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Abstract

AIM: To examine patients’ perceptions on communication surrounding the cancellation of orthopaedic operations and to identify areas for improvement in communication.
METHODS: A prospective survey was undertaken at a university teaching hospital within the department of Trauma and Orthopaedics. Patients admitted to an acute orthopaedic unit, whose operations were cancelled, were surveyed to assess patient satisfaction and preferences for notification of cancellation of their operations. Patients with an abbreviated mental test score (AMTS) of < 9, patients unable to complete the survey independently, those under 16 years of age, and any patient notified of the cancellation by any of the authors were excluded from this study. Patients were surveyed the morning after their operation had been cancelled thus ensuring that every opportunity was given for the medical staff to discuss the cancellation with the patient. The survey included questions on whether or not patients were notified of the cancellation of their surgery, the qualifications of the person discussing the cancellation, and patient preferences on the process. Satisfaction was assessed via 5-point Likert scale questions.
RESULTS: Sixty-five consecutive patients had their operations cancelled on 75 occasions. 54.7% of the patients who had cancellations were notified by a nurse and 32% by a doctor. No formal communication occurred for 13.3% cancellations and no explanation was provided for a further 16%. Patients reported that they were dissatisfied with the explanation provided for 36 of the 75 (48%) cancellations. Of those patients who were dissatisfied, 25 (69.4%) where notified by a nurse. Twenty-three of the 24 (96%) patients notified by a doctor were satisfied with the explanation and that communication. Of those patients who were notified by a nurse 83% patients reported that they would have preferred it if a doctor had discussed the cancellation with them. There was a significant difference in satisfaction between those counselled by a nurse and those notified by a doctor (P < 0.0001).
CONCLUSION: Communication surrounding cancellations does not meet patient expectations. Patients prefer to be notified by a doctor, illustrating the importance of communication in the doctor-patient relationship.
© 2013 Baishideng. All rights reserved.
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Core tip: Communication is a fundamental component of medical practice. This study highlights communication issues surrounding cancellation of orthopaedic operations. It reflects patients’ preferences and expectations in these situations. Failure to meet these preferences and expectations predisposes to dissatisfaction and can negatively impact patient experiences and health outcomes. In the current climate, it may fall to individual practitioners to change their approach to communication and patient interaction. Patients appear to place great value on communication delivered by doctors, and a few extra moments spent conversing with a patient may have profound and lasting effects.
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INTRODUCTION
Communication is a fundamental component of medical practice. Despite widespread introduction of communication skills in medical curricula, and post-graduate courses espousing such skills, poor communication remains a leading cause of patient dissatisfaction and complaints within the National Health Service (NHS)[1]. Operations that are cancelled for non-clinical reasons can cause psychosocial distress, disruption of daily life and have wider socioeconomic implications[2]. The 2002 NHS Modernisation Agency’s Theatre Project, and Association of Anaesthetists of Great Britain and Ireland, have published recommendations for dealing with patients whose operation have been cancelled. This includes guidance to reschedule the operation within 28 d[3] and provision of an apology and an explanation for the cancellation by a senior member of the team[4]. Cancellations occur frequently in busy trauma and orthopaedic departments.
To the best of our knowledge there has not been a study examining patients’ perceptions on the communication issues surrounding cancellations in trauma and orthopaedics in the NHS. This prospective study sought to examine current practice in our own department in an attempt to identify areas for improvement in our communication skills and the provision of care.
MATERIALS AND METHODS

