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I. INTRODUCTION 

Counselling of the surgical patient is dynamic and its 

scope which is individualized should arm the patient with 

information on the nature of the disease, purpose of the 

treatment, potential benefits and the risks involved, available 

alternatives and the possible effects of non-treatment [1]. In 

counselling the surgical patient, preconditions like 

competence or capacity, and voluntarism, information 

disclosure and understanding, and decisions must be 

included to guarantee an informed consent [2], [3]. Patients 

have expectations when they come to hospital with a 

surgical condition. The degree to which these expectations 

are met or otherwise could result in patient satisfaction or a 

hurtful feeling that may culminate into medicolegal actions. 

Instances of this has been reported in studies from several 

parts of the globe [4]-[7]. 

The surgical patient, depending on the surgical condition 

and comorbidities, is often attended to by a team of 

professional healthcare staff – surgeon, anesthetist, 

physicians, nurses (clinic, ward and perioperative), etc. - led 

by the surgeon who takes responsibility for the overall care 

of the patient. All the healthcare staff do render some form 

of counselling to the surgical patient, especially as it 

pertains to their field of specialization. However, it is 

expected that the fundamental issues of the surgical 

condition should be well communicated from the surgeon to 

the patient and or relatives (as the case may be) [8]. The 

nurses have more contact time with the patients and have 

been reported to counsel patients about their intended 

surgery [9]-[12] There is growing concern for patient 

centred care, which demands understanding of patients’ 

individual needs, perspectives, and values from the health 

care providers. The surgeon is therefore required to provide 

the patients with information enough to build trust and 
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participate in their care [13]. The surgical patient with 

oncologic conditions or a need for surgical excision of a 

limb or appendage requires more attention because of the 

additional physical and psychologic effect on the patient 

[14]. 

Sub-Saharan African countries have low patient-doctor 

ratio and bed to population ratio far below the recommended 

value by the World Health Organization [15], [16]. The 

implication of this is that the surgeon in the African context 

is saddled with the responsibility of attending to larger 

number of surgical patients, and hence would have to spend 

less amount of time and attention for each patient. This will 

necessarily impact negatively on the quality of counselling 

offered to the surgical patient. The issue is made worse by 

continuous migration of trained healthcare professionals to 

developed climes for reasons of better working conditions, 

training, better wages, prestige, and the desire to help family 

[17]. The aim of this study was to ascertain the opinion of 

patients on surgical counselling in tertiary healthcare 

facilities in Port Harcourt from the months of May to June 

2020, in terms of their experience of current practice, 

category of staff that carried out counseling, duration of 

counselling sessions, and satisfaction with the counselling. 

 

II. METHODOLOGY 

The study was carried out in the months of May and June 

2020 at The University of Port Harcourt Teaching Hospital, 

and the Rivers State University Teaching Hospital – both are 

tertiary healthcare facilities in Port Harcourt, the capital of 

Rivers State, South-South of the Federal Republic of 

Nigeria. Surgeries performed in these government owned 

tertiary health facilities include but not limited to general 

surgical, neurosurgical, otorhinolaryngologic, dental/oral-

maxillo-facial, plastic surgical, cardiothoracic, orthopedic, 

obstetric, and gynecologic, urologic, pediatric surgical, and 

laparoscopic surgical procedures. 

Patients and their relatives constituted the study 

population for the cross-sectional descriptive study carried 

out in the wards and specialist surgical out-patient clinics of 

Teaching Hospitals. The minimum sample size of 400 used 

for the study (a survey) was determined using the formula 

developed by Yaro Yamen based on estimated population of 

10,000 surgical patients. Using the formula:  

 

n=N/(1+Ne2), 

 

where n = minimum sample size;  

N = Total population size; 

e = desired precision/level of significance, usually 5% (0.05) 

at 95% Confidence Interval (CI).  

All patients available at the point in time who gave their 

consent were included and given a semi-structured 

Questionnaires using the convenience sampling method. 

Data on demographics and current practice of counselling 

experienced by respondents were obtained and analyzed 

using the Statistical Package for the Social Sciences (SPSS) 

version 20.0. 

