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Abstract: Globally patients with inter-current medical diseases are common place and are likely to present for anaesthesia and
surgery at some point in their life. Surgical patients with inter-current medical diseases pose a great challenge to the anaesthetist;
optimal perioperative care has to be provided to prevent adverse events, and thus reduce morbidity and mortality. Where
preoperative optimization of the disease is not optimal, cancellation with its attendant consequencies becomes inevitable. This
prospective observational study was carried out at the University of Abuja Teaching Hospital, Gwagwalada, Abuja between
February 2018 and July 2018. All patients presenting for surgery at our general modular operating rooms formed the subjects of
this study. A standardized questionnaire was used to document patient demographics, the presence and type of comorbidity, level
of control of comorbidity, facility where care was being assessed for the inter-current illness, surgical diagnosis, nature of surgery
and the decision or otherwise to proceed with the planned surgery. Questionnaires were administered pre induction on arrival at
the Reception. A total of 215 (21%) patients had comorbidities. The cardiovascular system was the most affected, 55.8% and
Hypertension (51.6%) was the most common comorbidity. There were a total of 10 (4.7%) cancellations. Cancellation was
highest among the adult age group 70%, the female 80% and the Obstetric population 30%. Comorbidity is common among
patients presenting for surgery. Cancellation of surgery on the day of surgery as a result of comorbidity despite preoperative
review a day before surgery is possible though with a low incidence. Good preoperative review and optimization of the
comorbidity will minimize this day of surgery cancellation.

Keywords: Comorbidity, Preoperative Assessment, Hypertension, Day of Surgery Cancellation, Elective Surgery,
Emergency Surgery

method of study and number of study participants. The
incidence of day of surgery cancellation of elective surgery
varies from 10% to 40% and this varies from hospital to
hospital [1-5].

Surgical patients with comorbid medical diseases pose a
great challenge to the anaesthetist as outcome after
anaesthesia may be influenced by the presence of the
comorbid medical disease. The coexistence of any medical
condition in the surgical patient has the potential to increase
the risk of morbidity and mortality in the perioperative period
if inadequately managed [6-7].

Poor preoperative evaluation and preparation of patients
with inter-current medical disease for surgery often results in
cancellation or deferment of the planned surgery in order to

1. Introduction

Medical comorbidities or inter-current medical diseases in
surgical patients are diseases unrelated to the causality of the
primary surgical finding. Globally patients with inter-current
medical diseases are common place and are likely to present
for anaesthesia and surgery at some point in their life even as
studies indicate that comorbid conditions among surgical
patients is not rare.

The magnitude of comorbid illness in patients coming for
surgery varies from region to region depending on geographic
setting, socio-demographic status, dietary status, ethnicity, life
style, age, age studied, hereditary, geographic and
environmental factors, modern international travel, the
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prevent adverse anaesthesia outcome, thus reducing
morbidity and mortality. As a result, the unfit condition of
patients for surgical procedures due to medical reasons is a
very common reason for cancellations. Detecting and
stabilizing  patients with comorbid illness during
preanaesthetic evaluation of the patient is thus very essential
for reducing perioperative morbidity and mortality.

Dwindling economic resources and reduced manpower in
the health sector requires efficient use of the available
resources as cancellation of surgery has far reaching
consequences such as; operating theatre under-occupancy and
under-utilization with consequent low rate of efficiency and
waste of hospital resources. Cancellation results in financial,
logistic and psychological problems for patients and their
families who have to organize a second operating date.
Last-minute cancellation is a waste of time for the surgeon and
any other staff who might be meeting for an agreed-upon
program. It is potentially stressful and demanding to patients,
relatives and their employers in terms of loss of work days and
disruption of activities of everyday life, which could be
emotionally very distressing to patients [4]. Cancellation of
elective operations is known to increase cost, decrease
efficiency, and waste time and resources [5, 8, 9].

The incidence of inter-current medical disease has been
studied among Nigerians and elsewhere as well as in various
disease conditions, in the obstetric population and in the
elderly [1, 3, 5, 6,7, 10-12].

Most of these studies focused on the impact of
inter-current medical disease on the peri-operative course and
postoperative effect of anaesthesia. A careful search of the
literature did not find a study that looked at the impact of
inter-current medical disease on cancellation of surgery.
Hence this study determined in a prospective cross-sectional
and observational pattern the incidence of inter-current

medical diseases and its impact on the cancellation of surgery.

