:'.gi(i RESEARCH

JOURNAL

www.igresearchjournal.com
ISSN: 2790-4296(Online)

IQRJ: Volume 001, Issue 001, Jan 2022

The Role Of Cooperation Between Physiotherapists And Surgeons In Peri-Operative Care, The Case Of
Cameroon Baptist Convention Health Services Hospitals

Original Research Article

Timothy Njobula Fanfon

Department of Physical Therapy, Kesmonds Inernational University

Email address:
timothyfanfon@yahoo.co.za

To cite this article:

Timothy Njobula Fanfon Paper Title The Role Of Cooperation Between Physiotherapists And Surgeons In Peri-
Operative Care, The Case Of Cameroon Baptist Convention Health Services Hospitals

1Q Research Journal of IQ res. j. (2022)1(1): pp 01-32. Vol. 001, Issue 001, 01-2022, pp.0124-0156

Received: 01 12, 2021; Accepted: 20 01, 2022; Published: 27 01, 2022

Abstract
Better surgical outcomes are guranteed where perioperative physiotherapy care is
implemented. This study set out to assess the level of cooperation between surgeons
and physiotherapists in managing surgical patients as can be reflected in the number of
surgical patients seen by physiotherapy (PT) staff both before and after surgical
operations in three (3) major Cameroon Baptist Convention (CBC) Health Services’
hospitals selected through convenient sampling. We questioned the level of
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g:cletl;zﬁ understanding of the role of PT in Peri Operative care by Physiotherapists and Surgeons,

evaluated the proportion of pre- and post-surgical patients attended to by
Accepted: physiotherapists, identified obstacles to cooperation between surgeons and
2001, 2022 physiotherapy staff, and made recommendations. Field work was done in the form of

interviews, observations, review of available and related literature, from registers in PT
Published: and surgical rooms. The analysis were done through quantities and qualitative
2701, 2022 approaches; where outcomes were discussed in thematic clusters guided by research

questions and represented on tables. The analysis reveal that there exists cooperation
between PT and Surgeons in pre and post-operative care. However, at different
proportions, this level of cooperation is higher in post-operative patients than in pre-
operative patients. The findings and responses from participants reveal that there is
over burden on a few staff, mostly surgeons who carry the more responsibility to attend
to patients pre and post operatively. This may stem from inadequate involvement of PT
in Perioperative care, inadequate knowledge on the role their cooperation plays in
patient recovery, inadequate interest shown by PT, absence of a protocol that
guarantees cooperation, bossy nature of some surgeons that do not seek opinions of
PT among others. The researcher recommends that cooperation between PT and
surgeons in perioperative care is indispensable for quality health care in the CBC Health
Services and a dire need to improve on this quality of cooperation especially in pre-
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1. Introduction

Physical therapy is concerned with identifying and
maximizing quality of life and movement potential
within the spheres of promotion, prevention,
treatment/ intervention, habilitation and
rehabilitation. This involves physical, psychological,
emotional, and social wellbeing. Physical therapy
involves the interaction between the physical
therapist, patients/clients, other health professionals,
families, care givers and communities in a process
where movement potential is assessed and goals are
agreed upon, using knowledge and skills unique to
physical therapists. As a health profession whose
primary purpose is the promotion of optimal human
health by the application of scientific principles to
prevent, assess, correct or alleviate acute or
prolonged movement dysfunction, Physical therapy
provides services to individuals and populations to
develop maintain and restore maximum movement
and functional ability throughout the lifespan. This
includes providing services in circumstances where
movement and function are threatened by ageing,
injury, pain, diseases, disorders, conditions or
environmental factors.[1]. Physiotherapy, when
incorporated as an integral component, can be an
effective and cost-efficient management of patients
following surgery since Physiotherapists are trained in
facilitating the patient's physical recovery, reducing
length of hospitalization and maximizing the patient's
functional ability and degree of independence. In
many surgical settings, physiotherapy is either absent
completely or is not properly utilized despite the fact
that there is no doubt that a person’s movement
potential is greatly impeded by the processes
involved in any surgical operation. Some pre and post-
surgical procedures require long hours of complete
bed rest and inactivity, added to the fact that the
musculoskeletal components of movement are
usually injured by surgery. There is therefore need to
intentionally intervene to return the movement
potential of patients before and after operation since
functional movement is fundamental to what it
means to be healthy. [1]

Physiotherapists use movement, exercises, education
and other manual treatments to help people of all
ages affected by injury, iliness or disability to maintain
or restore their health. Physiotherapists also help
patients to manage pain and prevent illness [2]. As a

many-sided specialty that deals with all disciplines of
medicine - Musculoskeletal, Orthopedic,
Cardiorespiratory, Neurologic, Pediatric,
rehabilitation, Obstetric, Sports, Geriatric, etc, the
role of physiotherapy within all these pathways is
important in both preoperative and postoperative
routines [2]. Implementing a preoperative strength
program has been shown to promote musculoskeletal
improvements in preparation for a forthcoming
physiological stressor [4]. and is an emerging key
component of enhanced recovery after surgery [3]. A
literature review found preoperative exercise in
patients scheduled for cardiovascular, thoracic,
abdominal and major joint replacement surgery to be
well tolerated and effective [5]. Postoperative
exercise programs are also recommended by ERAS
guidelines, promoting muscle hypertrophy and the
return to function after major surgery. [3]

Critically ill patients often stay long in intensive care
units (ICUs) and may suffer from multiple problems
(physical, psychological and mental). These problems
can be multiplied if such critically ill patients either
underwent or still have to undergo surgical
operations. [6] notes that long stay in the intensive
care unit can negatively impact their health-related
quality of life. Intensive care unit-acquired weakness
(ICUAW) is a clinical syndrome that occurs due to
muscle atrophy and loss of muscle mass whilst a
patient is intubated and mechanically ventilated.
Recovery time increases with length of stay, and an
effective rehabilitation program is vital to ensure a
patient can return as close as possible to their
preoperative physical and mental health [3]. Physical
therapists have an important role in acute hospitals
and rehabilitation centers to assist with discharge
planning and to ensure that patients have adequate
mobility to be safely discharged. [7]

Physiotherapists can work with patients to enable
them to recover from events of hospital care as
quickly and safely as possible, enhance the results of
surgical procedures, prevent costly postoperative
complications, teach patients how to successfully
manage their own long-term recovery process,
facilitate safe, early discharge and effective post-
discharge by providing effective and cost-efficient
health care management based on the individual
needs of the patient. This is because physiotherapists
are skillfully trained in planning specific treatment for
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patients to avoid complications, particularly chest
infection after surgery which helps facilitate recovery
from anesthesia and surgical operations.

Physiotherapists are trained to teach patients about
early limited movements due to post-operative pain
and they teach patients about soft tissue and bony
healing. This information is particularly important as
soon as the patient is discharged because it helps
them to quickly, safely and confidently increase
movement and exercise without sustaining damage
to the healing structures.

Preoperatively, the medical history of any patient is
checked for any respiratory or circulatory problems
that could place the patient at risk. Other factors such
as smoking, obesity, inactivity because of another
disease or injury or age that could predispose to post—
operative complications are usually checked during
pre-surgical assessments by the physiotherapist. Pre
surgical physiotherapy care involves assessing these
patients being prepared for surgery that are at risk of
developing complications that can be prevented. This
further explains why there needs to be a strong
cooperation between the attending surgeon and the
physiotherapist so that the physiotherapist is easily
alerted about any problems or potential problems by
the other team members.

As one of his roles, the physiotherapist will explain to
the patient why treatment is necessary and teach the
patient the exercises that he will be required to
perform post—operatively. The patients who received
chest or abdominal surgeries will be taught how to
cough effectively and how to support the wound site.
Instruction will be also given on the leg exercises that
the patient will be expected to do post—operatively
and any other exercises or postural corrections or
adjustments that may be related to specific surgical
procedures. The patient is taught to practice the
needed exercises before surgery so that they become
familiar and are performed correctly. If the
preoperative treatment is taught carefully before the
patient experiences the pain from the operation, it
will be much easier for the patient to respond to
instructions post—operatively, especially when it is
the same physiotherapist who worked with the
patient both preoperatively and post—operatively.

For all patients, chest complications, thrombosis,
pressure sores, muscle wasting and joint immobility
are the main objectives of physiotherapy in post-
surgical care. These complications are made worse by
the fact that some anesthesia can affect secretions in
the respiratory tract while pain can cause reflex
inhibition of the diaphragm and therefore make
breathing difficult. For operations affecting the
abdominal muscles, the patients tend to avoid using
these muscles because of pain or fear of pain and this
further hinders respiratory movements. This is why
breathing exercises need to be given to all parts of the
chest by the physiotherapist. Such breathing must be
as deep as possible with emphasis on the expiratory
movements which help to loosen the secretions and
stimulate the cough reflex which helps to clear any
secretions. In such situations, the physiotherapist
also helps give as much support as possible when the
patient attempts to cough by hand placement around
the wound to provide pressure to help prevent
stretching of the wound as the patient coughs or help
patients to bend his knees up to relax the abdominal
wall and decreases the stretch on it as the patient
coughs. If the secretions are very sticky the patient is
helped through an inhalation to loosen them. If
secretions cannot be removed it may be necessary to
use other techniques such as postural drainage and
vibrations which could be modified depending on the
condition of the patient and the particular surgical
procedure. Chest complications are most likely to
occur in the first 48-72 hours after surgery [8] and so
physiotherapy treatment should be given frequently
during this time and the patient should be
encouraged to do them on his own if he can. The
physiotherapist can stop treatment when there
appears to be no further risk and the patient has good
respiratory movement and no secretions. But if any
respiratory complication does occur then the
treatment must be frequent and intensive until the
problem is solved.

