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Abstract

Background: Case cancellation (CC) has significant impact on the efficiency of operating room (OR) management,
which can be mitigated by taking preventive measures. In this study, using the data of the West China Hospital (WCH),
we identified the effect of contributing factors and recommended hospital interventions to facilitate CC prevention.

Method: We conducted a retrospective review of 11,331 elective surgical cases from January 1 to December 31, 2014.
CC reasons were grouped into six categories. The methods of descriptive statistics and hypothesis test were used to
identify the effect of factors.

Results: CC reasons (746) were divided into six broad categories: workup related (preoperative diagnostic assessment
issues or sudden medical condition changes) (25.8%), non-specified reasons (25.8%), coordination issues (15.1%),
patient related (13.0%), support system issues (11.8%), and doctor related (8.5%). The types of the most frequently
performed operations are identified, as well as their CRs. The cancellation rate (CR) of males was lower than that of
females (16.7% to 18.3%). A large difference in the CRs existed among doctors. The CR on Monday was significantly
higher than the other four weekdays.

Conclusions: Workup related issues, the types of procedures, the menstrual cycle of females, highly imbalanced CRs
among doctors, and tendency of cancellation on Monday are the major identified factors, which account for a
significant amount of preventable cancellations. It is suggested that corresponding hospital interventions can reduce
CR and improve OR efficiency, including maintaining effective coordination, good communication and well-designed
preoperative assessment processes, focusing on the type of procedures which are more time-consuming and complex,
paying special attention to the physiology of females during surgery planning, taking measures to reduce CR of top
eight doctors, and improving surgery scheduling on Monday.
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Background
Operating Rooms (ORs) generate the highest costs in
hospitals, while also being the largest source of revenues
[1]. Therefore, OR managers have substantial incentives
to achieve operational excellence [2]. As one of the lead-
ing causes that decrease the efficiency of ORs, case
cancellation (CC) reduces utilization of OR time, affects
surgeon productivity and staff morale, causes anxiety
and emotional distress in patients, and results in extra
costs for patients, physicians and hospitals [3–7].

Moreover, CC also exerts burdens on society [8]. It has
been reported that the lost revenue from each cancelled
case is $1430 to $1700 for hospitals not on a fixed
annual budget in America [8, 9].
In literature, there has been growing interest to study

CRs and CC reasons by researchers. The reported CR
vary widely among different countries, and hospitals of
different categories. The CRs have been reported,
ranging from 1% to 23% across healthcare systems in
Norway, the United States, Canada, New Zealand, Great
Britain, Australia, Hong Kong, and South Africa [5, 7,
9–16]. CC reasons vary significantly. Some studies have
suggested that lack of available surgery resources was
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the common cancellation cause [10]. While others have
reported that resource planning and scheduling were the
major consideration [17]. Reported works have divided
CC reasons into patient issues, workup related, facility
reasons, planning issues, medical reasons, anesthesia
related causes, and surgeon related [13, 14, 18]. While
certain CC reasons are unavoidable, it has been reported
that more than 50% of the CC can be prevented [11].
In the previous CC studies focusing on single centers,

CRs, CC reasons, and the identified factors are reported.
A hospital in Taiwan have a very low CR (0.37%) and the
main CC reasons are changes in clinical condition
(33.6%), the cardiovascular problem related (20.5%), the
inadequate preparation (17.0%), and the surgical factors
(14.8%) [19]. In an Australia referral hospital, whose CR
is 11.9%, the main CC reasons include no theatre time
(18.7%), no postoperative bed (18.1%), cancelled by pa-
tient (17.5%), patient clinical change (17.1%), and pro-
cedural reasons (21%), which is evenly distributed [20].
A retrospective study in a Swedish hospital over five-
year period have showed that 39% of cases are canceled
at least once, the major causes are patient-related issues
(33%), treatment guarantee legislation issues (29%), and
incomplete preoperative preparation (12%) [21]. In USA,
the scholars have investigated the pediatric urology pro-
cedures cancellations in a single center and identified
the preventable and nonpreventable cancellations [22].
The major preventable cancellations are insurance/fi-
nancial related (11.4%) and preoperative fasting violation
(8.8%), which the major nonpreventable cancellations in-
clude patient illness (40.3%) and other nonspecified rea-
sons (29%).
In our study, using the large dataset over one-year

