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AbstrAct
Objective Patient experience is one of the three pillars of 
quality in healthcare; improving it must be a key aim if we 
are to make the overall quality of the healthcare we provide 
better.
Methods We devised a quality improvement project 
to improve the patient experience of elective surgery. 
We conducted surveys of patients and assessed their 
experience by using semistructured interviews and patient 
questionnaires. We gathered data about their overall 
satisfaction, fasting times and their communication with 
staff. We used this information to inform strategies aimed at 
improving patient experience.
Results Our initial results showed that patients who 
had their operations later in the day were significantly 
less likely to report a positive experience. We found the 
main reasons for this were long waiting times, poor 
communication and prolonged fasting. We implemented 
changes over ‘Plan, Do, Study, Act’ cycles, including 
(1) staggering patient arrival times, (2) introducing the 
concept of the 'Golden Patient', (3) having a single point of 
contact on the day surgery unit to communicate between 
theatre staff and patients, (4) using the WHO checklist 
to finalise list order, and (5) altering patient information 
letters to include the possibility of a wait on the day of 
surgery.
Conclusion This project increased the percentage of patients 
reporting an ‘Excellent’ or ‘Good’ experience from 65% 
to 96%. In addition to improving our patients' experience, 
our project has also delivered shorter waiting times, better 
dissemination of information and fewer patients reporting 
hunger or thirst.

Problem
Patient experience is one of the three pillars 
of quality in healthcare.1 2 If healthcare 
organisations are to improve the quality of 
care they provide; then efforts to improve 
their patients’ experience must be integral to 
any quality improvement plan.

Improved patient experience is not only 
linked to increased satisfaction; there is 
evidence that organisations which emphasise 
this have better outcomes in terms of patient 
safety and clinical effectiveness, the other 
two pillars of quality.3 Good patient expe-
rience is associated with a shorter length of 
stay, lower readmission rates and a lower cost 
per patient.4 5 ‘Ensuring that people have a 

positive experience of care’ is one of the 
five domains in the National Health Service 
(NHS) Outcomes Framework, which is a set 
of indicators that measure performance and 
is the primary mechanism of accountability 
in the NHS.6 It therefore follows that efforts 
made to provide a good patient experience 
are to the benefit of both the patient and the 
organisation.

Coming to hospital for elective surgery is 
undoubtedly a stressful time for many people. 
There is some evidence to show that patients 
with less anxiety before their surgery feel less 
pain postoperatively and their wounds may 
heal more quickly.7 8 When a poor service is 
provided, it costs more money and is linked to 
decreased staff satisfaction.9 One could argue 
that, as healthcare providers, it is our duty to 
strive to give our patients a good experience 
as part of our delivery of high quality care. In 
the paper, ‘High Quality Care for All,’ Lord 
Darzi states “Quality of care includes quality of 
caring. This means how personal care is—the 
compassion, dignity and respect with which 
patients are treated. It can only be improved 
by analysing and understanding patient satis-
faction with their own experiences.” 10 

If we are to improve the overall quality of 
the healthcare we provide, improving our 
patients’ experience must be one of our key 
aims; however, if we are to improve patient 
experience, we must first measure it. Previ-
ously, measurements of patient experience 
have not been considered as important as 
some other outcome indicators10 but, in a 
review of the subject, Manary et al state “the 
available evidence suggests that measures 
of patient experience are robust, distinctive 
indicators of health quality.”11

background
The Royal Free London NHS Trust is a large, 
acute trust in North London. It comprises 
three hospitals: the Royal Free Hospital 
(RFH), a large teaching hospital which 
performs approximately 11 500 elective 
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operations per year (personal communication from Mr S. 
Smith, 2016), and two district generals, Barnet Hospital 
and Chase Farm Hospital (CFH).

One of the Trust’s governing objectives is ‘to provide 
excellent experience for our patients and staff’ and one 
of its annual objectives is ‘to be in the top 10% of all 
providers for patient satisfaction and experience.’12 13

Our project focused on the RFH and the CFH sites 
because this is where the majority of elective surgery 
is performed. While there was anecdotal evidence of 
good patient satisfaction with our service, there had not 
been any in-depth fact-finding about what our patients 
really thought about their care.