Patient mobility must be encouraged after most
operations. It is never enough for the patient to just
sit in a chair post-operatively. Sufficient movement
post—operatively is very essential even while the
patient is still in bed. The goal is to encourage and
facilitate that the patients are able to move about and
be as independent as possible. Leg exercises in bed
could be given for the patient to do until he is up and
moving around the ward. The exercises may have to
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be modified depending on other individual needs. The
physiotherapist must make sure that all needed
exercises are done properly by initially supervising
them, helping the patient to set up a realistic exercise
schedule to be practiced frequently in order to be
effective.

If patients have to remain in bed for some days or
longer and particularly for the elderly there is a high
risk of developing pressure ulcers. Careful positioning
and turning schedules are helpful, but the patient
must be encouraged to turn and move in bed as much
as possible. It is the responsibility of all members of
the team to watch and report any signs of pressure.
Muscle weakness and joint stiffness can occur in the
elderly if they remain in bed for any length of time
before or after surgery. The physiotherapist will need
to give general mobility and strengthening exercises
to assist the patient to regain independent functional
movement. For example, many joint conditions are
often associated with pain, functional limitation and
various degrees of disability. Physiotherapy in
combination with both aerobic and strength training
exercises have positive effects in both the pre-
operative and post-operative period.

In 2019 The World Confederation for Physical Therapy
in Cameroon’s Country Profile, submitted that
Cameroon has a total of 290 PTs attending to a
population of over 25.9 million [9] while the World
Health Organization, through the Global Health
observatory statistics placed Cameroon as having just
83 surgeons in 2013 [10]. The number of surgeons
may have increased now but this increase may not be
felt as the population of the country has also
increased. The Cameroon National Health Plan (2016-
2020) indicates that Physiotherapy services should be
available in Central Hospitals, General Hospitals at
national level (Yaoundé and Douala), 10 Regional
Hospitals and 189 District Hospitals (at least 50% by
2020). This plan is still very far from realization given
the inadequate number of PTs and surgeons in the
country. However, this study will make useful
recommendations which can inform the government
as she takes necessary steps to ensure that in health
institutions where surgeons and physiotherapists
exists, they need to cooperate in these health
structures to ensure better post-surgical patient
outcomes.

The Cameroon Baptist Convention Health Services
has seven hospitals and over 30 health centers. Of
these five hospitals, three are located in suburban
and rural communities while the others are in urban
settings. All these five hospitals offer both surgical
and physiotherapy services. In 2019, the total bed
capacity for all CBCHS health institutions stood at
2014 beds, a staff strength of 4539, in-patient
attendance of 51804, major surgeries of 7999 and
minor surgeries of 26642. All the physiotherapy
departments of the CBCHS see a total of 34197
patients [11]. It is important to note that the
sociopolitical crises affecting the North West and
South West regions of Cameroon had a negative
effect on the numbers of patients seen generally, and
particularly those who needed either Physiotherapy
or Surgical services. This is because, the PAACS
program was shut down for more than a year because
of the crises and the again, because of frequent road
blocks and travel insecurities, patients found it very
difficult to travel from other places to reach the
CBCHS health institutions in the Northwest and
Southwest regions of Cameroon that were affected
by these crises.

The findings of this research could help inform the
numerous Medical and Physiotherapy training
schools and surgical residency programs. So far there
is no evidence of the involvement of Physiotherapy in
these medical and surgical training programs in
Cameroon.

The findings of study will help improve the quality of
peri operative care in the CBC Health Services as a
whole. The study recommendations will suggest ways
of improving inter-professional cooperation between
PT and Surgery which will go a long way to close the
existing gap in evident in the facilities.

The findings from the study will inform possible topics
for continuous education or in-service trainings for
PTs and surgeons in order to develop the required
skills and competencies needed by staff to function
effectively and collaboratively in their fields. This
study will provide the needed information for the
CBCHS leadership and perioperative supervisors and
other policy makers to evaluate the quality of care
received perioperatively. This information will help
service providers to improve upon their quality of
care. Curriculum developers can also use the findings
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from this study to inform their work while other
researchers will also see the pointers from this study
to further improve on healthcare through further
research. These research findings will contribute to
general knowledge and what its impact on
development towards better life especially for
patients receiving surgical care in the CBCHS
institutions and also in the entire country, and can be
used for the same reasons in other countries. To
policy makers, the recommendations from this study
will inform them of what to take into consideration
when putting in place policies for peri operative
patient care in health facilities across the entire
CBCHS and the entire Cameroon through her Ministry
of Public Health.

2. Statement of the problem

It is indisputable that surgical operations greatly
threaten movement and function of the human body.
The central role that physiotherapy plays in pre- and
post- operative care remains indisputable. Pre-
operative physiotherapy can help to strengthen a
patient’s physical and cardiovascular state especially
following surgery. In the case of a joint injury,
physiotherapy can help maintain and improve range
of movement prior to surgery and educate the client
on their post-operative rehabilitation. This will
facilitate the client to recover from surgery at a faster
rate. From general observation, the involvement of
PT in pre and post-operative management in the
CBCHS is hard to determine. In his supervisory role,
this researcher during some of his supervisory visits
to PT departments of the CBCHS he observed that
there needed to be something done about the
cooperation between PT and Surgeons (Observation
2019). This observation was also resounded by a host
of doctors. Given that the CBCHS hospitals all have
physiotherapy departments and staff, and also that so
many surgical operations are done | these hospitals,
the researcher became concerned about the quality
of care received by patients coming for operations in
the CBCHS hospitals. He then decided to investigate
the quality of cooperation tht exists between the PTs
and surgeons in CBCHS hospitals which is directly
related to the proportions of surgical patients seen by
the physiotherapy staff before and after surgery.

3. Research question

The effectiveness of the teamwork and cooperation
between surgeons and physiotherapists in managing
surgical patients can be reflected in the number of
surgical patients seen by physiotherapy staff in a
hospital. How effective is the cooperation between
surgeons and physiotherapy staff in pre-operative
and post-operative patient care in the Cameroon
Baptist Convention Health Services Hospitals?

4. Research Objectives
This study sets out to:

e Toexamine the level of understanding of the
role of physiotherapy in peri operative care
by physiotherapists and surgeons.

e To evaluate the proportion of pre- and post-
surgical  patients attended to by
physiotherapy.

e Identify obstacles to cooperation between
surgeons and physiotherapy staff in
perioperative care and make
recommendations to help enhances their
cooperation in peri operative care.

5. Specific objectives
Specifically, this research sets out to answer the
following questions

e The level of understanding of the role of
physiotherapy pre- and post operative care.

e The proportions of surgical patients seen by
physiotherapy

e The adequacy of preoperative and post-
operative physiotherapy offered

e Recommendations to improvement of
perioperative physiotherapy

6. Significance of the study

The findings of this research could help inform the
numerous Medical and Physiotherapy training
schools and surgical residency programs. So far there
is no evidence of the involvement of Physiotherapy in
these training programs in Cameroon.

The findings of study will help improve the quality of
peri operative care in the CBC Health Services as a
whole. The study recommendations will suggest ways
of strengthening or improving inter-professional
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cooperation between PT and Surgery which will go a
long way to serve as a quality improvement.

The findings from the study will inform possible topics
for continuous education or in-services trainings for
PTs and surgeons. This continuous education will help
build or strengthen the required skills and
competencies needed by staff to function effectively
in their fields.

To policy makers, the recommendations of this study
will inform them of what to take into consideration
when putting in place policies for peri operative
patient care in health facilities across the country
through her Ministry of Public Health.

This study will provide the needed information for the
CBCHS leadership and perioperative supervisors and
other policy makers to evaluate the quality of care
received perioperatively. This information will help
service providers to improve upon their quality of
care. Curriculum developers can also use the findings
from this study to inform their work while other
researchers will also see the pointers from this study
to further improve on healthcare through further
research. The government can also use it to inform

policy.

These research findings will contribute to general
knowledge and what its impact on development
towards better life especially for patients receiving
surgical care in the CBCHS institutions and also in the
entire country, and can be used for the same reasons
in other countries

7. Scope of the study

This study focuses on preoperative and postoperative
cooperation between physiotherapists and surgeons.
Even though it makes pronouncement on the entire
CBC Health Services hospitals, the study is restricted
to three out of the seven hospitals of the CBCHS. The
results from this study do not suggest anything that
has to do with either the quality of surgery or
Physiotherapy care delivered in the CBCHS as a whole.
It only examines and attempts to describe the level of
cooperation between PTs and surgeons in peri-
operative care as reflected by the number of surgical
patients seen by physiotherapy. It does not say

anything about the quality and type of care received
by any of these patients.

8. Limitations of study

This research does not address the quality of either
the physiotherapy of surgical care given in the
institutions of the CBCHS. So it cannot be used to rate
general quality of care. The CBCHS has many surgeons
and many more Physiotherapy staff than were
involved in this study. The sample size for both the
qualitative and the quantitative data was very small
and may not adequately represent the entire
organization. Most of the respondents worked for
less than 5 years and the CBCHS has existed for over
60 years.

9. Study Design

The study was conducted at Mbingo Baptist Hospital
(MBH) in the Northwest Region of Cameroon, Mboppi
Baptist Hospital Douala (MBHD) in the Littoral Region,
and Baptist Hospital Mutengene (BHM) in the South
West Region of Cameroon. These are all hospitals of
the Cameroon Baptist Convention Health Services.
The other hospitals of the CBCHS were not included in
this study, because since January 2020 not too many
operations are happening there because the
presence of the surgeons in these institutions has
been unstable.

