





ABSTRACT


The landscape of health care in the United States is in the process of dramatic change. This transformation is being instituted in an attempt to address two major dilemmas of public health significance; namely, the burgeoning cost of care and the need for quality-driven care. The Affordable Care Act has mandated that a reimbursement strategy entitled Value Based Purchasing be implemented as a means of solving these two problems. 
Value Based Purchasing will help healthcare institutions and providers focus on delivering quality treatment to their patients and to address their patient’s individual needs and concerns. It will, by withholding payments from non-compliant participants, save the federal government billions of dollars in the next decade. Commercial insurance companies are also implementing Value Based Purchasing as a method of saving money and providing better quality care.

Focus groups have often been used to glean valuable qualitative research data from target audiences. Two focus groups were conducted at the University of Pittsburgh in which the needs and concerns of patients who had previously undergone general anesthesia were explored. In this essay, the results of participants’ responses are analyzed and then applied to the reimbursement requirements of Value Based Purchasing.
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1.0  introduction: THE DUAL DILEMMA

It is clear that health care in the United States (US) is facing serious challenges. Healthcare services provided in the US, while among the highest quality in the world, are fraught with issues that threaten the social and economic fabric of the nation. Health care as a whole is too expensive; it comprised 17.9% of the 2012 US GDP.1 The government spends too much of its resources on healthcare services; 25% of the FY2013 federal budget consisted of health care spending, and it is estimated that it will rise to 27% by FY2016.2 The National Commission on Fiscal Responsibility and Reform estimated that by 2025, federal revenue will be sufficient to pay for only Medicare, Medicaid, Social Security and interest on the national debt.3,4 If the costs associated with providing quality health care to the American people are not reined in, the results on the country’s economy will be devastating.


Another glaring problem centers around the fact that American health care has historically been primarily volume driven with value taking a backseat to the emphasis on productivity. While profitability is undeniably important in the realm of health care, more emphasis needs to be placed upon patient values.5 Quality-driven, patient-centered health care will ensure that treatment is respectful to the individuals it is designed to serve, and that patients’ needs and wants are effectively met.6

Incentives must be made that encourage healthcare providers to work to resolve the dual dilemmas of cost containment and quality-driven services. As the US government goes through the process of rewriting and implementing the nation’s health care laws, special attention is being paid to ensure that this happens.7
1.1 THE DAWN OF VALUE BASED MEDICINE

Nearly every aspect of health care in the US is in the midst of dramatic change. Perhaps the realm that is experiencing the greatest transformation is that of provider reimbursement. Historically, healthcare institutions and independent providers have been paid for their services based on a fee-for-service model. This form of reimbursement has been viewed by many as wasteful, expensive, and prone to abuse.8 Most certainly, fee-for-service based reimbursement has focused the healthcare industry as a whole upon the quantity of services provided rather than upon quality.


A new paradigm of payment has arisen in recent years which rewards providers for attention to quality. Value-Based Purchasing, or VBP as it is sometimes referred to, is a system of reimbursement that assists the healthcare industry to accomplish what it was originally designed to do: focus on the individual. Value-Based Purchasing is currently being integrated into the Affordable Care Act and therefore, demands the attention of all healthcare institutions and providers who want to be fairly compensated for the services which they provide.9

In the fall of 2001, the Department of Health and Human Services (DHHS) began a revolutionary program designed to improve the quality of health care provided in the US.10 Improvement, it was theorized, could be achieved through holding healthcare institutions accountable for their treatment outcomes and through making those outcomes available to the general public. Armed with the ability to compare the track record of individual healthcare providers, patients would have the opportunity to choose “the best” clinicians for their treatment. This, in turn, would stimulate healthcare institutions to improve the quality of the care they provided in an effort to attract more patients. That program was called The Quality Initiative.10

By 2008, The Centers for Medicare and Medicaid Services (CMS) and The Joint Commission (TJC) were publishing health care statistics on the government website www.hospitalcompare.hhs.gov, which is now found on www.medicare.gov/hospital
compare/search.html.11 Those statistics included information about the quality of health care, the cost of procedures, and information gleaned from patient satisfaction surveys.10 The “quality” of health care was defined as a hospital’s ability to achieve satisfactory outcomes related to specific conditions such as acute myocardial infarction, heart failure, pneumonia, and children’s asthma.10

The 2003 Medicare Prescription Drug, Improvement, and Modernization Act and The Deficit Reduction Act of 2005 each provided a way for the US government to reimburse hospitals for meeting specific quality measures.12 These laws marked the transition from paying for quantity of healthcare services to quality of services by instituting a new program for physician reimbursement using Value Based Purchasing. The Affordable Care Act of 2010 (ACA) under Section 300(a), and the Social Security Act under Section 1886(o) specified that the Secretary of the Department of Health and Human Services (HHS) must establish a reimbursement policy for participating inpatient hospitals that was partially based upon quality rather than entirely on quantity.9,12 Value Based Purchasing was the program chosen for this purpose and began to apply to all CMS payments for services provided as of October 1, 2012.13

At the present time, Value Based Purchasing applies to more than 3,000 subsection (d) hospitals located throughout the 50 states and the District of Columbia.12 Generally speaking, subsection (d) hospitals are institutions that are not psychiatric, rehabilitation, children’s, or long-term stay facilities.14

In addition to the US government’s implementing Value Based Purchasing through The Affordable Care Act, many state governments as well as several large corporations and insurance companies have begun to experiment with performance based reimbursement programs.15,16 It is anticipated that over time, as value based strategies demonstrate cost savings, more commercial health plans and state Medicaid programs will move to implement them as part of their reimbursement methods.7,17
1.2 HOW VALUE BASED PURCHASING WORKS

