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The Impact of Preoperative Education on the Psychological and
Physiological Aspects of Patients Undergoing Abdominal Surgery
By
Salah Fathi Alhj Taher
Supervisor
Dr. Jamal Qaddumi

Abstract

Anxiety can be defined as an emotion distinguished by an unpleasant
state of inner disorders and can be accompanied by subjective feelings of
worry, nervousness, tension, and activation of the nervous system.
Psychological and physical stress can be a result of pain. Anxiety can
elevate the heart rate, blood pressure and cardiac outputbecause of the
activation of the sympathetic, nervous, hypothalamic, and pituitary systems

as well as the adrenal axis.
Aim of the study:

This study aims to assess the impact of preoperative education on the
anxiety level of patients undergoing abdominal surgery and their

postoperative pain.
Methods

The study was prospective, randomized, and controlled. Adult
patients were randomly allocated to receive preoperative education. The
patients were assessed for preoperative anxiety level and postoperative
pain. The study population consisted of adult men and women over 18

years old undergoing any type of elective abdominal surgery in
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governmental hospitals in the Nablus district. One hundred patients

scheduled for elective abdominal surgery were included in the study.

Result

At baseline, patients’ demographics and clinical characteristics were
similar in both the experiment and control care groups, there were
significant relationships between receiving an educational program and
patient level of anxiety; this was evident due to the fact that moderate,
severe, and extreme anxiety levels were higher in the control group than the

treatment group.

There was not a statistical significant relationship between the
patient level of pain and participation in the educational program, this was
evident in the pain scores being lower in the experimental group than
control group in at each testing time. There was a significant relationship
between the preoperative level of anxiety and the postoperative level of
pain (at 6 hours postoperative, at significant level 0.05, with P-value
0.001.) Also, it was evident that pain level decreased when anxiety level

was lower.

There was a statistically significant relationship between pain and
gender; as well as between anxiety and education level. But there was not a
statistical significant relationship between anxiety level and other
demographic variables. There was a significant reduction in the

preoperative level of anxiety and postoperative level of pain among the
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patients who received the structured eduation program. There was a

significant association between the preoperative level of anxiety and the

postoperative level of pain.

Conclusion

In this study, preoperative education was effective in reducing
preoperative anxiety among patients undergoing abdominal surgery,
reducing postoperative pain, and improving vital signs. This study
recommends that preoperative health education is included in routine care

in preoperative preparations for surgical patients.
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Introduction
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Chapter One

Introduction

1.1 Background of the Study

Surgical intervention is the science and art of treating problems,
deformities, and injuries via incision or manipulation, especially with
instruments. Surgery includes interaction between the client, the nurse, and
the surgeon. Surgical interventions are considered important worldwide,
with an expected 234 million surgeries performed each year (Debas, et al.,

2006).

Abdominal surgery is the most common surgical intervention;
including a wide range of both elective and emergency operational
procedures. In general, the rate of abdominal surgery is estimated to be
43.8% among those who are above the age of 60 (Nunoo-Mensah, et al,
2009). It has been estimated that the number of abdominal surgeries is
expected to change significantly, from around 7,436,000 surgeries in 2010
to 8,109,000 surgeries in 2020. Abdominal surgery includes
gastrointestinal, biliary and liver operations, splenectomy, herniorrhaphy,

appendectomy and surgery on great vessels of the trunk (Karakhuen, 2003).

The third most common cause for abdominal surgery is appendicitis.
In middle age, the mortality rate is about <1%, whereas among adults it
ranges from 4-8%. The risk of developing acute appendicitis is 8.6%for
males and 6.7% for females. The risk for appendectomy isabout 12% for
males and 23% for females. Appendectomy rate is about 10/10,000 per
year in the United States of America (Flum & Koepsell, 2002).



