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Abstract 
 

 

Background:  

 

Data and interventions are lacking for family-centred perioperative care in adults. 

Perioperative information given to relatives by nurses or surgeons is associated with improved 

satisfaction and fewer symptoms of anxiety for relatives and the patient themselves. However, 

the frequency of the provision of information by anaesthesiologists to patients’ relatives 

during surgery has never been reported. 

 

Methods:  

 

A cross-sectional survey was sent to French anaesthesiologists in October 2020 to inquire 

how often they provided information to patients’ family members during surgery and what 

factors led to them providing information frequently (i.e. in more than half of cases). 

 

Results:  

 

Among 607 anaesthesiologists, 53% (319/607) were male, with median age 47 (36e60) yr and 

nearly half (43%, 260/ 607) reported more than 20 years of clinical experience; most 

responders (96%, 580/607) mainly treated adults. Forty-nine (8%) anaesthesiologists declared 

that they frequently provide information to relatives during surgery. After multivariate 

analysis, age >50 yr, female gender, and paediatric practice were associated with providing 

information more frequently. Reasons for not providing information included a lack of time 

and dedicated space to talk to relatives. Urgent surgery or surgery lasting >2 h were identified 

as factors associated with provision of information to relatives. 

 

Conclusions:  

 

Giving information to relatives during surgery is not a common practice among 

anaesthesiologists. It depends on individual anaesthesiologists’ personal characteristics and 

practice. Information during surgery could be provided systematically in situations identified 

as being the most important by anaesthesiologists in our survey. By creating new pathways of 

information, we could reduce stress and anxiety of patients and relatives. 

 

 

 

Family-centred care is increasingly studied and optimised in the intensive care unit (ICU).1,2 

However, data and interventions are lacking for family-centred perioperative care in 

adults.3,4 Perioperative communication and attentiveness to the patient and to relatives are 

two of the most important determinants of patient satisfaction.5 Furthermore, good 

perioperative communication is associated with lower anxiety and improved overall 

experience.6 However, so far, studies reporting communication with relatives during surgery 

have focused on information provided by nurses or surgeons.7,8 The anaesthesiologist’s role 

in this context is unclear, and information by the anaesthesiologist is mostly provided before 

surgery, during the anaesthesia consultation.9 A systematic review found that communication 

in anaesthesia is dominated by anaesthetic planning and discussion of logistics before 

surgery.7 The two other medical specialties that routinely encounter surgical patients, namely 



surgery and critical care, have studied communication extensively compared with 

anaesthesiology.10e12 

 

Patients are often supported by a family member during the course of their medical treatment. 

They receive the same information and may ask questions during the anaesthesia consultation. 

Communication with relatives is part of holistic patient care and seeks to improve 

understanding, satisfaction, and reduce anxiety for relatives and the patient themself.12,13 

Moreover, relatives’ satisfaction is considered a major criterion in the assessment of quality of 

care and of compliance with accreditation requirements.14 

 

To our knowledge, there is no study reporting how frequently information and its components 

are given by the anaesthesiologist to relatives during surgery. The main objective of this 

survey was to determine how often anaesthesiologists provide information to family 

members, at least once, while the patient is undergoing surgery. Other important objectives 

were to identify the factors associated with providing information frequently (in more than 

half of cases), the characteristics of the information provided, and the reasons for giving 

information or not. 

 

Methods 
 

Study design 

 

The I-POP (Information Péri-OPératoire) study was an institutional survey, based on best 

currently available evidence, guidelines, and expert opinions to identify how often 

anaesthesiologists provide information to patients’ family members during surgery. A group 

of anaesthesiologists (steering committee members: CP, ADJ, YP, SJ) considered all potential 

items to include in the questionnaire after reviewing the literature and participating in focus-

group sessions. Item reduction was performed during these sessions, resulting in a self-

applied anonymised electronic questionnaire with 29 questions (Supplementary Material 1). 

The online survey was distributed electronically via email to French anaesthesiologist 

members of the French Society of Anaesthesia and Intensive Care (SFAR, Société Française 

d’Anesthésie Réanimation). The survey was performed in October 2020 using an electronic 

web-based platform (Google Forms, Google LLC, Mountain View, CA, USA). The survey 

was open, voluntary and anonymous and neither participants nor researchers received any 

compensation for taking part. There was no planned limit to the number of participants. 

