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Place du proche en soins critique

La prise en charge des familles en soins critiques (secteurs aigus de réanimation) par le médecin intensiviste réanimateur ou par le médecin anesthésiste-réanimateur (MAR) est de plus en plus étudiée De plus, une plus grande satisfaction du patient est associée à une meilleure évolution clinique 10 , une meilleure adhérence aux soins et une moindre morbi-mortalité post opératoire 11 . Elle est également associée à une diminution des dépenses en santé 12 , avec un recours aux soins d'urgence et consultations diminués, et une consommation médicamenteuse moindre.

OBJECTIFS DE L'ETUDE

La communication et l'information des familles est incluse dans une prise en charge globale de soins du patient. Elles permettraient d'améliorer la compréhension des éléments de contexte et de la prise en charge, la satisfaction quant à l'expérience de soins, et de réduire leur propre anxiété ainsi que celle du patient lui-même.

Une information per-opératoire des proches pourrait être intégrée à cette stratégie de communication, dans une optique à la fois de compréhension et de satisfaction.

A notre connaissance, aucune étude ne rapporte la fréquence de l'information peropératoire par le médecin anesthésiste-réanimateur, ni ses déterminants.

L'objectif principal de l'étude est de déterminer la fréquence de l'information délivrée par le MAR, pendant la période per-opératoire, aux proches de patients opérés.

Les objectifs secondaires sont d'identifier les facteurs associés à l'apport d'une information fréquente, les caractéristiques de cette information, et les raisons amenant à délivrer ou non cette information. Une information dite « fréquente » était définie par réalisée dans plus de 50% des cas rencontrés par le praticien. Results: Among 607 anaesthesiologists, male responders accounted for 53% (319/607), median age was 47(36-60) years, and most responders (96%,580/607) had an adultbased main field of activity. Nearly half of physicians (43%,260/607) reported more than 20 years of clinical experience. Forty-nine (8%) anaesthesiologists declared that they provide information to relatives during surgery frequently. After multivariate analysis, age>50 years, female gender and paediatric-activity were associated with providing information more frequently. Reasons for non-information included lack-of-time and dedicated space to talk to relatives. Urgent surgery or lasting more than 2 hours was identified as a privileged situation for informing relatives.

ARTICLE Determinants of information provided by anaesthesiologists to relatives of patients during surgical procedures

Conclusions: Giving information to relatives during surgery is not a common practice among anaesthesiologists. It depends highly on individual anaesthesiologists' personal characteristics and practice. Information during surgery could be provided systematically in situations identified as being the most important by anaesthesiologists in our survey.

By creating new pathways of information, we could reduce stress, and anxiety symptoms for relatives and the patient.

Keywords: anaesthesia, communication, family, information, intraoperative, operating room, relatives, surgery

BACKGROUND

Family-centred care is more and more studied and optimized in the intensive care unit (ICU). 1,2 However, data and interventions are lacking for family-centred perioperative care in adults. 3,4 Perioperative communication and attentiveness to the patient and to relatives are two of the most important determinants of patient satisfaction. 5 Furthermore, good perioperative communication is associated with lower anxiety and improved overall experience. 6 However, so far, studies reporting communication with relatives during surgery have focused on information provided by nurses or surgeons. 7,[START_REF] Trinh | Primer on adult patient satisfaction in perioperative settings[END_REF] The anaesthesiologists' place in this setting is unclear, and information by the anaesthesiologist is mostly provided before surgery, during the anaesthesia consultation. 9 A systematic review found that communication in anaesthesia is dominated by anaesthetic planning and discussion of logistics before surgery. 7 The two other physician specialties that routinely encounter surgical patients, namely surgery and critical care, have studied communication extensively compared to the anaesthesiology specialty. [10][11][12] Patients are often assisted by a family member during their medical course. They receive the same information and may ask questions during the anaesthesia consultation.

Communication with relatives is part of global patient care and seeks to improve understanding, satisfaction, and reduce anxiety symptoms for relatives and the patient themself. 12,[START_REF] Fumis | Anxiety, depression, and satisfaction in close relatives of patients in an open visiting policy intensive care unit in Brazil[END_REF] Moreover, relatives' satisfaction is considered a major criterion in the assessment of quality of care and of compliance with accreditation requirements. [START_REF] Hussein | The impact of hospital accreditation on the quality of healthcare: a systematic literature review[END_REF] To our knowledge, there is no study reporting how frequently information and its components are given by the anaesthesiologist, during surgery.

The main objective of this survey was to determine how often anaesthesiologists provide information to family members, at least once, while the patient is undergoing surgery.

Other important objectives were to identify the factors associated with providing information frequently (in more than half of cases), the characteristics of the information provided, and the reasons for giving information or not.

MATERIAL AND METHODS

Study design

The I-POP (Information Péri-OPératoire) study was an institutional survey, based on best currently available evidence, guidelines and expert opinions to identify how often anaesthesiologists provide information to patients' family members during surgery. A group of anaesthesiologists (steering committee members: CP, ADJ, YP, SJ) considered all potential items to include in the questionnaire after reviewing literature and participating in focus-group sessions. Item reduction was performed during these sessions, resulting in a self-applied anonymized electronic questionnaire with 29 questions (Supplementary material 1). The online survey was distributed electronically via email to French anaesthesiologists members of the French Society of Anaesthesia and Intensive Care (SFAR, Société Française d'Anesthésie Réanimation). The survey was performed in October 2020 using an electronic web-based platform (Google Form). The survey was open, voluntary and anonymous and neither participants nor researchers received any compensation for taking part. There was no planned limit to the number of participants.