Being in hospital admissions and waiting for surgery is one of the
important and powerful factors in provoking anxiety and it results in
behavioral, cognitive reactions and effects recovery (Kiecolt-Glaser, et al.,
1998). Surgeries can results in a high level of anxiety for patients whether

it is a minor or major operation (Taskin 2008).

Anxiety can occur in preoperative patients. It can be a result of
uncertainty about the upcoming events or procedure, any past experience
with aesthesia or surgery, and sometimes by family and friend’s opinions
or comments (Jawaid, et al., 2007). Anxiety can be defined as an emotion
distinguished by an unpleasant state of inner disorders, and can be
accompanied by subjective feelings of worry, nervousness, tension, and
activation of the nervous system. Psychological and physical stress can be a
result of anxiety. It can elevate the heart rate, blood pressure and cardiac
output due to the activation of the sympathetic, nervous, hypothalamic, and

pituitary systems as well as the adrenal axis (Bally, et al., 2003).

Anxiety level depends on sex, age, type of surgery and any previous
surgical interventions. However, anxiety in preoperative patients is affected
by the strange environment, waiting for surgery, potential for postoperative
pain, fear for life, and fear of the unknown during surgery (Masood, et al.,

2009).

The time before surgery is a very traumatic period for patients.
About 60% to 80% of adults experience intense stress and fear of possible

complications, which includes thinking about death (Guo, et al., 2012).



Preoperative anxiety leads to postoperative pain, and it may result in an
increased intake of pain medications, and a delay in discharge and

recovery.

Anxiety may affect the induction of anesthesia and recovery thus
decreasing intended patient outcomes. The time between when the patient
learns of the surgical treatment and when it is scheduled can result in
anxiety and fear, which increases as the operation appointment gets closer.
These feelings mostly disappear after the operation (Agrawaln, et al.,

2005).

Most studies see connections between anxiety and pain, with patients
with less anxiety experiencing less pain (Sullivan, et al., 2004). A study
was conducted in order to evaluate the relationship between giving
preoperative education and the level of a patient’s anxiety, who was
admitted to elective minor surgery. It showed that 70.3% of surgical
patients had anxiety related to pain. Emotion and distress related to pain

can differ from person to person (Munafo & Stevenson, 2001).

From all abdominal surgeries done each year, 10 to 15% of them
showed postoperative pain. After cholecystectomy surgery, 30-72% of
patients experienced pain while 5-12% experienced pain after inguinal
surgery. About 63% of patients reported chronic postoperative pain after

inguinal hernia repair (Sommer, et al., 2008).

In poor postoperative outcomes, anxiety has been found to be the

biggest risk factor of mortality and morbidity. It is still unclear whether
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preoperative anxiety has a negative relationship with pain, fatigue and
discomfort, nausea, sleep disturbances, tiredness, immobility, quality of
life, the need for bed rest, length of stay, recovery, and medications in

during anaesthesia (Kagan & Bar-Tal, 2008).

Postoperative recovery is the time for physical, psychological, social
and habitual functions to improve: and can result with the patient going
back to preoperative activities of daily life and an increased level of
psychological wellness (Zalon, 2004). Additionally, throughout the
recovery period, basic needs are cared for at the hospital such as: bowel
function, urination, intake of fluid and food, regaining muscle power and

managing activities (Allvin, et al., 2008).

Postoperative recovery is affected by fatigue, pain and depression
after abdominal surgery and it is very important for the patient to return to
normal routine activities of daily life (Piscatella, 2010). Pain and fatigue
are the most common problems and symptoms during postoperative
recovery and can result in a lack of structural integrity postoperative

(Zalon, 2004).

The aim of successful surgical intervention is to return the patient to
a condition of improved health in a short period of time. Nursing
intervention can help the patient have a rapid recovery. A positive
relationship between the nursing staff and the patients, including
information and knowledge transfer, and encouragement through the

difficulties has a positive effect on recovery (Rankin & Stallings, 2001).