period from a major national referral hospital in China’s
western region, we identified the effect of contributing
cancellation factors that has not yet been reported be-
fore through their influence on CR. We further evalu-
ated the CC reasons and recognized preventable
cancellations of elective surgeries. Also, the hospital in-
terventions were recommended to facilitate CC preven-
tion and improve the service level of ORs.

Methods
Study setting and data
After the approval of institutional review board,
11,331 surgery cases were obtained from the West
China Hospital (WCH) over one-year period, 2014.
The WCH is an academic and teaching hospital affili-
ated with Sichuan University in Chengdu, China,
which is also a top class comprehensive hospital in
China. It is one of the largest single-center hospital
in China with 9 medical laboratory departments and
44 clinical departments, 4300 beds, and over 10,000
medical staffs. It has 99 standard ORs and 200

outpatient specialty clinics. In 2016, there are 5.3 mil-
lion outpatient visits, 223,000 discharged patients
whose average length of stay is 9.83 days. The annual
surgery volume is 144,000. The WCH is a top referral
hospital in China’s western region offering diagnoses
and treatments for severe, complex, and rare diseases,
which reflects a very large case mix in general. The
WCH is a public hospital, supported by government
funding. 50% of the patients at the WCH have med-
ical insurance offered by government, which can
cover approximately 60% of their medical cost, and
the rest are self-pay patients.
In our study, all the cases were elective inpatient sur-

gery from four specialties including cardiac, burn and
plastic, neurological, and thoracic. Each case record in-
cluded the date of surgery; patient ID number; name,
age, and gender of the patient; department; operating
room; cancellation status; and CC reason. The age of the
patients varied from 2 days old to 100 years old. All the
surgeries were performed on working days by 46 doc-
tors. Normally, surgeries were scheduled before 4 PM on
the day before the scheduled date. CC was defined as a
scheduled surgery that was booked on the finalized OR
schedule was not performed on the planned day.
More than 700 types of CC reasons were identified

in the data set. We grouped them into six categories:
non-specified reasons, patient related, doctor related,
support system issues, coordination causes, and
workup issues based on literature and the current
situation of WCH [11, 13, 14, 18]. About 25% CC
causes were not recorded, which were referred to as
non-specified reasons. No-show of patients, sudden
nonclinical condition changes of patients, temporary
refusal of patients or their family, violating doctor’s
advice, and other cancellations caused by patients
were in the category of patient related. Doctor related
reasons included the doctor being unavailable and
doctors cancelling case without any reasons. The sup-
port system related reasons were associated with the
issues of necessary surgery resources, including the
shortage of blood, no postoperative intensive care
unit beds, the OR being occupied by emergency de-
partment, malfunctioning equipment, etc. The coord-
ination causes included the surgery information not
being shared among staffs, administrative errors, and
scheduling errors. Results of the preoperative diagnos-
tic assessment should be known before the schedule
was finalized, but in some cases, these were deter-
mined after the schedule was finalized, which caused
the workup related cancellations. The preoperative
diagnostic assessment related issues and the sudden
medical condition changes of patients were the main
workup causes. The categories of CC reasons were
shown in Table 1.
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Statistical analysis
We conducted statistical analysis including descriptive
statistics and hypothesis test using SPSS 19.0. The CC
rate was defined as the ratio of the total number of can-
cellations in the total number of scheduled cases. The
CC rates for each gender, doctor, type of procedure and
day of the week were determined. We found the rela-
tionship between the CRs and the corresponding factors
including gender, doctor, and day of the week, respect-
ively. Also, the ratios of cancellations by reason category
were calculated. The proportions of cancellations by
each category of CC reasons for doctors with exception-
ally high were calculated. For each comparison, we ap-
plied the Student’s t test to compare CC rates to
determine whether there were significant differences in
the average CRs of all parameters [23]. It was considered
to be statistically significant when the P value was less
than 0.05. Finally, we identified and compared the pre-
ventable and unpreventable cancellations to find the pre-
ventive measures.

