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Graphical abstract

Patient-Surgeon communi

racic surgery: Insights from a European multi-country survey on the
perioperative experience

PATIENTS PERCEPTION OF SURGICAL
INFORMATION

WFulyagee mAgree @Neutral mDisagree  WStrongly Disagree

There is a persistent ill-defined disconnect when it comes to
perspectives of care from the surgeon and the person they
are treating. A multi-country European survey was designed
to illicit perception of care throughout the perioperative
journey and found many disconnects between the patient
and physician. This work identifies critical gaps in
communication and perception of surgical care,
emphasizing the need for shared-decision making and
enhanced support mechanisms throughout the perioperative
journey.
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| "UNDERSTOOD" ALL EXPECTED SURGERY INFO AND
COMPLICATIONS

| "RECEIVED" ALL EXPECTED SURGICAL PROCEDURE
INFO AND COMPLICATIONS

Legend: Legend: Patients’ perception of surgical information, a collection of 230 responses.

Abstract

Objectives: Many advancements have occurred in surgery from the technical side with increasingly sophisticated minimally invasive sur-
gical options to the patient care side with the advent of ERAS and patient-related outcomes research. Patient-related outcomes research
has allowed providers to focus on what is most important to a patient when it comes to quality of life; however, an ill-defined disconnect
persists between the desires of patients and the perspectives of surgeons on what the patient values the most.

Methods: A rigorously designed multi-country European survey of 9 carefully curated questions meant to mimic the perioperative jour-
ney for both the patient and the surgeon distributed through an online link or paper version who recently underwent thoracic surgery
and to surgeons involved with thoracic surgical care to explore the possible disconnect of perceptions of care throughout the periopera-
tive journey.

Results: A total of 444 participants (230 patients and 214 surgeons) from different parts of Europe responded to the survey. Noted dis-
crepancies were found throughout the preoperative, intraoperative, and postoperative phases when it came to perception of information
given and understood, what was communicated, and how care was implemented.

Conclusions: This study identifies critical gaps in the communication and perception of surgical care between patients and surgeons,
emphasizing the need for the implementation of shared decision-making and increasing awareness of enhanced holistic support
throughout the perioperative journey.

Keywords: patient-related outcomes measures; enhanced recovery after surgery; thoracic surgery; survey; patient-surgeon
communication.

INTRODUCTION

holistic approach including rehabilitation around surgery aiming
at reducing surgical complications and length of stay.* The initial

In the past couple of decades, thoracic surgery has experienced
a number of key advancements in the field. From a technical as-
pect, minimally invasive surgery has rapidly been adopted with
the video-assisted thoracic surgery (VATS) technique and robotic
surgery. With the advantages of no rib spreading and equal on-
cologic success as open thoracotomy, VATS has resulted in fewer
complications, improved quality of life, shorter length of stay,
and even superior compliance with adjuvant therapies due to
the reduced decline of functional status compared to open sur-
gery.'

Enhanced recovery after surgery (ERAS) has been established
to optimize the patient during and after surgery with a particular

focus of ERAS was primarily on clinical outcomes resulting from
ERAS interventions, as interpreted by physicians, without actively
assessing the quality of life experienced by the patients.
However, a strong trend towards studying disease processes in
relation to patient-related outcomes, otherwise known as
patient-reported outcome measures (PROMs), has emerged.”
PROMS are used to capture the impact of an illness or health
condition directly from the patient, without interpretation by a
clinician or caregiver. So far, research has indicated that PROMs
can help detect, manage, and monitor problems, while also facil-
itating  patient-doctor communication.>” Despite knowing
PROMS can help drive treatment course and can impact
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patients’ long-term satisfaction and wellbeing, a recent survey by
the European Society of Thoracic Surgeons (ESTS) found that
more than half of respondents were not collecting quality of life
metrics®2 How can we advocate for people with lung cancer if
we do not assess their preferences and potential impact on their
daily lifestyle? There seems to be a disconnect between clini-
cians and patients in what actually matters to patients in their
care.? In thoracic surgery, there has been evidence that shows
that patients actually want a more collaborative role in their
care than they actually have at present.'®'" These factors under-
score the disconnect that can exist between the patient and the
surgeon in their communication. So far, there is no literature
specifically in thoracic surgery assessing patients’ perception of
their surgical journey.

By systematically analysing the perioperative journey from
both patient and surgeon perspectives, this study aims to iden-
tify communication gaps and unmet needs, ultimately to inform
the fostering of a more person-centred approach in tho-
racic surgery.