Pre-testing was carried out using the "thinking aloud" technique (in which respondents are asked to verbalize thoughts while answering a question) to ensure adequate understanding of it. [START_REF] Luz | Practices in sedation, analgesia, mobilization, delirium, and sleep deprivation in adult intensive care units (SAMDS-ICU): an international survey before and during the COVID-19 pandemic[END_REF] Pilot testing was performed to assure validity and, in this phase, anaesthesiologists with experience in clinical research were asked to answer all questions using an Internet survey format. Questions deemed unnecessary or challenging to understand were rewritten or eliminated. Each question's response time was recorded, and questions that took more than one minute to complete were rewritten.

This survey study did not require formal agreement because it was assumed that each participant's voluntary completion of the questionnaire constituted consent. A Checklist for Reporting Results of Internet E-Surveys (CHERRIES) [START_REF] Eysenbach | Improving the quality of Web surveys: the Checklist for Reporting Results of Internet E-Surveys (CHERRIES)[END_REF] was used to report the data.

Statistical analysis

Responses to survey questions were analysed as one group. The data were exported and checked using Microsoft Excel (v. 16 [START_REF] Ranganathan | Common pitfalls in statistical analysis: Logistic regression[END_REF] In the final model, only significant variables were retained. Odds ratio (OR) with corresponding 95% confidence intervals (CI) were computed. Interactions between variables were tested. [START_REF] Ranganathan | Common pitfalls in statistical analysis: Logistic regression[END_REF] Missing data were described in the tables and no imputation was made. [START_REF] Newgard | Missing Dara : How to Best Account for What Is Not Known[END_REF] The additional free text responses were examined using a method of thematic analysis for trends and categorized by two authors.

As it was a survey, no sample size calculation was performed.

All reported P values were two-sided, and statistical significance was set at P < 0.05. All analyses were performed using statistical software (SAS Enterprise Guide, version 7.13; SAS Institute; Cary, NC).

RESULTS

Responders' characteristics

Survey responses were received from 607 out of 1500 eligible representing a 40% response rate. Male responders accounted for 53% of completed surveys, median age was 47 (36-60) years, and most responders (96%) had an adult based main field of activity. Nearly half (43%) reported more than 20 years of clinical experience.

Frequency of providing information to relatives

Forty-nine (8%) of anaesthesiologists declared that they speak with relatives frequently (in more than half of cases) during the surgery: 3% (21/607) declared always giving relatives information during surgery (100% of cases) and 5% (28/607) often (> 50% of cases).

Anaesthesiologists' characteristics related to providing information in more or less than half of cases are described in 

Type of information provided to relatives by anaesthesiologists

Anaesthesiologists declared that providing joint information together with the surgical team was not common for 87% of them.

Information was most often given via a phone call (62%) or a meeting in the patient's room (53%). It could be also be a meeting in a corridor (40%), in a dedicated office (28%) or in a waiting room (24%).

Moments when the physician took time to contact relatives were mostly: the occurrence of a complication (70%), and transfer from operating room to PACU (55%).

Usual main topics covered by anaesthesiologists in absence of complication were: patient's clinical status (69%), patient's postoperative ward (50%) and information about time to release from operating room and PACU (40%). Surgery progress (17%) and information about a waiting room (14%) were less frequent topics.

Relatives' further questions reported main topics were: about surgery (surgical gesture itself, 65%, and length of surgery, 59%) and also postoperative issues (potential complications, 56%, post-operative period, 54%, and length of stay in PACU, 53%).

Anaesthesia protocol and potential complications was reported as a frequent question in 29% of cases.

Reasons for speaking to relatives

Anaesthesiologists were asked in a check all that apply question if there were particular situations for which providing information would be important. These situations are presented in Figure 1. Sixty-seven percent thought there would be a benefit of information during surgery for the relatives well-being, few of them found a benefit for themselves (21%), for patient well-being (18%), and for patient management during postoperative period (21%). In an open-labelled question, anaesthesiologists reported that giving information during surgery could improve relations between anaesthesiologists and relatives or with the patient himself. 

Reasons for not speaking to relatives

Twenty-eight percent of anaesthesiologists did not see any point in providing information during surgery to the patients' relatives. The reasons for which they did not wish to do so are summarized in Figure 2. 

DISCUSSION

The I-POP survey aimed to assess the rate of information to relatives, during surgery, as declared by anaesthesiologists and to identify the factors associated with more frequent communication between anaesthesiologists and relatives. The results suggest that French anaesthesiologists rarely talk to their patient's relatives while surgery is taking place, but also that in some situations it may be necessary to do so. This is the first study, to our knowledge, to provide an overview of current practice on information during surgery by anaesthesiologists to relatives of surgical patients.

Only eight percent of anaesthesiologists declared that they provide information during surgery to relatives frequently, i.e. more than 50% of the time. We found several independent factors associated with providing information frequently: age > 50 years, female gender and physicians who have a paediatric activity field (Table 2). Providing information before surgery more frequently, and having a phone number to contact 

Lack of time Relatives not available

No dedicated place Lack of resources Surgery team role relatives were also associated with providing information during surgery frequently in univariate analysis (Table 1), but were not retained in the final model of the multivariate analysis (Table 2).