This study recruited 6 surgeons and 2 senior surgical
residents and 13 physiotherapy staff who consented
to take part. The inclusion criteria was surgeons (and
surgical residents) and Physiotherapy staff who have
been working at these CBCHS Hospitals (MBH, MBHD
abd BHM) since January 2020. If participants were
willing to participate but could not find time to fill out
the questionnaire, a research assistant were to
administer the questionnaire through phone calls,
keeping it anonymous, but this did not happen. The
participants were chosen through the administration
of the anonymous questionnaire at the hospital so
they could fill it at their free time and submit. PT staff
on orientation and first year surgical residents were
excluded from this study even if they worked in any
of these hospitals during the study period. The
sampling type was the convenient sampling. The
study was for a total duration of two weeks between
May 15 and June 15, 2020.
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10. Methodology

The study included both the quantitative and
qualitative data. The quantitative retrospective data
was gotten from the patient registers in the
physiotherapy department and the surgical registers
in the operating rooms or surgical wards. The
questionnaires administered to PT staff and surgeons
used both open ended and Likert type questions.
These questionnaires gave both quantitative and
qualitative information. Even though the study used
the quantitative and qualitative approaches, more
attention leaned on qualitative analytical technique.
The questionnaire was tested at an urban integrated
health centre that offers both surgical as well as
physiotherapy services. This was at the Nkwen Baptist
Health Centre in Bamenda which has 5 physiotherapy
staff and two surgeons. Two physiotherapy staff and
1 surgeon took part in the testing. After the testing,
then necessary adjustments were made. Research
assistants (who work at these Baptist Hospitals) were
recruited to help in data collection to avoid possible
influences. The choice of research assistants was
intentionally done to get people who do not have
anything at stake (They had nothing to gain or lose) in
either the PT or surgical departments. One research
assistant was a clinical staff who was neither be a
physiotherapy staff nor a surgeon who administered
the questionnaire to the surgeons and PTs. The other
was a clerical or data clerk who understood and could
easily access the needed patient registers to extract
the needed anonymous quantitative data. The
researcher did not envisage any possible adverse
effects or changes in the routine medical care
because of the procedures of this research because
the surgeons and Physiotherapy staff filled the
qguestionnaires at their free time. Since the clinical
research assistants were hospital workers, they
planned to administer their questionnaires during
break time in open envelopes pre-addressed to the
researcher. The participant information letters
accompanied the questionnaires and the research
assistants, while handing the envelops to the
potential participants, explained that the participants
would keep the copies of the information letters and
only send in the filled questionnaires in the sealed
addressed envelops and drop the filled enveloped
guestionnaires in a sealed box placed in the
conference room (for surgeons) or the Physiotherapy
department (for physiotherapy staff) during their

break time. Since the needed data from the patient
registers was easy to get, the non-clinical research
assistant committed to work only during breaks or at
the end of the working day. To ensure the quality of
the research data, the questionnaires were
anonymous and were filled out freely at free time.
The data analysis was done by a combination of both
qualitative and quantitative methods of data analysis.
The quantitative data from the PT and surgical
records gotten from the Medical Records Office
contained the numbers and types of surgeries,
admission and discharge dates. The data on surgical
patients from the PT records also contained the
number of patients, type of diagnosis and
physiotherapy interventions done for the two
months, January 2020 and February 2020. These
results were compared according to the categories of
the procedures to enable the researcher to provide
an analysis of these numbers and proportions and
relate them to the level of cooperation between the
surgeons and physiotherapy staff. According to this
researcher, the level of cooperation between the
surgeons and physiotherapy staff has a direct relation
to the number (and percentage) of surgical patients
seen by physiotherapy staff before and after
surgeries. The numbers and percentages shall then
be interpreted.

The qualitative data obtained from the responses to
the questionnaires were categorized in thematic
clusters and responses from informants given to
explain the research findings. The anonymous
guestionnaires were assigned numbers and the dates
of their responses anonymously quoted at the end of
citing each of the number responses. Participants and
research assistants were not paid for participating.
There was information on the participants consent
form that caused them to see this research as a
service improvement exercise to which their
sacrificial involvement would be appreciated.
However the research assistants were given some
“savon” as appreciation for their work and any
unforeseen costs (such as travel costs or airtime)
associated with this research, such costs were to be
reimbursed. Also the research was designed such that
the CBCHS staff time and resources was not required,
hence there was no need or provision for
reimbursement to the CBCHS for this.

11. Informed consent
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The researcher received approval from the Internal
Review Board (IRB) of the CBCHS prior to carrying out
this research. Pre-participation consent was
individual and voluntary, based on adequate
knowledge and understanding of relevant
information. Potential participants were given an
information an sheet that explains the purpose of the
research and that participation was completely
voluntary and that, they were not asked to sign an
informed consent form if they agreed but that by
filling out and submitting the attached questionnaire,
they agreed to participate. If however they did not
want to participate, they could just return an empty
(not filled) form. The sample consent form is attached
at the appendix.

Research assistants were taught to help participants
who do not want to participate in the research to
keep back the information sheets and simply put back
the empty unfilled questionnaires into the
preaddressed envelops and place them into the
designated sealed box in the conference room for
subsequent collection.

12. Safety and ethical issues

There were no anticipated risks connected to
participation in this research nor was there any
potential harm to the participants involved in this
study. The data gathered throughout this research
process was confidential and treated as such. The
anonymity of participants was assured and even the
guantitative data obtained from the patient registers
was kept in locked drawers and shall be properly
destroyed immediately the research is approved.
Informed consent was gotten privately through the
consent form that was sent together with the
questionnaire. The consent form that also explains
the purpose of the research was written in simple
non-coded English language and contained phone
numbers (of members of the IRB) for participants to
call in case they do not understand any information
contained in the consent form prior to their
participation in the research. But by filling out the
qguestionnaire, they communicated that they have
given an informed consent.

Because the questionnaires were to be filled out
during the extra time of the participants, they were
given a convenient period (as proposed from the
testing) to freely fill them out and turn them in. As
part of the training of the research assistants, there
was a module on respect and dignity and they were
taught culturally relevant and professionally
acceptable ways to avoid embarrassment but to
rather protect the dignity and privacy of all
participants.

13. Literature Review and Theoretical
Consideration

According to [12], pre-existing physical
deconditioning can adversely affect surgical
outcomes. As such, preoperative rehabilitation has
become a beautiful opportunity to potentially
improve postoperative recovery. While [13]in their
study focused on pre-existing physical deconditioning
and how it affects surgical outcomes post operatively,
and this study is rather examining peri-operative
cooperation between the surgeons and the PTs in the
CBCHS hospitals, both studies are similar in that the
present study agrees with their view that when
cooperation exists between physiotherapists and
surgeons, the adverse effects of pre surgical
deconditioning will be addressed prior to surgery and
hence improve on surgical outcomes. Meaning that
the existence of professional cooperation between
the surgeon and the PT plays a central role in
identifying and addressing pre surgical
deconditioning.

On their part [13] performed a randomized controlled
trial of hospitalized patients awaiting coronary bypass
graft surgery (CABG) to receive standard care or
preoperative cardiopulmonary rehabilitation for at
least 5 days prior to surgery. Patients who received
physical therapy had shortened time to extubation,
less postoperative pulmonary complications, and
shorter hospital length of stay [14]. This too reveals
that physical rehabilitation that is done five days
before surgery actually helps in enhancing patient
recovery after surgery, reduces time spent in the
hospitals, and prevents post-operative complications.
Different from the study above, the present study is
not focused on the advantages of pre surgical
rehabilitation but rather on the quality of cooperation
that exists between surgeons and PTs that guarantees
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these advantages. This researcher therefore seeks to
examine the quality of cooperation that exists in the
CBCHS Hospitals between the PTs and Surgeons,
which definitely has a direct effect on post-operative
patient outcomes in the hospital.

Similarly, [15] pronounced that “The role of
pulmonary rehabilitation performed by
physiotherapists in the preoperative period for
patients undergoing lobectomy may improve
physiologic parameters and exercise capacity, but its
effect on postoperative pulmonary complications
remains uncertain (300-302). Based on the above
opinion, preoperative PT will improve on physiologic
parameters and exercise capacity post operatively for
patients undergoing lobectomy. If the cooperation
between PT and surgeons in peri operative patient
care is strong and physiotherapy sees these patients,
it is obvious that outcomes of surgery will improve.

To add to the above, [16] demonstrated the feasibility
of preoperative physiotherapy while on ECMO and a
reduction of post-transplant hospital length of stay by
about 50 days (2593-2598). The abovementioned
views of Turner DA et al point to the fact that active
rehabilitation and physical therapy can go along to
improve surgical procedures for better patient
outcomes. This view ties with the focus of this
researcher who seeks to examine what level of
corporation exists between PTs and surgeons in
CBCHS Hospitals which is built on the premise that the
cooperation between PTs and surgeons in the peri
operative period in CBCHS hospitals will improve
patient outcome post operatively.

Traditionally, bed rest had been prescribed in the
recovery from surgery as well as medical illness until
[17] showed by the mid-20th century that, there was
growing recognition of the harmful effects of
immobilization that are ‘potentiated by anesthesia,
narcotics, or the original illness’ (1083—-1085). This
thought contributed to cause surgeons to involve PTs
very early in post-operative care as they now became
more intentional about mobilizing patients earlier
after operations. This evidently enhanced patient
recovery post operatively. This enhanced post-
operative recovery, according to this researcher can
best be realized if there is adequate cooperation
between the PTs and the surgeons. This researcher
seeks to point out that when this cooperation is

strong, the PTs will not only see more patients pre-
operatively, but post-operative time spent by
patients in the hospital will also be reduced and many
other complications that result from longer periods of
bed rest and post-surgical inactivity will be prevented.
This will require another research protocol to show
these results.