This study looked at day of surgery (DOS) cancellation rate in
patients who had been previously reviewed a day or few days
before surgery in order to determine the effectiveness of our
current method of day before surgery preoperative anaesthesia
review.

2. Patients and Method

This prospective observational study was carried out in
patients of all ages of either sex, coming for both elective and
emergency surgeries in our institution. The study was
conducted between February 2018 and July 2018. One
thousand and thirty (1030) patients were studied over the
period of 6 months. It was a questionnaire based study carried
out by the managing anaesthetist and administered to the
patient on arrival at the reception before being taken into the
operating room (OR). Majority of the patients for elective
surgery had been previously reviewed the day before and
certified fit for anaesthesia while a few were yet to be
reviewed. No patient who presented for emergency surgery
had been previously reviewed. Data on patient’s demography
(age, sex, ASA Status), diagnosis, type of surgery, surgical

specialty, nature of surgery, history of and type of comorbidity
(diabetes, Ashma, hypertension etc) were recorded on a
standardized questionnaire. We also inquired to know if
patient was on monitored care and where care was being
assessed. Where patient was not on monitored care, we sought
to know the alternative care being sought and if the surgery
was eventually deferred by the anaesthetist for further
optimization. Cancellation was defined as any surgery
scheduled on a given date that did not occur on that date. Data
was analyzed using SPSS version 22. Results are presented in
proportion and percentages.

3. Results

A total of 1450 patients had elective and emergency surgery
during the period; however, data from 1030 (71%) patients
was found to be complete and were analyzed. Demographic
and clinical characteristics of patients are presented in Table 1.
The mean age of the participants was 31.1 £16.3 (SD) with an
age range of 1-86years. Majority of the participants 795
(77.2%) were in the adult (non-elderly) age group of 18-
64years. There were more females than males 684/ 346 with a
male/female ratio of 1:2. Variability in the ASA scoring for
the patients is as shown in Table 1 with ASA 1, 2 and 2E
patients having the three highest incidences 34.7%, 21.7% and
20.6% respectively.

The most frequently performed surgery were Obstetric
(30.4%) followed by general surgical procedures (15.7%) and
Gynecological procedures (15.4%) as shown in Table 2.

Table 2 also shows that overall, 215 (21%) patients had, at
least, one comorbidity while 815 (79%) had no comorbidity.
More patients in the adult age group, females, Obstetric
population, patients for emergency surgery had comorbid
illnesses. Of the 215 patients that had comorbid illnesses,
77.2% were of the adult age group, 72.1% were females
compared to males, 37.2% were from the obstetric population
and 52% had emergency surgeries compared to patients that
had elective surgeries.

Table 3 shows that Hypertension (51.6%) was the most
common comorbidity. Other comorbidities included
Preeclampsia (17.8%), Diabetes (9.8%), Ashma (4.2%) and
Upper respiratory tract infection (3.3%).

Table 4 shows the system wise distribution of comorbid
illnesses. Cardiovascular system was the most affected 55.8%,
followed by the multisystem 15.3% and the endocrine system
9.8%. There were a total of 10 (4.7%) cancellations out of the
215 patients that had comorbid illnesses. Cancellation was
highest among the adult age group 70%, the female population
80% and the obstetric population 30%. No patients who
presented for Neuro surgery, Urology, Maxillofacial or plastic
surgery had their surgery cancelled. Table 2.

More patients scheduled for elective procedures 90.2% had
their comorbid illnesses under control compared to patients
who had emergency surgeries 44.7%. No patient with
comorbid illness who was schedule for an emergency
procedure had their surgery cancelled. Table 5.

Table 6 shows that Seventy six percent (76%) of the
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patients with comorbid illnesses were on monitored care while ~ consulted pharmacists or other non-physician medical
52 (24.2%) were on self-medication. Majority 126 (58.6%) of  personnel in patent medicine stores. Only two patients on
the patients on monitored care received treatment in a tertiary ~ monitored care had their surgery deferred, while eight patients
institution. The patients on self-medication randomly  on self-medication had their surgery deferred.

purchased their drugs from pharmacy shops where they

Tablel. Patient’s Demography.