III. RESULTS 

A total of 420 respondents were recruited for the study. 

The demographic characteristics of the respondents are 

presented in Table I. One hundred and thirty-two (31.4%) 

respondents were males and female respondents were 288 

(68.6%). One hundred and three (24.5%) respondents were 

less than 25 years, 214 (51.0%) were between 25 - 40 years, 

and 91 (21.7%) were between 41 and 60 years. One hundred 

and forty-nine (35.5%) were singles, and 237 (56.4%) were 

married. Three hundred and ninety-three (93.6%) (88.4%) 

respondents were Christians, and 27 (6.4%) were Muslims. 

 
TABLE I: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS 

Variables Frequency Percentage 

Sex (Total) 420 100 
Male 132 31.4 

Female 288 68.6 

Age (Total) 420 100 
Less than 25 years 103 24.5 

25-40 Years 214 51.0 

41-60 years 91 21.7 
Above 60 years 12 2.9 

Marital Status (Total) 420 100 

Single 149 35.5 
Married 237 56.4 

Separated 13 3.1 

Divorced 21 5.0 
Religion (Total) 420 100 

Christianity 393 93.6 

Islam 27 6.4 

 

TABLE II: CURRENT PRACTICE OF COUNSELLING 

Variables Frequency Percentage 

Respondent/Relative done surgical 

operation in the past (Total) 
420 100 

Yes 265 63.1 

No 75 17.9 
Don't know 80 19.0 

Any counselling session for 

respondents/relative (Total) 
420 100 

Yes 225 53.6 

No 108 25.7 
Don't know 87 20.7 

Category of staff that carries out 

counselling (Total) 
420 100 

The surgeon that did the operation 45 10.7 

The anaesthetist (who made patient 

not to feel pain) 
21 5.0 

The Nurse 63 15.0 

All of the above 149 35.5 

None of the above 31 7.4 

Not Sure 18 4.3 

No counselling 93 22.1 

Time spent for the counselling (Total) 420 100 
Less than 5 minutes 48 11.4 

5-10 minutes 104 24.8 

11-30 minutes 114 27.1 
More than 30minutes 25 6.0 

Not Sure 23 5.5 

None 106 25.2 
Satisfied with the counselling (Total) 420 100 

Yes 227 54.0 

No 38 9.0 
Not sure 51 12.1 

No Counselling 104 24.8 

 

Table II shows the opinion of patients on the current 

practice of counselling. Two hundred and sixty-three 

(63.1%) respondents affirmed that they had undergone 

surgical operation in Port Harcourt, while 75 (17.9%) had 

not. Two hundred and twenty-five (53.6%) respondents 

asserted that they had counselling sessions for the surgical 

operation, 108 (25.7%) respondents opined that they did not 
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have counselling session, while 87 (20.7%) were not sure if 

they had or not. The category of staff that conducted the 

counselling is shown in Table II. Forty-five (10.7%) 

respondents asserted that the surgeons carried out the 

counselling, 21 (5.0%) mentioned the anaesthetists, and 63 

(15.0%) opined that it was the nurses, while 149 (35.5%) 

considered that all three categories of staff were involved in 

carrying out the counselling. 

The duration of counselling session as reported by patient 

respondents is also shown in Table II. Forty-eight (11.4%) 

respondents affirmed that counselling session duration was 

less than 5 minutes, 104 (24.8%) felt that 5-10 minutes was 

spent, 114 (27.4%) opined that it was only 11-30 minutes, 

and 25 (6.0%) respondents mentioned more than 30 

minutes. Additionally, 227 (54.0%) of the respondents 

asserted that they were satisfied with the counselling 

sessions, 38 (9.0%) were not satisfied, and 51 (12.1%) were 

not sure. However, 104 (24.8%) respondents asserted that 

there was no counselling session at all. 

 

IV. DISCUSSION 

The necessity for counselling of surgical patients has been 

reported with emphasis on pre-admission, pre-surgical, 

postoperative, and pre-discharge counselling sessions [18]. 