According to a revolutionary report from the Institute of Medicine (IOM) entitled, Crossing the Quality Chasm, in order for health care in the US to improve, it must become patient-centered.6 In the report, the IOM stated that health care should include,

care that is respectful of and responsive to individual patient preferences, needs, and values, and ensure that patient values guide all clinical decisions.6, p40
Various studies have shown the positive effect that patient satisfaction can have on the post-operative well being of a person after surgery.19 For example, Fremont, et al. found that patients who reported higher patient satisfaction with their hospital experience after suffering an acute myocardial infarction had better post-operative outcomes at one and twelve months compared to patients who had an unfavorable experience.20,21 Furthermore, patient satisfaction has a direct effect on the bottom line for healthcare institutions. A study of northeast Ohio hospitals showed that institutions with patient satisfaction in the 90th percentile had a 33% increase in volume while those who had patient satisfaction in the 10th percentile had a decrease of 17%. Malpractice lawsuit rates in these hospitals also went down significantly with increased patient satisfaction.18

Value Based Purchasing is a reimbursement initiative that is centered on the idea of pay-for-performance. In VBP, healthcare providers are reimbursed for the services that they render based on two sets of criteria, or “domains.”12 The first domain is called “Clinical Process of Care” and measures the healthcare provider’s performance on a list of clinical criteria.22 Examples of Clinical Process of Care criteria include giving a patient who has suffered a myocardial infarction appropriate fibrinolytic medication within 30 minutes of arrival in the emergency room, and ensuring that surgery patients are given an antibiotic within one hour before surgery to help prevent an infection.23

The second domain is called “Patient Experience of Care” and measures the healthcare provider’s performance on areas of patient satisfaction, or in other words, how happy patients are with the treatment they receive.12,24 Examples of Patient Experience of Care criteria include effective communication with doctors and adequate pain management.25 The criteria for each domain are set by CMS and are based upon areas that the organization deems relevant and in need of improvement. As more healthcare providers sufficiently comply with the criteria, CMS may change the components of the domains to better reflect areas that need to be improved upon.22 Originally, there were 17 quality measures for the Clinical Process of Care domain and eight quality measures for the Patient Experience of Care domain. Currently, there are 13 and eight measures, respectfully.23,25,26 Complete lists of the current Clinical Process of Care domain and the Patient Experience domain are found in Tables 1 and 2 respectfully.


Medicare payments make up the majority of federal health care spending and are estimated to increase from 16% to 20% of the federal budget by 2016.2,7 Reimbursement for Value Based Purchasing is budget neutral for the government and it is estimated that VBP payment reform will reduce Medicare spending by more than $200 billion over the next 10 years by withholding payments from non-compliant participants.7 Commercial insurance companies that institute VBP into their policies will likewise see savings as the healthcare industry makes the gradual shift to fee-for-value service. Because approximately 40% of the current patient mix at the average hospital is Medicare, it is important that healthcare institutions understand the manner in which VBP works.7

When a healthcare institution submits a Diagnosis-Related Group, or DRG, to the government for services provided to Medicare patients, a percentage of the reimbursement fee is withheld.27 When VBP was initiated, 1% of the reimbursement for a DRG was withheld. In 2015 that withholding will increase to 1.5% and will increase to 2% by 2017.24 Initially, 70% of reimbursement withholdings were based on the healthcare institution’s performance on Clinical Process of Care criteria and 30% of reimbursement withholdings were based on the institution’s performance on Patient Experience of Care criteria.22 In other words, if the hospitals or healthcare providers fail to perform effectively in either of the domains, they will not receive back the 1% of the DRG withheld from the initial claim. While 1% is seemingly minuscule at first consideration, a deeper inspection of the statistics shows that this amount has the potential to add up to great savings (or loss) to individual healthcare companies.28 This is especially true as the withholding amount increases over time. As an example, consider Intermountain Healthcare (IHC), a chain of 22 hospitals in the mountain west region of Utah and Idaho. Patient services revenues (minus provision for bad debt) for IHC in FY 2013 was approximately $2.3 billion.29 If IHC’s payer mix is 40% Medicare and Medicaid, that means it received nearly $920 million in reimbursement from the government for services rendered to Medicare and Medicaid patients. When 2% of DRG payments are withheld from IHC in 2017, there may potentially be more than $18 million at stake for the corporation.


As time progresses, CMS will work other domains into Value Based Purchasing.9,27 In FY 2014, the domain of Outcome Mortality will be added, which will evaluate healthcare institutions on criteria such as acute myocardial infarction 30-day mortality rate and pneumonia 30-day mortality rate.30 The Clinical Process of Care domain will be reduced from 70% of DRG withholding to 45% and the Outcome Mortality domain will be make up 25% of the withholding. The Patient Experience of Care domain will remain at 30% of withholding. In FY 2015, the domain of Efficiency will be added into VBP and will evaluate the amount of Medicare spending per beneficiary.24,30 The percentage of the DRG withholding will be as follows: Clinical Process of Care domain 20%, Patient Experience of Care 30%, Outcome Mortality domain 30%, and Efficiency domain 20%.30 Complete lists of the proposed Outcome Mortality domain and the Efficiency domain are found in Tables 3 and 4 respectfully. It is very important to note that while the percentage of reimbursement withheld for the Clinical Process of Care, Outcome Mortality, and Efficiency domains varies from year to year, the Patient Experience of Care domain will remain at, or around 30% of the DRG withholding. This is CMS’s attempt to emphasize the importance of patient satisfaction in quality health care. The Centers for Medicare and Medicaid Services’ official statement found in Frequently Asked Questions Hospital Value-Based Purchasing Program states:

