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Abstract
Background: This paper describes a 10-year survey cycle, reflecting the changing attitudes to the

Anaesthetic Post-Operative Visit (APOV) for both staff and patients, within the University Hospital of
Wales. The aim of this survey was to gain insight into what importance the patients and staff associate
with the APOV.

Methods: In 2000 and 2010 four groups of hospital staff associated with APOV: anaesthetists, recovery
staff, ward nurses and patients, were surveyed. The anaesthetist’s survey included data regarding service
requirement, recovery input, full time presence of an anaesthetist in recovery, category of patients, the
timing of APOV and the patient’s perception on our role as anaesthetists. The recovery and ward nurses
were surveyed regarding the category of patients and optimal timing of APOV. The recovery staff were
also asked about the presence of an anaesthetist in recovery to help with postoperative care. The patient
questionnaire involved previous experience of APOV, timing for this visit and their general impression on
the role of an anaesthetist.

Results: In 2000, only 28% of our anaesthetists considered that all patients should be seen postope-
ratively; this percentage decreased to an even lower 13% in 2010. The ideal timing for an APOV from the
view of the patient, ward staff and anaesthetist was unchanged, at 24 h postoperatively. Reassuringly, in
2010, 80% of the surveyed patients were seen postoperatively compared to 33% in 2000. However, in
2000, 100% of patients would have preferred to see the same intraoperative anaesthetist for their APOV;
this fell to 73% in 2010. Only 42% of our patients understood the role of the anaesthetist in their care and
this remained unchanged for 2010 (40%).

Conclusion: APOV performs a vital role in patient satisfaction but also in the development of a
universal understanding amongst staff and patients on the role of the anaesthetist in perioperative care.
This survey shows this understanding evolving within the University Hospital of Wales and is used as a
discussion point for the current role and evidence-base practice of APOV.
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Introduction
The Anaesthetic Post-Operative Visit (APOV) has

been the subject of discussion and change from the
revised consultant contract in 2003 through to revised
guidance by the Royal College of Anaesthetists
(RCoA) on postoperative care in 2009 [1].

In 2000 a survey was taken of staff and patients
within the University Hospital of Wales. The survey
was designed to look at different viewpoints on the
APOV. Patients, recovery staff, ward nurses and anaes-
thetists answered questions on a tick box questionnaire.
The survey was repeated in 2010, as the emphasis of
the APOV has changed dramatically over the past 10
years. The National Confidential Enquiry in Patient
Outcome and Death (NCEPOD) published the results
of their enquiry in 2002. Surprisingly, their document
does not mention anaesthesia as a speciality influencing
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Methods
In 2000 and 2010 we surveyed four groups:

Anaesthetists, Ward staff, Recovery staff and Patients.
Each person surveyed received a tick box paper
questionnaire which was completed and returned to a
specified collection point. The survey consisted of both
open and closed questions to enable direct comparisons
between the four groups.

Anaesthetists were represented by all grades. The
survey included 14 questions and was handed directly
to anaesthetists over a one week period. The com-
pleted survey was placed in a collection box in theatre.
The anaesthetists were asked whether the APOV
should be a service requirement, issues regarding
anaesthetic recovery input, category of patients to be
visited, ideal timing for this visit and the anaesthetist
who should perform the APOV (Appendix 1).

To survey the recovery staff, a box containing the
forms was left in recovery for one week; 20 surveys
were completed in 2000 and 31 in 2010. The recovery
staff were asked 8 questions about the benefit of having
a regular anaesthetist in recovery, incidence of situ-
ations in which an anaesthetist was urgently required
in recovery and admission and discharge issues
(Appendix 2).

Over a one week period, we surveyed 20 ward
nurses in 2000 and 50 ward nurses in 2010. The ward
nurses questioned were experienced in postoperative
patient care and were not from Intensive Care Unit or
High Dependency Unit. The survey was handed direc-
tly to the nurses on the ward, who filled in five questions
and returned the completed form to us. We asked their
views on the need for a regular APOV, extra associated
nurse workload and the timing of the visit (Appendix 3).