The views of Dock William in the preceding paragraph
are amplified by [18]. He upholds the view that,
prolonged bed rest after surgery has negative effects
on post-surgical patient outcomes and recommends
early patient mobilization. He submits that “Initial
reports of the benefits and safety of early
postoperative ambulation began the paradigm shift
toward ‘prompt restoration of surgical patients to
normal life’ (125:1079) as an essential feature of
postoperative recovery. This researcher agrees with
Power’s standpoint, but adds that early post-surgical
patient mobilization can only happen when PTs work
closely with the surgeon. This equally pushes this
researcher to think that for such a close cordial
relationship to happen between PTs and surgeons,
there are maybe aspects of training and institutional
pre-surgical protocols that need to be put in place to
facilitate and ensure pre-operative physiotherapy
assessments as well as early mobilization for the sake
of speedy patient recovery post-operatively.

Moreover, [19] established that there is no
therapeutic benefit in bed rest and instead suggested
potential harm (1229-1233). By this study, bed rest is
seen as non-beneficiary to patient recovery after
surgery. In situations where PTs don’t work closely
with surgeons, the negative effects of bed rest will be
overbearing on patients after surgery. This researcher
amongst other objectives of the present study, seeks
to recommend ways to improve PT- surgeon inter-
professional cooperation in peri-operative care
within the CBC Health Services.

In the same line of thought, [20] further describes the
evils of prolonged bed rest when he says that the
consequences of immobilization include increased
risk of thromboembolism, pulmonary complications,
orthostatic  intolerance  ileus, and muscle
atrophy/weakness(1047-1054) all of which will be
quickly identified and prevented or treated when
there is a strong professional cooperation
relationship between the physiotherapist and the
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surgeons in which the PTs engage in early
mobilization of the patients to avoid such fatal
complications.. It is in line with the interest of this
researcher that as a standard of practice, all hospitals
offering operative care must have an actively involved
physiotherapy service that works closely in
collaboration with the surgeons in all cases at all
stages of treatment whether preoperatively or post-
operatively.

Interestingly, [21] declares that Intensive Care Unit
(ICU) acquired neuromuscular weakness can have
residual effects even years after survival from critical
illness (1293-1304). Opinions expressed by the
different critics in their different critiques in this
paragraph still point to the fact that prolonged bed
rest in intensive care units without early mobilization
could have adverse long lasting complications on
patients even several years after lung surgery. This is
in line with the common public health slang that
“prevention is better than cure”. Perioperative
physiotherapy has emerged as an important
intervention in preventing these complications. To
minimize or curb such negative effects, PTs have a
great role to play in early patient mobilization before
and after surgery and this is only made possible when
there exists a strong inter professional cooperation
between PTs and surgeons. When this happens, the
PTs will be able to identify risk factors at the pre-
operative stage and begin working on them till the
patient is fully recovered. This will limit any potential
ICU acquired weaknesses. It is the researcher’s desire
to investigate whether such a corporation exists in
the CBC Health Services as a whole and make
recommendations.

[22] have submitted that early physical therapy is
protective against postoperative complications (383—
392) while [23] supports that this is linked to
improved outcomes in patients with acute respiratory
failure (373-377). These critics again uphold to the
positive impacts of early mobilization for patients
postoperatively to avoid postoperative
complications. This early mobilization is mainly the
responsibility of the PT which should be carried in
collaboration with surgeons to ensure positive
outcomes, supporting the fact that the role of
perioperative physical therapy in improving patient
outcomes in most operations is indispensable.
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This researcher wants to point out that in as much as
post-surgical bed rest and immobilization has been
seen as a great evil, there might be times when pre-
surgical bed rest was already implemented at home
long before surgical consultation and hospitalization
for surgery. Because most patients scheduled for
operation are admitted one or two days to the date
of surgery, there needs to be a proper physical
therapy assessment along with surgical assessments
to be able to identify this huge risk factor which also
has an effect on the patient’s response to anesthesia,
tissue injury during operation and the duration of
post-operative ability to respond to mobilization. This
further explains the need for a strong collaboration
between the surgeon and the physiotherapist in peri-
operative care. Without such care, patient outcomes
maybe poor simply because this pre-assessment was
not done.

14. Theoretical Review

Some of the following theories and concepts are
made use of in this study and applied in context.

A health-focused strategy: A health-focused strategy
proposes that the therapeutic interventions of
physical therapy, in particular, health education and
exercise, need to be maximally exploited in every
individual through awareness and knowledge of the
leading health care priorities and risk factors and of
health behavior change. Therefore, the implications
of a health-focused model of practice will be
presented with reference to clinical practice in
perioperative care.

Health-focused practice: Components include
multiple health behavior change (i.e., smoking
cessation, nutrition, weight control, physical activity,
exercise, stress management, and optimization of
sleep) instead of merely dwelling on impairment, ill
health, injury, and disability. Health and well-being
should focus the physical therapist’s attention to
health in the generally well population and on
managing an individual’s presenting problem in the
context of the individual’s overall health risks and
chronic conditions.

Health-focused practice: Health assessment and

evaluation consists of assessing the components of
the International Classification of function and
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disability (ICF) model (2002) The goal of health
promotion is to reinforce positive health behaviors
and reduce negative heath behaviors. It is the rule of

the PT to ensure that patients adopt health behaviors
that enhance their healing post surgically.

(disorder or disecase)

! i
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and structures N

!

B — Participation

g

N

Environmental
tactors

v

Personal factors

Source: International classification of function (WHO, 2002).

Health-focused practice: Risk factor assessment and
evaluation refers to the systematic assessment of an
individual’s non-modifiable and modifiable risk
factors for the lifestyle conditions. By tracking the
non-modifiable and modifiable risk factors for the
lifestyle conditions, physiotherapists can predict the
conditions for which a given individual may be at risk,
and they also can be used as outcomes by tracking
change over time and in response to intervention and
this can be very possible when PTs work in
collaboration with Surgeons in perioperative
procedures.

Health-focused practice: Interventions - The physical
therapist can use the results of the risk factor
assessments for each lifestyle condition as the basis
for intervention aimed to shift the individual to the
lowest risk severity category as possible. This may
include advice and recommendations for smoking
cessation, basic optimal nutrition, weight control,
regular physical activity and exercise, stress
management, and sleep hygiene may be common to
a number of conditions for which the patient is at risk.

Smoking cessation counseling - Smoking cessation
reduces or reverses many of the lethal effects of long-
term smoking and associated morbidity with which
the Physical therapists needs to be informed about
advances in the prevention of smoking in young
people and smoking cessation programs that may
include either nonprescription or prescription
medication.
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Basic nutrition counseling is needed as optimal
nutrition is essential for healing and repair, immunity,
maintaining an optimal body weight as well as
providing energy for metabolism. Physical therapists
who exploit exercise as a primary therapeutic
intervention to prevent, remediate, or mitigate the
effects of disease and disability need an
understanding of metabolism and the factors that
influence it, and of healthy nutrition, nutritional
assessment, and nutritional regimens to maximize
human performance in patient populations.

Regular physical activity and exercise prescription
emphasize mobilization and exercise which are
directed at correcting impairments and enhancing the
patient’s capacity for activity and participation.
Outcomes related to improving abilities and
participation include self-care, home

Within a health model, physical activity and exercise
are prescribed to optimize health and to reduce
health risks. Knowledge is emerging that provides a
basis for the prescription parameters for physical
activity and exercise to optimize vascular and
endocrine health as well as other health benefits, and
the requisite change that is needed to predict a given
health risk change.

Mental health, stress management, and sleep
hygiene recommendations - Mental health has long
been known to impact physical well-being and
functional capacity, and some argue that
contemporary life in high-income countries can
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negatively affect mental health and well-being (e.g.,
undue or prolonged unhappiness, anxiety and
depression, and associated life skills dysfunction).
Physical as well as mental ill health can impact sleep
health, and in turn impaired sleep can affect physical
and mental health.

Effecting positive health and health behavior change
- Behavior change is a complex process that is
mediated by multiple factors. Physical therapists can
be sole agents of change for a given individual or work
with other team members to support the individual in
achieving health goals.

Knowledge of these theories and models enable PTs
to understand the factors contributing to the
development of both positive and negative health
behaviors and why those behaviors are being
sustained in a given individual, and in the case of
negative health behaviors, the challenge of effecting
a positive health behavior change that is sustained in
the long term even in perioperative patients.

Follow-up The challenge of health promotion and risk
factor reduction is targeting those in need and then
implementing healthy lifestyle practices that are
sustained. Follow-up is essential to ensure that health
behavior change is occurring and to determine when
the program needs to be progressed or maintained.

Health-focused practice: Implications. Health-
focused practice in physical therapy practice has
several implications for professional education and
research as well as clinical practice. First, health-
focused practice legitimizes health as a focus of
physical therapy rather than a primary focus on illness
and disability. Secondly, lifestyle factors impact the
health and wellbeing of individuals multi-systemically
hence addressing lifestyle factors may eliminate the
cause of an individual’s impairments. Thirdly, with the
profession adopting health-focused practice in the
21st century, researchers can cite health as a primary
value of care within the profession, hence, a
legitimate area of research investigation by PTs

15. Definition of Key terms

According to World Confederation of Physical
Therapy (2016), Physiotherapists also known as
Physical therapists provide services that develop,
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maintain and restore people’s maximum movement
and functional ability. They can help people at any
stage of life, when movement and function are
threatened by ageing, injury, diseases, disorders,
conditions or environmental factors. (Retrieved April
6, 2020 from https://www.wcpt.org/what-is-
physical-therapy). In this study therefore, the term
Physiotherapy will be used to mean the process of
helping people improve their quality of life, by
examining their physical, psychological, emotional
and social wellbeing. It works in the health domains
of promotion, prevention, treatment, habilitation and
rehabilitation of patients.