There 1s a relationship between preoperative distress and
postoperative recovery; recovery increases when there is no distress. An
excellent postoperative recovery may be indicative of moderate levels of

anxiety, but excessively high levels of distress results in impaired recovery

(Ebneshahidi & Mohseni, 2008).

By correctly delivering all the information to the patients, staff can
help them to cope better with any anxiety inducing triggers. The patient can
naturally cope and deal with the tensions or threatening incidents by
understanding their meanings. The information given promotes a better
understanding of how to emotionally and behaviorally respond to abnormal

incidents and results in patients coping better (Golanowski, et al., 2007).

Preoperative education is a very important issue during preoperative
nursing which improves patient knowledge and prepares them for surgical
interventions. According to Chetty Ehlers’ 2009 studies, preoperative
teaching decreased anxiety among 78% of surgical patients. Preoperative
education is widely used in order to increase the sense of self-respect and

psychological well-being of patients (Chetty Ehlers VJ, 2009).

1.2 Problem Statement

Anxiety in preoperative patients may lead to many adverse effects in
terms of anesthetic requirements, length of recovery, postoperative anxiety
and pain, length of hospital stay, nausea and vomiting. Considering the

limited amount of time for patients’ preparation and their need for



information, nurses must take interventions to decrease preoperative

anxiety levels in order to improve outcomes.

As cited in Devine and Cook (1986), preoperative education is
defined as providing the patients with health-related information, psycho-
social support and the opportunity to learn selected skills in preparation for
surgery. Patients who are admitted for surgery are found to be anxious
about the outcome of surgery. These patients also fear possible
complications and are in emotional stress before surgery. The patient's

anxiety level is an indication of possible postoperative problems.

Preoperative anxiety can increase postoperative pain, the amount of
analgesic that might be taken, and also the patient’s hospital stay.
Preoperative education plays a very important role in decreasing anxiety
and reducing anxiety related complications; so, it is important to study

these variables among surgical patients in Palestine.

Our study will evaluate the effectiveness of a structured education
program on preoperative anxiety and postoperative pain among abdominal
surgery patients in governmental Palestinian hospitals in the Nablus region.
According to the results of the study, we will then make recommendations

to policy makers to make effective changes.

Surgical care is an integral part of health care throughout the world,
with an estimated 234 million operations performed annually. This yearly

volume now exceeds that of childbirth. Surgery is performed in every
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community: wealthy and poor, rural and urban, and in all regions (Carson

& Arnold, 1996).

Some of the patients know in advance that they are going to be
treated by an operation; they cannot help feeling worried, anxious, and
nervous about the upcoming surgical treatment. Ramsay (1972) conducted
a preoperative interview among 382 patients (183 males and 199 females)
24 hours before they were delivered to the operating room. It was found
that 73% of them were afraid of the surgery while 62% were afraid of

being administered anesthesia (Lin & Wang, 2005).
1.3 Significance of the Study

Healthcare delivery systems aim at providing extremely good care
for patients by using the most cost-effective methods. High quality
outcomes for patients undergoing surgery can be achieved through joint
efforts of various health personnel. Advances in medical practice, together
with increasing healthcare costs have resulted in reduced length of hospital
stay. Surgery is a major life change that causes anxiety. Hospitalization,
irrespective of disease, stimulates anxiety among patients posted for
surgery. Unrecognized, sustained anxiety may create stress, which may

harm the patients and also result in delayed recovery (Yilmaz, et al., 2011).

Studies have reported a wide variance in the prevalence of symptoms
following operation, such as pain (70%), nausea and vomiting (20%-30%),

fatigue/tiredness (20%-93%), sleep disturbance (89%), dizziness (16%-



21%), and drowsiness (21%-36%). Other recognized symptoms are: lack of
appetite, dry mouth, problems with elimination, anxiety, and depression
(Pavlin, et al., 2004, Schulz, et al., 2011). Nurses, being the member of the
single largest group of health professionals, must use the opportunity to
make an enormous impact on the quality, effectiveness and the efficiency
of the patient’s journey in the health care delivery system (Schulz, et al.,

2011).