Results
The overall CR was 17.5%, representing 1984 cancelled
cases out of 11,331 scheduled surgeries. The 95% confi-
dence interval was 16.9% to 18.2%, which was estimated
by the normal distribution.

Cancellation reasons
Workup related causes were the top CC reasons and
accounted for 25.8% (95% confidence interval, 23.9%–
27.7%) of all the cancelations, followed by non-specified
reasons (25.8%), coordination causes (15.1%), patient re-
lated (13.0%), support system issues (11.8%), and doctor
related (8.5%), which represented 512, 511, 299, 258,
235, and 169 cancellations, respectively. The related data
were shown in Table 2.
Regarding the contribution of each category of CC

reason to the overall CR for each of the top eight doc-
tors, the distributions of CC reason of these doctors
were not exactly same. One of the top eight doctors was
from thoracic, one of them was from cardiac, and the
others were from neurological. The top reasons of five
doctors (D1, D4, D5, D6, and D8) were both workup re-
lated causes. However, the top reasons of the other three
doctors (D2, D3, and D7) were patient related cause, co-
ordination cause, doctor related causes respectively. The
contribution of each category of CC reason to the over-
all CR was shown in Fig. 1.

Cancellation rates of different types of procedures
There were 129 types of procedures in the 11,331 cases.
The amount of the procedures in each type ranged from
1 to 1666. We selected ten types of procedures whose
amount of cases accounted for 77.1% of all the sched-
uled cases. These types of procedures were resection of
intracranial space occupying lesion, pulmonary lobec-
tomy, limbs trunk injuries and deforming orthosis, car-
diac valve replacement, tissue transplantation and tissue
substitute material implantation and skin soft tissue ex-
pansion, clipping of intracranial aneurysm, radical resec-
tion of esophageal carcinoma, repair of atrial septal
defect or ventricular septal defect, excision of intraspinal
space occupying lesion, and resection of intracranial tu-
mors, whose amounts were 1666(14.7%), 1268(11.2%),
1094(9.7%), 1073(9.5%), 783(6.9%), 780(6.9), 697(6.2%),
579(5.1%), 418(3.7%), and 383(3.4%). The distribution of
the top ten types of procedures in specialties were as

Table 1 The categories of CC reasons

non-specified reasons the CC reasons were not recorded

patient related no-show of patients

sudden nonclinical condition changes of
patients

temporary refusal of patients or their family

violating doctor’s advice

other cancellations caused by patients

doctor related the doctor was unavailable

doctors cancelled cases without any reasons

support system issues the shortage of blood

no postoperative intensive care unit beds

the OR being occupied by an emergency case

malfunctioning equipment

other reasons related to resources of surgery

coordination causes surgery information not being shared among
staffs

administrative errors

scheduling errors

workup issues the preoperative diagnostic assessment related
issues

the sudden medical condition changes

Table 2 The ratios of cancellations by reason category

Non-specified
reasons

Patient
related

Doctor
related

Support system
issues

Coordination
cause

Workup
related

Total

Frequency 511 258 169 235 299 512 1984

Percentage 25.8% 13.0% 8.5% 11.8% 15.1% 25.8% 100.0%

95% Confidence interval [23.7%, 27.8%] [11.5%, 14.5%] [7.4%, 9.8%] [10.4%, 13.3%] [13.6%, 16.6%] [23.9%, 27.7%] –
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follows: two from burn and plastic, four from neuro-
logical, two from cardiac, and two from thoracic.
The CRs of these ten types of procedures were

39.5%(308 CCs), 23.5%(90 CCs), 20.5%(342 CCs),
16.5%(177 CCs), 16.3%(207 CCs), 15.4%(107 CCs),
12.3%(96 CCs), 12.3%(71 CCs), 11.5%(48 CCs), and
11.1%(121 CCs). The three most common cancelled op-
erations were resection of intracranial space occupying
lesion, clipping of intracranial aneurysm, and pulmonary
lobectomy, whose volume were 342, 308, and 207 re-
spectively. All above data were shown in Table 3.