METHODS
Ethical statement

Ethical approval was not sought as this project was deemed a
service evaluation, and no personally identifiable data were col-
lected in accordance with institutional guidelines. Formal written
consent was obtained from all participants before starting the
questionnaire.

Study design and population

This cross-sectional survey was conducted across various
European countries, focusing on thoracic surgeons and the
patients they are treating for lung cancer. The survey for patients
was distributed by Lung Cancer Europe (LuCE), the patient asso-
ciation through LinkedIn, Facebook, and WhatsApp groups.

The inclusion criteria were for individuals who had undergone
thoracic surgery, ensuring relevant and current insights into their
postoperative experiences with no particular time-frame limit to
increase response rates. Simultaneously, general thoracic sur-
geons from multiple European countries were invited to partici-
pate by email or the national surgical community.

Survey design

An online questionnaire was developed starting from a literature
review, and through a process involving researchers and clini-
cians included in the steering committee which included tho-
racic surgeons, patient representatives and experts with a
diverse geographical distribution.

The questionnaire was pilot-tested by 3 researchers, including
patient advocates not involved in the project, who were invited
to evaluate the completeness of the questionnaire, the compre-
hensibility of the questions and the answer options, to identify
relevant aspects not considered, and the time needed to com-
plete the questionnaire. Some questions were re-formulated,
and layout changes were made on the basis of these suggestions,
especially limiting the use of medical jargon.

The final version of the survey (Supplementary Appendix) was
constructed to reflect the journey of patients undergoing thoracic
surgery through the entire treatment continuum. Nine questions in
total were given to both surgeons and patients who followed the
main aspects of a perioperative journey that can be applicable in
all the countries involved. Questions were formulated to elicit spe-
cific insights within a specific domain of each phase of care.

e Preoperative decision-making and planning: Patients and surgeons
were asked about the level of support in planning, for surgery
and clarity in goals of surgery, recovery and complications.

o In-hospital experience: Feedback was gathered from patients and
surgeons about the care provided during the hospital stay, in-
cluding staff communication, pain management, and overall sat-
isfaction with the surgical experience.

o Postoperative care and recovery: Participants provided data on
their experiences during recovery, including their interface with
healthcare services following discharge and the adequacy of
postoperative support and planning.

By incorporating this structured approach, the survey aimed
to highlight not only the clinical aspects of care but also the
emotional and psychological dimensions experienced by
patients throughout their surgical journey. The questions were
asked with a multitude of possible answers, similar to a Likert
scale, in order to elicit a better understanding of the patient ex-
perience. For example, when asked the patient if they
“understood” all the information for surgery, instead of just “yes
or no” we gave the option of “Fully understood” and
“Understood” or “disagree” or “strongly disagree.” Each question
was given to all participants and therefore formed our percen-
tages. Each question was given to all participants and therefore
formed our percentages. Survey data were collected and man-
aged using SurveyMonkey software (SurveyMonkey Inc., San
Mateo, CA, USA).

RESULTS

The surgeons’ survey was open from April 2024 until May 2024.
The patient surveys had 2 waves, 1 that opened from April 2024
until May 2024 that came back with limited participation, so a
second wave of the survey was distributed that opened from
November 2024 until December 2024. It was distributed
throughout all regions of Europe (Figures 1 and 2). The survey
was socialized via LUCE channels. LuCE is a European umbrella
advocacy organization, which represents people living with or at
risk of lung cancer. Due to the General Data Protection
Regulation, we could not record the specific country of origin
for the patient survey responses. In order to attempt any geo-
graphical categorization of responses, we assumed the patient
would answer in their native language. Also, we did not collect a
specific response rate due to how it was socialized.

Participant demographics

A total of 230 patients and 214 surgeons completed the ques-
tionnaires. Patient respondents were spread through Europe, rel-
atively evenly with 37% from Northern Europe, 29% from
Eastern Europe, and 35% from the rest of Europe. While most
surgeon respondents were from Spain (30%), France (21%), Italy
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Figure 1. Patient Survey Results by European Region Based on Primary Language Spoken. Total of 230 responses
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Figure 2. Surgeon Survey Results by Country out of 214 Surgeon Responses

(15%), and 13% from Central and Eastern Europe. The survey
was created in multiple different languages including German,
English, Hungarian, Slovakian, Italian, Spanish, and Polish.

