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Summary

Latecancellation of scheduled operationsisamajor cause of inefficient use of operating-room time and awaste
of resources. We studied elective operating theatre bookingsin general surgical discipline. On theday of surgery the
intended list was noted and alist of cancellations with the reason was noted by the attending anaesthesiol ogist.

1590 patients were scheduled for elective surgical procedures in 458 operation rooms. 30.3 % patients were
cancelled on the day of surgery. Of these, 59.7% were cancelled due to lack of availability of theatre time, 10.8%
were cancelled because of medical reasons and 16.2% did not turned up on the day of surgery. In 5.4% patients,
surgery was cancelled by surgeons due to achangein the surgical plan, 3.7% were cancelled because of administra-
tivereasons, and 4.2% patients were postponed because of miscellaneous reasons.

We believe that many of the on-the-day surgery cancellations of elective surgery were potentially avoidable.
We observed that cancellations due to lack of theatre time were not only a scheduling problem but were mainly
caused by surgeons underestimating the timeneeded for the operation. The requirement of theinstruments necessary
for scheduled surgicd list should bediscussed aday prior to planned OR list and arranged. The non-availability of the
surgeon should beinformed in time so that another caseis substituted in that slot. All patients who have met PACU
discharge criteria must be discharged promptly to prevent delay in shifting out of the operated patient. Day care
patients should be counseled adequately to report on time. Computerized scheduling should be utilized to create a
redistic elective schedule. Audit should be carried out at regular intervasto find out the effective functioning of the
operation theatre.

Key words  Cancellation, Operation room, Postponement cases

Introduction

Mg or hospitalsinvest considerableresourcesin
maintaining operating suites and having
anaesthesiologists, surgeonsand theatresteff available
on an agreed schedule. However, unanticipated can-
cdlationof scheduled operationsat thelast minute, even
onthemorningof surgery isof concern. In somecases,
patients have even been preparedfor theatreand staff
isassembled and expecting to operate. Late cancella-
tion of scheduled operationsisamg or causeof ineffi-
cient use of operating-room time and a waste of re-
sources. Itisalso potentialy stressful with depressing
effects and costly to the patient in terms of working

dayslost and disruptionof daily life 2.

We undertook a prospective study on the day
surgery cancelaionsin agovernment hospital in New
Delhi with theaim tofind out the causesof cancellation
of cases scheduled on theday of surgery and to sug-
gest measuresfor optimum utilization of operatingroom
(OR)time.

M ethods

Atour hospital, all patientsare evaluated in the
preanaesthesiaclinic well before surgery and obtain
PAC clearance prior to being posted for surgery. Diffi-
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cult cases (anticipated long surgeries or patients with
poor generd condition or co morbiditiesor difficult air-
ways) areshown to the concerned anaesthesiol ogist a
day prior to surgery. The operatinglist isprepared by
the surgeons, and sentto OR by afternoon.

Westudied dectiveoperatingtheatrebookingsin
general surgicd discipline a alargetertiary government
hospital in Delhi (1542 resourced beds, 16 operaing
theatres) for 6 months. A cancellation on the day of
intended surgery wasdefined asany operaionthat was
either scheduled on thefinal theatre list for that day
(generated & 15:00 hourson the previousday) or was
subsequently added to thelist and that wasnot per-
formed on that day. Onthe day of surgery theintended
listwasnoted and alist of cancdlationswith thereason
for cancellation was noted by the attending
anaesthesiologi<.

Results

1590 patients were scheduled for elective surgi-
cal proceduresin458 operation rooms duringthe study
period. 47.7% patients were male and rest being fe-
males. 28% of the total surgical procedures were
planned laparoscopically.

Of 1590, 482 (30.3 %) patients were cancelled
on the day of surgery. 288 out of 482 (59.7%) were
cancelled dueto lack of availability of thesatretime; 52
out of 482 (10.8%) were cancelled because of medi-
cd reasons and 78 out of 482 patients (16.2%) did not
turn up ontheday of surgery. In 26 out of 482 (5.4%)
patients, surgery was cancelled by surgeonsdueto a
changeinthesurgicd plan; 18 out of 482 (3.7%) were
canceled becauseof administrativereasons (autoclaved
instruments/linens not available, instrument not avail-
able); 20 out of 482 (4.2%) patientswere postponed
because of miscdlaneousreasons (no availability of
senior surgeon for the case, ICU bed/ventilator, ad-
equate blood products and refusal of consent by
patient)(Table 1).
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Table 1 Reasons for Cancellation of Surgical Cases
(n=480)