Over the course of one week, 26 patients in 2000
and 20 patients in 2010 were surveyed. The ward nurses
handed surveys to postoperative patients and left the
completed forms for us to collect. Only patients on
adult wards on their second post-operative day were
surveyed. Seven questions were asked about their view

postoperative patient care [2]. However, the postope-
rative anaesthetic review is known to increase patient
satisfaction [3] and is felt by the Royal College of
Anaesthetists (RCoA) to improve patient safety and
quality of care [1]. The anaesthetists benefit from the
APOV in terms of their satisfaction, morale and recog-
nition of their complex role within perioperative care
[4]. The APOV visit helps ward staff to administer
directed postoperative care and avoids delays in
recognition of complications. For such an important
part of our work as anaesthetists, APOV warrants
further recognition and research.

Results
The results have been expressed as percentages

for the purpose of comparing the survey in 2000 and
2010. In 2000, 48 anaesthetists answered the survey,
50 answered in 2010.

Anaesthetists (n = 48 in 2000 and n = 50 in 2010)
In 2000 50% of responses were from consultants;

this increased slightly to 64% in 2010.
In answer to which patients should be reviewed in

recovery, 30% of anaesthetists in 2000 considered that
all patients should be reviewed in recovery, this
percentage increasing to 60% in 2010. Other categories
of patients such as major surgical cases, ASA > 3,
paediatrics or surgical emergencies were relatively
unchanged from 2000 to 2010.

In 2000, 40% of our anaesthetists considered that
the anaesthetist in charge should be consulted prior to
discharge of a patient from recovery, this decreased
to 28% in 2010. In 2000, 66% of our anaesthetists
would have liked to have a specially designated
anaesthetist in recovery. The ratios were reversed in
2010 with 76% feeling this was not necessary.

Already in 2000, 23% of the anaesthetists saw the
APOV as an entity to be recognised in their service
requirement. With the advent of the new consultant
contract in 2003, preoperative assessment and APOV
became a recognised service requirement. Most anaes-
thetists indicated that the ideal timing for the APOV
was within 24 hours of leaving recovery, this increased
from 48% in 2000 to 70% in 2010. Few anaesthetists
felt that an APOV was warranted beyond this time
frame (19% in 2000 and 6% in 2010).

When asked which patients should be seen in the
first 24 hours, the opinions in 2000 were undecided:
21% wanted all patients to be seen, 20% considered
that only patients who had anaesthetic complications
should be reviewed, 8% considered only intraoperative
emergencies, 18% major surgical cases, 18% ASA >
3, 8% paediatrics and 7% special requests from the
ward. In 2010, the results were similar, 35% of anaes-
thetists agreeing that all patients should be reviewed
in the first 24 hours.

Almost all anaesthetists agreed in 2000 and 2010
that patients and ward staff would benefit from APOV
(100% and 98% respectively).

Finally in 2000, 57% of anaesthetists thought that
the anaesthetist involved in the case, whether junior or
senior, should perform the APOV, increasing to 85%

of the anaesthetist, experience of previous APOV and
potential benefits, ideal anaesthetist and preferred
timing for the APOV (Appendix 4).
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Recovery staff (n = 20 in 2000 and n = 31 in 2010)
Recovery staff were consulted on discharge arran-

gements; little has changed from 2000 to 2010. 64%
of staff considered that the anaesthetist should be con-
sulted prior to discharge in 2010, similar to 58% in 2000.
A quarter of the recovery staff (26% in 2000 and 24%
in 2010) agreed that a patient could be discharged
without consultation with an anaesthetist. By com-
paring our survey results from 2000 to 2010, it was
clear there was an increased confidence within the
Recovery staff: 53% in 2000 compared to 19% in 2010
were asking for help daily. None of the recovery staff
in 2000 and 2010 marked that they never asked for
help from an anaesthetist. The idea of having a regular
anaesthetic presence in recovery was embraced by
94% in 2000, this remaining high at 71% in 2010.

Ward staff (n = 20 in 2000 and n = 50 in 2010)
In 2000 and 2010 all of the ward staff agreed that

certain patients should receive an APOV. Whilst 38%
in 2000 and 21% in 2010 felt all patients should be
reviewed, the remaining staff considered that patients
should be reviewed only under special circumstances.
These special circumstances were anaesthetic com-
plications (19% in 2000 and 33% in 2010), ward referral
(20% in 2000 and 24% in 2010) and patients who had
received major surgery (22% in 2000 and 23% in 2010).
The vast majority of ward nurses in 2000 (100%) and
2010 (92%) felt that the best time for an APOV was
within the first 24 h of surgery.