Age (Years) Frequency Percentage
Paediatrics (1-17) 204 19.8%
Adults (18-64) 795 77.2%
Elderly (>65) 31 3.0%
Range Mean Standard deviation

Age (years) 1-86 31.1 16.3
Gender Frequency Percentage Male: female ratio
Male 346 33.6 1:2
Female 684 66.4 )
ASA Status Frequency Percentage (%)
ASA1 357 34.7
ASA2 223 21.7
ASA3 38 3.7
ASA 4 1 0.1
ASA 1E 101 9.8
ASA2E 212 20.6
ASA3E 89 8.6
ASA4E 9 0.9
TOTAL 1030 100 (%)

Table2. Scheduled Surgery, Comorbid Illlnesses and Cancellations According to Patient Clinical and Dermographic Characteristics.
AGE (years) NO OF SCHEDULED CASES (no 1030) NO WITH COMORBIDTY (n 215)  Cancelled No (%)
Paediatrics (1-17) 204 (19.8%) 22 (10.2%) 2 (20%)
Adults (18-64) 795 (77.2%) 166 (77.2%) 7 (70%)
Elderly (>65) 31(3.0) 27 (12.6%) 1 (10%)
GENDER
Male 346 (33.6%) 60 (27.9%) 2 (20%)
Female 684 (66.4%) 155 (72.1%) 8 (80%)
SURGICAL SPECIALTY
Gynae 159 (15.4%) 25 (11.6%) 1 (10%)
Obstetric 313 (30.4%) 80 (37.2%) 3 (30%)
Orthopaedics 92 (8.9%) 25 (11.6%) 1 (10%)
General Surgery 162 (15.7) 31 (14.4%) 2 (20%)
Urology 54 (5.2) 17 (7.9%) 0
ENT 64 (6.2%) 15 (7.0) 2 (20%)
Maxillofacial 14 (1.4%) 0 0
Paediatrics surgery 92 (8.9%) 7 (3.3%) 1 (10%)
Neuro surgery 39 (3.8%) 9 (4.2%) 0
Plastic Surgery 41 (4.0%) 6 (2.8%) 0
NATURE OF SURGERY
Emergency Surgery 418 (40.6%) 112 (52%) 0
Elective Surgery 612 (59.4%) 103 (48%) 10

Table 3. Various Comorbid illnesses detected in the Reception.

Diseases No of Cases Percentage (%)
RESPIRATORY SYSTEM

Asthma 42

Respiratory tract infection 33
Bronchogenic CA 1.9
CARDIOVASCULAR SYSTEM

Congestive cardiac failure 33
Hypertension 51.6

Congenital Heart disease 0.9

ENDOCRINOLOGY
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Diseases No of Cases Percentage (%)
Diabetes Mellitus 21 9.8
HEAMATOLOGICAL SYSTEM
Sickle Cell Disease 9 42
Anaemia 3 1.4
INFECTIOUS DISEASE
Sepsis 3 1.4
HIV 1 0.5
CONGENITAL ABNORMALITY
Ano-rectal malformation 2 0.9
UROGENITAL
Acute kidney injury 3 1.4
MULTISYSTEM
Preeclampsia 33 15.3
Table 4. System Wise Distribution of Comorbid illness and Cancellation.
COMORBIDITY (n 215) No with Comorbidity No of Cases Cancelled
Respiratory System 20 (9.3%) 0(0)
Cardiovascular System 120 (55.8%) 4 (40%)
Endocrinology 21 (9.8%) 1 (10%)
Haematological System 12 (5.6%) 1 (10%)
Infectious Disease 4 (1.9%) 1 (10%)
Congenital Abnormality 2 (0.9%) 0
Urogenital 3 (1.4%) 0
Multi System 33 (15.3%) 3 (30%)

Table 5. Nature of Surgery, Control of Comorbid illnesses and Cancellation.

Nature of surgery Controlled Not Controlled Total
Emergency 55 (44.7%) 68 (55.3%) 123
Elective 83 (90.2%) 9 (9.7%) 92
N @Sy Controlled Not Controlled

Deferred Not Deferred Deferred Not Deferred
Emergency 0 55 0 68 123
Elective 1 71 9 11 92

Table 6. Management of Comorbid Condition Prior to Surgery.