Cancellation rate of different genders
There were 5905 scheduled cases of males and 5426
scheduled cases of females, which comprised 52.1% and
47.9% of all the scheduled cases respectively. There

existed difference in average CR between males and
females. The average CR of males was 16.7% (95%
confidence interval, 15.8%–17.2%), representing 989
cancelled cases, and 18.3% (95% confidence interval,
17.6%–19.1%) of females, representing 995 cancelled
cases. As shown in Table 4, the P value of T-test was
0.026, which shown that the average CR of females
was significantly higher than that of males under the
confidence level 0.95.

Cancellation rate of different doctors
The 46 doctors were from four specialties: 11 from
burn and plastic, 17 from neurological, 10 from car-
diac, and 8 from thoracic. The mean number of
scheduled cases for doctors was 246.33. High vari-
ation in CRs existed among doctors, ranging from 0

Fig. 1 The CC reasons of the top eight doctors

Table 3 The related information of the top ten types of procedures with highest volume

The type of the procedure Department Scheduled volume Frequency Cancelled volume CR of the type of cases

Resection of intracranial space occupying lesion neurological 1666 14.7% 342 20.5%

Pulmonary lobectomy thoracic 1268 11.2% 207 16.3%

Limbs trunk injuries and deforming orthosis burn and plastic 1094 9.7% 121 11.1%

Cardiac valve replacement cardiac 1073 9.5% 177 16.5%

Tissue transplantation & Tissue substitute material
implantation & Skin soft tissue expansion

burn and plastic 783 6.9% 96 12.3%

Clipping of intracranial aneurysm neurological 780 6.9% 308 39.5%

Radical resection of esophageal carcinoma thoracic 697 6.2% 107 15.4%

Repair of atrial septal defect/ventricular septal defect cardiac 579 5.1% 71 12.3%

Excision of intraspinal space occupying lesion neurological 418 3.7% 48 11.5%

Resection of intracranial tumors neurological 383 3.4% 90 23.5%
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to 53.3%. We picked out eight doctors whose amount
of scheduled cases exceeded or approximately equaled
the mean, while their CRs was more than 20% to
study the effect of doctors on cancellations. They are
referred to as the top eight doctors (D1, D2, …, D8
in Table 5).
The top eight doctors contributed significantly to the

overall CR. Their respective CRs were 44.9% (out of 381
scheduled cases), 40.2% (out of 333 scheduled cases),
28.5% (out of 428 scheduled cases), 27.1% (out of 229
scheduled cases), 23.8% (out of 508 scheduled cases),
22.2% (out of 352 scheduled cases), 21.6% (out of 389
scheduled cases), and 21.2% (out of 321 scheduled
cases), while the overall CR was 17.5%, as shown in
Table 3. The average CR of the top eight doctors who
performed 2100 surgeries (22.5% of overall performed
surgeries) and cancelled 841 surgeries (42.4% of overall
cancelled surgeries) was 28.6%. The average CR was
13.6% of the remaining 38 doctors who performed 7246
surgeries (77.5% of overall performed surgeries) and can-
celled 1144 surgeries (57.6% of overall cancelled surger-
ies), as shown in Table 6.