In 2000, 65% of ward staff felt that the patient would
benefit from an APOV; similar results were obtained
for 2010 at 72%. The majority of ward staff did not
see the APOV as being an extra burden on their
workload (100% in 2000 and 90% in 2010).

Patients (n = 26 in 2000 and n = 20 in 2010)
The perception of the anaesthetist amongst patients

was if anything worse: 58% in 2000 and 60% in 2010
viewed the anaesthetist as a person who ‘puts them
off to sleep for surgery’ as opposed to a doctor who
ensured their wellbeing in the perioperative period.
Despite this, 77% of our patients in 2000 would like to
have been seen by an anaesthetist in the postoperative
period. This fell slightly to 64% in 2010. Of concern
were 11% of patients in 2000, increasing to 18% in
2010, not wanting to see an anaesthetist postopera-
tively.

In terms of the timing of APOV, 84% of the patients
surveyed in 2000 indicated they would like to be seen

within 24 hours of their surgery; there was a slight
decrease in 2010 to 73%.

All (100%) of our patients in 2000 and 73% in 2010
would have liked to be seen by the same anaesthetist
involved in their intraoperative care. However, of
concern, in 2010, 18% of patients did not want an
APOV and 9% felt any anaesthetist would be suitable.

In 2000 only 33% of patients said they had an
APOV; this percentage increased to 80% in 2010.

Despite the fact that two thirds of patients were
unaware of the role of the anaesthetist in their postope-
rative care, 70% of them would have liked an APOV
because they felt a positive impact of this visit.

This survey showed the agreement of almost all
questioned anaesthetists on the benefits of APOV,
especially for the high risk patients within the first 24
postoperative hours, even if ward and recovery staff
have an increased confidence in dealing with postope-
rative patients.

Discussion
In Australia, Lee et al. demonstrated an association

between postoperative complications requiring inten-
sive care input and patients of a high ASA grade who
received surgery outside of normal working hours. This
association was not so evident if high risk patients
received an early APOV [5].

Anaesthetists, despite their workload, have the ideal
skill set and disposure to act as perioperative clinicians.

Higgins et al. in 1996, whilst discussing cardiac sur-
gery, considered the postoperative respiratory and
cardiovascular management a continuation of intraope-
rative anaesthetic care [6]. The authors would consider
this applicable to all surgical specialities.

The Association of Anaesthetists in Great Britain
and Ireland (AAGBI) acknowledge this in their guide-
lines of September 2002 on ‘Immediate post-
anaesthetic recovery’. These guidelines have been
revisited in March 2013, with the association publishing
a summary consisting of 13 statements to modernise
and create a consensus on the role of the Post
Anaesthetic Care Unit (PACU). The new guidelines
re-iterate the need for the PACU to be placed in close
proximity to theatre for access and review from
surgical and anaesthetic staff [7].

In an American patient survey by Tarazi et al.,
APOV was considered by the patients as the second
most important factor after friendliness of the operating
room staff. The APOV scored higher than manage-
ment of postoperative pain, smooth induction and
avoidance of delays [8].

In a recent study, Royse et al. quantified five post-
operative domains as predictors of patient satisfaction,
using the postoperative quality of recovery scale. The

in 2010. Interestingly, in 2000, 32% felt that the APOV
should be performed by a designated team. This idea
had fallen from regard to 8% in 2010. Only 11% in
2000 and 7% in 2010 felt that any anaesthetists should
undertake this task.
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only measured predictor of patient incomplete satis-
faction was pain or nausea [9].

These results were mirrored in Ireland, with Laffey
et al. concluding that patients’ knowledge of periope-
rative care is limited and novel educational approaches
are required to increase basic medical knowledge [10].
Our study also reflected in 2010 the same lack in
patients education related to the role of the anaesthetist.
In Germany, Dinkel et al. showed that up to 51% of
the patients do not appreciate the importance of the
anaesthetist; however, ironically, 77% of patients con-
sidered the postoperative anaesthetic visit essential [11].