TREATMENT Frequency Percentage of total (%)  Percentage of numbers with comorbidity Cancelled cases
Monitored care 163 15.8% 75.8% 2 (0.6%)
Self- medication 52 5.0% 24.2% 8 (16.7%)
NA 815 1%
Institution / Mode of Treatment Frequency Percentage
Tertiary Institution 126 58.6%
General Hospital 37 17.2%
Self-medication
Pharmacy 30 13.9%
Patent Medicine Store 22 10.2%
TOTAL 163

4. Discussion

Patients in the adult age group (18-64years) had the highest
incidence of comorbid illness 77.2% while only 12.6% of
patients in the elderly age group (>65 years) had comorbid
illnesses. Majority of the participants in the study 795 (77.2%)
were in the adult (non-elderly) age group of 18—64years. This
is similar to the result of Eyelade et al [7] that showed a
preponderance of comorbidity in the middle age group. It is
however different from the result of the study by Edonmwonyi
et al [2] from Nigeria and HAQ et al [13] from India where a
higher percentage of patients >60% who had comorbidity
were seen in patients > 60 years of age compared to patients <

60 years. The “adult age’” group 18-64 years in our study
comprises of the young adult age group (18-25years), adult
(26-45years) and the middle age group (45-60 years). Similar
to this study Crandon et al, [14] found out that out of a total of
2375 patients admitted into the General surgical ward, 74%
were non-elderly (<60 years of age). This higher incidence of
surgical patients seen in our study may have been responsible
for the preponderance of comorbidity in this age group. This
study focused mainly on patients seen at the reception,
majority of whom had been cleared for surgery following
preoperative review the day before. Thus others with
comorbidity and certified not fit for surgery were not eligible
for this study. A high proportion of this is expected to be
among the elderly age group. Comorbidities are more
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common with age as older adults are more likely to have
health challenges compared to younger adults. Age may bring
wisdom but it also brings a greater chance of health problems,
and some health problems might require surgery to make you
better. Another reason that may have been responsible for the
higher incidence among the non-elderly age group is that
studies indicate that the prevalence of comorbidity among the
elderly varies greatly in different countries and regions,
depending on the age of the population, the number of chronic
diseases involved and the sampling framework [15].

Among the different types of comorbid illnesses,
hypertension (111, 51.6%) was found to be the most common.
This finding is similar to the results of previous studies
conducted in England, Nigeria and India (63.9%, 64.3%,
55.3%) [1, 13, 16]. Previous studies from Nigeria indicate that
Hypertension was also the most frequent comorbid illness
seen in patients presenting for surgery [2, 3, 7]. Hypertension
(HTN) is a leading risk factor for cardiovascular disease
(CVD) worldwide [17]. In Nigeria, hypertension is the
commonest form of cardiovascular disorder, occurring in 38%
of the adult population [18]. A meta-regression epidemiologic
modeling showed that age is a statistically significant
determinant of HTN prevalence in Nigeria, P <.001
(Supplemental Material) [17]. There is strong evidence that
HTN has become far more common among Nigerian adults in
recent years and that awareness of the condition remains
alarmingly low [17]. According to the study by Kayima et al
[19], with increasing adult population and changing lifestyle
of Nigerians, the burden of hypertension is expected to
continue to increase. In this study 77.2% of the patients with
comorbid illnesses were in the adult age group (>18years).

There were a total of 10 (4.7%) cancellations out of the 215
patients that had comorbid illnesses. Cancellation was highest
among the adult age group 70%, the female population 80%
and among the Obsteric surgical population 30%. Of the
different age groups, cancellation was least among the elderly
age group.

An efficient surgical service should have a low rate of
cancellation of operations [8, 20]. Cancellation of elective
surgical operations in hospitals carries with it undesirable
consequences. Cancellations are a major drain on health
resources, increase in theatre costs, decrease patient
satisfaction, causes waste of operating room time and
decreased efficiency. Cancellations for whatever reason
generates under-utilisation of the operating theatre, a low rate
of efficiency, lengthening of waiting lists and, finally, an
increase of global costs. When resources are not correctly used
the general population suffers, especially the underprivileged
who depend on the public sector for their healthcare
requirements. Cancellations result in financial, logistic and
psychological problems for patients and their families, who
have to organize a second operating date. An efficient surgical
service should have a low rate of cancellation especially on the
day of surgery. Cancellation of elective scheduled operations
on the day of surgery (DOS) as seen in our study leads to an
inefficient use of operating room (OR) time and a waste of
resources. It also causes inconvenience for patients and