The process on the day of elective surgery had been 
tailored primarily for the convenience of the staff. At the 
RFH, patients were typically asked to arrive at the hospital 
at 07:30, irrespective of the time of their operation and it 
was common for them to have fasted longer than neces-
sary,14 as is common in many hospitals.15

We developed a quality improvement (QI) project 
that would take an in-depth look at the experience of 
our patients and produce both quantitative and qualita-
tive results. We then used QI methodology to institute 
changes designed to improve the experience of elective 
surgery for patients at the Royal Free Hospital.

baseline measuremenT
In July 2015, we conducted a one-day survey of patients 
on the Day Surgery Unit (DSU) at the RFH.16 The 
patients surveyed were those scheduled to have general 
anaesthesia on an all-day theatre list which had at least 
two patients on it. We assessed the experience of those 
patients by using semistructured interviews and a patient 
questionnaire. Patients were asked questions about their 
overall satisfaction, fasting times and their communica-
tions with staff.

This baseline measurement found that 65% of our 
patients rated their experience as ‘Excellent’ or ‘Good.’ 
When results were analysed by time of day, we found that 
71% of patients who had their surgery before 12:00 rated 
their experience as ‘Excellent.’ However, of those who 
had their surgery after 1500, 80% rated their experience 
as ‘Average’ or ‘Poor.’ People having their operations 
after 15:00 were significantly more likely to report an 
‘Average’ or ‘Poor’ experience (p=0.01) (see figure 1).

design
The baseline data collection showed that the processes on 
DSU worked well for some patients, but poorly for others. 
Those who had their surgery very soon after arriving in 
the hospital had a more positive experience.

We went to the DSUs at the RFH and CFH and spoke 
to the patients about their experiences. As with the 
baseline surveys, we spoke to those who were scheduled 
to have general anaesthesia on an all-day theatre list 
which had at least two patients on it. We asked them to 
complete a questionnaire that would elicit quantitative 

and qualitative information about their experience of the 
elective surgical process.

We also conducted audio or video interviews with those 
patients who consented to this.

This information gave us insight into the reasons behind 
our patients’ experiences and we used this to devise and 
develop potential ways to improve the service. We fed 
back the information about our patients’ experience, 
including the video interviews, to relevant stakeholders 
such as the Theatres Strategy Group, the Anaesthetic 
Department and the DSU nurses. We collaborated with 
these stakeholders to make changes.

We used a series of PDSA (Plan, Do, Study, Act) cycles 
to improve patient experience in a strategy that included 
all team members in a multidisciplinary approach. PDSA 
cycles were implemented over a matter of weeks or 
months.

sTraTegy
Pdsa cycle 1: engaging the multidisciplinary team
We spoke to all the nurses on the DSU at the RFH site. We 
used a combination of written surveys and unstructured 
interviews, then analysed their comments and sugges-
tions about how to improve the patients’ experience on 
their day of surgery. We then presented the findings of 
both the patient and staff surveys to the Theatre Strategy 
Group, the Head of Nursing and the Anaesthetic Depart-
ment.

Working together, we agreed on the following actions.

staggering patient arrival times
Several patients told us that the long wait before their 
operation was the biggest issue that negatively affected 
their experience. Patients were asked to arrive at 07:30 
and some of them had to wait for more than eight hours 
on the DSU before their operation. We worked with the 
admissions staff to stagger arrival times so that patients 
who were to have their operations in the afternoon 
could arrive later in the day. List staggering was rolled 
out specialty-by-specialty over a period of months with 
the agreement of the surgical teams. By February 2017, 
the vast majority of surgical lists were staggered. The deci-
sion on how to stagger was left to the individual surgical 
teams. Some choose to have a simple morning/afternoon 
split (eg, morning patients arrive at 07:30 and afternoon 
patients arrive at 11:30), whereas others ask patients to 
arrive 3-hour time slots throughout the day.