Duty of information is a fundamental pillar in medicine. [START_REF] Middleton | Should doctors have a legal duty of warn relatives of their genetic risks?[END_REF] We have to inform the patient and ensure his comprehension and consent. By informing relatives, their own comprehension is enhanced and they are more easily involved in global patient care. [START_REF] Kentish-Barnes | Lived Experiences of Family Members of Patients With Severe COVID-19 Who Died in Intensive Care Units in France[END_REF] A better understanding of the situation will probably improve the relatives' overall confidence in the healthcare team. [START_REF] Azoulay | Family participation in care to the critically ill: opinions of families and staff[END_REF] It may also reduce their own anxiety and improve their satisfaction. [START_REF] Azoulay | Impact of a family information leaflet on effectiveness of information provided to family members of intensive care unit patients: a multicenter, prospective, randomized, controlled trial[END_REF] The patient may also benefit from this global care strategy.

Family-centred perioperative care is well-implemented for children, [START_REF] Mendoza | Factors impacting parental and child satisfaction in the peroperative setting[END_REF] which probably explain why having a paediatric activity was an independent factor associated with providing information during surgery frequently (Table 2). Family-centred care is also more and more studied and optimized in the ICU. 1 However, data and interventions are lacking for family-centred perioperative care in adults. We present in Supplementary Material 2 the virtuous and vicious circles that can appear with or without family-centred perioperative care, respectively.

Previously, significant differences have been described between male and female gender physicians, consistently with the results of our study, showing a positive association of female gender and providing information during surgery more frequently. [START_REF] Roter | Physician gender effects in medical communication: a metaanalytic review[END_REF][START_REF] Heath | the Impact of Trainee and Standardized Patient Race and Gender on Internal Medicine Resident Communication Assessment Scores[END_REF] Similarly, in China, female students tended to have more patient-centred attitudes than male students, 26 as already demonstrated in other countries. [START_REF] Wahqvist | Patient-centred attitudes among medical students: gender and work experience in health care make a difference[END_REF] Being more than 50 years was also associated with providing information during surgery more frequently. A few studies have previously found a link between patient satisfaction and increasing physician age. In a cohort study of 1342 ophthalmologists, [START_REF] Fathy | Association Between Ophtalmologist Age ans Unsolicited Patient Complaints[END_REF] increasing age was associated with a decreased risk of receiving a patient complaint. However, this association of age and outcome related to patient-centeredness was inconsistent throughout literature. [START_REF] Ajmi | Physician's clinical experience and its association with healthcare quality: a systematised review[END_REF] Anaesthesiologists were asked which were the reasons why information during surgery was not provided. Major points raised were a lack of time and resources, and the fact that relatives were not available (Figure 2). Some anaesthesiologists also had doubts about the usefulness of such information.

Anaesthesiologists also frequently felt that information during surgery was not useful because of the instability of the clinical situation and potential complications which could occur at any time, PACU period included. However, recent studies have shown a low rate of serious complications during scheduled surgery. Both the percentage of anaesthesia claims in all claims submitted to National Health Service (NHS) Resolution (1.5% vs.

2.5%

) and the cost of all claims related to anaesthesia (0.7% vs. 2.4%) have decreased. [START_REF] Oglesby | Litigation related to anaesthesia: analysis of claims against the NHS in England 2008-2018 and comparison against previous claim patterns[END_REF] Regional anaesthesia (24%), insufficient anaesthesia (20%), and medication administration (20%) were the most prevalent clinical categories. [START_REF] Oglesby | Litigation related to anaesthesia: analysis of claims against the NHS in England 2008-2018 and comparison against previous claim patterns[END_REF] Claims for central venous catheterization, cardiac arrest, and airway management continued to be rare but severe and expensive. [START_REF] Oglesby | Litigation related to anaesthesia: analysis of claims against the NHS in England 2008-2018 and comparison against previous claim patterns[END_REF] These data may also help anaesthesiologists to adapt the information (content and timing) they provide according to the specific clinical setting and patient's own characteristics, to ensure information validity and relatives' confidence.

Our survey has several limitations. First, as data were collected on the basis of a declarative survey there is necessarily a self-selection bias. [START_REF] Safdar | Research Methods in Healthcare Epidemiology: Survey ans Qualitative Research[END_REF] Second, some interesting points could not be addressed in our questionnaire, as we had to limit the number of items (there were 29). We were not able to separate respective information rates from paediatric only and adult only anaesthesiologists, as most anaesthesiologists were providing both paediatric and adult care. It would have been interesting to study more precisely differences in habits and practice between adults and children. Third, we only asked anaesthesiologists (physicians) and did address information provided by anaesthetist-nurses and other operative theatre and surgical wards staff. However, the main objective was to discuss information by anaesthesiologists. Fourth, there are probably important differences in relatives needs and expectations within a same country and between different countries. [START_REF] Azoulay | Half the family members of intensive care unit patients do not want to share in the decision-making process: a study in 78 French intensive care units[END_REF] Responders were from France, so caution should be exercised when generalizing our results. As the questionnaire was openly accessible on the French Society website, and the response rate estimated around 40%, how our cohort of respondents was representative of anaesthesiologists in France is questionable. In particular, we may suspect that anaesthesiologists interested in communication with relatives were more likely to participate. Fifth, during the Coronarovirus Disease 2019 (COVID-19) period, relatives were not present in the hospital. In ICU, the impact of family visitation restrictions was well-studied and associated in a qualitative study with clinician emotional exhaustion and emotional distress alongside the negative impact on job satisfaction. [START_REF] Mcpeake | Clinician perceptions of the impact of ICU family visiting restrictions during the COVID-19 pandemic: an international investigation[END_REF] Another study [START_REF] Azoulay | Association of COVID-19 Acute Respiratory Distress Syndrome With Symptoms of Posttraumatic Stress Disorder in Family Members After ICU Discharge[END_REF] revealed that among family members of patients hospitalized in the ICU with acute respiratory distress syndrome, COVID-19, as compared with other causes of acute respiratory distress syndrome, was significantly associated with increased risk of symptoms of post-traumatic stress disorder at 90 days after ICU discharge. All these points suggest that the restriction of family visitation during the COVID-19 pandemic might be associated with worse prognosis of the relative, and need to be evaluated in operating room setting.

