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Effectiveness of preoperative visit on anxiety, pain and wellbeing

ABSTRACT

Objective: Assess whether the preoperative visit is an effective instrument to reduce both the preoperative anxiety level and postoperative pain.

Methods: Randomized controlled trial with two groups, repeated measures before-after. The study consists of comparing the average levels of anxiety, pain and well-being at different times of the surgical process. The non-parametric tests of U Mann-Whitney and Chi-Square Pearson were used for the bivariate analysis and Spearmans’s Rho correlation was used to check the association between quantitative variables 

Results: The experimental group shows a statistically significant decrease of the preoperative anxiety level and postoperative pain and an increase of wellbeing

Conclusions: The preoperative visit is an effective instrument to reduce the situational anxiety level and postoperative pain.
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TEXT 

Introduction

The person who is going to have surgery becomes part of a completely unknown system that could imply certain risks1, 2. This experience could cause, to a certain extent, some reactions or manifestations such as insecurity, fear, agitation and anxiety2-5. If stress and anxiety exceed the expected limits, it could lead to the negative aspects of anxiety6. Many researches have proved that as much intense is the preoperative anxiety, longer and more difficult could be the convalescence, increasing the perception of postoperative pain and consequently, influencing on the wellbeing of the person 2,6-15. 

This situation is aggravated by the fact of being immerse in a hostile environment due to the structure or organization of the operating room: cold, aseptic, highly technologized, full of alarms, sophisticated devices and powerful lights16. Furthermore, the situation is even worse when the patient is having surgery with loco regional anesthesia17-19. All these circumstances that the surgery involves may be perceived as a threat by the patient, what could cause him a feeling of anxiety.
The surgical fact does not only affect the patient physically and psychologically, but socially and spiritually, if we analyze it from a holistic point of view 7,16,20-23. Jean Watson and his theory of Caring 24-27 is a reference on the holistic and human care. Watson states that “…both nurse training and the caregiving system must be based on human values and must care for others’ wellbeing…”28. The idea of caring is to relieve human pain by creating a relationship characterized by the responsibility and the wish to do well and promote health and life. During the preoperative and perioperative the idea of caring gives the nurse the possibility to create a relationship with the patients and they see the nurse as “someone who creates a calm environment, who takes care of them and someone who they can trust”29. 

Through communication and dialogue the nurse encourages the patients to verbalize and show their feelings and fears30, as well as she shows her willingness to listen carefully and respectfully. Thus, she can identify their needs, perceive their anxiety, doubts and fears, and provide a better help and support during the surgical process. At this point, the role of the nurse is much more important as they offer a direct and quality attention.
In order to achieve positive results to control the anxiety and improve the wellbeing of the patients, it is essential to give as much information as possible. Another effective measure is caring out the preoperative visit during the preoperative process. 
Pre-operative visit is understood as the process of personalizing the care between the nurse and the patient before a programmed surgery. It is done by carrying a personalized meeting aimed to provide information, advice, self care knowledge and, thus, to reduce the anxiety and fear1. It must be taken into account that a surgical operation is not only affecting the patient but a whole family30, that is why family must also be taken under consideration while carrying out a preoperative visit.

Among the studies on this subject there is controversy over the effectiveness of the preoperative visit reducing the anxiety levels. Back in the 60’s a study by Egbert et al.31 proved that the information was much more effective to reduce the preoperative anxiety than sedation. As years went by, more and more studies have become to prove so especially in the last decade when this subject has been studied the most 6,7-9,19,32-43.
On one hand, the studies by Chiriviches et al.7, Aparcero et al.4 and Orihuela-Pérez et al.1 prove that those patients who received additional information about the surgical process through a structured pre-operative visit have statistically significant lower levels of stationary anxiety. However, one the other hand, the studies by Díez-Álvarez et al.33, Marín Romero et al.20 and Navas44 state that the anxiety decrease after receiving additional information is not statistically significant.

Other studies are focused on the moment when the patient starts experiencing an increase of the anxiety levels. Some studies affirm that anxiety appears at least one week before the surgery, and that intensifies in the hours before admission, what means that it would be much better to give the pre-operative information before patients are admitted to the hospital 2,6,19,34,44,45. 

Some authors, as Herrera-Espiñeira et al.46 and Kindler47, even state that the cultural level and the age are related to the information comprehension.

Although the controversy among studies about the effectiveness of the preoperative visit on anxiety and pain, many of the authors agree that information and education provided during the preoperative visit improves the perception of satisfaction and wellbeing1,4,7,10,37,38,43,48-50.
Objective
The aim of this study was to analyze the effect of a structured preoperative nursing visit on the anxiety levels, post-operative pain and wellbeing during the surgical process. Additionally, it was studied if there was any association between anxiety levels and pain, as well as the previous surgery experiences and the accuracy of the received information.
Methods

Randomized controlled trial with two groups, repeated measures before-after. 