 

Pre-testing was carried out using the ‘thinking aloud’ technique (in which respondents are 

asked to verbalise thoughts while answering a question) to ensure adequate understanding of 

it.15 Pilot testing was performed to assure validity and, in this phase, anaesthesiologists with 

experience in clinical research were asked to answer all questions using an internet survey 

format. Questions deemed unnecessary or challenging to understand were rewritten or 

eliminated. Each question’s response time was recorded, and questions that took more than 1 

min to complete were rewritten. 

 

This survey study did not require formal agreement because it was assumed that each 

participant’s voluntary completion of the questionnaire constituted consent. A Checklist for 

Reporting Results of Internet E-Surveys (CHERRIES) 16 was used to report the data. 

 

 

 



Data collected and definitions 

 

The survey included respondent characteristics, ‘check all that apply’ or single-choice 

questions and open questions. They were neither randomised nor alternated. In some 

multiplechoice tests, more than one answer could be selected. The aim was to detail 

responders’ own usual practice. ‘Check all that apply’ questions could be answered with one 

of these four choices: ‘Never (0% of cases)’; ‘Sometimes (<50% of cases)’; ‘Often (<50% of 

cases)’; ‘Always (100% of cases)’. 

 

The questionnaire is presented in Supplementary Material 1. The survey was divided in three 

main parts: (1) anaesthesiologist’s personal characteristics and professional practice, (2) 

information provided by the physician to relatives before surgery, (3) information provided by 

the physician to relatives during surgery. The first part contained seven questions. 

Respondents were asked personal information (age, gender) and professional characteristics 

(experience, function, structure of practice, region, and main field of activity). In the second 

part, eight questions focused on anaesthesiologists’ practices regarding information given to 

relatives before surgery: frequency, conditions, place, main topics, and further questions 

raised by relatives. In the third part, we detailed in 14 questions information given to relatives 

during surgery, its frequency, conditions, place, time, and main topics. 

 

We defined the period during surgery as the period from the patient entering the operative 

theatre to the exit from the post-anaesthesia care unit (PACU). 

 

The eligible respondents were defined as French anaesthesiologist members of the French 

Society of Anaesthesia and Intensive Care (SFAR) who work in operating theatres. The 

number of eligible respondents in October 2020 was estimated to be 1500. 

 

Statistical analysis 

 

Responses to survey questions were analysed as one group. The data were exported and 

checked using Microsoft Excel (v.16.5, Redmond, WA, USA). Any errors or missing data 

were verified. Continuous variables were expressed as means (standard deviations) or 

medians (inter-quartile ranges), as appropriate. Categorical variables were summarised as 

number (percentages). Comparisons of proportions between groups were done using the c
2
 

test. Comparisons of continuous variables between groups were made using the Student Ttest 

or Wilcoxon rank-sum test, as appropriate. Age, gender (variables judged clinically relevant), 

and all variables associated with providing information during surgery frequently (in more 

than half of cases) at a 20% threshold by logistic regression in univariate analysis were 

included in multivariate logistic regression, and a P-value-based backward selection was 

performed.17 In the final model, only significant variables were retained. Odds ratios with 

corresponding 95% confidence intervals were computed. Interactions between variables were 

tested.17 Missing data are described in the tables and no imputations were made.18 The 

additional free-text responses were examined using a method of thematic analysis for trends 

and categorised by two authors. As it was a survey, no sample size calculation was performed. 

 

All reported P-values were two-sided, and statistical significance was set at P<0.05. All 

analyses were performed using statistical software (SAS Enterprise Guide, version 7.13; SAS 

Institute; Cary, NC, USA). 

 

  



 

 

 

Results 

 

 
 

Responders’ characteristics 

 

Survey responses were received from 607 out of an estimated 1500 eligible anaesthesiologists 

representing a 40% response rate. Male responders accounted for 53% of completed surveys, 

median age was 47 (36e60) yr, and most responders (96%) had an adult-based main field of 

activity. Nearly half (43%) reported >20 yr of clinical experience. 

 

Frequency of providing information to relatives 

 

Forty-nine (8%) anaesthesiologists declared that they speak with relatives frequently (in more 

than half of cases) during the surgery: of these, 3% (21/607) declared always giving relatives 

information during surgery (100% of cases). 

 



Anaesthesiologists’ characteristics related to providing information in more or less than half 

of cases are described in Table 1. Factors associated with providing information during 

surgery frequently in univariate analysis were: older age (P<0.001), greater experience 

(P¼0.027), having a paediatric practice (P¼0.03), providing information before surgery 

frequently (P<0.001), and having a relative identified in the medical record (P¼0.027). After 

multivariate analysis, three factors were associated with an increased probability of giving 

information: age >50 yr, female gender, and paediatric practice, as shown in Table 2. 

