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Foreword 

This report explores what is known about what healthcare professionals and patients think about 

perioperative care, the integrated multidisciplinary care of patients from the moment surgery is 

contemplated through to full recovery.  

It provides a tentative picture of how staff and patients in the UK view the perioperative care 

pathway and integrated care systems across primary, secondary and community care.  

Our review found that healthcare professionals appear to support the principles of perioperative 

care. They are keen for greater investment to develop and evaluate perioperative pathways, and 

to enable more opportunities for multidisciplinary working.  

Surgical patients, in turn, generally support a perioperative approach to their care, and want more 

information and support in hospital after surgery and after discharge to help them to avoid and 

manage complications. They would also value a seamless connection between primary and 

secondary care.  

Although there are generally positive perceptions of perioperative care, there are also some 

perceived barriers. This provides useful pointers for how organisations and systems could work better 

together. Building on this experience would help to develop and improve the perioperative care 

pathways that are already proven to have better outcomes for patients. 

It is striking that relatively little has been published about what people think about perioperative care 

and integration in the UK. We encourage those undertaking research or evaluation in this area to 

publish their findings. We remain committed to engaging further with patients and professionals as 

part of the journey to embed perioperative care. 

Please do let us know what you think about the findings by emailing advocacy@rcoa.ac.uk or 

tweeting us @CPOC_News. 

 

  

 
 

Dr David Selwyn 

Director of the Centre for Perioperative Care 
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Key messages 

Perioperative care involves working across sectors to support person-centred care and reduce 

clinical risks from the moment surgery is contemplated through to full recovery. This way of working is 

associated with improved health and satisfaction for people having surgery as well as reducing the 

time people spend in hospital and associated costs. The NHS in England, Northern Ireland, Scotland 

and Wales already includes many of the foundations of perioperative care such as multidisciplinary 

working. Perioperative care could be prioritised even further to support population health and 

Integrated Care Systems. 

The Centre for Perioperative Care is developing blueprints to help strengthen perioperative care in 

the UK. To inform this, we wanted to know what research has been published about patients’ and 

healthcare professionals’ views of perioperative care and multidisciplinary working around the time 

of surgery in the UK. Our rapid review summarises learning from 41 UK studies. To identify relevant 

research, we searched 10 bibliographic databases and screened more than 3,000 articles available 

as of June 2020.  

We found that little has been published about people’s views about perioperative care in the UK, 

but based on the limited literature:  

▪ Healthcare professionals such as surgeons, anaesthetists, hospital nurses and general 

practitioners appear to support key principles of perioperative care, such as multidisciplinary 

working; holistic pathways of care before, during and after surgery; person-centred care; 

prehabilitation and early supported discharge from hospital. We found few published studies 

about what policy-makers, healthcare managers or allied health and care professionals think 

about perioperative care or their role within it. 

 

▪ People having surgery generally support the principles of perioperative care and value 

components such as shared decision-making and prehabilitation. They believe that there are 

benefits from early discharge from hospital, but suggest that more could be done to provide 

information and support in hospital after surgery and after discharge to help them avoid and 

manage complications and reduce the need for readmission to hospital. Patients felt that 

primary and secondary care could work together in a more seamless manner. 

 

▪ Healthcare professionals believe that factors that may facilitate the implementation of 

perioperative care in the UK include time and funding to build and test pathways; more 

opportunities for professionals from a range of specialities and sectors to build relationships 

and actively work together and more evidence and promotion about the benefits of 

perioperative care for patients, professionals, population health and healthcare systems. 

 

We must treat these findings with caution as they are based on a relatively small number of people’s 

feedback and do not necessarily represent the views of the diverse range of patients and 

healthcare professionals throughout the UK. The findings inform us that there is much left to learn 

about people’s perceptions of perioperative care and the factors that may help and hinder its 

implementation locally, but that there is positivity towards a person-centred multidisciplinary 

approach that is proactive and preventative. We will build on this feedback as we continue to 

consult with stakeholders about how to embed perioperative care into Integrated Health Systems in 

the UK. 
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Setting the scene 

Perioperative care 

This rapid review examines what people 

having surgery and healthcare teams think of 

perioperative care and multidisciplinary 

working around the time of surgery in the UK.  