Prevalence of pre surgical anxiety fluctuates from 60% to 92% and
also differs from one surgical group to another. Extreme anxiety results in
increased blood pressure and heart rate, diminished immune response,
increased risk of infection, and poor psychosocial outcome after surgery

(Scott A, 2004).

Intense anxiety experienced in the preoperative period raises the
severity of pain among patients after surgery in the postoperative period
(Caumo, et al., 2001). Preoperative anxiety is considered to be a normal
part of the surgical experience. With this in mind, in order to improve the
postoperative outcome, hasten postoperative recovery, and reduce the need
for hospitalization, morbidity and convalescence, the concept of
multimodal, evidence based interventions were introduced more than 10

years ago (Chaudhury, et al., 2006).

Adequate preoperative teaching not only alleviates anxiety, but also
increases patients’ participation in their care and minimizes the

development of postoperative complications. Inadequate preoperative
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education has a negative influence on clinical outcomes and patient
satisfaction. Hence, the nurse must possess the requisite skills and
education to cover the multidimensional needs for promoting, protecting,

and restoring health (Lee, 2000).

Preoperative teaching about surgical procedures and outcomes serves
as a basis for nursing practice within the surgical setting (Lewis, et al.,
2002). Nurses face a major challenge in providing patients with the most
needed information about postoperative activities within a limited

timeframe (Bernier, et al., 2003).

A descriptive study, which was carried out to identify important
areas in preoperative teaching, recommended the inclusion of situational
information, patient role, and psychosocial support (Brumfield, et al.,

1996).

The researcher’s experience in caring for abdominal surgical patients
has shown that the patients’ primary problems are that they were not able to
understand the treatment plan and the reasons and the necessity of the
operation, this causes them to have a high degree of anxiety towards the
operation. Some of them have even turned down an operation because they

anticipated possible discomfort and danger caused by the operation.

In view of the above issues, the researcher felt the need to evaluate
the impact of preoperative education programming on postoperative
outcomes among patients undergoing abdominal surgery. This educational

program consists of preparing the patients for the preoperative readiness
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and postoperative self-practices such as deep breathing, coughing and leg
exercise techniques so that they can recover rapidly and without any

unfavorable postoperative complications.

1.4 Aim of the Study

To evaluate the impact of preoperative education on the
psychological and post-operative physiological among abdominal surgical

patients.

Specific Objectives:

1. To assess preoperative anxiety level of patients undergoing abdominal

surgery.

2. To assess the impact of preoperative educational programs on the post-

operative pain level among patients undergoing abdominal surgery.

3. To investigate the effect of demographic characteristics of the patients

on their anxiety and pain.

4. To compare the level of the anxiety in the experimental group and the

control group of the abdominal surgical patients.

5. To compare the postoperative pain between the experimental group and

the control group of the abdominal surgical patients.

1.5 Research Questions

1. What is the level of anxiety of patients undergoing abdominal surgery?
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2. Does a preoperative educational program reduce preoperative anxiety?

3. Does a preoperative educational program reduce the postoperative pain

level of patients undergoing abdominal surgery?

4. Is there a relationship between the level of preoperative anxiety and

postoperative pain?

5. Is there a relationship between various demographic variables and the

level of anxiety and pain experienced?

1.6 The Hypothesis of the Research

H1- There is a significant reduction in the preoperative level of anxiety

among patients after receiving a structured educational program.

H2- There is significant reduction in postoperative pain level among

patients after receiving a structured education program.

H3- There is a significant association between the preoperative level of

anxiety and postoperative pain levels.

1.7 Research Variable under Study

Independent Variables: Structured health education, demographic

variables, and type of surgery.

