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C A N C E L L AT I O N F RO M 5 6 % TO 8 %
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There have been many recent
targets aimed at improving surgical
services in the UK. Some of these
have not been tested. The
government’s NHS Plan declared
that by 2005, waiting lists will have
been abolished.1 There are three
ways of booking patients onto
operating lists:
Ann R Coll Surg Engl
(Suppl) 2007; 89:210–212

1. Waiting list: putting the patient on an
operating list from the outpatient
clinic. A manager or the surgeon then
picks cases for each operating list.
The patients are notified of this, and
of a pre-assessment clinic
appointment two weeks before, to
confirm fitness.
2. Full booking: giving the patient a date
for operation when the decision to
operate is first made in the
outpatient clinic. They are given a
pre-admission clinic (PAC) two weeks
before this to confirm fitness.
3. Partial booking: putting the patient on
the waiting list when first seen in
clinic. He or she receives a PAC
appointment six to eight weeks
before potentially having surgery. The
operating date is chosen at this
appointment, once the patient has
‘passed’ PAC.
With historically long waiting lists for
elective (non-urgent) orthopaedic
surgery, full booking has not been tested
in the UK for orthopaedics. Partial
booking is also not familiar to many
orthopaedic surgeons. We aimed to
compare the cancellation rate for a ninemonth trial of full booking, with nine
months of partial booking.

Methods

This was one surgical consultant’s firm of
elective orthopaedic inpatients, with day
cases and urgent cases excluded and a
waiting time of nine months.
Cancellations were defined as an
operating date given that was not
honoured. Cancellations due to bed
crises were excluded. We compared
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cancellation rates with two different
systems for operating booking.
From June 2002 to March 2003, the
operating diary was brought to every
outpatient clinic. When a decision to put
a patient on the operating list was made,
a provisional date eight or nine months
later was chosen with the patient. The
consultant surgeon kept the diary and
saw each patient put on the list.
Operating dates from February 2003 to
December 2003 were given. Each patient
was then reviewed in a PAC two weeks
before his or her date for surgery. We
analysed the cancellation rate for this
cohort of patients.
We then changed to a system of partial
booking. All patients offered surgery in
the outpatient clinic were put on a
waiting list. They were then offered a date
for a PAC seven months later. To start
partial booking, we introduced several
changes to the clinic:
> No operating dates were given until the
patient had attended PAC.
> The patient was asked to bring his or
her diary to choose from a range of
dates.
> Dates were offered six to eight weeks
later.
> The consultant surgeon attended the
PAC to discuss the operation and
obtain consent.
> The patient had to ‘pass’ PAC before a
date was offered.
> We instituted a new policy for blood
and microbiology tests. All ‘group and
save’ samples were frozen. We brought
patients back for further blood tests
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booking phase, as there were vacant slots
within the next few weeks to offer.

FIGURE 1
OUTCOME OF FULL BOOKING PHASE 116 OPERATING SLOTS
Operations no longer
wanted

19

Patient went private
Patient not fit at PAC
Did not attend

3

Date inconvenient

12

51

Hospital cancelled –
consultant surgeon
leave
Date brought forward
to fill cancellation slot

2

Staged bilateral case –
not yet ready
Operation dates OK

14

During the full booking phase, other
problems emerged. There were many
queries from patients who were not sure
whether to proceed with surgery, or for
whom the proposed date was no longer
satisfactory. Some ‘fully booked’ patients
had to be cancelled within two weeks of
the operation date, either at the PAC, or
after it when test results became
available. It was sometimes difficult to fill
vacant slots especially at short notice, as
all other patients were committed to a
later date and none had yet been preassessed, although eight patients were
brought forward.

Discussion

1

8

6

only if on immunosuppressive or
diuretic medication. We obtained the
agreement of our microbiology
colleagues that a negative MRSA
screening swab result would be valid
for up to eight weeks, unless the
patient was admitted or had a wound.
There was a transition phase, during
which patients were placed on a waiting
list and PACs were overbooked to
increase the time between PAC and
surgery from 2 to 6–8 weeks. During the
partial booking phase, we identified all
patients given a PAC appointment
between March and November 2004 and
analysed the outcome of this
appointment. The transition phase was
not analysed, so both full and partial
booking phases covered operating dates
in the last nine months of two
consecutive years. Cancellations due to
bed crises were excluded.

Results

During the full booking phase, there was a
56% cancellation rate, with 65
cancellations out of a potential 116
operating slots (Figure 1). Of these 65
cancellations, for 19 the condition
improved, for 14 the date was
inconvenient, 12 were unwell, 3 had gone
elsewhere or private, 6 were moved due
to surgical consultant leave dates, 2 did

not attend and 8 had their date brought
forward to fill a cancellation slot. A
quarter of the cancellations (17 of 65)
occurred within seven days of the
operating date.
During the partial booking phase, the
outcome of 132 patients given
consecutive PAC appointments was
analysed. 30 patients (23%) were