In a study from Holland, van Wijk et al. demonstrated
that 30% of the patients were more afraid of
anaesthesia than surgery and approximately the same
percentage were not visited postoperatively. Van Wijk
concluded that a routine postoperative interview using
a preformed questionnaire could assess and improve
the quality of anaesthesia [12]. A survey from Canada
by Matthey et al. showed patients were more afraid
of awareness, brain damage or death in relation to
anaesthesia, compared to more realistic risks such as
pain or vomiting [13]. This data is supported by an
American survey from Klafta et al., showing that
particularly younger surgical patients have distinct
anaesthetic-related fears, especially in relation to
awareness or not regaining consciousness [14].

However, Zvara et al. demonstrated that repeated
APOV do not improve the public image of the anaes-
thetist or patient confidence in anaesthetic services
[15]. In a French study from Asehnoune et al., exhaus-
tive information about anaesthesia was not wanted by
the majority of patients [16].

There is increasing international data indicating that
an APOV may decrease postoperative mortality and
morbidity as a result of prompt diagnosis and treatment
of postoperative complications. APOVs result in better
postoperative analgesia, are of clear benefit for reco-
very and ward staff and may improve the public
appreciation of anaesthesia as a speciality.

As referred to in a recent paper from Grocott et al.
[17], there is no question that the role of the anaesthetist
is expanding, and this needs to be accepted. There are
1.5 million surgical procedures per year [18], however
less than 1:50,000 mortality is caused by anaesthesia
[19, 20]. Postoperative complications are recognised
as a main determinant of postoperative survival [21].
Our survey shows that the APOV is viewed by the
majority of patients, anaesthetists, ward staff and reco-
very staff as an essential component of anaesthetic
care.

Following the European Surgical Outcomes Trial
(EuSOS) a recent paper entitled ‘Mortality after
surgery in Europe’ was published. The paper’s con-

clusion states that there is “both the need and potential
to implement measures to improve postoperative
outcomes” [22].

The 21st century patient, despite a relative lack of
anaesthetic knowledge, demands higher standards of
safety and comfort in anaesthesia. Surgical patients,
despite advances in anaesthesia, express a fear of
anaesthesia above that of their surgical procedure.
Suboptimal management factors in relation to APOV
include excessive workload, dependence on other
medical teams, lack of staff, pressure on hospital beds,
on-call commitments, multiple site working.

Our survey showed the APOV as an evolving
service. The revised consultant contract in 2003 recog-
nised the APOV as a service requirement. The RCoA
recognises the importance of the APOV in the revised
guidelines on postoperative care. The RCoA recognises
and identifies categories of patients who should be
reviewed within 24 hours of leaving the recovery unit.
The APOV is a qualitative indicator of our work, offers
job satisfaction, improves the public image of
anaesthesia and enhances patients’ satisfaction with
our service.

Conclusion
We consider that APOV performs a vital role in

patient satisfaction but also in the development of a
universal understanding amongst staff and patients on
the role of the anaesthetist in perioperative care. This
survey shows this understanding evolving within the
University Hospital of Wales and is used as a discussion
point for the current role and evidence-base practice
of APOV.
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Vizita anestezică postoperatorie – un studiu
ciclic asupra atitudinii personalului medical
şi a pacienţilor la interval de o decadă

Rezumat
Scop: Acest articol descrie un studiu ciclic la un

interval de 10 ani, reflectând modificările atitudinii faţă
de vizita anestezică postoperatorie (VAPO) în Spitalul
Universitar al Ţării Galilor din Cardiff. Obiectivul
acestui studiu a fost estimarea importanţei conferite
de pacienţi şi personalul medical pentru VAPO.

Metodă: În 2000 şi 2010 am studiat 4 grupuri repre-
zentative în raport cu VAPO, alcătuite din: anestezişti,
personal de la sala de trezire/reanimare, personal din
secţie şi pacienţi. Fiecare grup a fost chestionat în
legătură cu experienţa proprie legată de VAPO. Anes-
teziştii şi asistentele au fost rugaţi să completeze un
chestionar privitor la influenţa VAPO asupra pro-
gramului de serviciu şi asupra potenţialelor beneficii
ale VAPO. Pacienţii au fost chestionaţi în legătură cu
experienţele anterioare referitoare la VAPO, cu mo-
mentul optim de desfăşurare a acesteia şi impactul pe
care VAPO îl are asupra tratamentului postoperator.