According to Merriam-Webster. (n.d.) in Merriam-
Webster.com dictionary, peri operative is defined as
“relating to, occurring in, or being the period around
the time of a surgical operation” (Retrieved April 6,
2020, from https://www.merriam-
webster.com/dictionary/perioperative). In this study
the term Peri operation will be used to mean the
period before the period from when a patient is
admitted for surgery until he is take to the operation
room and the period from when he leaves the
operation rooms to when he is discharged from the
hospital.

16. Study Design

This study is a descriptive retrospective registry-
based cohort study carried out on physiotherapy staff
and Surgeons working in Mbingo Baptist Hospital
(MBH) in the Northwest Region of Cameroon, Baptist
Hospital Mutengene (BHM) in the south West region
of Cameroon and Mboppi Baptist Hospital Douala
(MBHD) in the Littoral region of Cameroon. In
addition, qualitative interviews of PT Staff and
surgeons of the hospital were conducted through
questionnaires administered to the participants.
Even though the study triangulates quantitative and
qualitative approaches, more attention leans on
qualitative analytical approach.

17. Study setting

The study was conducted at Mbingo Baptist Hospital
(MBH) in the Northwest Region of Cameroon, Mboppi
Baptist Hospital Douala (MBHD) in the Littoral Region,
and Baptist Hospital Mutengene (BHM) in the South
West Region of Cameroon. These are all hospitals of
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the Cameroon Baptist Convention Health Services.
The other hospitals of the CBCHS were not included in
this study, because since January 2020 not too many
operations are happening there because the
presence of the surgeons in these institutions has
been unstable.

18. The study population

The target population was delimited to PT Staff and
Surgeons working at the three selected hospitals of the
CBCHS. Only staff who have served for a period of at
least a half a year or more and are currently working as
PTs or Surgeons in the hospital were chosen for this
study. PT staff on orientation and surgical residents
were excluded from this study. 13 PT staff, 6 surgeons
and 2 senior surgical residents took part in the study.

19. Instrument for Data Collection

A well-structured questionnaire/Interview questions
designed according to the objectives were used as the
instruments for data collection.

20. Ethical clearance

Ethical approval was obtained from the from
Institutional Review Board (IRB) of the CBC Health
Services. Finally, a section of the attached
guestionnaire stipulated clearly that the information
given by the informants was to be used strictly for the
purpose of the research and that the informants were
not to be compelled to participate in the study and
that they could quit at any time without explanation
from the research interviews if they felt as to. The
immunity of the identity of informants were to be
protected.

21. Quantitative data collection

Quantitative data was gotten from the Medical
Records Office of Access database Mbingo Baptist
Hospital, Statistics on Number of surgeries conducted
on yearly bases as well by the Surgeons in MBH, the
number of clients seen by the PT department of MBH
were obtained from the CBC Health Services activity
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report of 2019. While statistics of the number of
patients seen on monthly bases in the surgical ward
by PT staff in 2019 was extracted from MBH PT
patient register. A quantitative analysis of the 20
questionnaire used for this study enabled the
researcher to provide a percentage statistical
presentation and interpretation of the responses.

22. Qualitative data collection

Out of the 21 participants for this study, 13 PT staff, 6
surgeons and 2 senior surgical residents were
administered interview questionnaires. The purpose
of the qualitative interviews was to capture the
inadequacy of peri operative cooperation between
surgeons and PT staff as well as what could be done
to ameliorate and improve quality of peri Operative
care in the three participating hospitals of the CBC
Health Services. Open ended questions were posed
during organized staff meetings and responses that
ensued were registered. Phone calls were used to
reach informants on outstation and in follow up of
unclear responses from informants. Interviews were
audio recorded using the phone recorder and later
analysed.

2.0 The Body
2.1 Data analysis

Even though the research is a triangulation of the
guantitative and qualitative methods, the analysis
was more focused on the qualitative data analysis
method. The quantities data analysis method was
carried out in tables. The statistics revealing reposes
and number of surgeries and number clients seen by
PT were presented in MS Word 2010, and the totals
presented in percentages. In analysing the qualitative
data, interview responses were categories in
thematic clusters and responses from informant
given to support the research findings. Interviewees
and the dates of their responses were quoted at the
end of citing each of the responses.

2.2 Research Findings

The general objective of this study was to evaluate
the role of cooperation between surgeons and
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Physiotherapy staff in perioperative care in Cameroon
Baptist Convention Health services’ Hospitals. The
level of cooperation was to be reflected in the
number of surgical patients seen by the
physiotherapy staff when they are admitted and are
being prepared for surgery and also after their
surgeries are done.

Demographic information

Atotal of twenty five (25) questionnaires were sent to
the PT staff and surgeons (including senior surgical
residents) in three of the five hospitals of the CBCHS.
A total of 21 persons responded (13 PT staff, 6
surgeons, and 2 senior surgical residents). This gives a
recovery rate of the questionnaires as 84%. Out of
this number, 12(57.1%) were males and 5 (23.8%)
were females. However, 4 (19.1 %) did not indicate
their gender. More than 80 percent of respondents
were between the ages 18-50. 3(14.3%) were
between 50 and 60 while only 1(4.8%) was above sixty
years of age. This reveals that majority of respondents
(PT staff, surgeons and senior surgical residents) in
the CBC Health Services are between the gas 30-

40years, while the oldest of them is only a single staff.
Majority of surgeons and PT Staff are of the young
age. What this reveals is the fact that there staff
capacity for PT Staff in the CBC Health Services is
made of staff who still have a longevity to serve.

Question 1: How well do you understand the role of
PT in Patients care before they have surgery?

The researcher sought to understand the role PT plays
in patient care before they have surgery. Majority of
respondents were those who understood very well
and those who understood well, the role of PT in
Patients care before they have surgery with a
combined total and response rate of 13 (61.9%), while
a smaller number of the respondents were those who
either were neutral, did not understand the role, or
did not participate in responding to the question
summing up to a joint total and percentage of 8
(38.1%). This reveals that majority of PT staff in the
CBCHS understand the role PT staff play in patient
care before they have surgery.

Table 1: Responses to how well do you understand
the role of PT in Patients before they have surgery?

Options Very well Well Neutral Not too | No Total
well response
Respondents 6 7 1 6 1 21
Percentage 28.6 33.3 4.8 28.6 4.8 100
13 (61.9%) 8 (38.1%) 21(100%)

Source: Survey data June 2020

Question 2: About how many pre-surgical patients
do you see in one month?

Here, the researcher wanted to know the number of
pre-surgical patients do PT see in a month. From the
question administered to 21 participants, a majority
of 8, which makes 38.1% of the respondents indicated
that they received less than five pre-surgery patients,
4 (19.0%) said they received between five and 10
patients in a month, 1 (4.8%) receives 10 to 20 pre-
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surgery patients in a month, 2(9.5%) received 20 to 30
patients in month, 1 (4. 8%) of the respondents
receives 40 to 50 and 50 to 60 patients in a month and
lastly, 4(19.0%) participants receives more than 60
patients in a month. This statistics is summarized on
the on table 2 below.

Table 2: Responses to the question how many pre-
surgical patients do you see in one month?
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Options <5 5-10 10-20 | 20-30 | 30-40 | 40-50 | 50-60 | >60 No
response
Respondents 8 4 1 2 0 1 1 4 0 21
Percentage 38.1 19 4.8 9.5 0 4.8 4.8 19 0 100
Source: Survey data June 2020
Table 3. Number of pre surgical patients received by physiotherapy staff
Less than 5 5-10 10-20 More than 60 Total
Responses 7 4 1 1 13
Percentage 53.8 30.8 7.7 7.7 100%

Source: Survey data June 2020

A majority, 7(53.8%) of the physiotherapist said they
received less than five patients in a month. 4(30, 8%)
indicated they received 5 to 10 patients in a month.
1(7.7%) of them said he received 10 to 20 and another
1 more than 60 patients in a month respectively.

The statistic reveal that only two PT staff receive
between 10 to 60 pre surgical patients on monthly
basis while majority made of 11 PT staff see less than
10 pre-surgical patients in a month. In fact, only a
single staff alone sees more than 60 pre surgical
patients out of the 13 participants in this study. This
suggests that there is either over labour of the staff,
no division of labour or no intentionality in involving
many PT staff in this service.

According to the number of surgeries done,
(according to main surgical records) in January and
February 2020, versus number of surgery patients
seen by PT staff (according to PT records), Based on
the table 8 bellow 8, statistics from the four facilities
reveals that a greater percentage of surgery patients
in the months of January to February are not seen by
PT staff. Out of the sum total of 524 surgery patients
seen between January and February, only 13 (61.9%)
were seen by PT while majority 361(68.9) were not
seen by PT. This reveal that the total number of
surgery patients seen by PT staff across CBC Health
Services facilities under study are much fewer than
the total number of those who go through surgery.
This huge gap is a call for concern.

Table 4: The Number of surgeries done (according to main surgical records) in January and February 2020 versus
number of surgery patients seen by PT staff (according to PT records).