Surgeons’ survey

From the survey, we found that around 64% of surgeons stated
they have specialized pulmonary nurses, while the majority
(80%) stated they have been successful in adopting ERAS into
their department (Table 1). The most common postoperative
complications that were communicated were prolonged air leak
(92%), bleeding (89%), and pain (86%) with even less percentage
of discussion when it came to infections (77%) and even more in
mortality (61%). We found that most of the time, surgeons com-
municate with the patient/family after surgery, but about only
one-third of these conversations are done by both the surgeon
and a nurse. Most of the time, surgeons felt like the surgery
went as expected or better, and none of them thought it went
worse than expected. The majority of surgeons (74%) either saw
their patients up to 3 months (43%) or over 12 months (31%)
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postoperative. Surgeons referred their patients to a radiation/
oncologist (79%) with only half responding that they sent their
patient to a respiratory therapist (52%) or a general practitioner
(41%). Only about a third of surgeons have fully adopted some
version of remote follow-up, which when utilized is typically by
telephone (74%).

Patients’ survey

The participants answered a similar but slightly modified version
of the survey to reflect a similar intent behind the questions be-
ing asked but catered to the patient experience (Table 2).

Only approximately one-third were guided completely through
the treatment pathway by a specialized pulmonary nurse.
However, most felt their perioperative path was well planned with
clear sequential steps (73% fully agree and agree). Additionally,
most participants felt that they received (79% fully agree and agree)
and understood (78% fully agree and agree) all the information
about the surgery and its possible complications (Figure 3). A large
portion of them felt that the surgery went as expected (48%) with
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Table 1. Surgeon Survey

Table 2. Patient Survey

Surgeon’s survey Total number %

Do you have specialized pulmonary nurses?

Questions/answers Total %
number

=
wv
wl
3
w
=
=
-
<
-4
wl
4
w
(Y]

Yes 137 64% Were you guided through the pathway by a pulmonary nurse?
No 77 36% Yes 71 31%
How successful have you been at adopting ERAS in Partially 32 14%
your department? No 69 30%
Very successful 65 30% Don't know 56 25%
Successful 108 50% My preoperative path was well planned, and I had full clarity
Minimally successful 30 14% about the sequence of the different steps.
Not at all successful 1 5% Fully agree 93 40%
Pre-operatively, which possible complications are fully Agree 77 33%
communicated to patients? Neutral 33 14%
Prolonged air leak 197 92% Disagree 18 8%
Bleeding 191 89% Strongly disagree 9 4%
Pain 184 86% I received all of the expected information about the surgical
Infections 165 77% procedure, including possible complications.
Mortality 131 61% Fully agree 104 45%
Respiratory failure 116 54% Agree 78 34%
Pulmonary embolism 94 44% Neutral 28 12%
Who communicates with the patient/family after the surgery? Disagree 14 6%
Surgeon 133 62% Strongly disagree 7 3%
Both 77 36% 1 understood all of the expected information about the surgical
Other 2 1% procedure, including possible complications.
Nurse 2 1% Fully agree 104 45%
On average, how do you think your patients feel the surgery went? Agree 76 33%
Better than expected 91 42% Neutral 28 12%
As expected 123 57% Disagree 16 7%
Worse than expected 0 0% Strongly disagree 7 3%
On average, how long do you see your patients in clinic af- In my opinion, | think the surgery went...
ter discharge? Better than expected 92 40%
3 months 92 43% As expected 109 48%
6 months 22 10% Worse than expected 29 13%
12 months 34 16% At the first post-surgery appointment, | received all information
More than 12 months 66 31% about the actions required to plan follow-up for my cancer and
Following surgery, to who do you refer your patients? additional treatment if needed.
Oncologist/radiation 169 79% Fully agree 65 28%
Respiratory physician 11 52% Agree 78 34%
General practitioner 88 41% Neutral 48 21%
Physiotherapist 45 21% Disagree 25 11%
Nurse specialist 22 10% Strongly disagree 14 6%
Have you adopted a remote patient follow-up pathway? At the first post-surgery appointment, | understood all
Yes 60 28% information about the actions required to plan follow-up for
Partially 77 36% my cancer and additional treatment if needed.
No 77 36% Fully agree 71 31%
Your remote patient follow-up is through which means? Agree 71 31%
Telephone 158 74% Neutral 50 22%
Other 28 13% Disagree 26 11%
Video conference 17 8% Strongly disagree 12 5%
Mobile application 11 5% After the first surgical follow-up, who else was involved in your
recovery care?
Oncologist/radiation 92 40%
Specialized doctor 92 40%
Nurse specialist 74 32%
General practitioner 55 24%
many responding that it went better than expected (40%) but 13% Surgeon 53 23%
felt the surgery went worse than expected. Of note, none of the Physiotherapist 30 13%
surgeons felt the surgery went worse than expected, as shown in Unsure 23 10%

If you were offered the option to monitor your recovery with a
phone application that could record data, connect with your
surgeon and give you advice on how to maximize your
recovery, how comfortable would you feel?