Rezultate: În 2000, 28% din anesteziştii noştri con-
siderau obligatorie VAPO pentru toţi  pacienţii, dar
acest procent a scăzut la 13% în 2010. Momentul optim
al VAPO din punct de vedere al anesteziştilor, asis-
tentelor şi pacienţilor a continuat să rămână prima zi
postoperatorie, atât în 2000, cât şi în 2010. Este încura-
jator faptul că 80% dintre pacienţii chestionaţi în 2010
au fost văzuţi postoperator de către un anestezist, faţă
de 33% în 2000. Dacă în 2000, 100% din pacienţi ar fi
preferat să fie văzuţi postoperator de către anestezistul
care le-a asigurat anestezia, în anul 2010 această
preferinţa a scăzut la 73%. Doar 42% dintre pacienţii
noştri au înţeles în 2000 complexitatea rolului aneste-
zistului în tratamentul perioperator, iar acest procent a
rămas practic neschimbat în 2010 (40%).

Concluzii: Studiul nostru a reflectat modificarea
percepţiei personalului mediu şi a pacienţilor nu numai
asupra VAPO, dar şi asupra importanţei anestezistului
în actul medical. Acest studiu este folosit ca punct de
plecare într-o dizertaţie despre rolul actual al VAPO,
completată cu dovezile din literatura de specialitate.

Cuvinte cheie: postoperator, vizită, anestezist,
studiu
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Appendix 1. Survey on APOV by anaesthetist
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Survey on Anaesthetic postoperative visits 
 

Dear Colleague, 
 

Please would you be so kind as to spend a few minutes of your time answering the questions regarding the postoperative visit. 
 

1. What is your position? 
a. Consultant 
b. Registrar / ST3-7 
c. ST 1-2 
 

2. Do you consider the postoperative visit to be part of your contract? 
a. Yes 
b. No 
c. Don’t know 

 

3. Considering the increased workload for anaesthetists, should postoperative visits be a service requirement? 
a. Yes 
b. No 
c. Yes but only as specially designated session for pre/post op visiting 

 

4. When do you think it is most appropriate to see patients postop? 
a. In recovery 
b. Within the first 24 hrs 
c. After 24 hrs 

 

RECOVERY 
 

5. Which patients should be reviewed in recovery? 
a. All 
b. None 
c. Only Emergencies 
d. Only under 16 year olds 
e. Only Major surgery 
f. Only ASA 3 or 4 
g. Only patients with complications 

  

6. Should the anaesthetist in charge of a patient be consulted before the patient is discharged from recovery? 
a. Yes 
b.  No 
 

7. Should there be a designated anaesthetist for recovery? 
a. Yes 
b.  No 
 

8. Should the recovery nurses collect patients from theatre? 
a. Yes 
b.  No 

 

9. What is your opinion about intubated patients being brought to recovery? 
a. Should never happen (inappropriate) 
b. Only in emergencies 
c. Should happen on a regular basis 

 

ON THE WARD 
 

10. Which patients should be seen by an anaesthetist within the first 24hr postoperatively? 
a. All 
b. None 
c. Only Emergencies 
d. Only under 16 year olds 
e. Only Major surgery 
f. Only ASA 3 or 4 
g. Only patients with complications 
h. Only patients for which the ward calls for assistance 

  

11. Which patients should be seen after the first 24hr postoperatively? 
a. None 
b. All 
c. Patients with complications 
d. Only the ones for which the ward calls for assistance 

 

12. Do you think the patient and ward nurses would benefit from an anaesthetic postop visit? 
a. Yes 
b. No 
c. Only in certain circumstances 

 

13. Who should see these patients? 
a. Senior anaesthetist in charge of the case                    
b. Junior anaesthetist involved in the case 
c. Any Senior anaesthetist 
d. Any Junior anaesthetist 
e. Specifically designated anaesthetic team (similar to pain team).       

 

14. What do you think is an acceptable time for an anaesthetist to wait with the patient in recovery till a recovery nurse can take over 
the patient’s care 

a. < 5 min 
b. 10 min 
c.  20 min 
d. > 30 min 
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Appendix 2. Survey on APOV by recovery staff

Survey on Anaesthetic postoperative visits 
 

Dear Recovery Staff, 
 

Would you be kind enough to tick or circle the answers you consider the most appropriate (there can be more than one answer) 
and then return the completed questionnaire to the special tray provided. 
 

