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BACKGROUND



Simply put, surgical waitlists result when there is a mismatch between supply and demand.  
This is not a new dilemma, nor a unique one to BC or Canada, but rather one of the potential challenges with 
a publicly funded medical system.
Unfortunately, the cancellation of elective procedures due to COVID-19,  further increased this imbalance.

--Decreasing demand, with strategies to reduce inappropriate
surgeries, is an important topic on its own, 

but beyond the scope of this project.



Supply Demand

Instead, let’s focus on how we can increase our supply to match the demand. 



Supply

There are two main ways we can increase supply:

1. Increase capacity : 
- Maximize current capacity (ie. hiring and training more 

staff and extending OR hours). 
- Create new capacity through investing in new ORs or 

contracting out surgeries to private clinics
*Increasing capacity requires significant additional funding

2. Increase efficiency: 
- Single entry models (like a centralized referral system) 
have proven to improve system efficiency  



TRADITIONAL 
referral system 

Patient goes on that surgeon’s 
waitlist resulting in uneven 
waitlists between surgeons

*GP/ED refers to 
specific surgeon



2. Central intake sends referral to surgeon with shortest waitlist. 
- Can lead to loss of productivity for surgeons with long waitlists. 

CENTRALIZED 
referral system 

1. GP/ED refers 
to central 
intake system



Supply

There are two main ways we can increase supply:

1. Increase capacity : 
- Maximize current capacity (ie. hiring and training more 

staff and extending OR hours).
- Create new capacity through investing in new ORs or 

contracting out surgeries to private clinics
*Increasing capacity requires significant additional funding

2. Increase efficiency: 
- Single entry models (like a centralized referral system) 

have proven to improve system efficiency  
- Reduce waste of already staffed and available OR time

** Which leads us to Centralized Open Booking  



CENTRALIZED BOOKING PROCESS

GP refers Consult with 
Surgeon

Patient chooses 
Centralized 

Booking

First Available 
Surgeon 

Centralized BOOKING✓

Like the traditional referral system, the patient is referred to and has a consult with a specific 
surgeon. If patient meets criteria, they are given option of centralized booking and having 
surgery performed by the first available surgeon, whom they meet on day of procedure.



CENTRALIZED 
BOOKING system 

In this system when a surgeon has 
a cancellation or last-minute 
opening in their OR slate that can 
not be filled with patients on their 
own waitlist due to short notice,  
OR booking can pull from a larger 
pool of available patients who have 
selected the open booking process. 

*Eliminating the 
potential waste of 
valuable OR time. 



OBJECTIVES

PILOT PROJECT EFFECT ON WAIT 
TIME

OR TIME 
UTILIZATION

- Implement a pilot of selective centralized booking for hernia repair
- Assess effect on patient wait time from surgery decision to surgery
- Assess resulting use of OR time



VJH ELECTIVE CASES
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Together, inguinal and umbilical 
hernias comprise 35% of all 
elective cases at Vernon Jubilee 
Hospital. 

These procedures were chosen 
for this project because they 
are: 
- Standardized
- Generally day procedures
- Typically have long waitlists
- Impact patient quality of life



1st Centrally 
Booking Hernia 

Repair performed

July 9, 2019
Protocol for inguinal 
and umbilical hernias 

agreed upon

June 1, 2019

February 2020
Expanding the 

project to include 
other procedures

MOA phoned 
prospective 
Centralized 

Booking patients

June 9, 2019

PROJECT TIMELINE



Criteria

✓ Inguinal or umbilical hernia
✓ Planned open repair
✓Obvious bulge (visible/palpable)
✓ Age 12-75
✓ Patient agrees to open booking 
✓No preop anesthetic appointment 

needed 

Exclusions

✗Recurrent hernia

✗BMI >35

✗Non-mesh repair

PRINCIPLES FOR CENTRALIZED BOOKING 
SYSTEM



RESULTS



OPERATING ROOM TIME UTILIZATION

0

1

2

3

4

5

6

7

5

7

9

11

13

15

17

19

21

23

25

C
en

tr
al

iz
ed

 B
oo

ki
ng

 s
ur

ge
ri

es

N
um

be
r 

of
 O

R
 d

ay
s

<90% Booked

90% Booked

100% Booked

# centrally booking 
completed surgeries

Centralized Booking Implemented

After implementation of open 
booking, fully booked OR slates 
increased from 80-85% resulting 
in 99% of OR days being ≥ 90% 
booked



OR EFFICIENCY
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WAITLIST
EQUILIZATION



AVERAGE WAIT TIME

19.6
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11.4
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Inguinal hernia
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Weeks  Centralized booking

Traditional booking

Hernia BenchmarkTotal centralized booking cases (in first 5 months) = 18
- Umbilical = 5
- Inguinal = 13



DISCUSSION



FUTURE STEPS

Additional Procedures
• Laparoscopic 

cholecystectomies
• Varicose veins
• Perianal fistulas

Alternative Pathway
• Femoral hernias
• Incisional hernias

• Recurrent hernias
• Laparoscopic repair

On a case-by-case basis, original booking surgeon can 
review and determine appropriateness of centralized 
booking

Open booking continues to expand and now 
includes additional procedures 



CONCLUSION



PROGRAM HIGHLIGHTS

- Increased use of OR time

- Shorter waitlists 

- Patient Autonomy 

- Quick to implement

- Builds trust among surgeons in 
the same community

- Adaptable
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