Figure 4. Using a chi-square test, we found a highly significant dif-
ference (P < .0001), indicating a marked disparity in perception be-
tween surgeons and patients.

Only 40% of patients reported that a radiation/medical oncol- Very comfortable 88 38%
ogist or a specialized physician was involved in their care after z‘;'::;(‘;"::;feomfortab'e 2‘2‘ ;3;’
surgery with only 23% responding that a general practitioner Somewhat uncomfortable 4 18%
was involved in their care. Most patients felt that if given the op- Uncomfortable 16 7%
tion for remote follow-up via an app on a phone they would be Not applicable 16 7%

comfortable to very comfortable (84%).
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PATIENTS PERCEPTION OF SURGICAL
INFORMATION

H Fully agree ®Agree

H Neutral

m Disagree M Strongly Disagree

| "UNDERSTOOD" ALL INFO FOR FOLLOW UP 31% 31% 22% 11%5%
| "RECEIVED" ALL INFO FOR FOLLOW UP 28% 34% 21% 11%6%

| "UNDERSTOOD" ALL EXPECTED SURGERY INFO
AND COMPLICATIONS

| "RECEIVED" ALL EXPECTED SURGICAL
PROCEDURE INFO AND COMPLICATIONS

45% 33% 12% 798Y

45% 34% 12% 6989

Figure 3. Patients' Perception of Surgical Information, a Collection of 230 Responses per Each Agree Statements
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Figure 4. Perspectives of Surgeon and Patient Based on the Question “How Do You Think the Surgery Went?”

DISCUSSION

The results of this multi-country European survey reveal signifi-
cant differences in the perioperative perceptions and experien-
ces of people undergoing thoracic surgery and underscore the
existing communication gap between patients and surgeons.
The findings highlight critical areas where improvements are
needed to foster a real and informed patient-surgeon shared-
decision-making.

Our study indicates that while a majority of surgeons report
successfully adopting ERAS protocols (80%), only a fraction of
patients experienced similar levels of specialized nursing support
(approximately one-third guided by a pulmonary nurse). This
discrepancy suggests a potential deficiency in the implementa-
tion of comprehensive patient-centred care models in clinical
practice. Since ERAS is designed to enhance recovery through
collaborative processes and evidence-based interventions, en-
suring patients receive adequate support throughout their surgi-
cal journey is of high importance. This reinforces existing
literature on overall implementation deficits found in other stud-
ies citing that even with optimal conditions, only a 70%-75% im-
plementation rate could be achieved.'*'® The proposed
solutions that were made to improve implementation were as
follows: the need to simplify the complexity of some of the pro-
tocols, the need for more effective teamwork and leadership,

and proper dissemination of the practice within the healthcare
field."*'®

An interesting inflection point of communication that could
potentially result in downstream miscommunication events
occurs in the preoperative question posed on the survey that
states: “which possible complications are fully communicated to
patients?” While most of the patients agreed that they received
and understood all the expected information about their proce-
dure and potential complications, the surgeons reported to
communicate before and after surgery in quite different ways.
For example, 92% of surgeons communicated fully about pro-
longed air leak, while only 77% communicated fully about infec-
tion, with decreasing percentages on mortality (61%), respiratory
failure (54%) and pulmonary embolism (44%). We can postulate
that if a large percentage of patients are not aware or prepared
for a potential complication, then a known adverse event of a
procedure can blindside a patient and caregiver family, under-
scoring deficiencies in care or resources.

The reported information mismatch potentiates the notion
that the patient might not have had the necessary support to ac-
curately go through their surgical experiences. This is a clear and
critical gap in communication that we have identified in our sur-
vey. The reason behind less emphasis on the other complica-
tions remains unclear in our study and warrants further
investigation. Nonetheless, this trend is also observed in other
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specialities, suggesting a broader pattern in patient priorities.
Pass et al studied patient and physician interactions with 178
breast cancer patients when discussing their surgical treatment
options and found that patient’s heard benefits discussed much
more than risks and side effects (81% vs 58%, P <.001)." We
also see that specialities outside of surgery can cause negative
outcomes as well. For example, in chronic pain control studies,
deficiencies in communication have led to greater pain intensity,
poorer pain relief, and poorer ratings of mood and well-
being.'®'® We can also see how effective communication bene-
fits patient outcomes as well. A systematic review was
performed with the “teach-back method,” which is a technique
used in patient communication where the patient is required to
explain back to the physician their treatment, risks, and benefits
after being informed by the physician. They found that the odds
of overall 30-day readmission for discharge education and usual
care were significantly less when the teach-back method was
employed and the patient was able to clearly explain, therefore,
comprehend all of the health-related information.?