 

 
 

 

Type of information provided to relatives by anaesthesiologists 

 

Anaesthesiologists declared that providing information together with the surgical team was 

not common for 87% of them. 

 

Information was most often given via a phone call (62%) or a meeting in the patient’s room 

(53%). It could also be a meeting in a corridor (40%), in a dedicated office (28%), or in a 

waiting room (24%). 

 

 

Moments when the physician took time to contact relatives were most commonly the 

occurrence of a complication (70%), and transfer from the operating theatre to PACU (55%). 

 

The most frequently covered topics by anaesthesiologists in the absence of complication 

were: patient’s clinical status (69%), patient’s postoperative ward (50%), and information 

about the expected time of completion of surgery and discharge from the PACU (40%). The 

progress of the surgical procedure (17%) and information about a waiting room (14%) were 

less frequent topics. 

 

Relatives most frequently asked about: the surgery (surgical procedure itself, 65%, and 

duration of surgery, 59%) and also postoperative issues (potential complications, 56%, 

postoperative period, 54%, and length of stay in PACU, 53%). The type of anaesthesia and 

potential complications were less frequent questions (29% of cases). 

 

 

 



Reasons for speaking to relatives 

 

Anaesthesiologists were asked in a ‘check all that apply’ question if there were particular 

situations for which providing information would be important. These situations are presented 

in Fig. 1. 

 

 

 

 
 

 

Sixty-seven percent thought there would be a benefit from provision of information during 

surgery for the relatives’ wellbeing, whereas a few found benefit for themselves (21%), for 

patient well-being (18%), and for patient management during the postoperative period (21%). 

In an open-labelled question, anaesthesiologists reported that giving information during 

surgery could improve relations between anaesthesiologists and relatives or with the patient 

themself. 

 

 

Reasons for not speaking to relatives 

 

Twenty-eight percent of anaesthesiologists did not see any point in providing information to 

the patients’ relatives during surgery. The reasons for which they did not wish to do so are 

summarised in Fig. 2. 

 

 

 

 

 

 



 

Discussion 
 

The I-POP survey aimed to assess the rate of information provision to relatives, during 

surgery, as declared by anaesthesiologists and to identify the factors associated with more 

frequent communication between anaesthesiologists and relatives. The results suggest that 

French anaesthesiologists rarely talk to their patient’s relatives while surgery is taking place, 

but also that in some situations it may be necessary to do so. This is the first study, to our 

knowledge, to provide an overview of current practice on information during surgery by 

anaesthesiologists to relatives of surgical patients. 

 

Only 8% of anaesthesiologists declared that they provide information during surgery to 

relatives frequently (i.e. >50% of the time). We found several independent factors associated 

with providing information frequently: age >50 yr, female gender, and physicians who have a 

paediatric practice (Table 2). Providing information before surgery more frequently and 

having a phone number to contact relatives were also associated with providing information 

during surgery frequently in univariate analysis (Table 1), but were not retained in the final 

model of the multivariate analysis (Table 2). 

 

A duty of communication is a fundamental pillar in medicine. 19 We have to inform the 

patient and ensure their comprehension and consent. By informing relatives, their own 

comprehension is enhanced and they are more involved in holistic patient care.20 A better 

understanding of the situation will probably improve the relatives’ overall confidence in the 

healthcare team.21 It may also reduce their own anxiety and improve their satisfaction.22 The 

patient may also benefit from this holistic care strategy. 

 

Family-centred perioperative care is well implemented for children,23 which probably 

explains why having a paediatric practice was an independent factor associated with 



providing information during surgery frequently (Table 2). Family centred care is also more 

and more studied and optimised in the ICU.1 However, data and interventions are lacking for 

family-centred perioperative care in adults. We present in Supplementary Material 2 the 

virtuous and vicious circles that can appear with or without family-centred perioperative care, 

respectively. 

 

Previously, significant differences have been described between male and female physicians, 

consistent with the results of our study, showing a positive association between female gender 

and providing information during surgery more frequently.24,25 Similarly, in China, female 

students tended to have more patient-centred attitudes than male students,26 as already 

demonstrated in other countries.27 

 

Being older than 50 yr was also associated with providing information during surgery more 

frequently. A few studies have previously found a link between patient satisfaction and 

increasing physician age. In a cohort study of 1342 ophthalmologists, 28 increasing age was 

associated with a decreased risk of receiving a patient complaint. However, this association of 

age and outcome related to patient centredness was inconsistent in the literature.29 

 

Anaesthesiologists were asked the reasons why information during surgery was not provided. 