We believe that our survey offers useful suggestions for further work in this field. A research agenda can identify research priorities following the results of our survey.

Information to relatives can certainly be improved and the difficulties expressed in our survey are a starting point to find means to facilitate information to relatives by anaesthesiologists in their daily practice. A large international multicentre observational study should be performed answer the question of daily practices of anaesthesiologists worldwide in real life regarding the information of relatives, as the practices may differ between countries. Further studies could focus on situations of interest, such as urgent surgery or lasting more than two hours (Figure 1), for which information during surgery could benefits relatives and the patient in terms of care satisfaction and symptoms of anxiety and benefit the patient in terms of post operative pain and other clinically relevant outcomes. Information during surgery might be less beneficial in short-term surgeries, as the patient is able to contact their relatives by text soon after arrival on the postoperative ward. Usual information strategy could be compared to a wider, more complete and defined "information to relatives during surgery" strategy in a stepped wedge cluster randomized controlled trial. By studying new pathways of information, [START_REF] Kuizenga | Utility of the SmartPilot® View advisory screen to improve anaesthetic drug titration and postoperative outcomes in clinical practice: a two-centre prospective observational trial[END_REF][START_REF] Jiao | Continuous real-time prediction of surgical case duration using a modular artificial neural network[END_REF] taking into account the objections raised by anaesthesiologists such as lack of time and dedicated places (Figure 2), we could answer the question of the effect of information on stress, anxiety symptoms for relatives and the patient, as part of a multimodal analgesia strategy. [START_REF] Koschmieder | Validation of three nociception indices to predict immediate postoperative pain before emergence from general anaesthesia: a prospective double-blind, observational study[END_REF] In summary, we report objective and complete data on the frequency of giving information to relatives during surgery, from entry to the operating theatre to release from PACU, by anaesthesiologists in a large number of French districts. Providing information during surgery in more than 50% of cases was only reported by 8% of anaesthesiologists. We also identified some situations associated with providing information during surgery frequently and the difficulties which may explain the current rarity of this communication in everyday practice. Using these data, we could implement global care strategies to improve communication with relatives and embed it in our daily work. Le devoir d'information est un pilier fondamental de la médecine [START_REF] Middleton | Should doctors have a legal duty of warn relatives of their genetic risks?[END_REF] . Le médecin doit informer le patient et s'assurer de sa bonne compréhension afin qu'il puisse consentir aux soins. La compréhension du patient et des proches peut être améliorée en informant ces derniers également, les incluant ainsi dans une stratégie de soins globale [START_REF] Kentish-Barnes | Lived Experiences of Family Members of Patients With Severe COVID-19 Who Died in Intensive Care Units in France[END_REF] . Une meilleure connaissance de la situation du patient pourrait améliorer la confiance des familles en l'équipe soignante [START_REF] Azoulay | Family participation in care to the critically ill: opinions of families and staff[END_REF] . Cela pourrait aussi réduire leur anxiété et améliorer leur satisfaction quant à leur expérience d'accompagnant [START_REF] Azoulay | Impact of a family information leaflet on effectiveness of information provided to family members of intensive care unit patients: a multicenter, prospective, randomized, controlled trial[END_REF] . Le patient pourrait bénéficier de cette stratégie de prise en charge globale.

COMMENTAIRES ET PERSPECTIVES

La prise en charge des familles en péri-opératoire est courante en pédiatrie, ce qui pourrait expliquer pourquoi avoir une activité pédiatrique est associée de façon indépendante à une information per-opératoire plus fréquente (Tableau 2). La prise en charge des familles est également de plus en plus étudiée et optimisée en soins critiques 1 .

Cependant, il existe peu de données disponibles à propos de la prise en charge péri- 

ABSTRACTBackground:

  Data and interventions are lacking for family-centred perioperative-care in adults. Perioperative information given to relatives by nurses or surgeons is associated with an improved satisfaction and less symptoms of anxiety for relatives and for the patient themself. However, the rate of information provided by anaesthesiologists during surgery has never been reported. Methods: A global cross-sectional survey study was sent to French anaesthesiologists in October 2020 to inquire how often they provided information to patients' family members during surgery and what factors were associated with providing information frequently (i.e. in more than half of cases).

Figure 1 .

 1 Figure 1. Situations in which information is preferrable according to clinicians -ICU, intensive care unit

Figure 2 .