The study also highlights that many patients experience uncer-
tainty regarding postoperative care and follow-up, with a significant
percentage expressing neutrality or even disagreeing that they re-
ceived and understood their follow-up care instructions (21%-22%
neutral, 11% disagree, 5%-6% strongly disagree) seen in Figure 3.
This uncertainty is concerning, as postoperative clarity is critical for
effective recovery and patient satisfaction. A promising avenue to
address this issue is through technology. As technology advances,
the integration of mobile follow-up is imminent and a potential ad-
ditive to the patient care journey. As noted in recent studies, inte-
grating digital health solutions could address barriers to
communication and improve patient engagement in their care
pathways.?"?? Of course, with growing technology, there could po-
tentially be new digital literacy-related inequalities that can also
widen the gap between countries. Better support should be en-
sured to avoid this potential discriminatory risk when considering
digital implementation in healthcare.

Interestingly, the survey also illustrates a gap in the involve-
ment of general practitioners in postoperative care, with only
23% of patients reporting engagement with a general practi-
tioner post-surgery. Strengthening the role of general practi-
tioners in the postoperative phase could facilitate better
continuity of care and further personalize the patient recovery
experience. A nationwide American study looked at data of over
350,000 patients and found that the rates of readmission after
emergency general surgery declined significantly when there
was follow-up from a general practitioner within 30 days of dis-
charge.?® A cohort study performed by Brooke et al showed that
30-day readmission was lower in patients undergoing proce-
dures with a high risk of complications and complicated hospital
courses if they were followed up within 30 days with a general
practitioner.?* This transition from longer hospitalization to a
shorter length of stay but recurrent postoperative to outpatient
visits is critical for patients with many complex steps needing to
occur, such as, reconciling medications, communication be-
tween highly specialized physicians, organizing caregivers and
much more. Of course, there are multiple different types of post-
operative general care throughout Europe, including system
with general practitioner involvement in the surgical follow-ups,
or structured multi-disciplinary team discussions for all the sus-
pected and surgically treated lung cancer cases. Regardless of
the follow-up models, what is still of paramount importance is
that someone is guiding patients and their families through the

complicated process. Deficiencies in communication within the
postoperative period are estimated to affect the quality of care
and outcomes in more than 25% of discharged patients.?> Since
there are many models that are utilized throughout Europe for
postoperative care, future-focused studies can compare models
within each region, culture, or country to identify which will pro-
vide the most optimal course.

This is a retrospective survey has some potential limitations that
may have affected our results. For example, it may be true that
surgeons who participate in extracurricular surveys may be more
likely to implement or have already implemented ERAS-based pa-
tient-centred care. There is also an inherent recall bias to patient
care, but even if a patient or surgeon may not remember precise
details about their care, their perception is still not reported.

Additionally, even though our responses are represented
among many different European countries, we could not deter-
mine specific countries of origin on the patient side due to pa-
tient privacy restrictions, so it is difficult to truly determine that
there are not cultural factors biasing our results and to poten-
tially compare their opinion directly with their country-specific
healthcare professionals. Lastly, since we utilized social media to
recruit participants who underwent thoracic surgery, we were
unable to determine how many individuals viewed the survey
and chose to respond, resulting in no response rate. However,
the use of social media allowed us to reach a larger pool of par-
ticipants, ultimately enhancing and strengthening our study.

CONCLUSION

In conclusion, this study sheds light on critical gaps in the com-
munication and perception of surgical care between patients
and surgeons, emphasizing the need for shared decision-making
and enhanced support mechanisms throughout the periopera-
tive journey. As person-centred care continues to gain ground,
healthcare systems must prioritize bridging these gaps to foster
better outcomes and satisfaction. Future research should aim to
explore interventions that effectively integrate PROMs into clini-
cal practice, ensuring that surgeries not only meet clinical met-
rics but also align closely with patients’ needs and preferences.
Additionally, strategies to educate both patients and healthcare
providers on the value of collaborative care will be necessary for
developing a more holistic perioperative experience.
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