Cancellation rate on different days of the week
The CRs varied on different days of the week. The
amount of performed surgeries was 1718, 1880, 2055,
1821, and 1733 respectively from Monday to Friday. The
amount of performed surgeries on each day of the week
was statistically same (Fig. 2). The average CRs were
22.1%, 16.5%, 16.7%, 16.6%, and 15.13% respectively
from Monday to Friday. The number of surgeries and
the CR on each day were shown respectively in Figs. 2
and 3. We conducted T-test to compare the CR of dif-
ferent days of the week, as shown in Table 7. The P
value among the five days of the week was less than
0.05, the P value among four days of Tuesday to Friday
was 0.474, and the P values between Monday and each
other four days were both less than 0.05, which showed
that the average CR on Monday was significantly higher
than other four days, and the average CR on each day of
other four days had no statistical difference.

Discussion
Workup related issues
The most common reason for CC was workup related,
which comprised 25.8% of all cancellations, which was
followed by coordination causes at 15.1%. The preopera-
tive diagnostic assessment related issues and the sudden
medical condition changes of patients were the main
workup causes. Thus, more attention should be paid to
preoperative diagnostic assessment related issues, sud-
den medical condition changes and coordination issues
during the surgery management process. To avoid the
top reason of CC, certain strategies should be
adopted in surgery management, including well-
designed preoperative process to reduce cancellations
caused by preoperative diagnostic assessment related
issues, information sharing among the related staffs
and good communication to mitigate the CCs owing
to consideration related issues.
Currently, there is not a documented pathway or

program for preoperative assessment in the WCH.
Before adding a patient to the operating room (OR)
schedule, routine physicals and chemical examination
are performed to assess whether that patient is suit-
able to undergo surgery on a particular day. However,
after the OR schedule is created, the surgery might
be cancelled due to unexpected condition changes. In
the future, it is suggested to take measures to
enhance preoperative assessment to mitigate its im-
pact on CC.

Analyses of high volume procedures
We also found out that the type of procedure was an-
other identified factor related to CCs. We observed that
the types of procedures with high volume and CRs were
relatively more time-consuming and more complex,
which helped explain their cancellations. Such types of
procedures should require special attention.
Besides the general factors including the workup re-

lated issues and the type of procedure discussed above,
we further investigate local factors including the gender,
the doctor, and the day of the week below.

Table 4 CRs of different gender

Gender Ratio of the amount Cancellation rate 95% Confidence interval P-value of T-test

Male 52.1% 16.7% [15.8%, 17.2%] 0.026

Female 47.9% 18.3% [17.6%, 19.1%]

Table 5 CRs of the top eight doctors

Doctors D1 D2 D3 D4 D5 D6 D7 D8 Overall

Scheduled cases 381 333 428 229 508 352 389 321 11,331

Cancellation rate 44.9% 40.2% 28.5% 27.1% 23.8% 22.2% 21.6% 21.2% 17.5%
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Effect of menstrual cycle of females
The results demonstrated that the number of scheduled
surgeries of males was higher than that of females (5905
to 5426) and the average CR of males was statistically
less than that of females (16.7% to 18.3%). It was found
that the case was more likely to be cancelled when the
patient was female rather than male. We analyzed the
reasons and consulted the staff of WCH. We found out
that a significant number of cases of females were can-
celled due to menstrual cycle of females. Thus, doctors
or administrators should pay special attention to the
physiology of females when scheduling surgery. The sur-
geries of females should not be scheduled when they
were during their menstrual cycles.

Highly imbalanced cancellation rates among doctors
We observed highly imbalanced CRs among doctors
from the results. The 17.4% of doctors performed 22.5%
of surgeries but they cancelled 42.4% of CC, which
showed that the top eight doctors significantly contrib-
uted to the CC. The overall CR would decrease from
17.5% to 13.6% (a 22.3% relative difference) if the sched-
uled cases of the eight doctors were removed from the
overall cases. In addition, the distributions of CC reasons
and the top reasons were also different among the top
eight doctors. The hospital administrators should focus

on these doctors, investigate the reason for their high
CRs, and provide corresponding solutions to address
such problem. Also, different suggestions regarding CC
prevention should be offered to different doctors accord-
ing to their top reasons.