 2 Figure 2. Reasons for non-informing relatives during the surgery

L

  'étude I-POP avait pour but d'évaluer la fréquence d'information aux familles en peropératoire, déclarée par le MAR, et d'identifier les facteurs associés à une information plus fréquente. Les résultats suggèrent que les MAR français communiquent rarement avec les proches des patients opérés pendant le geste chirurgical, mais qu'il existe des situations où cela peut s'avérer nécessaire. Il s'agit de la première étude, à notre connaissance, faisant l'état des lieux des pratiques en terme d'information per-opératoire aux familles des patients opérés. Seulement 8% des MAR ont déclaré informer les proches en per-opératoire de façon fréquente, soit dans plus de 50% des cas, tel que nous l'avions défini dans l'introduction. Certains facteurs indépendants concernant le praticien étaient associés à une information plus fréquente : l'âge supérieur à 50 ans, le sexe féminin et avoir un domaine d'activité pédiatrique. (Tableau 2). D'autres facteurs tels qu'informer les proches en pré-opératoire de façon fréquente, et recueillir les coordonnées téléphoniques de ceux-ci en pré-opératoire, étaient également associés à une information per-opératoire plus fréquente dans l'analyse univariée (Tableau 1). Ils n'ont en revanche pas été inclus dans le modèle final d'analyse multivariée (Tableau 2).
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 DES 

	Le devoir d'information est un pilier fondamental de la médecine. Toute personne a le
	droit d'être informée sur son état de santé selon l'article L. 1111-2 du Code de la Santé
	Publique, et cette information incombe à tout professionnel de santé dans le cadre de ses
	compétences.
	Le patient majeur, en dehors de mesures de protections, est le bénéficiaire principal de
	, et
	lui apporter son aide pour la prise de décisions. D'autre part, un rôle consultatif : dans le
	cas où le patient ne serait pas en état d'exprimer sa volonté et de recevoir les informations
	nécessaires, la personne de confiance peut transmettre les volontés du patient en dehors
	du contexte de l'urgence.
	Le secret médical ne permet pas d'écarter la personne de confiance puisqu'elle est choisie
	par le patient.

l'information qui lui est apportée. Il est souvent accompagné par un proche lors de son parcours de soins. Il reçoit alors la même information, pouvant poser des questions et participer à la discussion. Le Code de la Santé Publique définit le rôle de personne de confiance dans l'article L-1111-6. La personne de confiance a alors deux rôles principaux à distinguer. D'une part, un rôle d'accompagnant : la personne de confiance peut, à la demande du patient, l'accompagner lors de ses démarches et rendez-vous médicaux

2. LA COMMUNICATION EN ANESTHESIE

  

	complication fréquente (30%) 2, 3 , ainsi que le syndrome de stress post-traumatique (20-La communication et l'information sont des critères majeurs améliorant la satisfaction du
	30%) 4 . Ces éléments sont sources de morbi-mortalité et de séjours prolongés en patient 9 .
	réanimation 2,3 . La thématique de la satisfaction du patient est d'importance croissante sur les dernières
	L'information et les explications données aux patients permettent de réduire ces années 8 . Il s'agit d'un critère majeur d'évaluation de la qualité des soins. Celle-ci a sa
	symptômes de stress, et ont une action positive sur sa compréhension des autres sources place dans le cahier des charges d'accréditations en anesthésie selon la Haute Autorité
	d'inconfort 5 . de Santé (HAS) en France, mais aussi dans d'autres pays tels que la Grande Bretagne ou
	Outre le « mieux vivre » du patient, celui de la famille est aussi à prendre en compte. Les les Etats-Unis 9 .
	symptômes d'anxiété, de dépression et de syndrome de stress post traumatique (30%)
	peuvent également atteindre le proche 6 . Leur compréhension des évènements est aussi
	parfois altérée 7 .
	La limitation de l'accès aux proches est également décrite comme étant à l'origine
	d'inconfort, ainsi que de symptômes de stress et dépression, et un risque augmenté de
	delirium et de syndrome de stress post traumatique pour le patient 2, 6 . La facilitation des
	visites permet de diminuer les sources d'inconfort inhérentes à la réanimation. Elle
	diminue l'anxiété du patient, les symptômes de delirium et le risque de survenue de
	syndrome de stress post-traumatique pour le patient lui-même comme pour la famille 5 .
	L'importance de la communication et de la collaboration entre la famille du patient et
	l'équipe de soin a été démontrée. Cependant, celle-ci peut être mise à mal du fait de
	l'alourdissement de la charge de travail et de la disponibilité que celle-ci semble engendrer
	Des recommandations récentes de la Société de Réanimation de Langue Française
	(SRLF), s'attachent à préciser la place des familles ainsi que leur prise en charge, afin de
	permettre aux patients et aux proches eux-mêmes de mieux vivre le séjour en
	réanimation, et d'améliorer ainsi la qualité de vie et de diminuer les sources d'anxiété.
	Il existe peu de données à propos de la prise en charge péri-opératoire des familles en
	dehors du contexte pédiatrique ou du majeur sous tutelle. L'informateur, dans les études
	1 et fait l'objet de recommandations. Celle-ci est incluse dans une s'y intéressant, est essentiellement le chirurgien ou un membre du personnel infirmier.
	stratégie de prise en charge globale du patient. Elle permet d'améliorer l'expérience de Le rôle du MAR est imprécis dans ce cadre. En revanche, l'information pré-opératoire
	soins et la relation avec l'équipe médicale, ainsi qu'une diminution des symptômes de délivrée en consultation de pré-anesthésie fait l'objet de nombreuses études et de
	stress et d'anxiété associés au syndrome de stress post-traumatique 1 . recommandations. Elles précisent les modalités de cette information, au patient
	essentiellement. Il est recommandé d'identifier la personne désignée par le patient
	Le patient en soins critiques est vulnérable et en proie à de multiples sources d'inconfort, pouvant être informée sur son état de santé lors de la consultation de pré-anesthésie
	parmi lesquelles, les douleurs, le manque de sommeil, les bruits et lumières, les selon la SFAR.
	symptômes d'anxiété et de dépression 2 . Le delirium de réanimation est aussi une