We created a survey requesting responses on the methods of informing patients of cancellations of their operation in orthopaedic surgery. This study was conducted in a university teaching hospital, in a dedicated trauma unit, that accepts only acute orthopaedic admissions. Since 2005 our hospital has employed specialist-trained nurses as Trauma Coordinators. Working closely with orthopaedic, anaesthetic and theatre teams, the Trauma Coordinators work seven days a week to plan and coordinate theatre lists. This necessarily involves close communication with nursing and medical staff, junior doctors, and patients. Following the morning trauma meeting, attended by the on-call, operating and anaesthetic team, along with the Orthogeriatric consultant and the trauma coordinators, the order of the operative list is determined. Patients are then reviewed by the anaesthetist to assess their fitness for surgery and an anaesthetic plan formulated. If a patient was cancelled at that stage, because underlying medical factors prohibited surgery, then the patient was excluded from this study. Conversely, all patients who potentially remained on the planned trauma list remained eligible for participation in the study. Some patients were kept potentially on the list for either pending medical treatment or blood results for example International Normalised Ratio (INR) to be normal or review by Orthogeriatrician.
At our institution, two trauma theatre lists run in parallel each weekday with a single trauma theatre operating over the weekends. One theatre is ring-fenced for hip fracture patients and the other for general trauma. The hip fracture theatre is operational from 09:00–17:00 while the general trauma theatre runs from 09:00 until 20:00. We identified patients who were cancelled from either list. The decision to cancel a patient on the hip fracture list occurred late in the afternoon and cancellations from the trauma list were made in the evening.
All patients who were cancelled were invited to participate in this study. We surveyed patients the morning after their operation had been cancelled. This ensured that every opportunity was given for the medical staff to discuss the cancellation with the patient.
The survey included questions on whether or not patients were notified of the cancellation of their surgery, the qualifications of the person discussing the cancellation, and patient preferences on the process. Satisfaction was assessed via 5-point Likert scale questions. We assessed patients’ satisfaction to overall communication of their entire stay in hospital and not just the episode of cancellation and also overall satisfaction with care provided. This information was collated to assess if communication surrounding cancellation affects these issues as well. A Fisher exact test was used evaluate differences in patient satisfaction and significance was assumed at P < 0.05.
All patients were surveyed after notification of the cancellation and before the re-scheduled operation was performed. The patients were encouraged to reply in their own time without any involvement from any of the staff. Inclusion criteria included any patient whose operation was cancelled for clinical or non-clinical reasons. Examples of the former included cases of blood results or soft tissue swelling which were not normal after the morning review but were kept on the operating list as potential cases pending correction of their issues. Non-clinical reasons mainly incorporated of lack of theatre time. Patients with an abbreviated mental test score of < 9, patients unable to complete the survey independently, those under 16 years of age, and any patient notified of the cancellation by any of the authors were excluded from this study. Those doctors who were involved in the cancellation process did not participate in this study and were not aware that patients were being surveyed. Ethical approval was not required for this study; this was an audit of our current practice against accepted guidelines and it did not involve institution of any form of intervention.
RESULTS
Sixty-five consecutive patients had their operation cancelled on 75 occasions. Individual cause for cancellation was not collated or correlated with satisfaction, as lack of theatre time was the leading cause of cancellations. Thirty-four of those cancelled were male and 31 female. The average age of patients was 59 years (range 17–91) (Figure 1). 10 patients had their operation cancelled on two occasions. A nurse notified patients for 41 (54.7%) of the cancellations and a doctor for 24 (32%) cancellations (Figure 2). Patients reported that they were dissatisfied with the explanation provided for 36 of the 75 (48%) cancellations. Of those patients who were dissatisfied, 25 (69.4%) where notified by a nurse. Overall, there was a significant difference in satisfaction between those counselled by a nurse and those notified by a doctor (P < 0.0001). Twenty-three of the 24 (96%) patients notified by a doctor were satisfied with the explanation and that communication. Thirty-four (83%) patients notified by a nurse reported that they would have preferred it if a doctor had discussed the cancellation with them.