families. Moreover, DOS cancellation creates logistic and
financial burden associated with extended hospital stay and
repetition of pre-operative preparations as well as opportunity
costs of lost time and missed income. DOS cancellations are a
world-wide problem with reported rates ranging from 0.37—
28% in developed and from 11 to 44% in developing countries
[8]. This study revealed that out of the 1030 surgical
interventions that were planned only 1% (n = 10) were
cancelled on the day of surgery (DOS) and this constituted
(4.7%) of the 215 patients that had comorbidities. The
cancellation rate of 1% in this study is lower than the reported
rates of 1.9-24%, of cancellations on the day of surgery in the
study by Shivakumar and Dr. Lokesh [9] while Fischer et al
[21] in their study reported that almost 90% of cancellations
were on the day of surgery. The cancellation rate in our study
is in line with reports from developed countries while it is very
low compared to reports from developing countries like
Nigeria. This discrepancy might be due to differences in socio
demographic characteristics, sample size, study area, and
methodological differences. Beyond this, the main reason for
the low cancellation rate in our study is the fact that this study
only considered cancellations that were due to the presence of
comorbidities that were detected on the day of surgery and
needed to be further optimized. This did not include patients
who had been previously reviewed the day or days before
surgery and had had their surgery cancelled because they had
comorbidities that required further optimization. It also did
not consider other causes of cancellation. Another reason for
the low cancellation rate in our study is the inclusion of
patients undergoing emergency surgeries. Emergency
surgeries give very little room for cancellations while
deferment for a few hours may be entertained. There are
numerous reasons for cancellation of elective surgical cases
and these vary from one hospital to another. Reasons adduced
include inadequate pre-op assessment and preparation,
patient-related factors, lack of operating room time,
unavailability = of  hospital beds, prediction bias,
surgeon-related issues, Facility problems, infrastructural
limitations, Administrative related challenges, Anaesthesia
related problems and emergency surgery disrupting the
elective list [8]. In the present study only 1% (10) of the
scheduled surgeries were cancelled due to comorbidities.
Cancellations of operation due to inadequate work up of
important medical conditions are avoidable. The medical
problems could have been identified in time and the number of
cancellations on medical grounds avoided by establishing a
formal liaison with the physicians. A Low surgery
cancellation rate is the hallmark of an efficient surgical service,
particularly in government hospitals. However the low rate
seen in this study indicates a very efficient preoperative
review system as most of the patients scheduled for elective
surgery had been previously assessed a day or days before
surgery by the anaesthetist. Studies show that preoperative
anaesthesia assessment of patients whether in pre-anaesthesia
clinics or a day before surgery significantly reduces operative
room delays and cancellations [20].

The adult age group (17-64 years) were the highest
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canceled age groups (70%) followed by 1-17 years old group
(20%). In the study by Desta et al [8] the 21-30 years old age
group were the highest canceled age group (23.3%) followed
by the 31-40 years old group (19.9%), while in the study by
Zafar et al [20] from Spain cancellations were more in patients
aged 0— 10 years (13%) followed by those aged 21-30 years
(9%). In the study by Mutwali et al [22] from Sudan, the
highest canceled group was 61— 70 years old 31.1% followed
by 51-60 years old group 25.4%. In this study there were less
frequent cancellation in the elderly group (1.4%). This is
similar to the study from Spain that showed less frequent
cancellation in patients over the age of seventy (1.4%) unlike
in the study from Sudan, where the highest canceled age group
was 61— 70 years. This could be due to the fact that in this
study the adult age group had the highest no and percentage of
scheduled cases and the highest number of patients with
comorbidity.

The majority of cancelled surgeries were Obstetric (80%),
followed by general surgery (20%), and ENT surgeries (20%).
This is unlike the study by Desta et al [8] where orthopedic
cases (28.7%) were the commonest cancelled cases. Their
finding is supported by other similar studies conducted in
Hong Kong, Saudi Arabia and in Finland, where orthopedic
cases were the commonest cancelled elective surgical
procedures [8]. The high rate of cancellation of Obstetric cases
could be due to the fact that our hospital is a tertiary referral
centre for obstetric patients with a high rate of referrals from
primary, secondary and private hospitals from within and
neighboring states resulting in priority being given to
emergency Obstetric cases, majority of whom present with
severe preeclampsia with severe hypertension (systolic blood
pressure>160mmHg) or hypertensive crisis (systolic blood
pressure >180mmHg) that could result in cerebral
haemorrhage which is the commonest cause of maternal death
in patients with preeclampsia [23, 24]. Due to the risk of
haemorrhage in the presence of systolic hypertension, most
guidelines recommend lowering of blood pressure to a systolic
level of 140-150 mmHg and a diastolic of 90— 100 mmHg
[24]. In this study 33 (15.3%) of the patients with comorbid
illnesses presented with preeclampsia. Of these 3 patients
were cancelled.