MBH MBHD BHM Total
Major surgeries done in January 105 76 95 276
Major surgeries in February 112 74 62 246
TOTAL NUMBER OF SURGERIES 217 150 157 524
Surgical patients seen by PT in January 32 4 44 80
Surgical patients seen by PT in February 34 1 48 82
TOTAL NUMBER OF SURGICAL PATIENTS SEEN BY | 66 5 92 163
PT
Percentage of surgery patients seen by PT and | 66 (30.4) 5(3.3) 92 (58.6) | 163  (31.1)
those not seen 151 (69.6) 145 (96.70) 65(41.4) 361(68.9)

Source: Survey data June 2020
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Question 3: How many pre-surgical patients are seen
by PT and Surgeons together before operation?

Majority of respondents 8 out of the distributed 21
respondents said they have never seen a patient
together as PT and Surgeon 8 (38.1). This was

followed by less than 4 respondents who said they
had seen less than 4 patients together, 2 for less than
ten, and 1 for less than 20 patients together. There
was only a single staff who attests to have always
attended to patients together with PT staff as a
Surgeon.

Table 5: Responses to how many pre-surgical patients are seen by PT and Surgeons together before operation?

Options All | Most | None Very <5 5- 10- | 20- | 30- | >50 | Nil Total
few 10 | 20 30 50 responses
Respondents 0 1 8 4 5 2 1 0 0 0 0 21
Percentages 0 4.8 38.1 19 23.8 |95 |48 |0 0 0 0 100
1(4.8) 8(38.1) | 12(57.1) 00(00) 00

Source: Survey data June 2020

Question 4: In your opinion, what proportion of
surgical patients need PT before operations?

Majority of the respondents said 80% of surgical
patients need PT before operation as compared to
less who thought otherwise. The respondents
revealed that: 2(9.5%) of the respondent said 100%,

70%, 60%,40% and 10% of surgical patients need PT
before operation; 4(19.0%) said 80% of Surgical
patients need PT before operation; 1(4.8%) of the
respondents said 50%, 30% and 10% of surgical
patients needs PT before operation; and 1(4.8%) of
the respondents did not have an opinion on this.

Table 6: Responses to the participant’s opinion about what proportion of surgical patients need PT before

operations
Options 100 80 70 60 50 40 30 20 10 <10 No Total
responses
Respondents 2 4 2 2 1 2 1 1 2 3 1 21
Percentages 9.5 19 9.5 9.5 48 |95 |48 48 |95 143 | 4.8 100

Source: Survey data June 2020

Question 5: Is the amount of Physiotherapy that
surgical patients receive before operation in this
hospital NOW is adequate?

3(14.3%) of the respondents agreed that the amount
of physiotherapy before operation is adequate.
7(33.3%) said it was average, 5(23.8%) disagreed
saying that it was not adequate, and 2(9.5%) strongly

disagreed stating that it is not adequate. 3(14.3%) did
not know while 1(4.8%) did not give a response to this
question. The table 10 below shows that average
number of staff strongly agreed, agreed and strongly
disagreed and disagreed with the opinion that the
amount of Physiotherapy that surgical patients
receive before operation in the hospital at the time of
the research is adequate. This average suggests that
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there is need to step up the amount of Physiotherapy
that surgical patients receive before operation in the
hospital.

Table 7. Responses to the amount of Physiotherapy that surgical patients receive before operation in this hospital
now is adequate

Options Strongly | Agree Average Disagree | Strongly |1 don’t | Nil Total
agree disagree | know responses

Respondents | O 3 7 5 2 3 1 21

Percentages 0 14.3 333 23.8 9.5 14.3 4.8 100

Source: Survey data June 202

Question 6: Is the amount of Physiotherapy that (4.8%) respectively disagrees, strongly disagrees or
surgical patients receive after operation in this does not know. Therefore, the amount of
hospital now adequate? Physiotherapy that surgical patients receive after

) operation is lower.
2 (9.5%) strongly agree, 7(33.3%) agree while

9(42.9%) think that it is average. One person each
Table 8: Responses to the amount of Physiotherapy that surgical patients receive after operation in this hospital
now is adequate

Options Strongly Agree Average Disagree Strongly I Nil Total
agree disagree don’t | responses
know
Respondents 2 7 9 1 1 1 0 21
Percentages 9.5 33.3 42.9 4.8 4.8 4.8 0 100

Source: Survey data June 2020

participant) see 50-60 and 30-40 respectively. Ten
percent (2 participants) of participants see either less
than five or 20-30 post-surgical patients every month.
Three participants (15%) and four participants (20%)
see respectively 5-10 and 10-20 post-surgical patients
every month. As seen on the table above, majority of
post-surgical patients are seen in one month

Question 7: How many post-surgical patients do you
see in one month?

Thirty five percent of respondents (7) see more than
60 post-surgical patients in a month while 5% (1

Table 9: Responses to how many post-surgical patients are seen in one month

Options <5 5-10 10-20 | 20-30 | 30-40 | 40-50 | 50-60 | >60 Nil Total
responses

Respondents | 2 3 4 2 1 0 1 7 0 20

Percentages 10 15 20 10 5 0 5 35 0 100

Source: Survey data June 2020
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Question 8: How can you describe the quality of
cooperation between PTs and surgeons when
preparing patients for surgery?

Majority of the respondents said the level of
cooperation was not too good, was weak or was
nonexistent with a majority total of 13 (66.6%). On
the other hand, a few respondents opined that the
level of cooperation was excellent, very good or good

giving a smaller total of 7 (33.4%). This statistics
further justifies the fact that the level of cooperation
between PT staff and Surgeons preparing patients for
operation in the CBC Health Services is poor and there
is need to improve on this for a better outcome.

Table 10: Responses to how can you describe the
quality of cooperation between PTs and surgeons
when preparing patients for surgery?

Options Excellent Very Good Not too | Very Non- Nil Total

good good weak existent | responses
Respondents 3 1 3 2 7 4 0 20
Percentages 14.3 4.8 14.3 9.5 33.3 23.8 0 100
TOTAL 7 (33.4%) 13 (66.6%)

Source: Survey data June 2020

Question 9: How can you describe the quality of
cooperation between PTs and surgeons after the
patients have had surgery?

19 (90.4%) said the quality of cooperation between
PTs and surgeons after the patients have had surgery
in the facilities is excellent, very good and good. On
the other hand, a minute percentage of two
respondents thought otherwise 2 (9.6%). This goes to

show that cooperation between PTs and surgeon
after patients had had surgery is great as compared to
before they go in for surgery as had been revealed in
10 earlier.

Table 11: Responses: How can you describe the
quality of cooperation between PTs and surgeons
after the patients have had surgery

Options Excellent Very Good Not too | Very Non- Nil

good good weak existent | response
Respondents 4 5 10 1 1 0 0 21
Percentages 19 23.8 47.6 4.8 4.8 0 0 100
TOTAL 19 (90.4%) 2 (9.6%)

Source: Survey data June 2020

Question 10: Do you think the level of cooperation
between surgeons and PTs in this hospital needs to
change?

Majority 15 (71.4%) of respondents strongly agreed
and agreed that the level of cooperation between
surgeons and PTs in this hospitals needs to change. 3
(14.6) disagreed and strongly disagreed that there is

no need for a change in level of cooperation between
PTs and surgeons in the hospital. However, two staff
remained neutral 2 (9.5%) and 1 participants didn’t
participate 1 (4.8%).

Table 12: Responses to Do you think the level of
cooperation between surgeons and PTs in this
hospital needs to change?

Options Strongly Agree Neutral Disagree Strongly Nil Total

agree disagree responses
Respondents 9 6 2 1 2 1 21
Percentages 42.8 28.6 9.5 4.8 9.5 4.8 100
TOTAL 15 (71.4%) 3(14.6)
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Source: Survey data June 2020

Conclusively, data from the field has been
represented and interpreted quantitatively and
qualitatively. Tables and explanations have been used
to explain the data and make interpretations easy to
understand.

5.2 Discussion and Implications of Findings

The research findings presented above show that
there is cooperation between the surgeons and
physiotherapy staff within the hospitals of the CBC
Health Services, however with some limitations. On
investigating how well staff understand the role of PT
in Patient care before they have surgery, majority 13
(61.9%) of respondents understood well and very well
the role of PT in Patients care before they have
surgery while 8 (38.1%) did not. This reveals that
majority of PT staff in the CBC Health services
understand the role PT staff play in patient care
before they have surgery. This is similar to the
outcome of research works by [24], [25], and [26] who
in their studies conclude that working with a physical
therapist before surgery helps joints and muscles
near the injury before surgery and it results in a faster
recovery with a better outcome. They conclude that
pre-rehabilitation before surgery strengthens the
body for surgery. [27] in the same line of thought
recommends physical therapy to begin at least six
weeks prior to the scheduled surgery. The
researcher’s  Participants explain that their
understanding of PT before surgery is justified by the
fact that PT is part of treatment for good function,
sometimes surgeons involve PT in preparing patients
for surgery, PT staff read for self-improvement,
surgeons involved PT in preoperative patients that
needed respiratory PT before operation. The few who
thought otherwise say, they are either never been
involved by the surgeons or are still learning in the
job. The responses implies that surgical outcomes are
sure to keep improving given the Significant role PT
plays before surgery in the CBC Health Services.