No formal communication occurred for 10 cancellations (13.3%) and no explanation was provided for a further 12 (16%) cancellations. When the results were stratified according to age group (Table 1) it revealed that significant differences between counselling by nurse or doctor were in age group 51-75 years. There was no difference in levels of satisfaction between male and female participants (Table 2). We also looked at 5 point likert scale for overall satisfaction with communication during the stay of the patient in the hospital as oppose to just the cancellation episode. Results revealed that 5 patients were completely satisfied, 30 very satisfied, 19 somewhat satisfied, 17 somewhat dissatisfied and 4 very dissatisfied.
There was significant association between patients who were not informed of their cancellation episode (n = 10) and those that were (n = 65) with their satisfaction with overall communication which was 1:52 respectively (Fisher exact test: two-tailed P value < 0.0001).
DISCUSSION
A good bedside manner, or the ability to take a medical history, is no longer the benchmark of good communication[5]. Communication skills are a core component of undergraduate and post-graduate medical curricula and communication has evolved into a measurable and assessable clinical skill[5,6]. In spite of this, poor communication remains pervasive—and in some cases can have very grave consequences. The Institute of Medicine in the United States has reported that an estimated 44000 to 98000 Americans die each year because of medical error with poor communication strongly implicated as cause of these errors[7,8]. More commonly, a failure of communication can lead to criticism, complaints and litigation[9-11].
The results of this study suggest that patients have definitive preferences and expectations about the manner in which information is imparted regarding their operations. Members of the nursing team notified patients of their cancellation on 54.7% of cancellations but on the basis of these data patients appear to find this unsatisfactory. Eighty-three percent patients who were notified by a nurse reported that they would have preferred it if a doctor had discussed the cancellation with them. These findings are in keeping with other studies suggesting that physicians are the preferred source of information provision[12,13] and serve to illustrate the importance of the doctor-patient relationship. Of the 34 patients notified by a nurse, nine reported that although they were satisfied with the explanation provided they would have been happier had a doctor discussed the cancellation with them. More worryingly, 10 patients (13% of cancellations) were not informed of their cancellations at all. A lack of theatre time availability was the leading cause for the cancellations. On those occasions when a doctor discussed the cancellation with the patient, 96% were satisfied with the explanation and the communication. Patients who were cancelled for medical reasons in the morning by the anaesthetic team were excluded from participation in this study.
The importance of effective communication and interpersonal skills, and the value ascribed to them by patients, encompasses several domains. According to Simpson et al[14], effective doctor-patient communication represents a central clinical function that cannot be delegated. Good communication can have a positive influence on psychosocial health, functional and physiological status, and pain control[15], with patient satisfaction positively influenced by information provision by doctors[16] . Effective communication can also reduce the incidence of complaints and the incidence of clinical error[17]. In 2011, the Dr Foster Good Hospital Guide reported that disrespect and not being kept informed were two leading reasons why patients would not recommend their hospitals and that they valued this more than same-sex wards or cleanliness[18].
The 2002 NHS Modernisation Agency’s Step Guide to Improving Theatre Performance[3], and the Association of Anaesthetists of Great Britain and Ireland[4], have acknowledged the psychological impact of cancellations and advised that, in cases of cancellation for clinical reasons and system failings, a senior member of the medical team should visit the patient as soon as possible and offer an apology and explanation for the cancellation. Simpson et al[14] have reported that uncertainty, a lack of information or explanation from doctors is associated with heightened anxiety and dissatisfaction. This was demonstrated in our data where a failure to communicate or provide adequate explanation correlated with overall patient dissatisfaction with communication.
The cause of these shortcomings is multifactorial. In the busy environment of an acute trauma and orthopaedic department it is not always feasible for the operating surgeon or a senior member of the medical team to meet with a patient to break the news immediately that their operation has been cancelled. In our own department, over 3500 trauma procedures are performed each year including more than 800 operations for hip fractures. Any theatre slot vacated by a cancellation may be quickly filled by another patient waiting for surgery. As a consequence, the surgeon will seldom have an opportunity to leave theatre and visit the cancelled patient. It necessarily falls to a member of the nursing team or a ward based junior doctor to perform this role. This deficiency is further compounded by changes instituted as a result of the European Working Time Directive (EWTD) and the transition to shift-based rotas. The reduction in working hours to 48 h per week has reduced the availability of junior doctors and, according to some authors, adversely affected the quality and continuity of patient care in some NHS services[19]. If the cancellation occurs outside normal working hours, the only doctor available to break the news may have no prior knowledge of the history and details for the cancelled patient.
Cancellations occur for a variety of reasons. Many of the factors that conspire to precipitate a cancellation will be outside the control and influence of the orthopaedic surgeon. It is a cause of concern that patients are cancelled because of a lack of theatre time. The purpose of this study was to evaluate the issues of communication irrespective of the reason for cancellation and not to examine the underlying factors for this lack of time. It can be challenging to identify those specific factors that conspire to precipitate the cancellation, but issues such as over-enthusiastic booking, delays in patient transfer, anaesthetics or surgical delays because of challenging patients or cases are regularly implicated. Despite the multifactorial nature of the cancellation, the cause is often attributed to lack of time. While this is invariably the case, citing a lack of time is not entirely reflective of the underlying reason.
This study suggests that one area in which surgeons can exert a positive influence is in the communication of cancellations. Communication skills are an integral component of medical education but this teaching is of little value if these skills are not employed in daily practice. The EWTD, a target-driven NHS, surgical departments operating at, or beyond, capacity may be regarded as barriers to communication. Irrespective of the cause, current practice does not appear to meet patient expectations or preferences and cultural and professional changes may be required to reverse this trend and improve performance.
We recognise that this study has limitations, including the fact that our questionnaire has not been validated. However, as no preceding study has examined this specific area of communication, there is no validated outcome measure available. Secondly, this study took place in a busy trauma unit and may not necessarily reflect the opportunities for communication seen in the elective realm. Lastly, the numbers involved in this study are comparatively small. However, we feel that the issues raised by this project will be applicable and transferable across all surgical disciplines.
The results of this study reveal that patients expect to be notified of cancellations and would prefer to be notified by a doctor rather than a member of the nursing team. While it is not always possible for a senior doctor to break the news of the cancellation, a failure to notify the patient, either by a member of the medical or nursing team, is inexcusable. Moreover, it would not seem unreasonable for a doctor to spend a few minutes with a cancelled patient, even after notification by a nurse, to provide an explanation and address questions or concerns that were not answered or allayed at the initial notification. These findings illustrate the importance of the doctor-patient communication and the value that patients place on this relationship. In the current working environment there may be little scope or latitude for instituting widespread didactic changes in policy and practice. If changes are to be made, they may have to occur at the individual level–it must fall to members of the medical team to change their own practice. This may incur a few additional minutes of work but the impact of a few words of encouragement or a gentle hand of reassurance can have profound and lasting effects.
COMMENTS
Background