Compared to Males cancellation was highest among the
female population, 80% of cancelled cases. Similar to our
study other studies found a higher cancellation rate among
females compared to males [25, 26]. This is contrary to the
study by Badadur et al [27] who reported higher cancellation
rates among Males than in Females while Gonzalez-Arevalo
et al [28] reported no gender difference. The study by Kaiye et
al [26] demonstrated that the number of scheduled surgeries of
males was higher than that of females (5905 to 5426),
however the average cancellation rate of males was
statistically less than that of females (16.7% to 18.3%) thus
demonstrating that cases were more likely to be cancelled
when the patient was a female rather than male. In the Kaiye
study they found out that a significant number of cases of
females were cancelled due to the menstrual cycle of the
females. Thus, doctors or administrators should pay special

attention to the physiology of females when scheduling
surgery. As much as possible the surgeries of females should
not be scheduled during their menstrual cycles [26].

Majority 126 (58.6%) of the patients on drugs for their
comorbidity received treatment in a tertiary institution and
were thus on monitored care while 52 (32%) were on
self-medication and randomly purchased their drugs from
pharmacy shops where they consulted pharmacists or other
non-physician medical personnel in patent medicine stores.
Self-medication (SM) is the selection and use of medicines
by individuals (or a member of the individual’s family) to
treat self-recognized or self-diagnosed conditions or
symptoms. As found in other developing countries, SM is
common in Nigeria with a rate of 60%-90% among the
population for both over the counter (OTC) and prescription
medicines and almost all classes of drugs are implicated in
SM. Several benefits have been linked to appropriate
self-medication, however, self-medication is far from being
a completely safe practice, especially in the case of
non-responsible  self-medication that increases the
possibilities of wrong self-diagnosis and therapy, drug
overdose, under dose and abuse, wrong route of
administration, treatment seeking-delay, contraindications to
the use of the drug, polypharmacy, delays in seeking medical
advice when needed, infrequent but severe adverse reactions,
dangerous drug interactions, incorrect manner of
administration, incorrect dosage, incorrect choice of therapy,
masking of a severe disease and risk of dependence and
abuse. Incorrect self-diagnosis, delays in seeking medical
advice when needed, incorrect manner of administration,
incorrect dosage, incorrect choice of therapy may mask a
severe disease and also result in poor control of the comorbid
condition with the potential risk of cancellation of surgery as
seen in our study [29, 30].

This study determined in a prospective cross sectional and
observational pattern the incidence of inter-current medical
diseases in patients presenting for both elective and
emergency surgery and its impact on the cancellation of
surgery in patients who had been previously reviewed a day
(days) before surgery and found that despite preoperative
review a day before surgery there may still be patients whose
surgery will need to be cancelled as a result of inadequate
optimization of comorbid illnesses. In order to provide safe
anaesthesia it is of prime importance to identify the presence
of diseases in the preoperative period [16]. An important
objective of preoperative management should be to identify
and reduce modifiable comorbid medical illnesses thus
reducing the risk of compounding intraoperative management
and affecting patients’ postoperative outcomes. Preoperative
assessment helps to identify prevailing comorbidity,
assessment of control of pre-existing disease and optimization
of patients for surgery. The expectation is that if the
preoperative assessment has been well carried out then there
should be close to zero cancellation on the day of surgery even
as studies indicate that preoperative assessment reduces the
cancellation of elective patients [20, 26, 31]. This study
showed a cancellation rate of 4.7% out of the 215 patients that
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had comorbid illnesses. Several reasons could be responsible
for this contrary finding.

1) Currently, most preoperative preparation models are
designed to tether the timing of patient evaluation in close
proximity to the surgical date, thus making the medical
condition of the patient as something to which practitioners
must adapt. This however does not enable proactive and
meaningful  preoperative  patient management and
optimization. Consequently, when patients are seen in the
preoperative clinic or the day before surgery, it is typically
considered too late to address modifiable risks [31]. Where as
in some institutions there are staff and resources available to
coordinate last-minute assessments and investigations if
needed, at some institutions like ours these resources may not
be available, and cancellation would be necessary [32]. When
pre-operative assessment commences on the evening
preceding surgery, with some of the assessments shifting to
the day of surgery cancellation is inevitable [33]. Studies
indicate  that inadequate  preoperative = comorbidity
optimization were important reasons for cancellation of
surgery [27].