While CMS recognizes that patient experience of care as reported through patient surveys is inherently subjective, CMS also believes that delivering high-quality, patient-centered care requires careful consideration of the patient’s experience.12

It is obvious that as CMS progressively institutes the program of Value Based Purchasing, a major emphasis will be placed upon the Patient Experience of Care domain. The dilemma lies in the government’s ability to fairly and accurately assess patient satisfaction with medical treatment. In order to determine the general level of satisfaction in relationship to the general health care experience, patients are queried via the Hospital Consumer Assessment of Healthcare Providers and Systems, or HCAHPS, survey.12,27 HCAHPS is a 32 question survey that incorporates the eight quality measures of the Patient Experience of Care domain.26 The HCAPS survey is given randomly to patients between 48 hours and six weeks after their hospital discharge and is administered in four different formats: mail survey, telephone survey, mixed mail and telephone survey, and Active Interactive Voice Response (IVR).26,31 Initially developed in 2005 for the purpose of improving health care quality through public transparency, the survey has been endorsed by the National Quality Forum (NQF), the Hospital Quality Alliance (HQA), and the Federal Office of Management and Budget.31 A 2005 independent study by Abt Associates Inc. commissioned to determine the benefits and costs of HCAHPS concluded that the survey was “key” to CMS’ institution of Value Based Purchasing.31,32 


The overarching goal of Value-Based Purchasing is to increase the quality of American health care. By participating in VBP programs, healthcare institutions can incentivize their providers to strive more diligently to meet and exceed their patients’ wants and needs. With this dramatic change in reimbursement policy taking place across the country, it would be prudent for healthcare institutions and providers to determine what kinds of concerns their patients have in relation to the services they are receiving. With 41% of decisions about choosing a healthcare provider based upon non-clinical factors, it is clear that those institutions that make the necessary changes to meet their patients’ needs will be the ones who thrive in the new health care arena.18 
2.0  METHODS: collecting the data

Anesthesia is an aspect of modern medicine that many patients fear. Post-operative pain, nausea, and vomiting along with other less desirable side effects can cause many patients to delay or refuse surgical treatment. Fear of the unknown, a feeling of vulnerability, and lack of proper communication with the anesthesia provider can contribute to the apprehension of any patient. In an effort to better serve their patients and thereby perform optimally in Value Based Purchasing, anesthesia providers need to be aware of what patients need and want before they are prepped for surgery. They also need to be attuned to the concerns that patients have about waking up from general anesthesia and the subsequent recovery period that follows. 


A focus group study was proposed to discover, in general terms, what patients want with regard to their anesthesia experience. Information from a focus group study can help to more specifically determine the needs and wants of patients undergoing general anesthesia and thus give healthcare providers a starting point from which to approach better value based medicine in the realm of anesthesia.
2.1 THE POWER OF FOCUS GROUPS

Focus groups are a qualitative method of obtaining information from research participants concerning a topic of interest. Focus groups have been utilized in research since the 1920s and 1950s when they were used to examine the way people reacted to wartime propaganda.34 In the 1980s, the use of focus groups gained mainstream popularity as a means of gathering information as researchers used them  to discover people’s feelings about sensitive subjects such as contraception and AIDS.35

Focus groups are different from surveys or one-on-one interviews. Focus groups allow a dynamic of discussion between participants as guided by a skilled moderator where in-depth feelings, opinion, and experiences can be shared. David L. Morgan described focus groups as being useful,

when it comes to investigating what participants think, but they excel at uncovering why participants think as they do.35, p25
As focus group participants explain what they think and why they feel the way they do to other participants, researchers are able to document the motivation behind people’s opinions concerning a specific topic.36,37 The information gleaned from a focus group can often be used as a stepping stone by others as a basis for further qualitative or quantitative research studies. The results of a focus group can be very useful for consultants and lawmakers in the creation of public policies, especially health-related policies.38
2.2 THE GENERAL ANESTHESIA FOCUS GROUP

The purpose of this focus group was to find out the specific fears and concerns that participants experienced undergoing general anesthesia and what steps could be taken to make general anesthesia more reasonable. Exempt status for the research project was received from the University of Pittsburgh’s Institutional Review Board under section 45CFR 46.101(b)(2). With IRB approval, participants for two focus group studies were recruited. This was done in the following three ways: 1) IRB approved flyers were posted in various buildings and hospitals around the University of Pittsburgh; 2) During the pre-operative interview, patients undergoing general anesthesia were invited to participate by anesthesia residents from the University of Pittsburgh School of Dental Medicine Department of Dental Anesthesiology; 3) Patients of the University of Pittsburgh School of Dental Medicine who had undergone general anesthesia at the dental school within the past three months were contacted via phone and invited to participate. Participants were offered a $25 gift card and a catered meal as compensation for their time and effort.


In order to qualify for participation in the focus group study, a person must have met these eligibility criteria: 1) The patient must be 18 years old or more. 2) The patient must have undergone general anesthesia in the past. 3) The person must be able to remember the experience of general anesthesia and be willing to converse with others about the experience.


After the recruitment period was completed, two focus groups were organized. The first consisted of ten people and was held in a conference room at the University of Pittsburgh on a Friday afternoon. The next group consisted of eleven people in the same conference room on a Saturday morning. The participants included both male and female adults of various age groups and from several different racial backgrounds. People of various economic status, religious beliefs, and educational experience were present. As a whole, the focus groups represented a smattering of people from all walks of life with the single commonality of having undergone general anesthesia.