Reasonsof cancellation

Cancellation %
59.7%
108%
162%
54%
37%

Lack of operatingroomtime
Medical Reasons of the patient
Patient did not turned up
Changein surgical plan
Administrative reasons(autoclaved

Instruments/ linens not available,
instrument not available)

Miscellaneous Reasons (non availability

of senior surgeon for the case, ICU bed/

ventilator, adequate blood products and
refusal of consent by patient)

42%

Discussion

Thedecision to postpone surgery in apatient af -
ter admission for surgery has psychologicd, social, and
economicimplications,andisnot only basedon clinica
considerations. Thereported ratesfor day-of-surgery
cancdllation rates vary widely among ingtitutionsfrom
10-40%. Wefound that 30.3 % of all scheduled elec-
tive operationsin general surgery werecancelled on
theday of surgery. Fischer reported that almost 90%
of operatingroom (OR) cancdlationsare day-of-sur-
gery cancdlations®.

Webdievethat many of theon-the-day surgery
cancdlationsof dectivesurgery werepotentially avoid-
ableinour audit.

Jonnalagaddaet al reported thereasonsfor can-
cellation of scheduled routineand emergency casesas
non-availability of bedsinthe recovery room (15%),
improper preoperétive patient preparation (13%), pa-
tient not showing up (9%), and unavailability of staff
(19%). They also mentioned that public patientswere
cancelled morefrequently than private patients'.

Schofied et al inthelr study of cancellation of in-
tended surgery at amgor hospitd inAustrdiareported
A1 (11.9%) cancdlations out of 7913theatre sessons.
Thereasonsincluded no bed available (18.9%), run
out of theetretime (16.1%), patient non-arrival (10.5%),
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patient unfit (9.2%), and cancelled by patientor rela
tives (8.2%)~

Vinukondaiah et a cited the major reasonsfor
cancellation of casesin the general surgery ORto be
lack of operating time (65.2%), emergency surgery
during the elective list (13.9%), and lack of fitness
(11.3%)5. Inour institute cancellation of elective cases
dueto emergency caseswas not a problem because of
thepresenceof adedicated emergency OR. But some-
time, thesenior surgeoniscaledto emergency OR for
help thereby ddaying or wastingroutine OR time lead-
ingtothe postponement of an elective case.

Windokun et a reported that only 38% of the
booked surgery was performed and the reasons for
such cancellation included * surgeons did not show
up’ (62%), * surgery postponed by surgeons’ (18%) and
‘patient ill prepared for surgery’ (10%)°.

Inour study non-availability of OR timewasthe
most common reason. We observed that cancellations
dueto lack of theatretimewerenot only ascheduling
problem but were mainly caused by surgeons underes-
timating thetime needed for the operation. Surgeons
generally add morepatientstothe OT list to reduce the
waitinglist and in anticipation of any unexpected can-
cellations. Ananalysisin USA examining 56,000 cases
retrospectively found that 31% of listswere predict-
ably overbooked. Moreover, unforeseen anaesthetic
or surgical problemsmay delay the planned list. The
timetaken for aparticular surgery dso dependsonthe
skill of operatingsurgeon. L essexperienced surgeons
andtrainees often take morethan the expected time.
For somesurgeriesthetotd duration exceeded theusud
surgical timedueto an unexpected surgica complica-
tion, juniorsbeingtaught and alowed to do thesurgery
espedidly for laparoscopic procedures, unavailability
of sterilized instruments, and technica problemsinin-
struments.

Hsiao et al suggested having of dedicated mini-
mally invasive surgery suitesto savetimein transport-
ing of equipmentsand thusoptimizing utilizetion of OR
time’. Inour audittoo, oneof thereasonsfor delay in
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the start of surgery was because of timerequired to
arrangelaparoscopic equipmentsas sometimesit was
being usedin theother OR.

Ogden et a reported OR time over runin 27%
and reasonsmentioned wereimproper utilizationof OR
time and undue delay when junior surgeons/
anaesthesiologist performed the casest. Panditet a
concluded that over running OR listswerethe com-
monest cause of the cancelation of casesontheday of
surgery (50% lists were overbooked and 50% over
ran their scheduled time)®

Latestart of the OR dueto absenceof staff has
also been reported to lead to underutilization of OR
timeleadingto cancellation of the cases®. Weinbroum
et a reported that 15% of the OR time was wasted
dueto inappropriately prepared patients, unavailability
of surgeons, insufficient OR staff, congestion of PACU,
and dday in thetransport tothe OR™.

