Extend Readiness With Targeted Prehabilitation and Social-Support Alignment

Patients with lower literacy and socioeconomic disadvantage are least likely to engage in prehabilitation
despite higher potential benefit; aligning scheduling, transport, and caregiver availability can improve
equitable uptake [68]. Evidence from orthopedic populations shows that structured preoperative
interventions can reduce downstream healthcare use and improve return-to-work, underscoring the broader
value of prehabilitation in perioperative equity efforts [69]. Similar findings emerge from fracture care,
where immobilization strategies significantly influenced recovery quality [70], and from trials of early versus
delayed weight bearing, which showed that rehabilitation timing directly altered long-term function [71].
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Together, these data reinforce that without systematic prehabilitation referrals and standardized guidance,
patients remain exposed to wide variation in recovery trajectories, an equity gap that PAT programs are
uniquely positioned to address. Figure 1 illustrates how these and other interventions could be
systematically integrated into each step of the PAT process to address SDOH barriers.

FIGURE 1: The figure illustrates how specific SDOH barriers intersect
with key steps in the PAT process and highlights potential points for
targeted intervention.
Integration of social determinants of health (SDOH) into the preadmission testing (PAT) process. The figure
illustrates where common barriers such as transportation, housing instability, health literacy, language, digital
access, and competing responsibilities can interfere with readiness, and highlights potential points for targeted
intervention.

Image Credit: Lawrence W. Chinn, MD.

In addition to the workflow model shown in Figure 1, Table 1 summarizes common barriers and practical
strategies that perioperative programs can adapt to address them.

SDOH barrier Impact on PAT Proposed solutions

Transportation barriers Missed labs, consults, workups Rideshare; navigation; mobile phlebotomy

Housing instability Prep/storage issues; med mismanagement Shelter links; same-day testing; community outreach

Low health literacy Misunderstood instructions, prep errors Plain-language materials, teachback, tailored education

Limited English proficiency Communication errors Interpreters, multilingual handouts, bilingual staff

Digital divide Missed telehealth visits Hybrid visit, phone follow-up, digital literacy assistance

Responsibilities No-shows, care conflicts, income loss Flex hours, navigation, evening/weekend options

TABLE 1: Common social determinants of health (SDOH) barriers affecting preadmission testing
(PAT) and potential solutions.
Social determinants of health (SDOH) barriers affecting preadmission testing (PAT), their impact on the completion of preoperative requirements, and
evidence-informed solutions that perioperative programs can adapt to improve equity and readiness.

Research and policy implications
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Closing equity gaps in PAT will require deliberate study designs that move beyond descriptive disparities to
implementation frameworks. Work on thoracic surgery emphasizes that SDOH must be systematically
assessed and integrated into practice guidelines, making perioperative research an essential vehicle for
change [72]. Specialty reviews in anesthesiology underscore the persistence of racial and ethnic disparities
and call for standardized data capture to stratify outcomes by social risk, which can inform quality reporting
and reimbursement models [73].

Policy work should also align perioperative programs with international efforts. Reports from LMIC contexts
and global initiatives in children’s surgery highlight that equitable perioperative access is now seen as a core
health system priority, not an optional adjunct [56]. Embedding reimbursement for navigation, interpreter
services, and prehabilitation, while tracking equity-focused outcomes such as cancellation rates,
readmissions, and patient-reported outcome measures, will be necessary to sustain adoption. Research must
focus on prospective designs that measure both clinical outcomes and patient-reported experiences,
particularly in disadvantaged groups.

Limitations
This review has important limitations. It was designed as a structured narrative review rather than a
systematic review, and although the PubMed search strategy captured a wide range of relevant studies, grey
literature and non-indexed sources may have been missed. Both authors independently screened and
reviewed studies to enhance validity, yet some risk of selection bias remains. Several included investigations
relied on observational data, introducing potential confounding, while others reflected international or
pediatric contexts that may not generalize directly to all PAT settings. Institutional practice variation also
limits uniform applicability across programs. Nonetheless, the convergence of findings across multiple
populations, designs, and health systems strengthens confidence that SDOH exert a consistent and clinically
meaningful impact on preoperative readiness.

Conclusions
As perioperative medicine continues to evolve, equity must remain a central principle. PAT is uniquely
positioned to identify SDOH that influence surgical readiness, yet traditional models have often assumed
that patients can easily follow instructions, access transportation, and manage competing responsibilities
without structured support. This review demonstrates that these assumptions are frequently unrealistic and
that overlooking such barriers can directly affect perioperative safety.

Moving forward, PAT can serve as a gateway to more equitable surgical care by embedding social-risk
screening, interpreter services, patient navigation, and flexible education strategies into standard
workflows. These approaches represent practical, evidence-supported adjustments that do not require major
system redesign. By aligning PAT processes with equity goals, perioperative programs can reduce
cancellations, improve patient comprehension, and ensure safer, more inclusive care for all surgical
patients.
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