Each focus group lasted 90 minutes and was led by a trained facilitator from the University of Pittsburgh Graduate School of Public Health. A recorder was also present who documented non-verbal aspects of the discussion. Two digital voice recordings were made of each session, which were later erased after they were transcribed. All information regarding both focus group studies was stored on a secured, password-protected computer. The necessary steps have been taken to ensure complete anonymity of the participants of each focus group.


During each focus group, the facilitator asked the participants the following five questions: 1) Prior to your surgery, what was your greatest concern about getting general anesthesia? 2) What did you do to handle the concerns or fears that you had about getting general anesthesia? 3) What did the doctor, dentist, nurse, anesthesiologist, etc. do to help you with your concerns? 4) After the surgery was over and you came out of general anesthesia, what was your experience? How did that compare with your pre-operative concerns? 5) If you could tell your doctor, nurse, anesthesiologist, etc. anything about your experience, what would it be? What would make it a better experience? What would you change?


With the dialog from both focus groups transcribed into a written format, the process of analyzing the data was begun. In order to do this, a codebook was made of special words that could be used to indentify similar themes as they were revealed in the text. For example, when a focus group participant shared a positive experience about general anesthesia, the codeword “+EXPER” was written in the margin. When a participant shared a negative experience, the codeword “–EXPER” was written in the margin. “COMMU” was used to identify any thought concerning the need for better communication. “FEAR” was used to identify any thought concerning a patient fear. After similar themes were identified in the text, a word processing document was used to group all of the common themes together. For example, all of the dialogue that dealt with negative experiences and that had been tagged with the “-EXPER” codeword were grouped together. This allowed a thorough comparison of different participants’ point of views. It provided a format in which commonalities could be teased out of narrative and then synthesized into meaningful themes. Data, that from the outset was a little disjointed, became clear and easy to understand.

3.0  results: what patients want

The setting of the focus group allowed the participants in this study to freely share their thoughts and feelings regarding their anesthesia experience. As would be expected, there were diverse opinions shared; some participants reported that their anesthesia event was largely positive, while others’ experience was much less so. 
Participants in each focus group shared a multitude of different thoughts, feelings, and experiences about general anesthesia. While the variation in experience was certainly clear to see, it also became quickly evident that major themes existed.
3.1 Question 1: Prior to your surgery, what was your greatest concern about getting general anesthesia?
To begin the focus group, the facilitator asked each of the participants to share what their greatest concern was previous to undergoing general anesthesia. Participants’ concerns varied widely; however, many had fears centered around waking up before the procedure was finished, the length of time of the procedure, and not feeling well after the procedure:

I’ve seen news specials about people who wake up in the middle of a procedure...I was worried about that.

My fear was just, how long were they actually going to need to keep me under.

I was nervous that something would go wrong.

My concern was not feeling well when waking up.


One participant in the first focus group, while discussing his fears of post-operative nausea and vomiting illustrated the point that better communication would have helped him when he said, 

I was basically heaving, but really, really violently. And I think I would want to talk to the anesthesiologist a little more in depth about how my body would react.


Another participant highlighted the importance of the anesthesia provider in resolving concerns about pain: 

I got anesthesia done for arthroscopic surgery. They couldn’t give me anything to help with the pain before, so it was hours that I was in a lot of pain. The anesthesiologist was very reassuring, like very comforting, and that was when I started to feel better.


As each of the focus group sessions unfolded, the importance of a positive relationship with and good communication between the anesthesiologist and the patient became clear. As will be elucidated in the responses to the remaining four questions of the sessions, patients as a whole tend to have a better experience with anesthesia when they feel that their anesthesia provider cares about them.
3.2 Question 2: What did you do to handle the concerns or fears that you had about getting general anesthesia?
The second question that was posed to each of the focus groups centered around what the participants did to deal with the concerns that they had about undergoing anesthesia. Two patterns of coping emerged from both of the focus groups: 1) reliance upon religious beliefs, and 2) seeking reassurance from their anesthesiologist.


After examining the results of the focus group it was calculated that nearly 40% of the participants referenced their faith and/or the strength they received from praying prior to their surgery to help them cope with their fears and anxiety.


Many patients take religion and spirituality very seriously in the face of general anesthesia and/or undergoing medical procedures. Some are very frightened and find peace and comfort through turning to their God:

With anesthesia...I pray. It’s a praying thing. It’s either, I’m going to be lost during the process, go to God, or everything’s going to work out fine.

I definitely pray. I put myself in God’s hands instead of the doctor’s, but ask God to bless their hands.

I trusted in my Lord and Savior, and I asked my Lord and Savior to guide the doctors. And everything always went well.


The other motif that emerged in the discussion on coping was the need or desire for participants to receive reassurance from their anesthesiologist. Most participants admitted that they actively sought consolation through communicating with their anesthesia provider. It was very evident that those patients who were able to effectively communicate with their anesthesia provider felt more at ease with the prospect of undergoing general anesthesia than those patients who were denied provider reassurance. Two experiences that were shared concerning this subject warrant repeating here. 


In the first, a participant told about an anesthesia provider who did not seem interested in answering her questions. The participant was amazed that the provider did not know her name, but even more concerning was the sense of disconnect that the provider portrayed. 

I told her my experience…it did not really seem to faze her a whole lot. 

It was evident that the participant was dissatisfied with her communication with her provider; she did not receive the reassurance that she needed to cope with her concerns about undergoing general anesthesia.


The second experience was much more positive, all because an anesthesia provider reassured the patient. This participant related the experience of delivering her son via cesarean section and the way that her anesthesiologist communicated with her. 