Monday effect
Another observation was the so-called Monday effect,
which meant the CR on Monday was significantly higher
than the other days of the week, according to the results
of CR comparison of different days of the week. The
backlog of administrative affairs and the fatigue of staff
on Mondays after the weekend led to the Monday effect.
The staff of the surgery department should make an ef-
fort to improve surgery scheduling of Mondays. The
number of surgeries on Mondays might need to be de-
creased properly to reduce the workload of the staff. In
addition, the staff was supposed to keep a good weekend
break to be well prepared for the Mondays.
Comparing to other single-center studies, the CR at

the WCH is relatively high, especially compared to [19].
Unlike [21], we do not observe cancellation of a surgery
for multiple times. Moreover, we have a large proportion
of CC due to non-specific reasons, similar to [22]. On
the other hand, we were also able to provide some new
findings which, the best of our knowledge, have not been

Table 6 Comparison of CRs between the top eight doctors and the remaining doctors

Number of doctors Cancellation rate Percentage of performed Percentage of cancelled

The top eight doctors 8 28.6% 22.5% 42.4%

Remaining doctors 38 13.6% 77.5% 57.6%

Total 46 17.5% 100% 100%

Fig. 2 The amount of surgeries on each weekday
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reported in previous literature, such as Monday effect,
which help scheduling the workloads on different days
in a week. The patient factor related to CC has been pre-
viously reported, however the menstrual cycle is a really
intriguing factor which helps explain significant differ-
ence in CC between females and males. Another intri-
guing uncovered fact is that several surgeons contribute
to a large proportion of cancellation.
Our study had four primary limitations. First, the data

was manually recorded by the hospital staff which was
observational and retrospective, resulting in bias in re-
cording and coding of cases. Second, the study only fo-
cused on the elective inpatient surgery without
consideration of the outpatient surgery and the day of
surgery. Therefore, our results should be only used as a
reference for elective inpatient surgical CC. Third, the
investigation of cases performed only by four depart-
ments of an academic and teaching hospital, which
might not be generalizable to cancellations in other
types of hospital. The final limitation was related to CC
reasons. The reasons of 25.8% CCs were not recorded,
referred to as non-specified reasons. Thus, the CC rea-
sons distribution may not be accurate.

Conclusions
In conclusion, workup related issues, the types of proce-
dures, the menstrual cycle of females, highly imbalanced
CRs among doctors, and tendency of cancellation on

Monday are the major identified factors, which cause a
significant number of preventable cancellations. Redu-
cing CRs and improving the efficiency of ORs require
considering all the factors. We recommend hospital in-
terventions to facilitate reducing or even eliminating the
preventable cancellation. Specifically, certain strategies
should be adopted during surgery management process,
including well-designed preoperative diagnostic assess-
ment process to reduce CCs caused by preoperative
diagnostic assessment related issues and information
sharing among the related staffs, effective coordination
and good communication to mitigate the CCs caused by
consideration issues. The types of procedures with high
volume and CRs are relatively more time-consuming
and more complex. The administrator should pay special
attention to such types of procedures. Doctors or admin-
istrators should pay special attention to the physiology
of females during surgery planning. The surgeries of fe-
males should not be scheduled when they are during
their menstrual cycles. The minority of doctors with
high CRs who perform lots of cases should be focused
on when scheduling surgery. The hospital administrators
should investigate the reasons for high CRs of these doc-
tors and provide corresponding solutions to address the
problem. Different suggestions regarding CC prevention
should be offered to each doctor according to their top
reasons. Also, the administrator should make an effort
to improve surgery scheduling on Mondays. The number

Fig. 3 The CRs on each weekday

Table 7 Results from the T-test of CRs of different days of the week

T-test Monday to Friday Tuesday to Friday Monday and Tuesday Monday and Wednesday Monday and Thursday Monday and Friday

P-value .000 .474 .000 .000 .000 .000
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of surgeries on Mondays may need to be decreased
properly to reduce the workload of the staff. In addition,
the staff is supposed to keep a good weekend break to
be well prepared for the Mondays.