In general orthopaedic practice,
operations are offered to reduce pain
from a joint or to improve deformity or
function. In common with most
orthopaedic practice, none of our
patients were having an operation to cure
cancer. In the sense that the operation is
a lifestyle choice, patients should be
permitted to choose when they have the
surgery, to fit in with work or social
demands. It is well established that 30% of
orthopaedic patients come off the waiting
list without treatment.2 Some conditions
settle, some non-operative interventions

IT MAKES SENSE NOT TO OFFER A
DATE FOR SURGERY UNTIL THE
PATIENT HAS HAD A CHANCE TO
RECONSIDER THE OPTIONS.
removed from the waiting list at that
PAC, without ever being given operating
dates (17 of 132 did not want the
operation, 7 did not attend and 6 were
unfit). Of the 94 patients given dates, only
8 cancelled (8%). Those cancelling
comprised 4 who subsequently decided
against surgery, and 4 who had tests that
suggested that surgery would not be
helpful (eg a CT scan showed a ‘nonunion’ had united).
Cancellations due to bed crises were
excluded, but comprised 6 in the full
booking phase and 9 in the partial
booking phase. It was easier to
reschedule patients during the partial

work and some patients have a chance to
reconsider their decision. It makes sense,
therefore, not to offer a date for surgery
until the patient has had a chance to
reconsider the options. It also makes
sense to offer a choice of dates where
possible.
Many trials of PACs have shown much
improved efficiency. Asimakopoulos et al.
showed that 22.5% of patients attending a
PAC were cancelled or postponed.3 These
show that nurses are as good at assessing
patients regarding fitness for anaesthesia
as junior doctors and generally request
fewer unnecessary tests.4 The assumption
of these published trials is that the PAC is
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to prepare the patient for an operation
that has already been decided on and
scheduled. Abdellaoui and Addison found
a 43% reduction in orthopaedic
cancellations by changing three things,
including that ‘an operation was scheduled
only after the patient has been assessed
as fit for anaesthetic and surgery’.5
The dramatic change in the number of
cancelled operation slots could be
attributed to several things:
> the consultant surgeon’s presence in
the PAC (clarifying risks and benefits,
etc);
> the PAC being six to eight weeks
before a potential operating date;

consent forms and discussing dates with
patients at the first appointment; and
reviewing patients with queries, many of
whom did not proceed to have surgery.
We have subsequently increased the
number of new patients seen in each
outpatient clinic.
The diary contained fire breaks and likely
consultant surgeon leave dates, but since
consultant leave is booked at least six
weeks in advance, any system giving dates
six to eight weeks in advance has an
advantage. The vacant slots were often
filled with trauma patients or patients
who had only just been seen in the
outpatient clinic. The partial booking
system reduced administrative time

THE PARTIAL BOOKING SYSTEM
REDUCED ADMINISTRATIVE TIME
CONSIDERABLY, WITH A STREAMLINED
SERVICE AND INCREASED SURGEON
SATISFACTION.
> no dates being given until the patient
and surgeon agree to go ahead; and
> no dates being given until the patient
had passed an assessment of fitness.

considerably, gave a more streamlined
service to the patients and increased
surgeon satisfaction, but it did not
necessarily increase throughput.

With clinic appointments as well as
operating slots at a premium in the NHS,
it is unusual to have a review clinic with
the consultant surgeon before surgery
goes ahead. Our PAC takes around one
hour of surgical consultant time each
week, to review five to six patients. We
fitted this around a weekly ward round.
Each patient is seen first by a staff nurse,
then by an SHO, either before or with
the consultant surgeon. The only extra
cost and change in personnel for the
PAC between the two phases was some
extra blood tests for patients on diuretics
or cytotoxic drugs, and the formalisation
of one hour of surgical consultant
presence.

We found other unexpected benefits with
partial booking:

However, in the full booking phase, a
great deal of consultant surgeon time was
spent in the outpatient clinic, signing
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> fewer queries between clinics about
patients on the waiting list: any patient
with concerns was booked a PAC
appointment and hence seen with
notes, x-rays and a nurse’s or junior
doctor’s assessment of fitness;
> better informed consent, with patients
given the ideal of ‘providing time...for
the patient to make a fully informed
and unharassed decision’;6
> lists booked when surgical consultant
leave was known;
> lists booked when registrar leave was
known: teaching cases could be
discussed and planned;
> the six to eight week window before
surgery gave enough time to book
unusual kit;

> there was enough time to act on any
abnormal test results before surgery
(eg positive nasal MRSA, nasal carriage
detected on screening);
> discharge planning could start, with
post-operative social care needs
identified;
> a quicker start to the operating day
(compared with a PAC without
consultant surgeon presence);
> less time wasted in outpatient clinic
discussing dates (compared with the full
booking phase); and
> since the PAC was every week, any lastminute cancellation slots in the diary
could be filled easily.
It is likely that the proportion of patients
who decide not to proceed will fall as the
maximum waiting time falls. Our study
has shown that full booking does not
work with a nine-month waiting list. Full
booking may work very well if the waiting
time comes down to three months. It is
worrying that the government’s push to
have a total time from referral to
definitive treatment may lead to an
increase in operating on conditions that
would settle without surgery.

Conclusion

Our cancellation rate for elective
orthopaedic inpatients with full booking
was 56%, and with partial booking was
8%.
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