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ABSTRACT
INTRODUCTION  With local or regional anaesthesia being employed for more as well as more complex surgical procedures, an 
increasing number of patients remain fully conscious during their operation. This is generally perceived as being advantageous 
to the patient as less time is spent in hospital and the side effects of general anaesthesia are avoided. However, there is no di-
rect measure of the patient experience during ‘awake surgery’, in particular of which aspects of the process may be distressing.
METHODS  Seventy patients undergoing day case plastic surgery under local anaesthesia were asked to complete a short ques-
tionnaire immediately following their operation. This was designed to identify specific factors likely to either increase or reduce 
anxiety during surgery. The questionnaire was initially validated on a pilot group of ten patients.
RESULTS  Unsurprisingly, painful stimuli such as injections were identified as potential stressors. More interestingly, the data 
highlighted that some commonly used surgical terms such as ‘knife’ and ‘scalpel’ provoke considerable anxiety in the con-
scious patient. This varied according to age and sex with younger and female patients being most vulnerable. Other events 
identified as potential stressors, such as casual conversations and movements among theatre staff, were actually shown to be 
non-stressful and, in some cases, stress relieving.
CONCLUSIONS  Technical jargon used by surgical staff can elevate anxiety levels among patients who are awake for their opera-
tion. Careful consideration of the words we use may reduce this, particularly in female patients.

Technological and pharmacological developments and the 
expansion of day case surgery in modern surgical practice 
have resulted in increased use of local anaesthetic tech-
niques.1 As more complex procedures are performed under 
local or regional anaesthesia, an increasing number of pa-
tients remain fully conscious during their operation. Stud-
ies examining a broad range of surgical procedures suggest 
that having a procedure performed under local or regional 
rather than general anaesthesia is generally advantageous 
to the patient with reports of shorter hospital stays, reduced 
need for opiate analgesia post-operatively, lower complica-
tion rates, increased patient satisfaction and even a reduc-
tion in cancer recurrence.2–6 In addition, costs to the hospital 
may be reduced.7

Nevertheless, there is a paucity of information regard-
ing the overall patient experience during ‘awake surgery’. 
While an explanation of the type of anaesthesia and poten-
tial surgical complications is standard practice, specific in-
formation about the theatre environment can be left very 
much to the imagination. Despite this, we expect our pa-
tients to walk, often semi-clothed, into a room of strangers, 

lie motionless on a narrow table and, during their proce-
dure, be subjected to both detailed technical discussion and 
casual conversations among theatre staff.

There is little evidence in the available literature re-
garding which, if any, aspects of this process may be  
distressing. Anecdotally, however, among our own plastic 
surgery patients, certain aspects of the intra-operative expe-
rience have been identified as stressful. Examples of these 
include the surgical terminology used, movement and activ-
ity in the theatre and casual conversations among theatre 
staff.

It has been suggested that increased patient anxiety in 
the peri-operative period impacts detrimentally on both  
intra-operative risk8 and post-operative recovery.9 We there-
fore postulate that an attempt to identify and then reduce 
potentially stressful aspects of the operative process would 
have a positive impact on our patients, both psychologically 
and in terms of physical recovery. In this study we have at-
tempted to identify which aspects of the local anaesthetic 
process cause distress in our patients attending for minor, 
day case plastic surgery.
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Methods
Seventy-three patients undergoing elective, day case, local 
anaesthetic, non-cosmetic plastic surgery during August 
2010 were included in this study. Three were later excluded 
due to incompletely filled in questionnaires. All patients un-
derwent routine pre-operative counselling on the day of ad-
mission. The surgeons obtaining consent from the patients 

were not aware that the study was being carried out at that 
time although all had previously agreed to their patients be-
ing entered into the study. The study was approved by the 
local ethics committee. All responses were anonymous and 
participants were informed that their withdrawal from the 
study or a decision not to participate would not affect their 
care.

Patients were asked to complete a short questionnaire 
within 30 minutes of surgery. The questionnaire was ini-
tially validated on a pilot group of 10 patients. It used a com-
bination of direct, closed response answers, free text and 
a 5-point numerical rating (Likert-type) scale to measure 
anxiety where 1 represented ‘no anxiety’ and 5 ‘very anx-
ious’. This scale was applied to potential stressors identified 
previously from anecdotal comments made by patients un-
dergoing local anaesthetic procedures. Basic demographics 
(age and sex) were also collected.

The procedures performed represent a routine range of 
day case, elective, minor plastic surgery cases. Thirty-seven 
per cent of operations were on the upper limb, all of which 
were performed under tourniquet control. The remain-
ing 63% were principally excision of possible skin malig-
nancies. Two-thirds (61%) of these involved the head and 
neck region and 32% involved some kind of reconstruction  
(either a local flap or a skin graft).