Abbreviations
CC: Case cancellation; CR: Cancellation rate; OR: Operating room; WCH: West
China Hospital

Acknowledgements
This work has been supported in part by the Centre for Data-Centric Man-
agement in the Department of Industrial Engineering at Tsinghua University.
We also sincerely thank WCH for data support and consulting, especially Ling
Yan, master’s student of WCH.

Funding
This work has been supported in part by the National Natural Science
Foundation of China (NSFC), under grants 71,501,109, 71,131,006, and
71,532,007.

Availability of data and materials
The data that support the findings of this study are available from the West
China Hospital but restrictions apply to the availability of these data, which
were used under license for the current study, and so are not publicly
available. Data are however available from the authors upon reasonable
request and with permission of the West China Hospital.

Authors’ contributions
KYY analyzed the data and wrote the paper. XLX designed the study and
revised the paper. LL organized the study and reviewed the paper. RRG
provided hospital practice consultation and collected the data. All authors
read and approved the final manuscript.

Ethics approval and consent to participate
This study was approved by the clinical trials and biomedical ethics
committee of West China Hospital, Sichuan University, Chengdu, Sichuan,
China. The verbal informed consent was obtained from all participants, as we
asked permission from the patients before data collection. Moreover, the
clinical trials and biomedical ethics committee of West China Hospital has
also approved this procedure. The procedures followed were in accordance
with the ethical standards of Helsinki Declaration.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Industrial Engineering, Tsinghua University, Beijing, China.
2Department of Industrial Engineering, Tsinghua University, Beijing, China.
3Department of Industrial Engineering and Engineering Management, Service
Management Institute, Business School of Sichuan University, Chengdu,
China. 4Operating Room Department, West China Hospital, Sichuan
University, Chengdu, China.

Received: 13 April 2017 Accepted: 5 September 2017

References
1. Association HFM. Achieving operating room efficiency through process

integration. Healthcare Financial Management Journal of the Healthcare
Financial Management Association. 2003;57(3)

2. Azarirad S, Yontef AL, Aleman DM, Urbach DR. Reducing elective general
surgery cancellations at a Canadian hospital. Can J Surg. 2013;56(2):113–8.

3. Tait AR, VoepelLewis T, Munro HM, Gutstein HB, Reynolds PI. Cancellation of
pediatric outpatient surgery: economic and emotional implications for
patients and their families. J Clin Anesth. 1997;9(3):213–9.

4. Van Klei WA, Moons KGM, Rutten CL, Schuurhuis A, Knape JTA, Kalkman CJ,
Grobbee DE. The effect of outpatient preoperative evaluation of hospital
inpatients on cancellation of surgery and length of hospital stay. Anesth
Analg. 2002;94(3):644–9.

5. Tung A, Dexter F, Jakubczyk S, Glick DB. The limited value of sequencing
cases based on their probability of cancellation. Anesth Analg. 2010;111(3):
749–56.

6. Ivarsson B, Kimblad PO, Sjoberg T, Larsson SH. Patient reactions to cancelled
or postponed heart operations. J Nurs Manag. 2002;10(2):75–81.

7. Mangan JL, Walsh C, Kernohan WG, Murphy JS, Mollan RA, McMillen R,
Beverland DE. Total joint replacement: implication of cancelled operations
for hospital costs and waiting list management. Qual Health Care.
1992;1(1):34–7.

8. Dexter F, Blake JT, Penning DH, Lubarsky DA. Calculating a potential
increase in hospital margin for elective surgery by changing operating
room time allocations or increasing nursing staffing to permit completion
of more cases: a case study. Anesth Analg. 2002;94(1):138–42.