The golden Patient
We have introduced the concept of the ‘Golden Patient.’ 
This means that the first patient of the day is identified 
before the day of surgery by the theatre bookings team 
and then ratified by the consultant surgeon. This patient 
is asked to come to the hospital 15 min earlier than the 
others so that they can then be changed, prepared and 
sent for in a timely fashion, thereby minimising knock-on 
delays for the rest of the day.
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single point of contact on dsu
Another significant problem we identified was the difficulty 
in communicating between theatres and the DSU. The staff 
in theatres would call one of several phones on DSU and 
find it difficult to speak to the correct nurse. We introduced 
the idea of a single point of contact. The DSU charge nurse 
would carry a portable telephone and would take all calls 
from theatres and then disseminate information such as the 
order of the list and which patients could be given a drink.

increasing the utility of the WHo checklist
Before the start of every operating list, the theatre team 
performs a ‘team brief’ as part of the WHO Safer Surgery 
Checklist.17 18 The team brief was used as an opportunity 
to finalise and ‘lock in’ the order of the patients on the 
list. This information, along with estimated start times, 
would be passed on to the DSU charge nurse. This meant 
that appropriate patients could drink something or leave 
DSU and return closer to their theatre time.

Our staff survey found that if there were was no phone 
call from theatres, some DSU nurses were unwilling to 

call and ask about theatre times. Following this, the senior 
DSU nurses provided some education to the DSU nurses 
to highlight the importance of knowing the list order and 
empower the DSU nurses to call theatres and request the 
list order and approximate theatre times. This enabled 
them to pass this information onto the patients and to 
give drinks as appropriate.

These actions represent major changes to the way 
patients are admitted and involved several people along 
the admissions chain. These changes took several months 
to implement.

Pdsa cycle 2: managing expectations
In April 2016, we repeated the patient and staff interviews, 
using the same methodology and questionnaire as before 
(see online supplementary file 1). Our aim was to see if 
there was any improvement in our patients’ experience 
and to observe whether any of the previously identified 
problems had been resolved.

We analysed the effects of list staggering and the 
‘Golden Patient’ and found that both these interventions 

Figure 1 Satisfaction scores in 2015 by time of day.
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made a positive contribution to our patients' experience. 
Waiting times were reduced: the percentage of patients 
waiting for more than 4.5 hours fell from 47% to 19%, 
and the percentage waiting for more than 6.5 hours fell 
from 27% to 0%. However, while some lists had staggered 
arrival times, others did not. We continued to work with 
the bookings teams and individual surgeons to increase 
the number of surgical lists that have a ‘Golden Patient’ 
and are staggered.

One problem was that if the ‘Golden Patient’ did not 
arrive in a good time for their admission, it had serious 
adverse effects on the running of the whole theatre list. 
To ameliorate this, the nurses on DSU began calling the 
‘Golden Patient’ the day before their operation to ensure 
that they were able to get to the hospital at the correct 
time.

We discovered that the information given to patients 
before they came to the hospital was not clear enough 
and did not mention the possibility of any sort of wait 
on the day of surgery. Our survey showed that half of the 
patients expected to have their operation within 2 hours 
of arrival at the hospital. To better manage our patients’ 
expectations, we have altered the patient information 
letters to state that there may be a waiting time before 
their operation. We identified pre-assessment clinic as 
an opportunity to set expectations before the day of the 
operation. We worked with the nurses in pre-assessment 
and now they raise the likelihood of waiting with patients 
before the day of their operation. Also, our colleagues 
have produced a video that explains the patient journey 
and mentions that there may be a wait. This video is on 
the Trust's website so that patients can view it before they 
come to the hospital.19

The data from the project were presented at the theatre 
staff’s clinical governance day with the aim of reinforcing 
the changes we have made. The Theatre Strategy team 
then performed a rolling series of ‘deep dive’ exercises in 
which they take a detailed look at the processes of each 
surgical specialty in turn. Staggering patients’ arrival on 
the day of surgery and identifying the ‘Golden Patient’ 
are now part of this process as they both improve patient 
satisfaction and increase theatre efficiency (see online 
supplementary file 1). 

resulTs
When quoted, p values are calculated using a web-based 
two-tailed Fisher’s exact test (https://www. graphpad. 
com/ quickcalcs/ contingency1/).