The study revealed that majority of the patients
received before surgery is by surgeons and only a few
by PT staff. Even though PTs are more in number than
surgeons in the facilities, the highest number of

patients seen before surgery are recorded by only a
few surgeons. For example, 1(7.7%) of them said he
received 10 to 20 and another, more than 60 patients
in a month respectively. Most PTs however, a
majority 8 (38.1%) of the respondents indicated that
they received less than 10 pre-surgery patients
monthly. The statistic reveal that only two PT staff
receive between 10 to 60 pre surgical patients on
monthly basis while majority made of 11 PT staff see
less than 10 pre-surgical patients in a month. In fact,
only a single staff alone sees more than 60 pre surgical
patients out of the 13 participants in this study. This
suggests that there is either over labour of the staff,
no division of labour or no intentionality in involving
many PT staff in pre-surgical care. This is contrary to
the recommendation of [28] and [29] who in their
different studies strongly recommend a strong
collaboration between PT and surgeons in
preoperative care. In this study, a greater percentage
of surgery patients in the months of January to
February are not seen by PT staff. Out of 524 surgery
patients seen between January and February, only 13
(61.9%) were seen by PT while majority 361(68.9)
were only seen by 8 surgeons. This reveal that the
total number of surgery patients seen by PT staff
across CBC Health Services facilities under study are
much fewer than the total number of those who go
through surgery. This huge gap is a call for concern.

Moreover, the number of preoperative patients seen
by PT and Surgeons together was revealed to be very
low. Majority of respondents 8 out of the distributed
21 respondents said they have never seen a patient
together as PT and Surgeon 8 (38.1). This was
followed by less than 4 respondents who said they
had seen less than 4 patients together, 2 for less than
ten, and 1 for less than 20 patients together. There
was only one surgeon who attests to have always
attended to patients together with PT staff. This again
stands in contrary to the position of [30], [31], [32]
who say that there are better surgical outcomes and
quick recovery for patients that receive pre-surgical
care from PT and surgeons together. Some surgeons
said they did not know the role of PT in preoperative
patients and opined that PT is usually necessary only
post operatively. This could also be justified from
responses PT staff gave that surgeons do surgical
rounds without them.
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Furthermore, majority of the staff were of the opinion
that surgical patients need PT before operations.
Respondents said 80% of surgical patients in the
facilities under study need PT before operation as
compared to less who thought otherwise. The
respondents’ revelations concurs studies by [33],
[34], [35] and [36] that have emphasized the
relevance of PT care before surgery. In this study,
2(9.5%) of the respondent said 100%, 70%, 60%,40%
and 10% of surgical patients need PT before operation
and 4(19.0%) said 80% of Surgical patients need PT
before operation. 1(4.8%) of the respondents said
50%, 30% and 10% of surgical patients needs PT
before operation while only 1(4.8%) of the
respondents did not have an opinion on this. Almost
all participants acknowledged the importance of
preoperative PT. This is understandable because as
[37] posits, in principle, all operations require
preoperative care to make sure patient recover fast
post operation and return to optimal function.

Moreover, majority of the respondents said the level
of cooperation between PTs and surgeons when
preparing patients for surgery was not too good, was
weak or was nonexistent with a majority total of 13
(66.6%). On the other hand, a few respondents
opined that the level of cooperation was excellent,
very good or good giving a smaller total of 7 (33.4%).
This statistics further justifies the fact that the level of
cooperation between PT staff and Surgeons preparing
patients for operation in the CBC Health Services is
poor and there is need to improve on this for a better
outcome. This is similar to [38] study which also
revealed that the level of cooperation between PT
and surgeons was low. A similar study by [39], and
[40] also stated clearly that a good level of
cooperation between PTs and Surgeons when
preparing patients for surgery will increase surgery
outcome and enhance patient recovery post
surgically. Given that the level of cooperation
between PT staff and Surgeons preparing patients for
operation in the CBC Health Services is poor, there is
need to improve on this for a better outcome. This
cooperation was poor because of lack of
intentionality, and ignorance of its importance. There
is therefore need to improve the level of cooperation
between them to improve patient outcome after
sugery.
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Again, the researcher wanted to find out the level of
cooperation between PTs and Surgeons after patients
have had surgery. Majority of the respondents were
of the opinion that the quality of cooperation
between PTs and surgeons after the patients have
had surgery in the facilities is excellent, very good and
good with a sum total of 19 (90.4%). On the other
hand, a minute percentage of two respondents
thought otherwise with a sum total of 2 (9.6%). This
results attests to the fact that Surgeons in the CBC
Health Services see the need to and cooperate with
PT staff mostly after surgery. This again ties in with
responses from PT staff who said they seldom see
patients individually nor together with Surgeon
before they got into surgery. This increase in level of
cooperation after patients comes out of surgery is
good, yet reveals a weakness and missing gap in
understanding the significant role these cooperation
play preoperatively. A similar study conducted by [41]
revealed that majority of surgeons make use of PT
both pre and postoperatively while [42] and [43]
submit that cooperation between both PT and
Surgeons before and after surgery will improve
patient recovery pre and post operatively. The
cooperation between PTs and surgeon after patients
had had surgery is great as compared to before they
go in for surgery as had been revealed in table 14
earlier. Some responses give for this high level of
cooperation include; the need for more PT after
operation, PT understand what surgeons expect from
them, goals are better defined after surgery and all
staff are use to it, instructions are carried out as
orders and PT follows the ward rounds to understand
the surgeons and PT ideas count during rounds. This
could also be accounted for by the fact that both PT
and surgeons need to evaluate the patients before
discharged home, most surgeons seek PT when need
arises and they meet during rounds before surgery.
However, a smaller percentage of the respondents
explained that sometimes, Surgeons just give orders
to PT without seeking PT opinions and explains why
they felt the level of collaboration in poor. But overall,
the analysis revealed a significant very high level of
cooperation between PT and Surgeon after surgery in
the CBC Health Services facilities under study.

On seeking the opinion of participants on whether
they thought the level of cooperation between
surgeons and PTs in this hospital needs to change,
majority of the respondents 15 (71.4%) strongly
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agreed and agreed that the level of cooperation
between surgeons and PTs in these hospitals needs to
change. While a minute 3 (14.6) disagreed and
strongly disagreed that there is no need for a change
in level of cooperation between PTs and surgeons in
the hospital. However, two staff remained neutral
with a percentage of 2 (9.5%) and 1 participant didn’t
participate. A study by [44], [45], [46], and [47]
recommended that the level of cooperation between
PT and Surgeons in hospitals need to keep increasing
to guarantee better outcome before and after
surgery. Reasons advanced by participants for this
need of improved cooperation include the need to
improve quality of care, enable surgeons to make
known to the PT exactly what they expects from
them, shared ideas and teamwork is lacking, some
surgeons still don’t involve PT and there is a physical
distance. Cooperation will avoid any complications
especially as some surgeons don’t seek opinions of
PT, and there is a big gap between the surgeon and
the PT and pre and post-operative PT is not practiced
in the most part. More so, holistic care has more
advantages.

To improve the level of cooperation between PT and
Surgeons, pre and post surgically, PT be present
during ward rounds, in ICU, and should join the
surgery rounds. Also, education of surgeons and PTs
on the need for Pre and Post-operative
physiotherapy, and assigning PT to round with
surgeons and to show more interest are necessary in
enhancing their cooperation. Physiotherapist should
be present at surgical clinic, and be assigned to
surgical wards. PTs and surgeons need improved
upgrade of knowledge on their practices, PTs should
be more inquisitive about each plan and improve use
of available orthotic devices. Also, there should be
regular surgeon/PT  meetings, surgery and
rehabilitation services should be brought closer in
physical terms and PTs should be effective on ward
rounds and not sit in offices and give orders. There
dire need to train quality staff, and surgeons should
involve PT when patient is still preop and should ask
PT to evaluate and not just give orders to PT. There
should be an opportunity for discussion concerning
patient conditions, treatments and outcomes.
Surgeons also need to recognize and understand the
role of PT in the hospital, have meetings with them,
inform them about a patients due surgery before and
after. Seminars and workshops for self-improvement
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and understanding of the role each party plays in
patient care pre and post operatively, should be
regularly organized. This will enable surgeons to be
educated on the importance of PT before and after
surgery, the significance of Presenting and
communicating of cases before operations. There is
need to develop peri-operative and post-operative
physiotherapy protocols, and to train PTs on Pre-op
and post-op physiotherapy. These will go a long way
to improve the level of cooperation between PT and
surgeons both pre and post operatively in the CBC
Health Services.

It is important to also note that the participants
themselves when asked to describe the quality of
such cooperation between PTs and surgeons when
preparing patients for surgery, up to 33.3% of them
think that the quality of cooperation between
surgeons and PTs is very weak and 20% (4
participants) think the cooperation is non-existent.
The same respondents think that postoperatively,
most of them think that this cooperation is good. The
analysis revealed that the level of cooperation
between PTs and surgeon before patients go in for
surgery is lower than cooperation after surgery has
been down. Some additional reasons advanced for
this include: increased hospital cost, , much work, ,
PT not present when planning for physiotherapy,
Ignorance, most surgeons do not see the need for PT
before operation, distance in location of PT from
surgeons, Surgeons no longer discuss on ward rounds
but rather give post op orders, PT opinions are not
sought by surgeons, surgeons do not understand the
role of PT, Poor communication, Surgeons believe
they are so busy, Few surgeons talk with PT, Lack of
intentionality, most are operated before PTs are
involved, This disparity may suggest that in some
contexts, the cooperation may not really exist at all.

Again, though the responses indicate that there is
some cooperation between the physiotherapy staff
and the surgeons, most participants feel that the level
of cooperation needs to change and have made
recommendations to that effect. These points to the
fact that there may be some gaps in this cooperation
that need to improve.