The anesthesiologist who tried very quickly to get me anesthetized so they could get my son out was wonderful. A wonderful lady. Calming, and literally took my hand in her face and was like, ‘Just look at me. You don’t want to look at anything else.’ ...they knew it was a critical situation, so she was right there.


Most participants acknowledged that anesthesia providers and surgery teams are very busy and have much to accomplish in a short amount of time. However, from a patient’s point of view, being busy is not an excuse for not being human. Phrases like “there’s a detachment,” “there wasn’t emotional support,” “you see them maybe a minute,” and “does anybody care?” all reveal that patients need the personal side of treatment.

3.3 Question 3: What did the doctor, dentist, nurse, anesthesiologist, etc. do to help you with your concerns?
In the third question, participants were asked what the doctor, dentist, nurse, or anesthesiologist did specifically to help them cope with their concerns about undergoing general anesthesia.


One of the themes that emerged was the desire to have the anesthesia provider explain the process of general anesthesia and what to expect from the experience. There were two separate camps of thought concerning this topic. Some participants wanted their anesthesiologist to explain every single step of the process in detail. Others wanted to have only generalities explained, worrying that specific details would cause more stress. 


One participant summarized the feelings of those who desired to know more of the details of the anesthetic by saying, 

Explain everything in detail. Just explain every step, the process, in a non-arrogant [way]...just talk me through it completely. 

Another patient pointed out the perceived benefit from increased knowledge: 

I think knowing minimized uncertainty. The more information that people get, I think that it does minimize the uncertainty. 


One of the participants had a medical background and was somewhat aware of the medications that were involved in inducing general anesthesia. This particular patient related how comfortable it made her feel when her anesthesiologist reviewed the induction drugs with her. She told her anesthesiologist, “I’m not familiar with that drug.” She stated that the anesthesiologist “would tell me what the effect would be,” adding that the information “definitely helped me.” 


In contrast, those who did not necessarily want more information seemed to shy away from the knowledge based upon the severity of the operation and the length of the anesthetic:

I think my comfort level with more knowledge or less knowledge directly would be corresponded to what I was having done. 

If the risk is high, you almost don’t want to know that it’s high.

I’m okay with not knowing everything. Just give me the basics and I can go from there...that would scare me if I knew every little thing that someone’s doing.


Another theme that emerged while discussing the third question was the importance of good bedside manner. Focus group participants commented many times on the brief amount of time that anesthesia providers spend with their patients prior to surgery. Nearly every comment on this subject revealed how important it was to participants to have an anesthesia provider who was kind, personable, and caring enough to tailor their conversations to the patient’s individual needs.


The following statement by one of the participants was representative of the concern held by many of the others:

You meet with your surgeon if you’re having surgery in an office visit prior to the actual procedure. You’re not meeting with your anesthesiologist in their office prior to the procedure.


To illustrate the negative effect of never having met the anesthesiologist before, a participant made this comment: 

This person strolls in, looks at your chart, talks to you for two-and-a-half minutes, and boom. And then maybe you might see them in post-op, but it depends. 

When asked by the facilitator if the participant felt like anesthesia providers were not compassionate, the same participant replied, 

I don’t know about compassionate as much as just more detached, like functional. You are patient number twenty-three on today’s roster. 

The participant admitted that if he met the anesthesiologist on the street, he wouldn’t even recognize him because the anesthesiologist passed through his life so briefly. Similarly, another participant complained, 

I think that is especially true of anesthesiologists, that you barely get to talk to them, so you worry, like, do they even care?


Another participant contrasted two experiences with different anesthesia providers: 

I had a male the first time, for my first surgery, who was very friendly. He actually said my name when he came in. But I had a female the second time who did not know my name. When I asked her a couple of questions, probably what I’d asked [the other anesthesiologist] before, and I told her my experience, it didn’t really seem to faze her a whole lot.


Those participants who felt that their anesthesia provider’s bedside manner was helpful described their preoperative encounters in the following ways:

They knew that I was there for that procedure. It...made me feel like, ‘[Name], now I’m concentrating on you.’

They did a very good job of making me feel comfortable. The anesthesiologist...was very calm and explained exactly what was going on.

I will never forget that woman. I am still singing her praises twenty years later, because she took the time to realize that this was a very unique case and she made that connection.


Other telling quotes:

I think sometimes they’re not quite warm and fuzzy.

I wondered whether or not he even realized what had happened.

I’d like to know that they’ve taken enough time to get to know that I’m a person.

You [would] feel better if you feel like you’ve made a connection.

I would say that they [the anesthesiologist] probably need to have better bedside manner than your physician...because you may have only seen them once. Your life is depending more on them than the doctor. 

3.4 Question 4: After the surgery was over and you came out of general anesthesia, what was your experience? How did that compare with your pre-operative concerns?
The fourth question posed to focus group participants centered on their post-operative experience as they emerged from general anesthesia. In modern medicine, anesthesia is often delivered in multiple different settings. For instance, most advanced surgeries are performed in a hospital setting. Examples of these surgeries would be cardiac and neurosurgeries, obstetrics, and organ transplant surgeries. Often times, more routine surgeries such as plastic surgery, ENT procedures, podiatric procedures, and minimally invasive orthodpedic surgeries can be performed in ambulatory surgery centers (ASCs). Finally, private offices such as dental offices will often perform in-house surgeries for their patients. Anesthesiologists are utilized to deliver minimal, moderate, and deep sedation as well as general anesthesia in all of these medical settings.


Participant responses in each of the focus group sessions can be grouped into two kinds depending on the situation. The first situation centered around those recovering in the Post Anesthesia Care Unit (PACU) of the hospital. The second situation centered around those who recovered from anesthesia in smaller ASCs and private offices. 