Our baseline data from the RFH in July 2015 showed 
that patients who had their operations later in the day 
were less likely to report a positive experience. We identi-
fied three main reasons for low satisfaction scores.

 ► Long waiting times. Nearly half (47%) of patients 
waited for more than 4.5 hours before surgery and 
27% waited more than 6.5 hours.

 ► Poor communication. There was a clear disparity 
between our patients’ expectations and what the 

staff knew the reality was likely to be. Forty-seven per 
cent of patients thought their operation would start 
within 2 hours of arrival. Furthermore, only 36% were 
informed of the likely start time of their operation.

 ► Prolonged fasting. All of the patients had not eaten for 
more than 10 hours and 62% had not had clear fluids 
for more than 6 hours before their operation. Both 
hunger and thirst scores were lower for those patients 
who had their operation before 12:00 compared with 
those who had their operation later in the day.

We implemented several changes during this project, and 
the overall percentage of patients reporting their experi-
ence as ‘Excellent’ or ‘Good’ increased from 65% in 2015 
to 93% in 2016 and to 96% in 2017.

When analysed by time of day, the results are as follows:
 ► For patients who had their surgery before 12:00, 

100% of patients rated their experience as ‘Excellent’ 
or ‘Good’ in 2015, and this stayed the same in both 
2016 and 2017.

 ► For patients who had their surgery between 12:00 
and 15:00, 64% of patients rated their experience 
as ‘Excellent’ or ‘Good’ in 2015. The results from 
2016 and 2017 showed improvement at 80% and 
89%, respectively.

 ► For patients who had their surgery after 15:00, only 
20% of patients rated their experience as ‘Excellent’ 
or ‘Good’ in 2015. This improved by 100% in both 
2016 and 2017.

In the 2015 cohort, when comparing patients who had 
their operation before 12:00 with those who had their 
operation after 15:00, those having their operation later 
in the day were statistically significantly more likely to 
report their experience as ‘Average’ or ‘Poor’ compared 
with ‘Excellent’ or ‘Good’ (p=0.01) (figure 1). In both 
the 2016 and 2017 cohorts, there was no statistically signif-
icant difference in the experience for patients having 
their operations before 12:00 and those who had it after 
15:00 (p=1.00) (figure 2).

A long waiting time before surgery was repeatedly 
mentioned by patients in their interviews as a factor that 
contributed to a poor experience. This project has deliv-
ered a significantly shorter waiting time for our patients. 
The percentage of patients waiting more than 4.5 hours 
fell from 47% in 2015 to 19% in 2016, and again to 7% in 
2017. The percentage with a very long wait of more than 
6.5 hours fell from 19% in 2015 to 0% in both 2016 and 
2017.

In addition, we looked at whether patients were made 
more aware of the time of their operation. In 2015, 36% 
of patients knew of the time of their operation. This 
improved to 47% in 2016, and 48% in 2017. This means 
that there is still work to be done to improve our commu-
nication with patients.

With respect to thirst, 36% of patients reported 
‘moderate’ or ‘severe’ thirst in 2015. This reduced to 29% 
in 2016, and 21% in 2017. Regarding hunger, 41% of 
patients reported ‘moderate’ or ‘severe’ hunger in 2015. 

https://dx.doi.org/10.1136/bmjoq-2017-000079
https://www.graphpad.com/quickcalcs/contingency1/
https://www.graphpad.com/quickcalcs/contingency1/
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This fell to 21% in 2016, and 18% in 2017. Notably, no 
patients reported ‘severe’ hunger in 2016 or 2017.