Results
Of the 70 patients who completed the questionnaire, 43 
(61%) were women and 27 (39%) were men. The age range 
was 16–91 years with a median age of 61.

Only one patient stated that the general theatre environ-
ment made him or her anxious. A greater proportion (10%) 

Table 1  Level of anxiety provoked by surgical terms

1 
(no 
anxiety)

2 3 4 5 
(very 
anxious)

Knife 45 9 4 1 6

Blade 46 9 3 1 3

Scalpel 43 11 4 2 4

Scissors 51 8 1 1 1

Tenotomies 52 5 2 1 0

Skin hook 44 8 6 3 1

Cat’s paw 51 6 3 2 0

Forceps 51 6 2 1 1

Bone  
nibbler

45 6 4 4 2

Suture 54 5 3 1 1

Atraumatic 48 5 5 2 1

Clip 56 3 1 2 0

Mosquito 53 3 2 2 1

Artery 
forceps

45 4 6 3 3

Figure 1 Number of times each word was given a high anxiety score
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identified aspects of the operation itself as causing distress. 
The most commonly recorded source of distress was the in-
jection of local anaesthesic (6% of the total group). Other 
factors commented on were the use of a tourniquet (4% of 
patients undergoing hand surgery) and the distress caused 
by surgeons operating around the face (7% of patients un-
dergoing removal of head and neck lesions).

Patients graded commonly used surgical terms on a five-
point scale to identify words that were more likely to cause 
anxiety (Table 1). ‘Knife’ was rated as most alarming, close-
ly followed by ‘scalpel’, ‘bone nibbler’ and ‘artery forceps’ 
(Fig 1). In some cases, where more than one descriptive 
term for a surgical tool exists, the results indicate that use of 
a well recognised alternative may cause less anxiety. Only 
6% of patients scored the word ‘blade’ as causing significant 
anxiety compared with 11% for the word ‘knife’. Conversely, 
the term ‘artery forceps’ was identified as stressful by 10% 
of patients while the commonly used but slightly more am-
biguous alternative ‘clip’ only provoked anxiety in 2%.

When the results were broken down according to patient 
age, there was no consistent age related pattern. The low-
est mean number of high scores per person was 0.3 in the 
45–65 age group and the highest was 1.23 in the 25–45 year 
age group.

Considering the sex of the patient, women were far more 
likely to give higher anxiety scores related to surgical in-
struments than their male counterparts, comprising 76% of 
the total number of high scores given. This held true when 
allowance was given for the larger proportion of women in 
the cohort. Female patients gave an average of 0.91 high 
scores per person and men less than half of that (0.44).

In addition to specific questions relating to surgical instru-
ments, patients were also asked to score the stress inducing 
effects of background noise. In our theatre environment this 
relates principally to staff movements in the operating thea-
tre, casual conversations among theatre staff and low volume 
radio music. The results indicate that none of these factors 
had an appreciable impact on patient anxiety with less that 
2% of patients recording high anxiety scores. Furthermore, a 
small proportion of patients (3%) commented that listening 
to staff banter in theatre was actually comforting.

Discussion
Anxiety, an unpleasant state of unease or tension, is experi-
enced frequently by the pre-operative patient.10 Not only an 
unpleasant experience, anxiety can influence the volume of 
anaesthetic required, the safe maintenance of the patient 
intra-operatively and the success of the surgical procedure 
itself.8,10,11 This, in turn, impacts on post-operative recov-
ery and the development of emotional/anxiety states.8 It is 
therefore in the interest of all surgeons to identify the pre-
cipitants of intra-operative anxiety in order to reduce their 
well documented negative impact.

Unsurprisingly, our study identified that factors causing 
pain, such as the injection of local anaesthetic and the ap-
plication of an upper limb tourniquet, are most likely to pre-
cipitate anxiety. However, the numbers in both cases were 
small. Simple measures such as warming the local anaes-

thetic12 and using the smallest available needle guage13 have 
been well described and should always be used where pos-
sible to reduce discomfort.