One of the most evident concerns revealed about hospital PACUs was a feeling of insufficient privacy. The PACU of most hospitals is a large room that is partitioned into smaller spaces by sliding curtains. The curtain partitions serve as “walls” around individual patient beds. The setup of the PACU allows nurses and doctors to monitor several patients simultaneously. It also allows easy access to those patients in the shortest amount of time possible. This aspect of post-operative care that the PACU setup makes possible is essential in the critical minutes and hours directly after surgery. After patients are stabilized sufficiently in the PACU, they are usually either discharged from the hospital or admitted to a room for a longer stay. 


Participants in both focus groups felt that the traditional setup of the hospital PACU sacrificed patient privacy. Many commented on the embarrassment that they felt when overhearing the private doctor/patient conversations taking place in close proximity to where they were recovering. Those participants likewise expressed concern about other patients being able to hear the conversations that they were having with their doctor or nurse. One patient described her concerns of privacy by sharing the following experience:

I remember just hearing people kind of moaning, and I was like, ‘I can’t listen to this, I gotta get home.’

Another shared this experience: 

It’s a really weird place to be in because you hear all these other people talking, and you hear people who are in pain on the other side, and people asking them what their pain level is, like one to ten. So it’s kind of freaky because you’re like, I just want to be peaceful and maybe with my family, or at least if I’m going to be on my own, like not around a bunch of people who are freaking out.

A different woman talked about the shame of having others see her: 

In the post-op room, after I had my right ovary removed, I remember waking up in the room. It was a line - maybe four beds here and there was four beds over there. I was fairly open, I mean, I was covered but I remember waking up and then looking over. Katy corner to me, there was a man back there, and I just felt like, oh my gosh, this so awkward, I feel so out of sorts now. I just felt so uncomfortable.”


It is clear that many patients have concerns with the lack of privacy surrounding the hospital PACU. However, the most common post operative worry expressed by participants who recovered from anesthesia in private settings like a dental or oral surgeon’s office centered around the feeling of being rushed by doctors, nurses or support staff to leave the office. Many small offices are not required by law to have a dedicated PACU where patients can recover. The patient is often times recovering directly in the operatory or similar setting like a dental chair. Such a space is rendered useless to the doctor or surgery team; it cannot be used for another procedure while it is being occupied by a recovering patient. Many times, other patients are scheduled to have procedures performed in the location where a patient is waking up; it is therefore important to the office to move the recovering patient as soon as safely possible. Participants in the focus groups felt that they were asked to leave too quickly.


Relating the experience of waking up from having wisdom teeth removed in an oral surgeon’s office, a participant said, 

I was surprised how long I was there. And then I was out, like in the car, pretty shortly after that. There was maybe five minutes of just chill, get yourself together, enough that you can be dragged out. So I slept in the car on the way back.

This participant contrasted the recovery in a PACU to the recovery in a small office: 

I’ve had both outpatient and inpatient. And I had an outpatient experience where they gave me a lot of anesthetic. I’m a pretty little person, and then they sent me out the door, and I felt like it took the entire rest of the day just to even be awake and coherent. They just sent me out the door. Sometimes with inpatient you feel like they...gave me more time to recover and they were there to help me along the way. But outpatient, especially this one experience, I just really felt like I was kind of sent out the door. I’m like, ‘Wow. I should be more awake than this.’


Another participant shared a similar experience of feeling rushed to leave, when her adult son had outpatient knee surgery. 

He was so groggy and he just wasn’t ready to go and I’m thinking, how am I going to get him home (we have steps to get to the house). They wanted him to go because they needed to close and it was time for him to get ready to go home.

3.5 Question 5: If you could tell your doctor, nurse, anesthesiologist, etc. anything about your experience, what would it be? What would make it a better experience? What would you change?
The last question put to each focus group provided an opportunity for each of the participants to share what they want from the anesthesia experience. Nearly every participant had something different that they would disclose to their anesthesiologist. However, almost every one of the replies dealt with the need or desire to communicate each specific issue more effectively with their anesthesia provider. Most of what participants would say to their anesthesiologist would not be an issue if the provider had taken sufficient time to communicate and resolve concerns beforehand. For instance, one participant, concerned about post operative nausea and vomiting said, 

Yeah, I’d talk to the anesthesiologist if I had to undergo general anesthesia again, ‘I never want to throw up. Do something, take something else.’


One participant shared what he and his father, who had had many general anesthetics in the past, would pass on to the anesthesiologist. 

My dad was a diabetic and he had a lot of surgeries. I remember, he took a very long time to wake up. So I guess that’s kind of just what I expected as being normal, at least, for our family. But it is definitely something that he would tell his anesthesiologist, and I would tell mine as well, that it would take maybe a little bit longer to wake up than normal.


A woman spoke of a complication that one of her sons had with anesthesia that required him to be taken from an ambulatory surgery center via ambulance to a hospital emergency room. She related that, 

It would have been nice if someone would have just given me a little more instruction like ‘Here’s what you need to know [about the complication] and here’s what we need to be careful of.’ It’s really important to educate parents or loved ones; what to expect and what to look for, so they can be prepared.