  .5 Redmond, WA, USA). Any errors or missing data

	were verified. Continuous variables were expressed as means (standard deviations (SDs))
	or medians (interquartile ranges (IQRs), as appropriate. Categorical variables were
	summarized as number (percentages). Comparisons of proportions between groups were
	done using the χ 2 test. Comparisons of continuous variables between groups were made
	using the Student test or Wilcoxon rank-sum test, as appropriate. Age, gender (variables
	judged clinically relevant) and all variables associated with providing information during

surgery frequently (in more than half of cases) at a 20% threshold by logistic regression in univariate analysis were included in the multivariate logistic regression, and a P valuebased backward selection was performed.

Table 1

 1 

	Age

. Factors associated with providing information during surgery frequently in univariate analysis were: older age (p<0.001), anaesthesiologist' greater experience (p=0.027), having a paediatric activity field (p=0.03), providing information before surgery frequently (p<0.001), and having a relative identified in the medical record (p=0.027). After multivariate analysis, three factors were associated with an increased probability of giving information: age > 50 years, female gender and paediatric activity field, as shown in Table

2

.

Table 1 .

 1 Factors associated with providing information during surgery more frequently to relatives in

	univariate analysis

Table 2 .

 2 Factors associated with providing information during surgery more frequently to relatives in multivariate analysis

  opératoire des proches du patient adulte. Des cercles vertueux et vicieux peuvent schématiser les conséquences d'une information apportée ou non sont présentés en annexe.Dans la littérature, des différences ont été rapportées entre les praticiens de sexe féminin et masculin, cohérentes aux résultats de notre étude, montrant une association positive entre le sexe féminin et apporter une information per-opératoire de façon plus fréquente24, 25 . De la même manière, dans une étude chinoise, des étudiantes semblaient adopter des attitudes plus axées sur le patient que les étudiants de sexe masculin26 . Ces différences ont également été démontrées dans d'autres pays[START_REF] Wahqvist | Patient-centred attitudes among medical students: gender and work experience in health care make a difference[END_REF] .L'âge du praticien supérieur à 50 ans est, selon nos résultats, associé à une information per-opératoire plus fréquente. Quelques études ont déjà rapporté un lien entre la satisfaction patient et un âge plus important du praticien. Dans une cohorte de 1342 ophtalmologues[START_REF] Fathy | Association Between Ophtalmologist Age ans Unsolicited Patient Complaints[END_REF] , un âge plus élevé du praticien était associé à une diminution du risque de plainte. Cependant, cette association entre âge du praticien et éléments de prise en charge centrés sur le patient n'est pas toujours retrouvée dans la littérature[START_REF] Ajmi | Physician's clinical experience and its association with healthcare quality: a systematised review[END_REF] . Rares mais sévères, les plaintes liées aux complications des abords veineux centraux, aux arrêts cardio-respiratoires et à la gestion des voies aériennes, donnaient lieu à des coûts élevés. Ces données peuvent donner des indications aux médecins anesthésistes pour adapter leurs pratiques d'information (contenu et temporalité) en fonction du contexte clinique et des antécédents du patient, afin de garantir une information valide et conserver la confiance des proches. Notre étude comporte certaines limites. Premièrement, nos données ont été collectées sur la base d'un recueil déclaratif et donc nécessairement soumis à un biais d'autosélection 31 . Deuxièmement, certains points d'intérêt n'ont pas pu être abordés dans notre enquête, afin de ne pas comporter un trop grand nombre de questions (29 items). Nous n'avons notamment pas pu distinguer le taux d'information en activité pédiatrique de celui en anesthésie de l'adulte, car la plupart des médecins anesthésistes répondeurs avaient une activité partagée. Il aurait été intéressant d'étudier plus précisément les différences de pratiques entre enfants et adultes. Troisièmement, nous avons uniquement interrogé des MAR, et n'avons pas pris en compte les informations fournies par les infirmiers anesthésistes ou les autres membres du personnel du bloc opératoire et des services de chirurgie. L'objectif principal de l'étude était toutefois d'étudier 'autres causes de syndrome de détresse respiratoire aiguë. L'ensemble de ces éléments suggère que les restrictions de visite des familles pendant la pandémie à COVID-19 seraient associées à un pronostic plus défavorable pour les familles elles-mêmes, qu'il serait nécessaire d'évaluer dans le contexte per-opératoire. 'information aux familles pourrait être améliorée, et les difficultés exprimées dans notre enquête pourraient être le point de départ de développement d'idées et de moyens afin de faciliter la communication des MAR avec les proches, dans leur pratique quotidienne.