Around 10 million people have surgery in the 

UK each year and this number is growing.1 The 

NHS in England, Northern Ireland, Scotland 

and Wales devotes significant resources to 

supporting people before, during and after 

surgery. Good pathways of care around the 

time of surgery can enhance people’s 

satisfaction and health outcomes and ensure 

that health services are efficient and cost-

effective. 2,3,4,5 

Perioperative care focuses on providing 

integrated, multidisciplinary, patient-centred 

care from the moment surgery is 

contemplated through to full recovery. 

Perioperative care has many components 

including multidisciplinary teams working 

together, shared decisions between patients 

and professionals, supporting people to be as 

fit and ready for surgery as possible and 

helping people to recover after their 

operation.  

The Centre for Perioperative Care is 

developing resources to help health systems 

strengthen perioperative care. We wanted to 

know what people in the UK think about 

current perioperative and multidisciplinary 

surgical care so we rapidly reviewed research 

to see what has been published about this.  

This will help us understand what is already 

known about this topic and identify any gaps 

that we may need to fill as part of our quest to 

strengthen perioperative care in the UK. 

 

 
1  The databases were CABI (multiple databases) Cochrane Library, EBSCO (multiple databases), Embase, 

Google Scholar, Ingenta Connect, Medline, Mendeley, Scopus and Web of Knowledge (multiple 

databases). 

Our review approach 

Our rapid review examined the question: 

 

How is perioperative care and 

multidisciplinary surgical working 

perceived by frontline teams, 

managers and patients in the UK?  

 

We searched 10 bibliographic databases for 

UK research studies of any design or quality 

published between January 2000 and June 

2020. 1  

We screened 3,228 potential articles. Studies 

were eligible if they included empirical data 

about people’s views about perioperative 

care, multidisciplinary working related to the 

surgical pathway or integrated systems in the 

UK. We did not include opinion pieces 

published without empirical data. 

We included 41 studies that met our criteria. 

We summarised themes from the studies 

narratively.  

Although we searched extensively for 

research, this is not a systematic review as we 

did not seek to include and quality assess 

every relevant study ever published about 

these topics. Studies of specific interventions 

may also collect feedback from professionals 

or patients, but we did not extensively screen 

these studies because individual interventions 

were not the focus of our review. 

 

 



Views of perioperative care 

This section summarises the perceptions of 

patients and professionals about 

perioperative care in general or opinions 

about specific components of perioperative 

care. Knowing what people think of 

perioperative care is important because the 

views of professionals and patients may 

influence how easy it is to implement such 

pathways and the extent to which people 

having surgery will favour and adopt initiatives 

suggested to them. 

 

Perioperative approach 

We found nine UK studies about what patients 

or professionals think of the concept of 

perioperative care in general. The limited 

number of studies may be because it is 

difficult to define perioperative care as a 

distinct entity, because this is an emerging 

concept and/or because researchers may 

not publish the findings of interviews, surveys or 

focus groups conducted to support 

organisational development or to progress 

specific internal priorities.  

Views of people having surgery 

Some UK research has suggested that people 

having surgery or their family members may 

have different priorities than health 

professionals when thinking about the 

elements of surgical care.6 We identified only 

a small number of studies examining what 

patients think of the concept of perioperative 

care. 

The limited evidence in this area is 

emphasised by a systematic review that found 

a paucity of research in the UK and elsewhere 

about patient experience and attitudes 

towards perioperative care pathways,7 

though most international studies have found 

positive patient satisfaction with perioperative 

pathways.  

The limited UK feedback from patients 

appears largely positive about the premise of 

perioperative care, whilst acknowledging the 

potential for ongoing development in 

practice.  

For instance, people in Scotland completed 

surveys before and after they had major 

surgery. Surgeons, anaesthetists and nurses 

experienced in delivering enhanced recovery 

protocols (perioperative care pathways) also 

shared their views. This study also included 

patients and professionals from Norway and 

The Netherlands. Both patients and 

healthcare professionals thought that the 

principles of perioperative care were 

valuable. They said that most components of 

perioperative care were equally important, 

and both patients and professionals tended to 

prioritise interventions that would relieve pain 

and nausea after surgery.8   

Researchers from England suggested that 

analyses of perioperative pathways often 

focus on clinical outcomes rather than 

exploring patient experience. To address this 

gap, they interviewed 20 people before and 

six weeks after surgery as part of a trial of a 

perioperative pathway. Patients viewed the 

pathway positively and felt motivated by 

having milestones to aim for. They thought 

that recovery from surgery largely began at 

home so were happy with early discharge, but 

had some concerns about being discharged 

early from hospital. Those who did not meet 

milestones or were readmitted to hospital 

believed they had ‘failed’. The researchers 

concluded that whilst perioperative care 

pathways can have many benefits, patient 

expectations and experiences can be 

complex and patients can have concerns 

about the perioperative pathway process.9 
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Elsewhere in England, people who had 

recently had surgery took part in focus groups 

to talk about their experience of the surgical 

journey from the decision to operate through 

to hospital admission, discharge and recovery. 