When responding to what would make the anesthesia experience better, one woman said, 

I know they’re not my mother, my father, my husband, but I just [want] someone to care, just for that little while before I [go] under, just show me that somebody’s [there] with me through this. It’s the emotional part. There [isn’t] emotional support in the midst of it.
4.0  discussion: the human side of anesthesia

At the beginning of this project, it was assumed that most of the concerns that people had with general anesthesia revolved around side effects inherent to the process. It was anticipated that most of the participants in the focus group would share fears about complications that are well known in the field of anesthesia, namely, post operative pain, post operative nausea and vomiting (PONV), death, heart attack, stroke, and nerve injury.39 When the data from the focus groups was analyzed, these common fears were discovered along with a multitude of others. With such a wide variety of concerns expressed about general anesthesia by such a relatively small group of people, it was initially tempting to assume that there were no similarities; that each person’s fear was individual to their own experience. However, it soon became clear that most participants’ concerns, what ever they were, had a single commonality. It was apparent that most concerns either were, or could have been, sufficiently resolved by their anesthesia provider if the provider took the opportunity to do so. For instance, many of the previous quotes from patients, if examined closely, center around concerns that could be resolved by better communication. In other words, it seemed as though what the participants really wanted was someone who could provide the human side of anesthesia; someone who could compassionately listen and show concern, someone who could answer their questions and reassure them in spite of their uneasiness.

Throughout each focus group session, participants shared example after example that illustrated their need to communicate with their anesthesiologist in an intimate manner. Patients who were fortunate enough to connect on a personal level with their anesthesia provider more often felt that they were better able to cope with the concerns and challenges of general anesthesia.

Recall the previously recounted story of the woman who was having an emergency cesarean section. Her words were very telling:
The anesthesiologist who tried very quickly to get me anesthetized so they could get my son out was wonderful. A wonderful lady. Calming, and literally took my hand in her face and was like, ‘Just look at me. You don’t want to look at anything else.’ ...they knew it was a critical situation, so she was right there.

Not surprisingly, she was the same participant who shared the gracious compliment about her anesthesiologist:

I will never forget that woman. I am still singing her praises twenty years later, because she took the time to realize that this was a very unique case and she made that connection.

It also became plainly evident that patients do not want to be treated the same as every other patient that an anesthesia provider sees on a given day. Participants specifically stated that they too often felt like a number; like livestock being herded in orderly fashion into the corral of the operating room or recovery area.

This person strolls in, looks at your chart, talks to you for two-and-a-half minutes, and boom. And then maybe you might see them in post-op, but it depends. 
I don’t know about compassionate as much as just more detached, like functional. You are patient number twenty-three on today’s roster. 
I think that is especially true of anesthesiologists, that you barely get to talk to them, so you worry, like, do they even care?

Patients crave individualized attention. They want anesthesia providers to approach their case as if it were the first and only case of the day. This desire became evident in the discussion about how each participant preferred to have the information concerning general anesthesia presented to them. Recall that there were two camps of thought concerning the dissemination of pre-operative information and instruction: The first group of people desired to have the specifics of anesthesia described to them in detail. The second group, fearing that too much information would cause undue stress, preferred only to be told of the procedure in generalities. 

After analyzing both of these opinions it became clear that anesthesia providers could serve both types of patients by tailoring their explanations to the individual patient. While this seems obvious, it means that anesthesia providers need to take the time necessary to evaluate their patient and determine what kind of patient they are dealing with. Does their patient need to have an in-depth explanation, or do they need a summary? The anesthesia provider needs to get to know the patient well enough so that they can tailor their message appropriately.

Clearly, patients who feel that knowing the details of their anesthesia will help them to minimize their uncertainty or answer their questions would benefit from an in-depth discussion with their anesthesiologist appropriate to the situation. A specific example from the focus group of this type of disposition was the participant who had a medical background and was aware of some of the drugs that were going to be administered during the procedure. This type of patient obviously would benefit from a detailed discussion that used more medical related terms than a patient who has little or no medical training.

An example from the focus group that illustrates the opposite camp, or those who want to be told very little about the procedure, was voiced by the patient who said: 

I’m okay with not knowing everything. Just give me the basics and I can go from there...that would scare me if I knew every little thing that someone’s doing.
These observations correlate with recently published data concerning how much information should or should not be given to patients during informed consent.19
It is important to most patients that they develop a relationship with their healthcare providers. This is as essential for anesthesiologists as it is for any other doctor. Even though anesthesia providers have a relatively short interaction with the patient, they can have a profound positive or negative effect upon that person. An anesthesiologist’s bedside manner is important, because it is the means by which he or she can develop that coveted physician-patient relationship.

Anesthesia providers who make the effort to get to know their patients and learn about them are the same providers who are better able to avoid negative post-operative problems. Patients’ concerns of feeling rushed after emerging from anesthesia coincide closely with many of their pre-operative concerns, namely, the concern of lack of communication with their anesthesia provider. Providers that take the time to help their patients understand the timing of post-operative discharge beforehand will most certainly avoid having patients who feel rushed or pushed to leave after waking up.

Anesthesiologists are under a tremendous amount of pressure; the demands of modern medicine include not only diligence and keen attention to detail, but also encompass adherence to a rigorous schedule and the requirement to communicate effectively with all sorts of different kinds of people on a continual basis. It was evident throughout the focus group studies that the participants were very grateful for their anesthesia providers. The participants all knew that their anesthesiologists were capable and hardworking. Many of them commented on the confidence that they had in their anesthesia provider and the trust they were willing to place in that provider. When asked what they would tell their provider about their anesthesia experience, most of the participants’ replies dealt with the need or desire to communicate each specific issue more effectively with their anesthesia provider. Most of what participants would say to their anesthesiologist would not be an issue if the provider had taken sufficient time to communicate and resolve concerns beforehand. As stated before, what patients want is more attention to the human side of anesthesia.
5.0  conclusion
The landscape of American health care is a continuous scene of change. There are many serious issues that must be resolved such as the ever increasing expense of government supported medicine and the need for patient-centered, or quality-based treatment. Under the Affordable Care Act, the Centers for Medicare and Medicaid Services has instituted the practice of Value Based Purchasing to rein in health care costs and bring transparency and accountability to the industry. Value Based Purchasing is the bridge that will bring health care in the United States from a paradigm of production-based medicine to one based on quality. Value Based Purchasing will help healthcare providers to pay attention to and center their planned treatment around what is best for the patient. Value Based Purchasing will also give a credible voice to what patients want and need; it will help providers to put more emphasis on patient satisfaction.


