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Key Points

Patients’ satisfaction depends on their prior expectations. These, in turn, are influenced by their understanding of
a procedure.

Provision of adequate pre-operative information can improve patients’ perioperative outcomes.

Patients’ understanding of information provided may be optimised by employment of techniques including
consolidation by multiple team members throughout the pre-operative period and the presence of a companion
during consultations.

Arelative lack of awareness surrounding the anaesthesia and the role of the anaesthesiologists are contributing
factors towards patient anxiety.

A careful balance must be obtained between providing enough information to facilitate informed decision-making
without causing unnecessary stress.

Causes of patients’ perioperative anxiety are variable and are often underestimated. Efforts to acknowledge and
alleviate this anxiety are known to have therapeutic benefit.

Patients’ expectations of anaesthesia are influenced by a multitude of individual, social and cultural factors. This
highlights the importance of meaningful discussion with the patient and a tailored approach to the pre-operative

consenting procedure.

+ In light of the COVID-19 pandemic, the good health of healthcare workers is increasingly being recognised as a

priority for ensuring patient safety.
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he term expectation is defined as “a belief that
something will happen because it is likely” *. In order
for a patient to have reasonable expectations, they must
first have a clear understanding of the procedure, what
can and cannot realistically be achieved by it, and what
can go wrong with it. Satisfaction refers to the “degree of
congruence between expectation and accomplishment™.
It therefore follows that a patient who lacks the necessary
information to formulate a realistic expectation is
unlikely to be satisfied by the outcome, regardless of the
competence of the physician or the quality of care given.
Two types of expectation are relevant here. The first
is conscious and acknowledged, whilst the other is often
unrealised until it has not been met. When managing
another’s expectations, one can either explicitly set
out to meet them, or alternatively, focus on regulating
excessive anticipation. The latter can be facilitated by
establishing a doctor—patient partnership in which
there are shared responsibilities for ensuring the best
possible outcome®*.
Properly informing all

patients undergoing
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anaesthesia can be best achieved through a collaborative
periprocedural process involving both the patient and
healthcare workers®. The benefits of this approach
are impressive. This process is necessary from a legal
perspective to properly obtain genuine informed consent,
but it is also recognised that patients’ perception of
their care and involvement in this are factors that also
influence their perioperative state, and their sense
of safety®. Studies demonstrate that the provision of
adequate information regarding anaesthesia results
in improved satisfaction, reduced pain levels, shorter
hospital stays, and decreased anxiety, resulting in a
reduced need for sedation®.

It is also helpful to understand that expectations
change based on the information given. Consent
must, therefore, never be rushed, except in rapidly
emergent and life-threatening circumstances. Patients’
interpretation can often differ from the intended
meaning. Ensuring that the message is consolidated by
multiple team members is an effective way to reduce
the extent to which this happens. Within an appropriate
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confidentiality framework, having a companion present
during the consenting procedure improves patients’
active participation in the conversation and minimises
misinterpretation by an unaccompanied anxious patient”.
Even in the COVID-19 era, this is worth bearing in mind,
and may be safely supported by means of telemedicine
consultation.

When examining risk, it is understood that surgical
patients either do not properly consider anaesthesia, or
their anxiety is disproportionate. Both reactions stem
from a lack of awareness regarding anaesthesia itself,
and the extent of the anaesthesiologist’s role. Studies
have shown that as few as 52% of patients were aware
that anaesthesiologists are qualified doctors®, only
30% recognised that anaesthesiologists are involved
in postoperative patient management®’, and 76% of
patients did not realise that their survival could depend
entirely on the anaesthesiologist'. These figures suggest
that there is a responsibility to ensure that patients
fully comprehend the roles of anaesthesia and the
anaesthesiologist prior to consenting.

Irwen et al. reported that 90% of patients preferred to
be informed of all potential complications, regardless of
their severity'. While many may agree, it is also important
to acknowledge individual factors that may contribute to
anxiety levels. A balance must be achieved: on one hand,
providing enough information to facilitate informed
decision-making, while on the other, avoiding causing
undue stress that could potentially cause patients to
opt out of important procedures". Burkle et al. reported
that a majority of patients believed that common, less
severe, and rare but highly consequential complications
should all be disclosed, and that discussion should not
be limited based on patients’ suspected or apparent
inability to comprehend the complexities of their care'>®.

Anxiety is both an important and complex
consideration in anaesthetics. Perioperative anxiety
is known to correlate with greater requirement for
anaesthetic, higher levels of postoperative pain,
increased incidence of nausea and vomiting, and longer
hospital stays™. Despite this, Badner et al. reported that
anaesthesiologists tend to consistently underestimate
patients’ anxiety”. One study found that the commonest
causes of perioperative anxiety included postoperative
pain, regaining of consciousness or sensation during the
surgery, dislike of needles or invasive procedures, and
fear of death'. While these fears are understandable,
it is the doctor’s role to reassure and provide factual
information to ensure that the patient’s concern is
proportionate to the actual risk.

Generally, lower anxiety levels correlate with
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increased age'®” and male sex', but curiously there
is no relationship with education level™", or prior
experience'®. Whilst managing patient expectations,
anaesthesiologists could usefully attempt to understand
and address factors and individual circumstances which
contribute to patients’ anxiety. The impact of alleviating
this stress is so potent that it has been likened to “a dose
of morphine™®.

Much like anxiety, patients’ wider expectations of
anaesthesia are influenced by multiple factors. These
vary depending on the patient’s age, attitudes, type of
surgery or anaesthesia, prior experience, risk profile,
and level of suffering, among other influences. Cultural
norms also play a substantial role in determining
patient satisfaction. For example, one study highlighted
significant  differences in the anticipation and
acceptance of pain levels reported between American
and Vietnamese patients following highly similar
procedures and methods'. Consideration of the family’s
expectations is also important, especially in the care of
paediatric and elderly patients. Given these complexities
therefore, it would be difficult for physicians to reliably
predict patients’ specific expectations without direct
and meaningful discussion. Ticking boxes on a pre-op
consent form falls short of what the current evidence
indicates is good and necessary practice.

The recent COVID-19 pandemic has exposed a
previously unrecognised expectation from healthcare
workers—the expectation of their own good health.
Anaesthesiologists and their colleagues on the front
line have faced significant exposure not only to the
virus itself but also the indisputable mental health care
burden that has ensued". Recognition of the impact of
fatigue and poor health on performance has motivated
the appreciation of healthcare worker safety as a priority
for ensuring patient safety'>*.

Care that is truly patient-centred is focused on
incorporating the individual needs and expectations of
patients into the provision of healthcare®. Patients can
reasonably expect their anaesthesiologist to be healthy,
competent, respectful, truthful, professional, to have
regard for autonomy, and to act in their best interest.
These expectations are universal to all healthcare
professionals. Beyond this, patients should also expect
an honest and bipartisan conversation resulting in an
agreement on mutual and realistic goals, rather than
one restricted to specific outcomes. “In somno securitas”,
the motto of the Association of Anaesthetists of Great
Britain, refers not only to the physical safety of the
anaesthetised patient, but also the peace of mind that
results from true patient-centred perioperative care?. <
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