The sample population was made up by 30 patients in each group, whose hospitalization was scheduled in the hospital unit of Traumatology and Orthopedics Surgical Service in Hospital Sant Pau i Santa Tecla de Tarragona. They were operated on for Total Knee Prosthesis (TKP), Total Hip Prosthesis (THP) and Lumbar Arthrodesis (LA). Patients under 18, patients with any cognitive deterioration, psychiatric patients and foreigners who weren’t able to understand any of both official languages in Catalonia (Catalan or Spanish) and oncologic patients (whose anxiety is intrinsic to this process and their levels of anxiety could modify the results of the study) were excluded of the project. The patients were admitted consecutively from January to March 2012.
Committee for Ethical Clinical Investigation of Hospital de Tarragona Joan XXIII approved the study protocol in 4th January 2012 (ref. CEIC 61/2011) and the Scientific Advisory Committee of Hospital Sant Pau i Santa Tecla de Tarragona authorized the study.
The STAI (State-Trait Anxiety Inventory) questionnaire was used as an instrument to obtain some data. State-Anxiety (S/A) can be defined as a state or temporary emotional condition experienced in a certain time. Trait-Anxiety (T/A) is an anxiety pattern that characterizes a personality trait51. The S/A scale has 20 questions asking the patients about the feelings at that moment and the possible answers are: not at all 0, somewhat 1, moderately so 2, very much so 3. The T/A scale has 20 questions asking them about how do they feel generally and the possible answers are: almost never 0, sometimes 1, often 2 and almost always 3. In both questionnaires the questions are asked on a direct or indirect scale and they are mixed in order to avoid acquiescence. The total score varies between 0 and 60 that become percentiles depending on the gender and age. Item 20 in the S/A questionnaire was highlighted to obtain the score of the wellbeing perception. Visual Analogue Scale (VAS) was used to measure the pain. Other socio-demographic variables as the age, gender, civil status, studies and previous surgeries were taken into account.
At the time of admission, the afternoon before the surgery, the patients of both groups (control group and experimental group) were given standardized information about the service. They were informed by a nurse of the traumatology unit. Afterwards, a scrub nurse visited the patients of both groups and informed them with a written document about the aim of the study and asked them to sign the consent form. Additionally, the patients in the experimental group received the specific information of the preoperative visit.
The data was collected at different times of the process: the admission day, once in the preoperative anesthetic room, during the first 72 hours after surgery (Table I).

	TABLE I. Data collection Schedule.

	CONTROL GROUP n=30
	SURGERY GROUP n=30

	DAY
	PLACE
	DOCUMENTS
	DAY
	PLACE
	DOCUMENTS

	1st day
	Hospital room
	-Information about study
	1st day
	Hospital room
	-Information about study

	Admission 6 p.m.
	
	-Consent form signature
	Admission 6 p.m. 
	
	-Consent form signature

	 
	
	-STAI test S/A + T/A admission
	INFORMATION
	
	-STAI test S/A + T/A admission

	 
	
	-Socio-demographic data
	PREOPERATIVE VISIT
	
	-Socio-demographic data

	2nd day
	Pre-op anesthetic room
	-STAI test S/A pre-op.


	2nd day
	Pre-op anesthetic room
	-STAI test S/A pre-op.



	Surgery
	Recovery room discharge
	-VAS pain recovery discharge
	Surgery
	Recovery room discharge
	-VAS pain recovery discharge

	3rd day
	Clinical course consult
	-VAS pain post 24 h.
	3rd day
	Clinical course consult
	-VAS pain post 24 h.

	4th day
	Clinical course consult
	- VAS pain post 48 h.
	4th day
	Clinical course consult
	-VAS pain post 48 h.

	5th day
	Hospital room
	- STAI test S/A post 72h
	5th day
	Hospital room
	-STAI test S/A post 72h

	
	
	- VAS pain post 72h
	
	
	-VAS pain post 72h


Table I: Data colletcion Schedule.
SPSS Statistics 17.0 system for Windows was used for the data analysis. The categorical variables (socio-demographic data) were described with rates and percentages, whereas the quantity variables (anxiety, pain, well-being, information) were described with arithmetic mean and standard deviation. 
Subsequently Kolmogorov-Smirnov test was used to test the normality of the quantity variables distribution. As a normal distribution was not obtained, it was decided to continue the bivariate analysis with the non-parametric test. 
Pearson's Chi-squared test was used to check if there was any relation between categorical variables and the groups (control or experimental group). Mann-Whitney U test for independent samples was used to check the quantity variables (percentiles of state-anxiety and VAS pain scale) and the ordinal categorical variables (wellbeing). Subsequently we compared the state-anxiety levels with the experience in previous surgeries (positive or negative) and the information received (sufficient or insufficient).
Spearman’s Rho correlation was used to see if there was any relation between the state-anxiety levels and the pain. 
95% confidence intervals were calculated with a significance level of  p<0.05. 
Results
The average age of the control group patients was 67’87 years (SD=12’7) with an age range of 33 to 83, whereas in the experimental group the average age was 67’40 years (SD=11’73) with an age range of 42 to 81 years.
The surgeries carried out were similar in both groups. Control group: lumbar arthrodesis (20%), total knee prosthesis (56,7%) and total hip prosthesis (23,3%). Experimental group: lumbar arthrodesis  (26,7%), total knee prosthesis (50%) and total hip prosthesis (23,3%). We have to highlight the fact that the patients in the control group were mostly women (80%) while in the experimental group it was more balanced (56,7%). 