1. Do you feel that recovery staff should consult the anaesthetist in charge of a patient’s case before the patient is returned 
to the ward? 

a. Yes 
b. No 
c. Only Emergencies 
d. Only under 16 year olds 
e. Only Major Surgery 
f. Only ASA 3 or 4 
g. Only patients with complications 

 

2. Do you consider that the anaesthetist in charge of a patient’s care should review his/her patient in recovery before they 
are discharged to the ward? 

a. Yes 
b. No 
c. Only Emergencies 
d. Only under 16 year olds 
e. Only Major surgery 
f. Only ASA 3 or 4 
g. Only the ones with complications 

 

3. How often do you need to ask for help from an anaesthetist (on call or passing by) because the anaesthetist in charge of 
the patient is not available? 

a. Several times per day 
b. Several times a week 
c. Very rarely 
d. Never 

 

4. Do you think that the recovery staff would benefit from the regular presence of an anaesthetist specifically designated to 
cover recovery? 

a. Yes 
b. No  

 

5. What is your opinion about intubated patients being brought to recovery? 
a. Should never happen (inappropriate) 
b. Only in emergencies 
c. Should happen on a regular basis 

 
 

6. Should recovery nurses collect patients from theatre? 
a. Yes 
b. No 

 

7. Do you think the involvement of an anaesthetist in discharging patients from recovery would? 
a. Prolong their stay in recovery 
b. Shorten their stay in recovery 
c. Make no difference 

 

8. What do you think is an acceptable time for anaesthetist to be with the patient in recovery till recovery nurse can takes 
over the care of a patient? 

a. < 5 min 
b.    10 min 
c.    20 min 
d. > 30 min 
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Appendix 3. Survey on APOV by ward staff

Appendix 4. Survey on APOV by patient

Survey on Anaesthetic postoperative visits 
 

Dear Patient, 
 

This is a short questionnaire, we would be grateful if you would complete it, in order to help improve our practice. 
Please tick/circle the answer that suits you the most. 
 

1. What do you think an Anaesthetist is? 
a. Junior doctor 
b. Junior Surgeon 
c. A Doctor in charge of your well being during and after surgery 
d. A doctor that puts you to sleep/sticks needles in your back 
e. A nurse 

 

2. Would you like to be visited postoperatively by an anaesthetist? 
a. Yes 
b. No 
c. I don’t know 

 

3. Have you had an operation before and stayed in the hospital for at least one night after operation? 
a. Yes 
b. No 

 

4. If you answered Yes to question 3, were you seen by an anaesthetist after your operation? 
a. Yes 
b.  No 

 

5. Do you think the visit by anaesthetist after your operation 
a. had a positive influence on your care 
b. had a negative influence on your care 
c. did not make a difference 

 

6. When do you believe is the most appropriate time to be seen by an anaesthetist after your operation? 
a. immediately after 
b. within the first day 
c. after first day 
d. never 

 

7. If you would have the choice, who should see you? 
a. the same anaesthetist 
b. another anaesthetist 
c. nobody from the anaesthetic department 

 

Survey on Anaesthetic postoperative visits 
 

Dear Ward Staff, 
 

We would be very grateful if you could fill in this short questionnaire with regards to anaesthetic postoperative care.  
Please tick or circle the one answer which seems most appropriate and return the completed questionnaire in the special tray 
provided.  
 

1. Do you think the anaesthetist in charge a particular case should visit the patient postoperatively? 
a. Always 
b. Never 
c. Only in certain circumstances 

 

2. Do you feel the ward staff would benefit from such a visit? (Pain control, fluids, drug charts and general management 
reviewed) 

a. Yes 
b. No 
c. Only in certain circumstances  

 

3. Would it be an extra burden on the ward staff? 
a. Yes  
b.  No 

 

4. When do you think is the best time for a postoperative visit by an anaesthetist? 
a. Immediately after the patient returns to the ward 
b. Within the first 24 hours 
c. Within the first 48 hours 
d. Never 

 

5. Which patients should be seen postoperatively? (more than one can be circled) 
a. None 
b. All 
c. Only Emergencies 
d. Only under 16 year olds 
e. Only Major surgery 
f. Only ASA 3/4 
g. Only patients who have anaesthetic complications 
h. Only patients which you decide should be seen by an anaesthetist 
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