As patients leave the hospital or other location where they have received anesthesia, they will be asked to fill out an HCAHPS survey in which they report on the quality of healthcare services that they received. A good anesthesiologist who cares for and effectively communicates with his or her patients can greatly impact the way that an HCAHPS form is filled out. It is likely that patients who are not satisfied with their anesthesia experience will be more apt to reflect that negatively on the survey. Healthcare institutions that perform better on their Patient Experience domains as a result of positive HCAHPS scores will be reimbursed at a higher rate for the services that they provide. With state Medicaid programs and commercial insurance companies following the example set by the federal government with Value Based Purchasing, it looks as if quality-based reimbursement is the trend of the future.


In the realm of anesthesia, patients have a wide variety of concerns about the risks that they face and the negative side effects of treatment. The two focus groups that were conducted at the University of Pittsburgh helped to tease out and synthesize these concerns into generalities. Broadly stated, patients want a relationship of trust with their anesthesia provider in which communication about the anesthetic procedure is tailored to their specific need. Patients crave the reassurance and consolation that only a caring anesthesiologist can give. Those providers who took the time to counsel with their patients before surgery and comfort their patients in their individual concerns invariably had patients that were more pleased and satisfied with their treatment. What do patients want? They want their anesthesia provider to pay more attention to the human side of anesthesia. They want to know that their anesthesia provider cares.
APPENDIX: TABLES
Table 1: Clinical Process of Care Domain

	#
	Aspect of Clinical Care

	
	Acute myocardial infarction

	1
	Heart attack patients given fibrinolytic medication within 30 minutes of arrival

	2
	Heart attack patients given PCI within 90 minutes of arrival

	
	Heart failure

	3
	Heart failure patients given discharge instructions

	
	Pneumonia

	4
	Pneumonia patients whose initial emergency room blood culture was performed prior to the administration of the first hospital dose of antibiotics

	5
	Pneumonia patients given the most appropriate initial antibiotic(s)

	
	Surgical Care Improvement Project

	6
	Surgery patients who were taking heart drugs called beta blockers before coming to the hospital, who were kept on the beta blockers during the period just before and after their surgery

	7
	Surgery patients whose doctors ordered treatments to prevent blood clots after certain types of surgeries

	8
	Patients who got treatment at the right time (within 24 hours before or after their surgery) to help prevent blood clots after certain types of surgery

	
	Health care associated infections

	9
	Surgery patients who are given an antibiotic at the right time (within one hour before surgery) to help prevent infection

	10
	Surgery patients who are given the right kind of antibiotic to help prevent infection

	11
	Surgery patients whose preventive antibiotics are stopped at the right time (within 24 hours after surgery)

	12
	Heart surgery patients whose blood sugar (blood glucose) is kept under good control in the days right after surgery

	13
	Surgery patients whose urinary catheters were removed on the first or second day after surgery
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Table 2: Patient Experience of Care Domain

	#
	Aspect of Hospital Quality
	Brief Explanation

	1
	Communication with nurses
	This means nurses explained things clearly, listened carefully, and treated the patient with courtesy and respect.

	2
	Communication with doctors
	This means doctors explained things clearly, listened carefully, and treated the patient with courtesy and respect.

	3
	Responsiveness of hospital staff
	This means the patient was helped quickly when he or she used the call button or needed help in getting to the bathroom or using a bedpan.

	4
	Pain management
	This means the patient’s pain was well controlled and hospital staff did everything they could to help.

	5
	Cleanliness and quietness of hospital environment
	This means the patient’s hospital room and bathroom were kept clean and the area around the patient’s room was quiet at night.

	6
	Communication about medicines
	This means the staff told patient what the medicine was for and what side effects it might have before they gave it to the patient.

	7
	Discharge information
	This means the hospital staff discussed the help patient would need at home and patient was given written information about symptoms or health problems to watch for during recovery.

	8
	Overall rating of hospital
	Shown as percentage of patients whose overall rating of the hospital was '9' or '10' on a scale from 0 (low) to 10 (high).
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Table 3: Outcome Domain

	#
	Measure Description
	FY
2013
	FY
2014
	FY
2015
	FY
2016

	1
	Acute Myocardial Infarction 30-Day Mortality Rate
	No
	Yes
	Yes
	Yes

	2
	Heart Failure 30-Day Mortality Rate
	No
	Yes
	Yes
	Yes

	3
	Pneumonia 30-Day Mortality Rate
	No
	Yes
	Yes
	Yes

	4
	Complication/Patient safety for selected indicators 
	No
	No
	Yes
	Yes

	5
	Catheter-Associated Urinary Tract Infection
	No
	No
	Yes
	Yes

	6
	Central Line-Associated Blood Stream Infection
	No
	No
	Yes
	Yes

	7
	Surgical Site Infection - Colon Surgery
Surgical Site Infection - Abdominal Hysterectomy
	No
	No
	No
	Yes


30
Table 4: Efficiency Domain

	#
	Measure Description
	FY
2013
	FY
2014
	FY
2015
	FY
2016

	1
	Medicare Spending Per Beneficiary
	No
	No
	Yes
	Yes
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