Although this study was not explicitly focused 

on the concept of perioperative care, it 

explored elements of the care pathway that 

were most important to patients. Patients said 

that developing the following things would 

enhance their experience around the time of 

surgery: waiting times; better information and 

preparation; encouragement to be proactive 

in asking questions and making decisions; 

being treated with dignity and respect; and 

ongoing support and continuity of care. The 

researchers suggested that it should be a 

priority to provide appropriate and timely 

information to people considering or planning 

surgery and ensuring that ongoing support 

and advice is easily accessible. These types of 

elements are often included in perioperative 

care pathways.10  

Views of health professionals 

Research about the views of UK health 

professionals has similar trends, with broadly 

positive views about the concept of 

perioperative care and suggestions about 

factors that may help and hinder 

implementation. 

A recent survey of 758 UK anaesthetists 

explored their opinions about the vision for 

perioperative care set out in 2014 by the Royal 

College of Anaesthetists. Two thirds 

considered themselves to be a ‘perioperative 

doctor’ (64%). Two thirds said they had 

changed local services in response to the 

Royal College’s vision. Three quarters thought 

that anaesthetists should lead the 

development of perioperative care. They 

viewed time and insufficient training as key 

barriers to developing perioperative care. The 

researchers concluded that it may facilitate 

the implementation of perioperative care to 

increase professionals’ exposure to the 

concept of perioperative care, targeted 

education and training and more 

collaborative working with other specialties.11 

In England, 26 healthcare professionals 

implementing an integrated perioperative 

pathway were interviewed. The Enhanced 

Recovery After Surgery Programme 

introduced by the Department of Health in 

England more than a decade ago has a 

sound evidence base, but uptake was low. 

Interviews across a range of disciplines found 

that perioperative care was deemed 

positively, but there were some structural and 

functional challenges with implementation 

including: 

▪ frontline staff and managerial 

resistance to change 

▪ lack of buy-in from relevant 

stakeholders 

▪ contrasting ward cultures 

▪ lack of visibility of perioperative care 

▪ a fear that standardisation may 

reduce the level of personalised 

patient care 

▪ lack of time or resources to provide 

information to patients  

▪ and perceived poor taste of nutritional 

drinks used as part of preoperative 

preparation 

Factors thought by these professionals to 

support the implementation of perioperative 

care pathways in England included: 

▪ clear alignment with evidence-based 

practice and drawing on the 

evidence-base of other specialities 

▪ staff education about perioperative 

care 

▪ patient involvement and education 

▪ standardising practice across multiple 

centres and teams 

▪ strong multidisciplinary teamwork 

▪ regular perioperative pathway 

meetings 

▪ a pre-operative assessment unit 

▪ devoting resources to obtaining 

Commissioning for Quality and 

Innovation (CQUIN) funding  

▪ robust data collection and feedback 

to support improvement12 
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Other researchers in England sought to 

understand the motivations of ‘early adopters’ 