	Nous avons demandé aux MAR de notre étude les raisons pour lesquelles une information n'était pas apportée en per-opératoire. Les éléments les plus souvent choisis étaient un manque de temps et de ressources nécessaires, ainsi que l'indisponibilité des proches des patients (Figure 2). Certains praticiens avaient également des doutes quant à l'utilité d'apporter une telle information. L'information aux familles des patients opérés n'était pas toujours ressentie comme utile en per-opératoire, selon les répondeurs, en raison de l'instabilité de situations ou de potentielles complications pouvant survenir, en salle de surveillance post-interventionnelle (SSPI) également. Des études récentes ont montré un faible taux de complications sévères au cours de chirurgies programmées. Sur l'ensemble des plaintes soumises au National Health Service (NHS) Resolution, le pourcentage de plaintes liées à l'anesthésie (1,5% contre 2,5%), aussi bien que le coût des plaintes liées à l'anesthésie (0,7% contre 2,4%) ont diminué 30 . Les domaines les plus représentés étaient l'anesthésie loco-régionale (2 %), une anesthésie insuffisante (20%) et l'administration des médicaments (20%). Nous pourrions supposer que les praticiens intéressés par la thématique de la communication avec les familles étaient plus enclins à participer. Cinquièmement, pendant la pandémie de coronavirus (COVID-19), la présence des proches était limitée dans le secteur hospitalier. En soins critiques, l'impact des restrictions de visites des familles a été largement étudié. Une association a été démontrée avec l'épuisement et la souffrance émotionnels des médecins, ainsi qu'un impact négatif sur la satisfaction au thématique de la communication per-opératoire avec les familles des patients. Un agenda de recherche peut identifier les priorités de recherche qui découlent des résultats de cette étude. des familles per-opératoire élargie et de définition précise. En étudiant de nouvelles modalités d'informations 35,36 , en tenant compte des difficultés exprimées par les MAR (manque de temps, d'espace dédié (Figure 2)), nous pourrions confirmer les effets de l'information sur les symptômes de stress et d'anxiété des familles et du patient, au sein travail Cette enquête pourrait ouvrir la porte à de multiples suggestions de travail sur la d'une stratégie d'anxiolyse et d'analgésie multimodales 37 .

l'information pratiquée en particulier par les MAR. Quatrièmement, il pourrait exister d'importantes différences dans les attentes et besoins des familles au sein d'un même pays, et entre les pays

[START_REF] Azoulay | Half the family members of intensive care unit patients do not want to share in the decision-making process: a study in 78 French intensive care units[END_REF] 

. Les répondeurs à notre enquête étaient français, nos résultats doivent donc être généralisés avec prudence. Notre questionnaire était librement accessible sur le site de la Société Française d'Anesthésie Réanimation (SFAR), et le taux de réponse estimé était proche de 40 %. La représentativité de notre cohorte de répondeurs par rapport à la population de MAR français pourrait donc être discutable.

[START_REF] Mcpeake | Clinician perceptions of the impact of ICU family visiting restrictions during the COVID-19 pandemic: an international investigation[END_REF] 

. Selon une autre étude

[START_REF] Azoulay | Association of COVID-19 Acute Respiratory Distress Syndrome With Symptoms of Posttraumatic Stress Disorder in Family Members After ICU Discharge[END_REF] 

, il existerait un risque accru de symptômes de stress post-traumatique 90 jours après la sortie de réanimation, pour les familles de patients hospitalisés en raison d'un syndrome de détresse respiratoire aiguë lié au COVID-19, par rapport à dLUne vaste étude observationnelle multicentrique internationale pourrait être réalisée afin d'identifier les pratiques habituelles des MAR dans le monde concernant l'information des proches, ces pratiques pouvant varier d'un pays à l'autre. Des études complémentaires pourraient identifier les situations d'intérêt, telles que la chirurgie urgente ou d'une durée de plus de deux heures (Figure 1). Une information per-opératoire dans ces conditions améliorerait la satisfaction et les symptômes d'anxiété des proches, et pour le patient, les douleurs post-opératoires et d'autres conséquences de l'anxiété péri-opératoire, cliniquement pertinentes en post opératoire. L'information per-opératoire pour des procédures courtes serait moins pertinente a priori, puisque les patients pourraient contacter leurs proches de façon plus précoce, à leur retour en chambre. Un essai contrôlé randomisé en grappes avec permutation séquentielle pourrait également comparer une stratégie d'information « habituelle » contre une stratégie d'information

En conclusion, nous rapportons des données exhaustives et objectives sur la fréquence de l'information données aux proches des patients en per-opératoire, de l'entrée du bloc opératoire à la sortie de SSPI, par le MAR, dans la plupart des régions françaises.
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OF CARE : ANAESTHESIOLOGIST PRACTICE HABITS 1. Pre operative interview with family of surgical patient: (single answer question)

  

	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	If « Never », then go forward question 9
	2. Interview modality: (check all that apply question)
	Anesthetic consultation 
	Pre anesthetic visit 
	Operative room waiting room 
	Emergency Department 
	Phone call 
	Alternative proposition 
	3

. Pre operative information to relatives content: anaesthetic protocol: (single answer question)

  

	8.7. Depending on patient's post operative ward orientation
	Ambulatory 
	Surgical ward 
	Intensive care unit 
	Intensive care unit -resuscitation unit 
	8.8.
	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	4. Pre operative information to relatives content: anaesthetic risk: (single answer
	question)
	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 

The patient or his relatives work(s) in a healthcare structure

  

	Yes 
	No 
	9. A telephone number is provided to relatives or a contact person is designed to join by
	families ? (single answer question)
	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	10. Support person / Contact person identity and phone number are gathered ? (single
	answer question)
	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	11.

