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Factors behind instances of discordance between clinician and patient cataract surgery outcome assessments
Summary of key findings

Aims
· To explore, with healthcare professionals and patients, identified cases of mismatches or discordance between clinicians’ and patients’ perceptions of cataract surgery outcomes 

Methods
· Semi-structured interviews with Healthcare professionals (HCPs) involved in cataract care delivery, who had experiences with the discordant outcomes phenomenon.  
· Semi-structured interviews with patients falling within the mismatching outcomes definition. 

Definition
Discordance could be either positive or negative. 
Negative mismatching outcomes: 
· The patient is unhappy with good surgery and VA outcome: Patients who are dissatisfied with the outcome of their surgery or perceive a negative outcome, even though there is no clear clinical explanation for experiencing a poor outcome. Examples might include dysphotopsia, reflections, glare, residual minor refractive error.
Positive mismatching outcomes:
· The patient is happy with poor surgery or VA outcome: Patients who are reporting satisfaction/positive outcomes where the VA or technical elements of the surgery appear to indicate that a normally symptomatic clinical problem exists of which the patient seems to be unaware. Examples might include reduced VA, IOL subluxed, mild to moderate macular dysfunction. 

Recruitment
A discordant outcome is a relatively uncommon phenomenon. Affected patients were identified in two main ways. 
· Predict-CAT study participants whose responses to the Cat-PROM5 questionnaire post-op (i.e. their self-reported of outcome of surgery) did not match their clinical assessment of outcome; 
· Patients identified through routine clinics whose reported perceptions of outcome did not match their clinical assessment of outcome.  

Participants
Patients
Interviews with seven patients took place.  Three participants were identified through the Predict‑CAT study, and four were identified by HCPs during clinics and using the mismatching outcomes definitions disseminated to each centre.  Three participants were recruited from Bristol and four from Torbay. Only one was recruited as a positive mismatching outcome case i.e. their perception of outcome was more positive than the healthcare professional’s assessment.  The majority were from areas of low social deprivation.  Most patient participants had other visual co-morbidities, but none that could clinically explain their experiences of surgery outcome.  


Healthcare professionals
Nine HCPs were interviewed.  Three interviews were with members of the Cataract Research Programme team.  One participant was an optometrist, and eight were ophthalmologists.  Four were based in Bristol, one in Gloucestershire, two in Torbay, and two in Brighton.  One participant was currently working in private practice.  

Findings
Experiences of discordance among patient participants
Discordance in most patients’ experience was the result of unexpected changes in visual ability after surgery, for example changed spectacle prescriptions, problems with peripheral vision, whilst two participants experienced unexpected symptoms such as floaters and dry eyes which they felt compromised their quality of life.  Overall, it was the impact on the patients’ everyday life and functional status that determined their perception of outcome, particularly if they were not expecting the particular outcome.  
Factors explaining the phenomenon
Medical technologies. Explanations given by HCPs linked to medical practice were primarily the technologies used, for example the choice of IOL and unintended optical side effects resulting from individual lenses, and the use of measurement and testing devices able to capture the visual experiences of the patients.  For example, many HCPs thought current measurement practices do not capture the full spectrum of dimensions of vision affected by cataract surgery, such as optical aberrations.  
Doctor-patient relationship. Quality of the doctor-patient relationship was thought by both HCPs and patients to shape patients’ perceptions of outcome.  Both believed there was a need for a more personalised approach to patient counselling and shared decision-making when making decisions on lens choice and refractive aims of the surgery.  For patients, trust towards the HCPs was also important, and this trust was found to be compromised through breakdowns in the process of care delivery, for example continuity of care, ease of access to post-op follow-up, and trust in the professionals’ abilities to curry out ophthalmological examinations and procedures.  
Patient-specific attributes. Presence of co-morbidities and a more complex clinical profile, the patients’ visual abilities before the surgery, the patients’ personality, and social characteristics were raised by HCPs and patients to explain discordant outcomes.  All HCPs thought personality was a determinant of discordant outcomes, and a small minority of patients alluded to their personality to explain their decisions and actions.  Ultimately however for these patients the quality of cataract surgery counselling received prior to their surgery shaped their post-operative experiences.  

Conclusions
Ways to improve quality of care
There was agreement between HCPs and patients of the importance of supporting a personalised approach to shared and informed decision-making.  Moving away from a generalised approach when providing risks and benefits information and towards adjusting the information to the individual patients’ clinical and psychological profile was seen as important.  Allowing more time for patients to consider their options and reflect on the information was also important.  For some HCPs, ensuring there was a clinical need for cataract surgery and avoiding performing surgeries on individuals with good quality of vision; adopting new technologies; and allowing access to ophthalmologists after the surgery were also seen as important.
Barriers to improvement
Several barriers to changing practice were identified, more often linked to the challenges of changing current ways of working, and the time available to HCPs to engage in such in-depth personalised conversations with patients.  