This issue is still on the front burner with the persisting poor 

doctor-patient ratio in low-income countries. The opinion of 

the public, and in this instance the patients and their 

relatives, is critical to the success of health care service 

delivery [19]-[21]. The favourability (or otherwise) of their 

opinions determines further patronage and ease of 

relationship with the health institution [22]-[24]. The 

females were the majority among respondents. Part of the 

explanation for this could be that it is mostly women who 

are involved in home-making that accompany the sick to the 

hospital as relatives in the African setting, while the men 

stay back to source for fund for their care [25]-[28]. This 

traditional disposition is however fast changing [26], [29]. 

This is important because the study was carried out among 

patients and their accompanying relatives. The inclusion of 

patients’ relatives in this study is justified in the sense that 

the varied burden of patients’ illness may not allow them to 

remember much of the information relating to their care, 

therefore leaving the patients relatives to do that bit with the 

doctors. A little above half of the respondents were within 

20-40 years of age. The majority Christian population of 

respondents is typical of the southern part of Nigeria with 

predominant Christian population. 

About half of our respondents affirmed that they 

underwent counselling session during their surgical 

operation in Port Harcourt, a few asserted that they did not 

have counselling session, while others were uncertain. The 

possibilities are that they may have forgotten some details, 

however, this picture of patients’ opinion on surgical 

counselling certainly does not leave an arbiter with the 

impression of an effective counselling service in Port 

Harcourt. Few respondents were of the opinion that all three 

categories of the surgery community (surgeons, 

anaesthetists, and nurses) were involved in carrying out the 

counselling in their last surgery, while much fewer asserted 

that the surgeons carried out the counselling. This second 

opinion picture of the respondents on counselling of the 

surgical patient also cannot market the current counselling 

service for distinction. A model of nurse-counselling service 

was described among comparison groups of breast cancer 

patients who had mastectomy and reported to result in less 

depression for the first 3 months postoperatively [30]. 

In family planning clinics, counselling session longer than 

14 minutes has been reported to have little advantage on 

effectiveness of the counselling process [31]. A randomized 

controlled trial describing innovative psychotherapy 

program for surgical patients, varied counselling duration 

was reported depending on individual patient needs and 

usually not exceeding 50 minutes [32]. The duration of 

counselling session as reported by patient respondents 

varied widely from less than 5 minutes to just above 30 

minutes. Although a little more than half of the total 

respondents attested to being satisfied with their counselling 

session, others felt that counselling session did not take 

place, hence satisfaction could not be mentioned. The latter 

opinion of few others appears to be an expression of disgust 

at the supposed counselling service. The implication of this 

is that little attention is paid to surgical counselling sessions, 

leaving some patients and relatives unsatisfied with health 

service delivery. However, variable the duration, investing 

sufficient time to counselling patients could avoid 

unnecessary medicolegal issues [4], [5]. 

Our findings share some similarity with another study 

done in Calabar Nigeria reporting counselling for 

ophthalmic services, though in that study the counselling 

was carried out by social workers with higher satisfaction 

among patients [33]. Our study differs from another study 

that described quality of counselling services among knee or 

shoulder arthroscopy patients and reported satisfaction 

among almost all respondents, with a call for caregivers 

training in patient-centred and goal-oriented counselling [7]. 

Also, satisfaction among patients who underwent 

laryngectomies and primary voice restoration was reported 

to be high, though counselling in this study was carried out 

by multiple counsellors [34]. Efficacy of counselling on 

service satisfaction of surgical patients have been reported 

in numerous other studies [35]-[37]. 

The opinion of patients on the counselling service 

experience is not entirely satisfactory. Issues at stake include 

variability of the counselling session duration with some 

being as low as less than 5-10 minutes, the category of staff 

to be vested with the responsibility of counselling, and the 

consequent patient satisfaction with services rendered. There 

is need for closer attention to be paid to issues of 

counselling of the surgical patient in order to ensure the full 

benefits of the services rendered. There is need to 

incorporate this key subject in undergraduate and 

postgraduate curriculum to give practitioners a good 

orientation in this area. 
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