2) There is evidence that preoperative assessment in an
anaesthesia clinic can reduce the cancellation of elective
patients. An exception would be a patient who experiences an
adverse medical event or illness between the time of
evaluation and the time of the planned surgery [31]. Recent
change in medical status of patient making him/her unfit for
anesthesia has also been identified as a major cause of
cancellation in several studies [27, 33].

In the study by Wei Xue et al [32] medical condition change
was the second most common reason for cancellation in the
General OR. for in inpatient, outpatient and same day
admission. Wei Xue et al [32] also observed that usually a
sudden medical condition change leads to an unavoidable
cancellation, however, if patients are under close monitoring,
the risk can be reduced and this will also lead to decrease in
case cancellation rate [32].

3) Sometimes cancellations occur due to a difference of
opinion between the anaesthetist evaluating the patient and the
anaesthetist assigned for the surgery. Thus it would be ideal if
the same anaesthetist who performed the preoperative
assessment also conducted the anaesthesia [34].

4) The aim of preoperative assessment is to identify
prevailing comorbidity, assessment of control of the
comorbidity and optimizing of the patient for surgery in order
to provide safe anaesthesia. However when medical illnesses
are identified and they are not optimized, it gives room for
cancellation on the day of surgery. In the audit by Dhafar et al,
[35] medical reasons (80% of non-justifiable cancellation)
was the major cause of cancellation by the anaesthetist, which
was either not identified earlier or when diagnosed was not
optimized. In the study by Hussein et al, [34] medical
problems pertaining to the cardiovascular, pulmonary or
endocrine system were picked up in the clinic in six patients
but no further action was taken for these to be optimized.

5) Another probable reason is inadvertently missing out on
abnormal results of investigations done a day earlier, due to

excess workload,

Consequent on the above, in future it is suggested to take
measures to enhance preoperative assessment to mitigate its
impact on cancellations [26].

5. Conclusion

This current study revealed that comorbid illness among
both elective and emergency surgical patients was not rare. It
confirms that doing a preoperative assessment the day before
surgery is suboptimal as the opportunity to optimize is limited.
Thus despite preoperative assessment the day before surgery,
there is still the possibility of cancellation of elective surgery
on the day of surgery. The factors responsible for this were not
assessed in this study. This should be the subject of another
study.

6. Limitation

The study has some limitations to be acknowledged. All
anaesthetists who managed patients during the study were
responsible for data collection. This resulted in some
inconsistencies in the data collection that could have affected
the final analysis. A single trained research assistant will give
a better data collection.

Secondly, we did not assess cancellation rate due to
comorbid illnesses detected when preoperative review was
done the day before surgery. A further study including this
would be necessary to know the actual cancellation rate, the
significance compared to our finding and thus help to
determine thoroughness and effectiveness of our
preoperative assessment.

7. Recommendation

Comorbidity is here to stay and will only increase in
prevalence as the population ages. In order to provide safe
anaesthesia it is of prime importance to identify the presence of
diseases in the preoperative period. Before the advent of PAC
clinics, patients were admitted and evaluated a day before
surgery, however doing a preoperative assessment the day
before surgery is considered suboptimal as the opportunity to
optimize the comorbid illness is limited. Mainly as a result of
the increasing number of patients operated in outpatient surgery
or after same day admission in the past decade, the timing of
preoperative evaluation has shifted from the day before surgery
to preoperative evaluation some weeks before surgery thus
allowing for comprehensive assessment, additional evaluation
and optimization of the patient’s condition without delaying
surgery or giving room for cancellations due to newly
discovered co-morbidity. Studies have shown that preoperative
anaesthesia assessment in pre-anaesthesia clinics, early
detection of any comorbidity and timely optimization
preoperatively significantly reduces surgical morbidity and
mortality, and operative room delays and cancellations [20].
Based on the findings of this study that despite preoperative
assessment the day before surgery, there is still the possibility of
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cancellation of elective surgery on the day of surgery, and that
preoperative anaesthesia assessment in pre-anaesthetic clinics
allows for early detection and timely optimization of comorbid
illnesses, we strongly recommend that all facilities adopt the
practice of doing preoperative assessment in pre-anaesthesthic
clinic some days to weeks before surgery in other to bring to the
barest minimum cancellation on the day of surgery as a result of
comorbid illnesses.
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