of perioperative care by reviewing 139 

applications for a Masters programme in 

perioperative medicine. Applicants included 

consultant anaesthetists, anaesthetic trainees, 

doctors from other specialities and a small 

number of nurses. Applicants believed that 

perioperative care was a multidisciplinary 

speciality that would result in better patient 

care. They wanted further training because 

they believed that perioperative care 

represented the future of practice for 

anaesthetists and they wanted to better lead 

local developments.13 

A survey of UK colorectal surgeons found that 

they supported the concepts of perioperative 

care pathways and that they reported 

implementing elements such as preoperative 

information and assessment and early 

initiation of fluids and food after surgery. Most 

were not undertaking carbohydrate loading 

prior to surgery.14 

Another survey of 82 professionals from the UK 

and Ireland found that only fewer than half 

implemented elements of the perioperative 

care pathway such as smoking cessation 

support, the period for fluid fasting and 

malnutrition screening. Perceived barriers 

were staffing levels, lack of consistent 

teamwork, limited resources over weekends 

and reduced access to smoking cessation 

services.15 

UK-wide surveys with around 2000 

representatives from 20 patient organisations 

and 25 professional organisations invited 

people to share their opinions about priorities 

for perioperative care and anaesthesia 

research. Priorities included understanding 

what can be done to help people avoid 

chronic pain after surgery, what outcomes 

can be used to measure the success of 

perioperative care, how to improve recovery 

from surgery for elderly people, whether 

enhanced recovery programmes improve 

short and long-term outcomes, how 

preoperative exercise or fitness training may 

improve outcomes after surgery and how to 

improve communication between the teams 

looking after patients throughout their surgical 

journey.16 

Components of care 

Perioperative care has many different 

components. We found 18 studies exploring 

patient or professional views about some of 

these components in the UK. Most of these 

were somewhat tangential to the focus of our 

review but they are reported here to show the 

type of research that has been published 

about perceptions in the UK.  

Shared decision-making 

We found a small number of studies about 

healthcare professionals’ opinions about 

providing information or tools to support 

shared decision-making about surgery 

between patients and professionals. 

A survey of 272 consultant surgeons in England 

found that eight out of ten thought that 

patient decision aids were a good idea to 

support shared decision-making (79%). The 

preferred approach of surgeons was to give 

people a booklet to take home containing 

information about their operation.17 

In another part of England researchers tested 

an option grid to support shared decision-

making with people where surgery was an 

option. Six clinicians were interviewed before 

and after using the tool with patients. Before 

using the tool, clinicians were concerned that 

using a decision support tool would increase 

the length of consultations, that patients 

would be resistant to being involved in 

decisions and that there may be ‘information 

overload’. However, after using the tool the 

clinicians reported that this had changed their 

usual way of communicating and that it was 

feasible and helpful to integrate into 

practice.18 
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Information  

We also identified research about what 

patients and professionals think about the 

information provided to people before and 

after surgery.  

In England 292 people were surveyed before 

their operation and again up to six months 

after surgery. Before surgery most patients 

were highly satisfied with the information they 

received but after surgery they were less 

satisfied with the amount of information 

provided. People who received information 

about things they could do to help themselves 

get well continued to have high satisfaction 

after surgery. People often said they wanted 

more information about aftercare and self-

care.19 

In England 103 patients who were given a 

simplified patient information booklet about 

anaesthesia at a preadmission clinic were 

surveyed before surgery. Almost all said that 

they had read the booklet (96%) and found it 

helpful to some degree (99%). One third said 

that reading the booklet worried them (35%), 

but only 3% said that they discussed the 

information provided with the anaesthetist. 

The researchers concluded that although 

people having surgery like to receive 

information about the process of anaesthesia, 

it is important that such information is provided 

in an appropriate form, including enough 

detail to alleviate concerns.20    

A survey of 134 randomly selected surgeons 

and anaesthetists in England found that more 

than half believed that the consent process 

for surgery may be inappropriate as people 

do not usually remember the information 

given to them (55%). The researchers 

suggested that whilst many surgeons and 

anaesthetists have positive attitudes to 

providing person-centred information, a 

significant proportion hold more paternalistic 

views, which may mean more training and 

support is needed to ensure patients get 

robust information to inform their decisions 

and preparation.21  

 

Prehabilitation 

Prehabilitation involves supporting lifestyle and 

activity changes to improve people’s health 

and readiness for surgery. This includes 

initiatives to target risk factors such as 

inactivity, smoking, weight and alcohol 

consumption, for example. Not only might 

prehabilitation help people prepare for 

surgery, but it also has the potential for 

general longer-term health benefits.22,23,24,25  

We found a small number of studies that 

suggested that the concept of prehabilitation 

may be valued by some patients and 

professionals in the UK. 

A survey of 299 people in England examined 

the health behaviours of people preparing for 

surgery and how motivated and confident 

they were to make changes to their lifestyles. 

42% of people had health behaviours that 

might benefit from change. People said that it 

was a priority to increase physical activity, 

manage their weight and reduce alcohol 

consumption in order to be prepared for 

surgery. People perceived having surgery to 

be more of a motivator than general health 

benefits. Although people were motivated to 

make change, they were generally not 

confident that they would be able to achieve 

change. They reported being least confident 

about smoking cessation. The researchers 

concluded that patients’ high desire to modify 

behaviours for short term surgical benefit 

meant that preoperative care was an 

important ‘teachable moment’ to support 

population health but that structured 

preoperative support was needed because 

people do not feel confident to make 

changes alone.26  

Thirty-four men undergoing cancer surgery 

and their partners took part in a 

prehabilitation intervention that included 

educational material, a self-management 

group seminar and physiotherapy instruction. 