Some of the qualitative comments from patients are as 
follows:

“I’m a bit hungry, I suppose. And perhaps a bit 
more anxious than I would have been earlier in the 
morning, simply because I’ve been waiting all day—
and second because you’re thinking ‘I’ve got the 
same surgeons who have been doing operations for 
6 hours doing a job on me in a while.’” Patient A, 2015

“I think (the wait) is just bloody awful, really. They 
asked me to come up here at half past seven and I’m 
still waiting. They haven’t told me why… I just have to 
wait.’ Patient B, 2015

“(My overall experience) has been very good. 
Everyone seems really friendly and I’m quite pleased 
with it. If you ask questions, you get answers and that’s 
really good.’ Patient C, 2016

‘It’s been perfect, I’ve had no problems with the staff 
at all. The service has been excellent.’ Patient D, 2016

‘Very professional and pleasant experience. Thank 
you.’ Patient E, 2017

lessons and limitations
Engagement of multidisciplinary teams was paramount to 
this project. For example, to stagger the patients’ arrival 
times, coordination begins with the schedulers in the 
admission department and involves surgeons, anaesthe-
tists, preassessment nurses, managers and DSU nurses.

Our Trust is a large organisation and the large number 
of people involved posed several challenges. Some steps, 
such as changing patients’ admissions letters, took a 
long time to implement. Each step required a great deal 
of effort and goodwill. Sometimes, there was resistance 
to change; however, we found that once the benefits of 
change were demonstrated, people were more willing 
to engage with the project. This highlights the critical 
importance of giving feedback to the people involved with 
initiatives. Some work on this project remains ongoing, 
for instance, identifying the ‘Golden Patient’ remains a 
challenge on some lists and is the focus of further work.

One potential limitation was that the numbers of 
patients eligible for participation in our study varied. Our 
nurses report that they have more time to spend with 
each patient when there is a higher staff-to-patient ratio. 
However, the busiest day was in February 2017, which had 
the best satisfaction scores. This shows that our project’s 
changes are robust and lead to increased patient satisfac-
tion despite the ward being under more pressure.

Each PDSA cycle involved multiple interventions and 
large numbers of people. This is because the reasons that 
lead to a poor patient experience are multifactorial. The 
factors identified, such as long waiting times and poor 
communication have multiple causes. Also, the processes 
involved in making changes such as the ‘Golden Patient’ 
are long and complex. As such, rather than making a 
series of small changes and trying to measure their indi-
vidual effectiveness, we simultaneously made several 
changes with the aim of influencing the system as a whole. 

Figure 2 Satisfaction scores by time of day.
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We found this approach to be effective; however, it does 
mean that it is not possible to quantify the contribution 
that individual interventions made to the overall improve-
ment in patient experience.

Some of the interventions, such as list staggering, 
were introduced specialty-by-specialty basis. Our project 
measured the experience of all patients, not just those 
of a particular specialty, and this meant that some of the 
interventions did not fit neatly into a PDSA cycle.

conclusion
Quality improvement is at the centre of what our Trust is 
trying to achieve. One of the Trust’s annual objectives is 
to implement our organisation-wide approach to quality 
improvement in order to provide better services and 
better value for patients. The Royal Free London NHS 
Foundation Trust aims to be in the top 10% of all health-
care providers for patient satisfaction and experience.12

Coulter et al wrote that “Careful observation, measure-
ment, recording, interpretation, and analysis of patients’ 
subjective experiences are essential to appreciating what 
is working well in healthcare, what needs to change, and 
how to go about making improvements.”20

Our project has achieved its primary aim of improving 
overall patient experience. The percentage of patients 
reporting an ‘Excellent’ or ‘Good’ experience increased 
from 65% to 96%. By speaking to our patients and our 
staff, we were able to discover the reasons behind low 
satisfaction scores and use this information to focus our 
efforts on changes that were likely to be most produc-
tive. In this way, our project has delivered shorter waiting 
times, there are fewer patients reporting feeling thirsty or 
hungry and overall satisfaction has increased. The inter-
disciplinary workgroup was crucial in getting the input 
and engagement of the different teams involved in this 
process.

With our work so far, we have demonstrated how to 
make the experience of elective surgery better, but there 
are plenty of opportunities for continued improvement. 
Further review and data collection continue and it is 
hoped that by targeting the behaviours of the multidis-
ciplinary team and patients, we will continue to improve 
the experience of elective surgery for our patients.
Twitter @RFAnaesthesia
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