Theanaesthesiatimewas varidbleamong patients
even for amilar surgeries. Thiswasprobably because
of patient physical status, anaesthetist’ sexpertiseand
technical problems. However Hussain reported that
only 8% of al cancellation of casesontheday of sur-
gery wasanaesthesiardated.

An accuratered time based schedule should be
made consderingthe expected duration of surgery, the
availability of staff, equipmentsand correct instruments
forasmooth running OR.

Medical cancellaionsare generally presumed to
beanother reasonof cancdlations. Becausecancella-
tionscaused by medical problemsareespecidly upset-
tingfor patientsand canbe morecontentiousfor mem-
bersof themedica staff these cancd lationsmay bemore
memorablethan other types of cancellations. Inadequate
preoperaive medica optimization wasanother impor-
tant reason for cancellation of casesin our study. The
Mg or reasons werehypertension, recent onset respi-
ratory tract infections, uncontrolled diabetesand an
acute onset cardiovascular abnormdity. Some cancel-
lations due tofailure to comply with the preoperative



orders and the development of amedicd ilinesscan be
minimized by a preoperative visit by the
anaesthesiologist and thesurgeon aday prior to sched-
uled surgery?.

Providing morebeds or quarantining bedsfor sur-
gicd patientsisone component of animproved system
but will beinsufficdent unlessall sourcesof problems
receive attention. Robb et al reported that 31% of the
cancelled casefor the dective procedureswere post-
poned becauseof “NoBed' status®.

L ast-minute cancellation dueto failureof apa
tient to present isespecidly difficultto resolve. It may
be dueto thepatient’ s last minute doubtsand fears.
Efforts should be madeto improvepatient communi-
cation and facilitatetheir compliancewith scheduled
procedures. Paschoal reported that 54.3% cases of
thetotal cancelled caseswere due to absenteeism of
the patient because of unawareness of the dateof sur-
gery, dinical problemslikerespiratory tract infections
and social/economicd reasons.

Disruptionsinthepower supply hasbeen men-
tioned asone of the causesof delay in theoperation in
thirdworld countries®.

Cancdllationsmay occur dueto scheduling errors,
inadequate preoperative evaluation, inadequate patient
preparation, lack of surgicd linen, equipment shortage,
non-availability of thetrained st&ff etc. Thisis because
of thelack of coordination of different departmentsin-
volvedin thefunctioning of operaing roomsand lack
of efficient management of operating theetrefloor. These
reasonsare avoidableif proper administrative measures
aretaken. These cancdlationsmay lead to dissatisfied
patients and can be quite costly. Surgicd cancelations
could beregarded as adverse events and monitored
routinely in hospitd dinica incident monitoring systems.

Overlapping induction, i.e., induction of anaes-
thesiawith an additiona team while the previous pa-
tientis illin the OR hasbeen andyzed and reported
to increase the OR productivity by decreasing the
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nonoperativetimeby 45.6%'°. However thisreguires
additiond staff and equipmentsthusincreasingtheover-
all cost. However, we can save OR timeby inserting
epidural catheters and peripherd and central intrave-
nousaccessin the sideroom prior to shiftingthe pa-
tient tothe ORwhiletheprevious patientisstill in the
OR.

All staff concerned with theoperating schedule
should bepunctud to ensurecasesaredoneat planned
time. Theoperating list should be madejudiciously.
Méeticulouscareand proper planningmust betaken to
completetheOR list daily. Itistheduty of thetheatre-
in-chargein consultation with surgeonsto ensurethat
thereisno wastage of operatingtimenor isthereover-
crowding of thelist leadingto postponement of sur-
gery. Any postponement of surgery should bejustified.

Therequirement of theinstruments/ drugs/ other
equipment necessary for scheduled surgicdl list should
be discussed among surgeon, staff nurse and the
anaesthesiologist aday prior to planned OR list. The
non-availability of the surgeon should beinformedin
timeso that another caseis subgtituted in that dot. All
patients who havemet PA CU dischargecriteria must
bedischarged prompitly to prevent delay in shiftingout
of theoperated patient. Day care patients should be
counseled adequatdy toreport ontime. Computerized
schedulingshould beutilized to create arealistic elec-
tive schedule. Audit should be carried out at regular
intervasto find out theeffectivefunctioning of the OR.
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