Participants said that they valued 

prehabilitation, particularly the quality of 

information provided to support self-

management, opportunities to openly ask 

questions of multidisciplinary healthcare 

professionals and inclusion of partners.27 
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A survey of 362 health professionals (most from 

the UK) helped to identify preferred elements 

of a care bundle to prevent postoperative 

pulmonary complications. Professionals said 

that they supported supervised exercise 

programmes and strength training before 

surgery as well as specific initiatives during and 

after surgery.28 

Assessment before surgery 

Some research has explored perceptions of 

how UK services assess people prior to surgery, 

either well before surgery to help people 

prepare for their operation or very close to the 

time of surgery to review clinical indicators. 

A survey of patient satisfaction with 

preoperative assessment for general 

anaesthesia collected feedback from 275 

people having day surgery in England. Overall 

people said they were satisfied with 

preoperative assessment, but they often said 

that they were not provided with sufficient 

preoperative information about their surgery, 

what they could do to prepare themselves or 

aftercare. Some reported anxiety and said 

they were not treated with a supportive 

attitude. The researchers suggested that 

preoperative assessment should pay attention 

to people’s individual needs.29 

Cardiopulmonary exercise testing is an 

exercise stress test that provides a non-

invasive measure of functional capacity under 

stress. Such testing has been found to predict 

postoperative morbidity and mortality after 

major surgery. A survey of representatives of 

all NHS Trusts across the UK found that 

professionals were concerned about 

variability in the interpretation and reporting of 

the tests, with most tests being undertaken by 

anaesthetists and limited external validation of 

results.30 

Geriatric care pathways 

A survey in 2019 found that 81% of responding 

NHS Trusts in the UK had geriatrician-led 

perioperative care services for older surgical 

patients compared to less than one third in 

2013. Clinical leads believed that barriers to 

further developing perioperative care 

included workforce and funding. 

Multidisciplinary collaboration was believed to 

have increased, as evidenced by one third of 

teams holding joint audit meetings (33% up 

from 21%) and developing guidelines 

collaboratively (31% up from 17%). However, 

professionals felt that further work was needed 

in these areas. There was considerable 

variation across the UK and the researchers 

suggested that developing a national network 

may facilitate wider adoption of geriatric 

perioperative care.31  

In the earlier 2013 survey, clinical leads for 

geriatric medicine in acute NHS trusts 

throughout the UK said there was an appetite 

to provide geriatrician-led services to older 

surgical patients, but most services were 

reactive. At that time, only around 10% of 

Trusts provided geriatric preoperative 

assessment, with the same proportion 

providing risk assessment or preoperative 

optimisation. Clinical leads believed that 

barriers to establishing perioperative geriatric 

medicine services included funding, workforce 

issues and a lack of multidisciplinary 

collaboration.32 

Postoperative care and discharge 

A survey with 710 consultant surgeons from 

across the UK found that only one third felt 

that postoperative patients were receiving 

appropriate amounts of water, sodium and 

potassium, though this study was almost two 

decades old. Surgeons believed that that 

problem-orientated ward rounds, written 

guidelines and discussion of patient scenarios 

may help to educate other staff about 

evidence-based postoperative care.33  
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In depth interviews with 16 nurses working in 

inpatient surgical areas in the UK found that 

these nurses tended to uncritically adopt a 

medicalised model, focus on technical 

aspects of postoperative management and 

treat pain after surgery as something ‘normal’. 

The researchers suggested that based on the 

nurses’ feedback, there may be scope to 

improve person-centred care and the extent 

to which more holistic postoperative care is 

seen as the norm.34 

Good preparation for discharge may involve 

providing patients with information about self-

management and how to access ongoing as 

well as communication with primary care 

services. Interviews with 30 people undergoing 

surgery in England found that patients thought 

that more could be done to prepare them for 

discharge or to support same day discharge. 

This included providing more timely 

information after the procedure and more 

details about when people could expect to 

resume their usual activities. Some said that 

their mental health and body image was 

affected after surgery due to swelling, bruising 

or skin discolouration and they would value 

more help with what to do about this.35 

Workforce development 

We found a small number of studies where 

health professionals shared their views for 

areas of staff development or training that 

may support the implementation of 

perioperative care. 