To analyze the state-anxiety levels during the whole process we calculated the difference between different moments and the most significant one was the difference between the time of admission (one day prior the surgery) and the time in the pre-op anesthetic room (just before going into the surgery room). As it can be observed in graphic 1, the control group experienced an increase of the anxiety level (15.83 points), whereas in the experimental group, the anxiety decreased (3.03 points), making the difference of the evolution between both groups statistically significant (p=0,001).
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Graphic 1: Evolution of anxiety levels in different times of the process (CI 95%).
Graphic 2 shows the evolution of the pain perception according to Visual Analogue Scale (VAS). It is observed that the control group had a higher VAS than the experimental group in all four phases of the process. 
This difference was statistically significant at the 24, 48 and 72 postoperative hours with an associated p-value lower than 0.05 (p=0.043, 0.001 y 0.017 respectively).
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Graphic 2:  Evaluation of pain perception at the different phases of the process.
Afterwards we compared the state-anxiety levels with the previous surgery experiences, taking into account whether they were positive or negative experiences. Graphic 3 shows how patients who had positives previous experiences had lower levels of anxiety than those patients who had had negative experiences. This was a statistically significant difference with p-values lower than 0.05 (p=0.046, 0.017 and 0.005 respectively).
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Graphic 3:  Anxiety levels regarding previous experience.
When patients were asked about the sufficiency of the information received, the group that considered it sufficient showed to have a statistically lower lever of state-anxiety than the group that considered it insufficient (p=0.039) at the admission time. 
In regard to the evolution of the wellbeing perception there are significant differences between the groups: the experimental group answered a higher number of “moderately so” and “very much so” than the control group when they were in the preanesthesia room (p<0.001) and at the postoperative 72 hour (p=0,001). By contrast, the only “not at all” scores where answered by the control group at the same situations. 

Regarding the possible relation between the state-anxiety and the pain perception, the Spearman’s Rho coefficients ranged between 0.310 and 0.661. That means a positive association from moderate to substantial between the state-anxiety levels at the admission time and the preanesthetic phase (p=0.661) and at the postoperative 72 hour (p=0.599). It must be emphasized the moderate positive relation between the state-anxiety levels at the preanesthetic phase and the postoperative pain at the subsequent 24 hours  (p=0.344), 48 hours (p=0.499) and 72 hours (p=0.463). 
Discussion and conclusion

This study proves that those people who have a high level of state-anxiety at the admission time, would experience an increase of anxiety at the preanesthesia room and, consequently, they would have a perception of the pain significantly greater during the 24, 48 and 72 postoperative hours. 
These results are at the same line as other studies that evaluate the importance of the information given prior to the surgery31,37,42 and the effectiveness of an structured preoperative nursing visit to reduce both preoperative anxiety and the perception of postoperative pain during the first 72 hours1,4,7.

As the studies of Heluy et al.30 and Balaguer5, we have also consider the family as an important element of the process and they have been encouraged to be present and ask all their doubts during the preoperative visit. In some cases, the attitude of the family was essential. Since some of the older or uneducated patients had shown their concern about taking part of this project, the willingness of the family made easier the data collection.

The wellbeing perception, described in the Caring theory by Jean Watson, improved significantly in all those patients who received special information during the preoperative visit. It improved specially during the preanesthetic time and during the 72 postoperative hours , with similar results as other published studies1,4,7,10,37,38,43,48-50.
Unlike the statements of Kindler et al.47 and Herrera-Espiñeira et al.46, education level didn’t statistically influenced on the levels of anxiety or the postoperative pain perception, though all the uneducated patients had higher scores. 
Due to the improvements on surgical and anesthetic techniques in the last years, the days of hospitalization has been reduced. However, there has also been an increase of Major Ambulatory Surgery (MAS) and Minimally Invasive Surgery (MIS) in which the patient is admitted the same day of the surgery12,52. Paradoxically, all these improvements reduce the possibility of carring out a preoperative visit the day before the surgery what means a less contact between nurse and patient and a lower possibility of giving all the necessary information in order to reduce anxiety.
As conclusion of this study, the results prove that a structured preoperative nursing visit is an effective instrument to reduce anxiety prior to surgery and postoperative pain during the first 72 hours, as well as to improve the wellbeing perception. 
In order to improve and humanize nursing care, the organizational systems must be changed because they no longer meet our society needs53. We must create nurse visits separately than anesthetic visits with the aim to provide a quality care and the benefits and tranquilizer effects of the nurse role during the preoperative process. We must include MAS and MIS patients, who could received the preoperative visit one week before surgery in order to reduce their anxiety, as several studies support2,6,19,33,42,43,.
We propose new lines of investigation with quality methodology to identify personal experiences and special needs for information comprehension with the aim of publishing and spreading the results to contribute in the progress of the discipline of nursing and improve the nursing quality at all levels.
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