The second most common cause of distress related to 
touching or covering over of the face. This experience is not 
limited to plastic surgical patients and has been documented 
previously in those undergoing ophthalmological surgery. 
The distress relates principally to a perception that surgery 
on the face impairs communication.14,15 Techniques that offer 
a clear alternative method of communication such as hand 
holding or a handheld buzzer can alleviate this anxiety.16

The importance of direct communication and informa-
tion provision in the alleviation of peri-operative anxiety is 
well documented.15,17–19 However, for patients undergoing 
conscious surgery, further, unwanted information may be 
communicated to them inadvertently in the form of both 
technical and casual conversations between staff. When 
facing surgery, patients exhibit heightened and focused at-
tention as well as increased susceptibility to suggestion. In 
this state, negative suggestion, usually words spoken unin-
tentionally, can aggravate anxiety, stress and pain.20

There is no information in the available literature re-
garding the effect of the specific surgical words used in 
theatre. However, patients awaiting minor gynaecological 
procedures experienced higher levels of anxiety when they 
were exposed to physically threatening words compared 
with neutral words.21 Further studies have noted an increase 
in patient anxiety at the sight22 or sound of surgical instru-
ments.23 Fear of hearing or seeing aspects of their proce-
dure was a common reason cited by patients who opted for 
general over regional anaesthesia for a Caesarean section.24

In this study, the first of its kind to do so, we have been 
able to identify individual, commonly used surgical terms 
that patients report as anxiety provoking. This included 
words that are in common general usage (knife) and those 
less familiar to the lay person but used by many surgical 
specialties (eg artery forceps and bone nibbler). The results 
allowed us to rank these surgical terms in order of how 
threatening they are perceived to be. Thus, the word ‘knife’ 
is ranked as more alarming than ‘blade’ and ‘artery forceps’ 
as more alarming than ‘clip’. This suggests that careful se-
lection of the term used could have a positive impact on 
anxiety levels in the conscious patient.

Interestingly, our findings show a dramatic sex imbal-
ance. This finding is supported by studies in other surgi-
cal specialties that have found overwhelmingly that female 
patients undergoing surgery experience higher levels of 
anxiety.25–27 What is less clear is why this imbalance exists. 
Are male patients tougher than their female counterparts or 
less willing to report anxiety? Or are our female patients lis-
tening more closely to the discussions going on in theatre? 
The literature suggests that female surgical patients have 
a significantly higher need for information than men28 and 
that it is satisfaction with the information, rather than the 
level of information itself, that correlates specifically with 
peri-operative anxiety levels.19 Perhaps it is this desire for 
complete clarity and understanding surrounding the sur-
gical process that makes unfamiliar technical terms more 
alarming to women?
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While technical discussion and requests for equipment 
are a necessary part of the theatre environment, background 
conversation disrupts both communication and concentra-
tion among theatre staff.29 Noise in the operating room elic-
its stress related changes in the autonomic nervous system, 
which reduces performance among staff members and in-
creases anxiety in conscious patients.30,31 It was therefore in-
teresting to find that in our own cohort, general background 
noise was not reported to be stressful. Indeed, some patients 
reported that overhearing casual conversations among staff 
members was actually comforting.

There is some support for this finding in a study of pa-
tients undergoing hip replacement under regional anaes-
thesia.32 Although the noise of surgical drills was distress-
ing, comforting words from nursing staff were a positive 
distraction. While the casual conversations to which our 
patients are exposed are not intended directly to be words 
of comfort, they may provide a welcome diversion from the 
technical discussions between staff members.

The effect of music on surgical patients has been studied 
widely33 and there is some evidence of a positive effect on 
both anxiety and blood pressure, particularly if the patient 
is able to select his or her own music.34,35 In our own study, 
over 90% of patients ranked music as 1 (causing no anxiety) 
and 16% of these would have liked to have the option of pro-
viding their own music. It has been suggested that it is the 
occupation of neurotransmitters via auditory stimulation by 
music that promotes this positive response, causing diver-
sion of ill feeling, be that anxiety or pain.36 It is interesting 
to consider whether the mundane and casual conversations 
that our patients found comforting could be operating via a 
similar mechanism.

Conclusions
Overall anxiety levels among patients attending for local an-
aesthetic plastic surgery procedures were low and, for the 
most part, predictable in that they related to physical dis-
comfort. However, this study identified that commonly used 
surgical terms, not specific to plastic surgery, can be an ad-
ditional cause of distress. While it is widely recognised that 
an important relationship exists between patient anxiety 
and adequacy of communication with medical personel,16 
the specific impact of technical terminology used in theatre 
has not yet been explored.

Our results suggest that some technical terms are more 
threatening than others with the same meaning. This raises 
the question of whether we should consider substituting one 
term for another in situations in which it is possible to do 
so. Further prospective study of the use of alternative words 
and how these impact on both patient anxiety and adequacy 
of communication between theatre staff is now needed to 
investigate this unexplored aspect of the awake surgery ex-
perience.
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