Many UK hospitals now employ a local lead 

for perioperative care. A survey of 86 of these 

leads found that nine out of ten wanted more 

support and training in shared decision-

making. The top five topics that leads 

prioritised for support were shared decision-

making, perioperative team development, 

frailty screening and management, predicting 

postoperative morbidity and collaboration 

with primary care.36 

In Northern Ireland 106 surgical and medical 

nurses provided feedback about their 

confidence in caring for people with cancer. 

Self-perceived educational needs included 

more knowledge and skill sin psychosocial 

care, communication, treating adverse 

effects of treatment and pain management.37 

Some suggest that a component of good 

perioperative care involves using data and 

regular review to continuously improve 

surgical care.38,39 Healthcare teams have 

suggested that this may be an area for 

ongoing development in the UK. For instance, 

in England interviews with surgeons and 

trainees and observation of surgical cases 

suggested that debriefing after surgery did not 

happen as frequently or in as much depth as it 

could. There was a mismatch between what 

surgeons thought was good practice and 

what occurred day to day. Hospital and team 

culture were viewed as significant barriers to 

debriefing.40 

A children’s hospital in England reviewed 

surgical ward rounds used to support team 

learning and postoperative care. 16 members 

of the surgical team. 30 ward nurses and 38 

children and their parents provided feedback. 

Members of the surgical team were more 

positive about ward rounds than nurses or 

patients and parents. Nurses thought that 

rounds should be altered to improve patient 

care and parents were concerned about their 

children feeling anxious and the 

confidentiality of the information.41 
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Multidisciplinary care views

Multidisciplinary working, whereby health 

professionals from a range of disciplines work 

together, is a cornerstone of perioperative 

care. We looked for studies of opinions about 

multidisciplinary working related to surgery in 

the UK, regardless of whether the research 

focused on perioperative care. We found 11 

studies about people’s views of 

multidisciplinary working around the time of 

surgery in the UK. We did not include studies of 

the implementation of multidisciplinary 

initiatives, only people’s opinions. 

Multidisciplinary working 

Some studies focus on health professionals’ 

perceptions of the extent of multidisciplinary 

working. For example, a survey of surgeons in 

England identified concerns about a lack of 

multidisciplinary approaches to support 

patients.42 

A survey in Scotland included 352 consultant 

surgeons, trainee surgeons and theatre nurses. 

Participants were generally positive about 

teamwork within the operating theatre, but 

surgeons had more positive views about the 

quality of surgical leadership and 

communication.43  

In a UK-wide study, researchers surveyed 157 

surgery trainees about the extent to which 

they felt prepared to support older people 

having surgery, including preoperative 

assessment and closer collaboration with 

geriatricians. Nine out of ten trainees 

supported close collaboration with geriatric 

medicine and shared care of complex older 

people (94%). They often thought that 

collaboration between surgery and geriatric 

medicine was inadequate (68%). The trainees 

did not feel well prepared to look after older 

people or to work collaboratively with 

geriatricians. They wanted more geriatric 

medicine in the surgical curricula (89%).44 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In another study of surgical trainees’ views, 

researchers explored the extent of 

multidisciplinary working in surgical morbidity 

and mortality review meetings in Scotland. 25 

trainees from across 15 general surgery units 

provided feedback. Trainees believed that 

multidisciplinary working was worthwhile but 

not routinely implemented. There was wide 

variation in the frequency of multidisciplinary 

meetings and their approach between units. 

Fewer than half included foundation-level 

trainees and only one was attended by 

nursing staff.45  

A survey of 65 hospital doctors in England 

sought to understand why people with COPD 

were not being considered for a specific type 

of surgery. 70% said that they did not have a 

specific multidisciplinary team with which to 

discuss patient management.46 

In England there is a rapid referral system for 

people with suspected cancer. Feedback 

from 27 GPs and 15 head and neck surgeons 

found that professionals thought that pre-

referral communication between primary and 

secondary care could be improved to support 

joint working, including more education for 

general practitioners.47  
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Multidisciplinary meetings 

Other studies have explicitly explored opinions 

about multidisciplinary team meetings, 

whereby professionals from different 

specialities come together to discuss 

individual patient cases. 

A survey with 136 surgeons across the UK 

involved in multidisciplinary meetings found 

that in many centres not all patients with 

breast cancer were discussed before surgery. 