Communication is a fundamental component of medical practice. Poor communication predisposes to patient dissatisfaction. Good communication is of particular significance when breaking bad news, including notifying a patient of a cancelled operation. They wished to determine patient expectations and preferences regarding communication with a view to identify shortcomings in practice and improve provision of care.
Research frontiers

Research has focused on the delivery and execution of communication skills in undergraduate curricula and post-graduate courses. In the area of communication research hotspot is to examine patients’ preferences and expectations on day-to-day provision of care.
Innovations and breakthroughs
This study has identified areas of weakness in communication in a busy orthopaedic trauma unit. Research has shown that good communication can positively influence patient experience and outcomes. To the best of our knowledge no previous study has examined the impact of communication on the notification of cancellation of operation in orthopaedics.
Applications

These findings illustrate the importance of communication on the doctor-patient and the value that patients place on this relationship. While it is not always possible for a senior doctor to break the news of the cancellation, a failure to notify the patient, either by a member of the medical or nursing team, is inexcusable. Moreover, it would not seem unreasonable for a doctor to spend a few minutes with a cancelled patient, even after notification by a nurse, to provide an explanation and address questions or concerns that were not answered or allayed at the initial notification. Furthermore, this study has highlighted shortcomings in practice, which may be transferred across other surgical disciplines. If changes are to be made, they may have to occur at the individual level. This may incur a few additional minutes of work but the impact of a few words of encouragement or a gentle hand of reassurance can have profound and lasting effects.
Terminology

Communication-this term relates to exchange of views between healthcare professional and patient effective imparting the information to the patient in a manner that they understand it in context of this paper. Cancellation-this term stands for cancellation of operation of the patient.
Peer review

This is an interesting manuscript about doctor-patient communication. The doctor-patient’s relationship is core problem in the medicine surrounding. The goal of this paper was to examine the patients’ perceptions on the communications surrounding cancellation of operations in orthopaedics and to identify areas for improvement in our communication skills. This prospective study was a new method to explore patients’ satisfaction and preferences for notification of cancellation of their operations, by doctor and nurse respectively. The rationale is well presented and the manuscript is clearly written.
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Figure 1 Age stratification of patients.
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Figure 2 Breakdown (in percentage) of the qualification of the person notifying patients of the cancellation.
Table 1 Patient responses per age group
	Age group

(year)


	< 25
	26-50
	51-75
	76-100

	Satisfied
	3
	8
	15
	8

	Not satisfied
	3
	7


	8
	9

	Doctor:Nurse notification
	2:3

(1 NN)
	4:8

(3 NN)
	8:15

(1 NN)
	7:6

(4NN)

	P value

Fisher Exact Test
	P > 0.05


	P > 0.05


	P = 0.0194

Significant 
	P > 0.05




NN: No notification.
Table 2 Male:female responses and frequency of satisfaction

	Sex
	Male
	Female

	Number of patients
	34
	31

	Satisfied
	18
	17

	Not satisfied
	16
	14

	P value

Fisher Exact Test
	P > 0.05
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