Conclusion
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Though most participants understand the role of
physiotherapy in patients before they undergo
surgical operations as shown from the researcher’s
findings, we had up to 28 percent of surgeons and PT
staff who still do not fully understand this role as seen
from some of the reasons given which suggest that
the role of physiotherapy may become as a result of
working experience as many participants indicated
that they were still learning as well. It can also be
inferred from the reasons given that most of the
participants better understand the role of
physiotherapy in perioperative orthopedic care and
not mainly operative care. In hospitals like BHM and
MBH, the numbers of patients seen by PT and surgery
together are closer than those at MBHD. The reason
is because there is the presence of orthopedic
surgeons in BHM and MBH which maybe the reason
for the high numbers of surgery patients seen by PT
either before or after surgery. But in MBHD, which
does not provide orthopedic surgery, the numbers of
surgical patients seen by PT either before or after
surgery are very low with only 3.3 percent of surgical
patients seen by PT during the period of data
collection. Since these numbers are very low, it thus
implies that the patients who come for other major
operations in MBHD do not need physiotherapy
services or the level of cooperation between them is
very low. This conclusion ties in with that of [48], [49]
and [50] which recommend that in cases where this
level of cooperation is low, there is need to improve
it.

5.3 Limitations of the study

1. This study only included three out of the five major
hospitals of the CBCHS and this made the sample size
small. This was due to the difficulties in movement
due to insecurity brought by the sociopolitical crises
in Cameroon. This only allowed the researcher to
have easy access to work in three hospitals, two of
which offer orthopedic surgeries. This surely affected
the results as it measured more of the cooperation
between orthopedic surgeons and physical
therapists.

2. The timing of the research was also problematic as
two to the three hospitals chosen were greatly
affected by the sociopolitical crises in the country.
The months January and February 2020 were periods
in these hospitals when the numbers of operations
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dropped drastically because of insecurity from the
crises.

Recommendations

e Werecommend the need of further research
to be carried out on two separate topics to
help compare the findings and get clearer
conclusions. Propose topics include:

1. The role of cooperation between
orthopedic surgeons and PT

2. The role of cooperation between
the general surgeon (other
surgeons) and PT.

e Though there is cooperation between the
PTs and the surgeons working within the
CBHS hospitals, that cooperation needs to be
improved upon. There are suggestions given
to that effect on Table 13. Physiotherapy
staffs have a role to play to enhance this
cooperation and the surgeons have their
own role to play also.
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Baptist Centre, Nkwen, P.O. Box 1, Bamenda, Northwest Region
June 4, 2020

Timothy Njobula Fanfon

School of Health and Medical Sciences
Kesmonds International University, Delaware USA
timothyfanfon@yahoo.co.za

IRB study number: IRB2020-21
Title of Protocol: The importance of cooperation between physiotherapists and surgeons
in peri-operative care, the case of Mbingo Baptist Hospital.

IRB approval date: June 4, 2020
IRB expiration date June 4, 2021
Dear Timothy,

Your proposed research seeks to investigate the state of the inter-professional cooperation that exists
between the surgeons and physiotherapy staff in perioperative (from admission to discharge of surgical
patients) care, identify possible gaps and propose recommendations that will ultimately improve post-
surgical patient outcomes for Mbingo Baptist Hospital and the entire Cameroon Baptist Convention
Health Services.

Your study protocol was reviewed by the two members of the CBC Health Board IRB and was
presented to the entire Board on 15 May 2020. Your protocol has therefore received approval from the
entire Board.

Please understand that this is the ethical and safety approval for your study. You must present this IRB
approval letter to the Hospital Administrator and Chief Medical Officer for approval to do the study in that
institution.

If you make any changes in the research protocol, please immediately send the IRB an amendment
specifying the changes proposed.

The Board grants approval for this study for a one-year time period. Thereafter, before June 4, 2021,
you will please complete our renewal form/final report which will be attached to an email and return it to
me. The completed form must be reviewed and approved by the Institutional Review Board prior to the
expiration date of the current approval period. The fee to renew a study protocol is 10,000 cfa.

Your protocol has been assigned the above reference IRB protocol number. All correspondence to us
should include:

1. The IRB protocol number;
2. Name of the principal investigator and,
3. Full title of the study.

Finally, all abstracts, manuscripts, posters and presentations pertaining to the above protocol, must be
submitted to the IRB for pre-publication approval.

Please feel free to contact me with any questions and/or concerns regarding the above. Copies of all
uld be sent to me and to Zita Acha secretary, e-mail

Mr. NGUM Samuel, Chairperson, Chaircbcirb@gmail.com
Mrs. Acha Zita, Secretary, cbchbirb@gmail.com
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APPENDIX 2 : Research Questionnaire

Research questionnaire on “The role of cooperation between physiotherapy staff and surgeons as they care for
surgical patients at CBCHS hospitals” carried out by Timothy N. Fanfon

Questionnaire

Function (tick one) Surgeon Physiotherapy staff surgical resident
Number of years (or months) in this position: Male Female
Age (in years) (tick one) 18-30 ___ 30-40 40-50 50-60 _ >60 __

Tick one applicable response please
1. How well do you understand the role of physiotherapy in patients before they have surgery? (tick one)

Very well Well neutral Not too well Not understood ____

2. Why did you choose the response in question 1) above?

3. About how many pre-surgical patients do you see in one month? (tick one)
Lessthan5 __5-10 __10-20 __20-30 ___30-40 ___40-50 ___50-60 ___more than 60 ___

4. About the pre-surgical patients mentioned in question 3 above, about how many of these patients do you see
together with the PT (if you’re surgeon) or with the surgeon (if you are PT) in order to better prepare the patients
for operation? (tick one)

All __Most __lessthan5__ 5-10 __ 10-20 __20-30 __30-50 __>50 __ very few __ none __

5. What do you think is the reason for the number you gave in question 4) above?

6. In your opinion, what proportion of surgical patients need PT before operations? (tick one)
100% __ 80%__ 70%__ 60%__ 50%___ 40% __ 30%__ 20%__ 10% __ <10% _

Why did you choose the response in question 6 above?

7. The amount of Physiotherapy that surgical patients receive before operation in this hospital NOW is adequate
(tick one)

Strongly agree ___ Agree ___ Average ___ Disagreee ___ Strongly disagree ___ I don’t know ___
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Idon’t know ___

Why?
8. The amount of Physiotherapy that surgical patients receive after operation in this hospital now is adequate (tick
one)
Strongly agree ___ Agree ___ Average ___ Disagreee ___ Strongly disagree ____
Why?

9. About how many post-surgical patients do you see in one month? (tick one)

Lessthan5__ 5-10___ 10-20 __ 20-30 ___

30-40 ___40-50 ___50-60 ___

more than 60 ____

10. What do you think is the reason for the number you gave in question 9) above?

11. How can you describe the quality of cooperation between PTs and surgeons when preparing patients for

surgery? (tick one)

Excelent ___ Very Good Good

Not too Good

very weak non-existent

12. Give the main reason for your answer to question 11) above

13. How can you describe the quality of cooperation between PTs and surgeons after the patients have had

surgery? (tick one)

Excelent ___ Very Good Good

Not too Good

very weak non-existent

14. Give the main reason for your answer to question 12) above

15. Do you think the level of cooperation between surgeons and PTs in this hospital needs to change? (tick one)

Strongly agree Agree Neutral

Why?

Disagree

Strongly disagree

How? Suggest two ways the change can happen.

1.

2.

Appendix 3 : Participant information about study
and informed consent

Dear surgeon/PT staff,

My name is Timothy Njobula Fanfon. | am a Master of
Science in Physiotherapy (MPT) student at Kesmonds
International University, Delaware USA.”
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I am carrying out a study on “The role of cooperation
between physiotherapy staff and surgeons as they
care for patients before operation and after operation
at CBCHS Hospitals”. This study is part of what is
needed for me to be awarded a Master Degree in
Physiotherapy and it will also help in identifying good
practices as well as any work practices between
surgeons and physiotherapy staff that could be
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improved on as they give care to surgical patients.
This letter is to explain about the study so that you
would make an informed decision whether to
participate or not.

You are chosen to be in this research because you are
either a surgeon, a physiotherapy staff, or a senior
surgical resident working at a CBCHS hospital for at
least 4 months since January 2020.

To participate, | will like to know your thoughts,
observations and suggestions about the cooperation
that exists between surgeons and physiotherapy staff
during the time from when a patient is admitted for
an operation till when the patient is discharged to go
home after the operation. Your participation will be
by responding to the questions on the attached sheet.

These questions will not take more than 15 minutes
of your time. The information you give will be
anonymous and will only be used for this study. No
other person or institution will have access to this
information. The information sheets will be kept in a
locked drawer and will be destroyed immediately the
research work is accepted by Kesmonds Univesity.

Please note that your participation is totally
voluntary. To protect your identity, you will not be
expected to write or sign your name anywhere on the
form. By filling the questionnaire you are showing
that you are voluntarily consenting to participate in
the study. After you answer the questions please put
the questionnaire in the attached addressed
envelope, seal it and return to me through the person
who gave you this form. Also know that if you decide
to answer these questions and later on change your
mind, you are free to stop answering them at any
time, but you would still return the not-filled or partly
filled questionnaire to me. You will not suffer any
negative consequences if you decide not to take part
in this study or skip some questions.

Your decision to take part in this study does not
expose you to any kind of risk. It will only cost you the
little time (about 15 minutes) it takes to complete the
questions. You will not also get any kind of payment
for taking part in this study but the main benefit is
that you will contribute in helping to improve quality
of care for surgical patients at your hospital (and
other CBCHS hospitals as well). | plan to inform your
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department about the outcome of this study at the
completion of the study.

If you have any questions about the research contact
me by phone (677475757) or by email:
timothyfanfon@yahoo.co.za

If you have any questions about your rights as a
participant in this research or any complaints contact
the IRB through cbchbirb@gmail.com .

I look forward to learning more from you. Thanks
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