In your opinion, is there any interest to inform surgical patient family during pre operative period ? (check all that apply question)

  It could benefit from the anaesthesiologist himself  It could benefit from family well-being  It could benefit from the patient pre-operatively  It could benefit from the patient post-operatively  None 

DURING INTRA-OPERATIVE AND IMMEDIATE POST-OPERATIVE PERIODS 1. Intra-operative family's information of surgical patient: (single answer question)

  

	Operating nurse 
	Dedicated person not present in operating room 
	3.
	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	If « Never » is chosen, then, pass to question number 13.
	2. Who deliver intra-operative information ? (check all that apply question)
	Anaesthesiologist 
	Resident in Anaesthesia 
	Anaesthesia nurse 
	Surgeon 
	Resident in surgery 

Information is provided together with the surgery team? (single answer question)

  Interview in the waiting room  Interview in a dedicated study  Interview in the patient's room  Other, please specify:…………………………………………………………..

	Never 0% of cases 
	Sometimes < 50% of cases 
	Often > 50 % of cases 
	Always 100 % of cases 
	4. Intra-operative information mode? (check all that apply question)
	Phone call 
	Interview in a corridor 

5. Which moment is preferentially chosen ? (check all that apply question)

After anaesthetic induction  Half time surgery  After surgical ablation  At surgical closure  Exit from operating room to PACU  Occurrence of a complication  According to informer availability  Other , please specify: ……………………………………………………………..

6.

In absence of intra operative complication which topics are raised? (check all that apply question)

  

	Surgery progress 
	Patient's clinical setting 
	Information about time to release of operating room and PACU 
	Patient's postoperative ward 
	Information about waiting room 
	Other , please specify: …………………………………………………………
	7. Relatives' further questions ? (check all that apply question)
	About surgery gesture 
	About anaesthesia 
	About potential complications 
	About post-operative period 
	About waiting room 
	About length of surgery 
	About length of stay in PACU 
	Never 
	8.

The patient is willing to ask for information for his family (single answer question

  

) Never 0% of cases 

Seulement 8% des médecins anesthésistes ont déclaré apporter une information peropératoire dans plus de 50% des cas. Certaines situations étaient associées à une information per-opératoire plus fréquente, et les difficultés des MAR ont été mises en lumière, expliquant la très faible fréquence de cette modalités de communication en pratique courante.Grâce à l'ensemble de ces données, nous pourrions mettre en place des stratégies de prise en charge et de soins globales pour améliorer la communication avec les proches, et l'intégrer dans nos pratiques quotidiennes.

Data collected and definitions

The survey included demographics, check all that apply or single-choice questions and open questions. They were not randomized nor alternated. In some multiple-choice tests, more than one answer could be selected. The aim was to detail responder's own usual practice in term of relatives information during surgery. Check all that apply questions could be answered with one of these four choices: "Never (0% of cases)"; "Sometimes (<50% of cases)"; "Often (≥50% of cases)"; "Always (100% of cases)".

The questionnaire is presented in Supplementary material 1. The survey was divided in three main parts: 1) anaesthesiologist personal characteristics and professional practice, 2) information provided by the physician to relatives before surgery, 3) information provided by the physician to relatives during surgery. The first part contained seven questions. Respondents were asked personal information (age, gender), professional characteristics (experience, function, structure of practice, region and main field of activity). In the second part, eight questions focused on anaesthesiologists' habits regarding information to relatives before surgery: frequency, conditions, place, main topics and further questions raised by relatives. In the third part, we detailed in fourteen questions information to relatives during surgery, its frequency, conditions, place, time, and main topics.

We defined the period during surgery as the period from the patients' entrance in the operative room to the exit from post-anaesthesia care unit (PACU).

The eligible respondents were defined as the French anaesthesiologists members of the French Society of Anaesthesia and Intensive Care (SFAR) working in operating room. The number of eligible respondents in October 2020 was estimated at 1500. The main criterion of judgment was achieved when the anaesthesiologist declared providing information to relatives during surgery frequently, i.e. in more than half of cases. ➢ Je donnerai mes soins gratuits à l'indigent et n'exigerai jamais un salaire au-dessus de mon travail.

➢ Admis (e) dans l'intérieur des maisons, mes yeux ne verront pas ce qui s'y passe, ma langue taira les secrets qui me seront confiés, et mon état ne servira pas à corrompre les moeurs, ni à favoriser le crime.

➢ Respectueux (se) et reconnaissant (e) envers mes Maîtres, je rendrai à leurs enfants l'instruction que j'ai reçue de leurs pères.

➢ Que les hommes m'accordent leur estime si je suis fidèle à mes promesses. Que je sois couvert (e) d'opprobre et méprisé (e) de mes confrères si j'y manque. 

RESUME
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Anesthésie-Réanimation, Médecine de péri-opératoire
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Anesthésie, Communication, Famille, Information, Per-opératoire, Bloc opératoire, Proches, Chirurgie