Surgeons suggested that multidisciplinary 

team meetings could be improved by 

including a wider range of disciplines, holding 

meetings during protected sessions, giving 

professionals time to prepare for meetings and 

allocating a designated co-ordinator.48  

A national survey of 1145 members of cancer 

multidisciplinary team meetings in England 

(including surgeons) found wide variation in 

professionals’ perceptions of how these 

meetings were run and the extent to which 

they supported patient-centred decision-

making. Professionals said that preparation for 

and organisation of multidisciplinary team 

meetings could be more structured.49 

Some research has explored patient 

involvement in multidisciplinary team meetings 

(which may include discussions about 

surgery). For instance, feedback collected by 

a cancer charity in England found that 

patients reported distress at not feeling 

involved or represented at multidisciplinary 

team meetings. Patients said there was a lack 

of communication about how decisions were 

made and they did not know who to 

approach for answers to their questions.50 

Other research 

Some studies have asked patients whether it is 

acceptable for them to be supported by 

various types of professionals, such as nurses or 

allied health professionals. For instance, in a 

study in England appropriately trained nurses 

undertook pre-operative assessment instead 

of a junior doctor. Having appropriately 

trained nurses leading the pre-operative 

assessment was acceptable to patients, 

though there was no evidence that having 

nurses instead of junior doctors in this role 

improved communication between senior 

medical staff and those carrying out 

preoperative assessments. This study was 

almost two decades old.51 

A UK-wide survey of 505 consultants, other 

doctors, trainees and surgical nurse 

practitioners explored ways to improve the 

working environment for safe surgical care. 

Professionals expressed common themes, 

regardless of their discipline. They believed 

that a lot could be done to restructure the 

workforce to provide more integration and 

continuity without increasing costs. Whilst 

participants thought that more staff were 

needed, they also suggested that building 

team unity and cohesion rather than what 

they believed was a siloed and hierarchical 

system, could improve surgical processes and 

patient experience, as well as staff 

experience. A lack of resources was cited as a 

key barrier to improving the efficiency of the 

surgical team.52 

Perioperative care pathways may include a 

facilitator to support patients to adhere to 

recommended initiatives. In the UK this role is 

often undertaken by a nurse. UK nurses’ 

opinions were sought about the role of the 

perioperative care pathway facilitator. Patient 

education, staff education, supporting 

patients throughout the pathway and 

collecting data were viewed as important 

components.53  
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Views about integration 

This section summarises research about 

people’s perceptions of integrated systems of 

working in the UK.  

Integrated Care Systems and Accountable 

Care Organisations are relatively new in the 

UK.54,55 The broad remit is for organisations to 

work together across the health and care 

sectors to provide more streamlined and 

efficient patient care, with shared resources.56 

Integrated Care Systems devolve the 

responsibility for the planning and delivery of 

health and social care services to local 

healthcare providers in partnership with local 

government, social care, primary care 

networks and the voluntary sector. This new 

way of working could provide an opportunity 

to better integrate perioperative care across 

the entire pathway.57 

We did not identify any studies about the 

views of patients or professionals related to 

integrated systems specifically linked to 

surgery in the UK, though there are descriptive 

examples of how Integrated Care Systems are 

implementing components of perioperative 

care locally.58  

We summarise here learning from two studies 

about perceptions of integrated systems-

working more generally in the UK (not specific 

to surgery and not focused on examples of 

implementation or outcomes). 

One study in England included interviews and 

telephone surveys about the work of Clinical 

Commissioning Groups (CCGs) and factors 

that helped or hindered the development of 

integrated care systems. Policy makers, 

general practitioners and CCG managers and 

staff provided feedback.  

Participants had mixed views about the value 

of new collaborative service models and 

Sustainability and Transformation Partnerships. 

There was perceived to be a lack of 

understanding of the roles of different sectors. 

Whilst there were examples of collaborations 

in some areas, in general this was not 

translated into integration across wider 

footprints.59  

Another study in England explored patients’ 

views of integrated care. This was part of a 

pilot to integrate care across primary, acute, 

community, mental health and social care for 

people with diabetes and/or those aged 75 

and over through care planning, 

multidisciplinary case reviews and information 

sharing. In total, 405 people who had an 

integrated care plan were surveyed. Patients 

perceived many benefits from the integrated 

care model, including increased patient 

involvement in decision-making, improved 

patient-provider relationships, better access to 

care and better communication between 

professionals. However, only one in five were 

aware that they had a care plan and of these 

only one third had a copy of their plan. The 

researchers concluded that integrated care 

approaches may improve the quality of 

patient experience, but that integrated 

working and care planning was a complex 

and technically challenging process that 

occurred more slowly than planned.60 
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Summary 

Key points 
Our rapid review identified 41 studies of some 

relevance to people’s perceptions of 

perioperative care or multidisciplinary working 

in the UK, though some were on related 

topics, not specific to perioperative care. 