Major points raised were a lack of time and resources, and the fact that relatives were not 

available (Fig 2). Some anaesthesiologists also had doubts about the usefulness of such 

information. 

 

Anaesthesiologists also frequently felt that information during surgery was not useful because 

of the instability of the clinical situation and potential complications which could occur at any 

time, the PACU period included. However, recent studies have shown a low rate of serious 

complications during scheduled surgery. Both the percentage of anaesthesia claims in all 

claims submitted to National Health Service (NHS) Resolution (1.5% vs 2.5%) and the cost of 

all claims related to anaesthesia (0.7% vs 2.4%) have decreased.30 Regional anaesthesia 

(24%), insufficient anaesthesia (20%), and medication administration (20%) were the most 

prevalent clinical categories.30 Claims for central venous catheterisation, cardiac arrest, and 

airway management continued to be rare but severe and expensive.30 These data may also 

help anaesthesiologists to adapt the information (content and timing) they provide according 

to the specific clinical setting and the patient’s own characteristics, to ensure information 

validity and relatives’ confidence. 

 

Our survey has several limitations. First, as data were collected on the basis of a declarative 

survey there is necessarily a self-selection bias.31 Second, some interesting points could not 

be addressed in our questionnaire, as we had to limit the number of items (there were 29). We 

were not able to separate respective information rates from paediatric only and adult only 

anaesthesiologists, as most anaesthesiologists were providing both paediatric and adult care. It 

would have been interesting to study more precisely differences in habits and practice 

between adults and children. Third, we only asked anaesthesiologists (physicians) and did not 

address information provided by anaesthetist nurses and other operative theatre and surgical 

wards staff. Fourth, there are probably important differences in relatives’ needs and 

expectations within the same country and between different countries.32 Responders were 

from France, so caution should be exercised when generalising our results. As the 

questionnaire was openly accessible on the French Society website, and the response rate 

estimated ~40%, how our cohort of respondents was representative of anaesthesiologists in 

France is questionable. In particular, we may suspect that anaesthesiologists interested in 



communication with relatives were more likely to participate. Fifth, during the Coronavirus 

Disease 2019 (COVID-19) period, relatives were not present in the hospital. In ICU, the 
impact of family visitation restrictions was well studied and associated in a qualitative study with 

clinician emotional exhaustion and emotional distress alongside the negative impact on job 

satisfaction.33 Another study34 revealed that among family members of patients hospitalised in the 

ICU with acute respiratory distress syndrome, COVID-19, compared with other causes of acute 

respiratory distress syndrome, was significantly associated with increased risk of symptoms of post-

traumatic stress disorder at 90 days after ICU discharge. All these points suggest that the restriction of 

family visitation during the COVID-19 pandemic might be associated with worse prognosis of the 

relative, and need to be evaluated in operating room setting. 

 

We believe that our survey offers useful suggestions for further work in this field. A research agenda 

can identify research priorities after the results of our survey. Information given to relatives can 

certainly be improved and the difficulties expressed in our survey are a starting point to find means to 

facilitate information provision to relatives by anaesthesiologists in their daily practice. A large 

international multicentre observational study should be performed to answer the question of daily 

practices of anaesthesiologists worldwide in real life regarding the informing of relatives, as practices 

may differ between countries. Further studies could focus on situations of interest, such as urgent 

surgery or lasting >2 h (Fig 1), for which information during surgery could benefit relatives and the 

patient in terms of care satisfaction and symptoms of anxiety and benefit the patient in terms of 

postoperative pain and other clinically relevant outcomes. Information during surgery might be less 

beneficial in shorter procedures, as the patient is able to contact their relatives by text soon after arrival 

on the postoperative ward. The usual information strategy could be compared to a wider, more 

complete and defined ‘information to relatives during surgery’ strategy in a stepped wedge cluster 

randomised controlled trial. By studying new pathways of information,35,36 taking into account the 

objections raised by anaesthesiologists such as lack of time and dedicated places (Fig. 2), we could 

answer the question of the effect of information on stress, anxiety symptoms for relatives and the 

patient, as part of a multimodal analgesia strategy.37 

 

In summary, we report objective data on the frequency of giving information to relatives during 

surgery, from entry to the operating theatre to release from PACU, by anaesthesiologists in a large 

number of French districts. Providing information during surgery in >50% of cases was only reported 

by 8% of anaesthesiologists. We also identified some situations associated with providing information 

during surgery more frequently and the difficulties which may explain the current rarity of this 

communication in everyday practice. Using these data, we could implement global care strategies to 

improve communication with relatives and embed it in our daily work. 
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