9. Macario A, Dexter F, Traub RD. Hospital profitability per hour of operating
room time can vary among surgeons. Anesth Analg. 2001;93(3):669–75.

10. Chiu CH, Lee A, Chui PT. Cancellation of elective operations on the day of
intended surgery in a Hong Kong hospital: point prevalence and reasons.
Hong Kong medical journal. 2012;18(1):5–10.

11. Sanjay P, Dodds A, Miller E, Arumugam PJ, Woodward A. Cancelled elective
operations: an observational study from a district general hospital. Journal
of Health Organisation and Management. 2013;21(1):54–8.

12. Haana V, Sethuraman K, Stephens L, Rosen H, Meara JG. Case cancellations
on the day of surgery: an investigation in an Australian paediatric hospital.
ANZ J Surg. 2009;79(9):636–40.

13. Seim AR, Fagerhaug T, Ryen SM, Curran P, Saether OD, Myhre HO, Sandberg
WS. Causes of cancellations on the day of surgery at two major university
hospitals. Surg Innov. 2009;16(2):173–80.

14. Argo JL, Vick CC, Graham LA, Itani KMF, Bishop MJ, Hawn MT. Elective
surgical case cancellation in the veterans health administration system:
identifying areas for improvement. Am J Surg. 2009;198(5):600–6.

15. Basson MD, Butler TW, Verma H. Predicting patient nonappearance for
surgery as a scheduling strategy to optimize operating room utilization in a
veterans' administration hospital. Anesthesiology. 2006;104(4):826–34.

16. Ferschl MB, Tung A, Sweitzer B, Huo D, Glick DB. Preoperative clinic visits
reduce operating room cancellations and delays. Anesthesiology. 2005;
103(4):855.

17. Yoon SZ, Lee SI, Lee HW, Lim HJ, Yoon SM, Chang SH. The effect of
increasing operating room capacity on day-of-surgery cancellation. Anaesth
Intensive Care. 2009;37(2):261.

18. Jokhio AL, Soomro SH, Khuhawer SR, Kandhro MA, Chandio MA. Reasons for
cancellation of elective surgical procedures at Chandka medical college
hospital, Larkana. Pakistan Rawal Medical Journal. 2014;39(1):61–4.

19. Sung WC, Chou AH, Liao CC, Yang MW, Chang CJ. Operation cancellation at
Chang gung memorial hospital. Biom J. 2010;33(05):568–75.

20. Schofield WN, Rubin GL, Piza M, Lai YY, Sindhusake D, Fearnside MR, Klineberg
PL. Cancellation of operations on the day of intended surgery at a major
Australian referral hospital. Med J Aust. 2005;183(10):551. discussion 551

21. Caesar U, Karlsson J, Olsson LE, Samuelsson K, Hanssonolofsson E. Incidence
and root causes of cancellations for elective orthopaedic procedures: a
single center experience of 17,625 consecutive cases. Patient Safety in
Surgery. 2014;8(1):24.

22. Pohlman GD, Staulcup SJ, Masterson RM, Vemulakonda VM. Contributing
factors for cancellations of outpatient pediatric urology procedures: single
center experience. J Urol. 2012;188(4):1634–8.

23. Dexter F, Marcon E, Epstein RH, Ledolter J. Validation of statistical methods
to compare cancellation rates on the day of surgery. Anesth Analg. 2005;
101(2):465.

Yu et al. BMC Surgery  (2017) 17:100 Page 8 of 8


	Abstract
	Background
	Method
	Results
	Conclusions

	Background
	Methods
	Study setting and data
	Statistical analysis

	Results
	Cancellation reasons
	Cancellation rates of different types of procedures
	Cancellation rate of different genders
	Cancellation rate of different doctors
	Cancellation rate on different days of the week

	Discussion
	Workup related issues
	Analyses of high volume procedures
	Effect of menstrual cycle of females
	Highly imbalanced cancellation rates among doctors
	Monday effect

	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