We did not expect that a great deal would 

have been published about this so it was not a 

surprise that we found a limited amount of UK-

specific information.  

This may mirror international trends. For 

instance, a systematic review of research 

about health professionals’ opinions of 

perioperative care pathways included 8 

studies in six countries and four surgical 

specialities. It focused on health professionals’ 

views before, during and after implementation 

of an enhanced recovery after surgery 

pathway. The review found that professionals 

perceived a resistance to change and 

described the importance of effective 

multidisciplinary team collaboration and 

communication to support the 

implementation of perioperative care. The 

reviewers concluded that staff attitudes 

towards perioperative care pathways tend to 

become more positive over time, as practices 

are embedded as part of usual care.61  

Another systematic review of international 

studies focused on how patients perceive 

perioperative care pathways. Based on 11 

studies, the reviewers concluded that 

providing information about the surgical 

journey helped patients feel secure and 

prepared for surgery, but patients said that 

they were provided with better information 

before surgery than afterwards. They reported 

being motivated to participate in their 

recovery process, but often found this 

challenging when they faced symptoms such 

as pain, nausea and weakness.  

 

 

 

 

Patients in perioperative care pathway 

programmes wanted more  consistency 

between pre- and postoperative information 

and support.62 

Various other international studies are 

available about patients’ and professionals’ 

views about perioperative 

care.63,64,65,66,67,68,69,70,71 The themes in 

international studies appear to be similar to 

the trends in UK studies. 

Our rapid review fills a gap by compiling the 

(little) published data that exists about patient 

and professional perceptions of perioperative 

care and multidisciplinary working in surgery in 

the UK. The ‘take away messages’ from our 

review are:  

▪ Patients and professionals may broadly 

support the principles of perioperative 

care, including person-centred care, 

multidisciplinary working and a holistic 

pathway approach.  

 

▪ However, there may be work to do in 

the UK to embed this vision as routine 

practice. Many studies highlighted 

areas of care before, during and after 

surgery that patients and healthcare 

professionals believed could be further 

developed.  

 

▪ Healthcare professionals believe that 

factors that may facilitate the 

implementation of perioperative care 

in the UK include time and funding to 

build and test pathways; opportunities 

for professionals from a range of 

specialities to actively work together 

and more evidence and promotion 

about the benefits of perioperative 

care for patients, professionals, 

population health and healthcare 

systems. 
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Things to bear in mind 
The studies included comments about many 

different types of surgery and there were no 

differences identified between surgical 

specialities. However, most of the feedback 

from health professionals came from 

anaesthetists and surgeons. There was little 

published research about the views of nurses, 

allied health and care professionals, 

healthcare managers and policy makers. 

We did not identify any studies setting out 

people’s opinions about Integrated Care 

Systems in relation to surgery in the UK. 

The studies we compiled represent research 

that has been formally published about 

people’s views. These do not necessarily show 

the full picture as it is likely that unpublished 

research exists and people’s views may 

change over time. We did not include studies 

about the outcomes of perioperative care or 

the way that it has been implemented – only 

people’s opinions about it. 

There are also many methodological issues 

with studies that collect people’s feedback. 

They often have small samples and those who 

choose to take part in focus groups or surveys 

may not be representative of others. Many of 

the studies targeted professionals who may be 

well versed in and supportive of perioperative 

care rather than asking robust and 

generalisable questions to seek a diverse 

range of views. Furthermore, just because 

people say they perceive something to be a 

certain way does not mean that is what 

happens in practice. These caveats mean 

that it is important to treat the opinions 

summarised in this review with caution. 

 

Even so, the overarching theme is one of 

positivity towards the potential for further 

multidisciplinary working and perioperative 

care. 

As the NHS has adapted to respond to 

population health priorities and Integrated 

Care Systems, and then to addressing COVID-

19, other views may have emerged about the 

importance of working collaboratively within 

teams and across sectors to provide patients 

with the best experience of care in the most 

cost-effective manner.  

The Centre for Perioperative Care’s work is 

guided by wide consultation and the priorities 

of our partners and stakeholders. Our rapid 

review has shown that there is much left to 

learn about how stakeholders in the UK view 

perioperative care, and this strengthens our 

resolve even further to actively seek feedback 

to guide our work. 
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