Dependent Variables: Anxiety pre op, pain post op, blood pressure, pulse,

and respiratory.
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1.8 Assumptions

e A structured education program will reduce the anxiety among

abdominal surgery patients.

e Educational programming will reduce postoperative complications.

e Educational programming helps to produce positive outcomes for the

patient.

e Educational programming helps to increase the knowledge of

preoperative patients and as a result they feel more secure.

e Educational programming helps patients for early ambulation and

discharge

1.9 Conceptual Framework

Independent Variables Dependent Variables

The Experimental Group
Given a systematic
health education - The levels of the patient’s
program and relaxation anxiety preoperative
techniques

. . - The postoperative pain
- Breathing relaxation pOstop vep

- Bp, pulse, respiratory

The Control Group

- Given routine nursing
care
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1.10 Conceptual Definition of Variables

Pain: is an unpleasant sensory and emotional experience associated with
actual or potential tissue damage, or described in terms of such damage.

(International Association for the Study of Pain, 2011)

Anxiety: is an emotion characterized by an unpleasant state of inner
turmoil, often accompanied by nervous behavior, such as pacing back and
forth, somatic complaints, and rumination. It is the subjectively unpleasant

feelings of dread over anticipated events (Seligman, 2013)

Effectiveness: is the capability of producing a desired result or the ability
to produce desired output. When something is deemed effective, it means it

has an intended or expected outcome, or produces a deep, vivid impression

(Harper, 2011).

1.11 Operational Definition of Variables

Effectiveness: Refers to the extent to which preoperative teaching is useful

in promoting postoperative outcome among patients undergoing abdominal

surgery.

Abdominal surgery patients: Refers to clients between 18 and 65 years of
age undergoing abdominal surgery such as hernia repair, cholecystectomy
and appendectomy, who are scheduled for elective abdominal operation
under general anesthesia and admitted at least one day prior to the surgery

in general wards.
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Preoperative teaching: A planned preoperative education given to the
patients individually; regarding different areas like introduction,
information regarding preoperative procedures, postoperative care in SICU,
discharge plan, postoperative exercises with demonstration of deep

breathing, coughing exercises and leg exercises.

Routine care: The usual method of preoperative care in a managed care
environment that occurs on the day of surgery. The content is selected by

the nurse and is dependent on time constraints for preparation.

Anxiety: The subjective feelings of uneasiness experienced by patients
undergoing abdominal surgery, as measured by the State Anxiety

Inventory.

Postoperative outcome: Refers to the restoration of physiological
condition of those patients who have undergone abdominal surgery, as
measured in terms of the length of postoperative hospital stay,

postoperative complications, pain, and recovery inventory scores.

Pain: Refers to the subjective physical discomfort experienced due to
tissue trauma by the patient after abdominal surgery, measured using the
Visual Analog Scale (VAS) and reflected by physiological parameters

which include pulse rate, respiratory rate, and blood pressure.

1.12 Conceptual Model

The research study involves preoperative education and the specific

impact that this learning experience has on the patient. King’s Goal of
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Attainment Theory in 1971 developed a model for this study in identifying
the process within the outpatient surgical experience. This theory is defined
by the perceptions of the nurse’s influence on the patient within the
interaction process. The goals and needs of the nurse and patient are
interrelated concepts or abstractions assembled together in a rational
scheme by virtue of their relevance to a common theme and are referred to

in a conceptual framework (George, 2011).

The present study aims at evaluating the effectiveness of
preoperative teaching in promoting positive postoperative outcomes among
patients undergoing abdominal surgery. The conceptual framework of the
present study is developed by the investigator, based on Imogene King’s

Goal Attainment Theory.

Imogene King emphasizes the nurse’s role as a process of action,
reaction, and interaction. Here, a nurse and the patient share information
about the nursing situation and the process of human interaction begins
between them. Each of them evaluates the situation, then they set goals and
explore and agree to the means to achieve them. In this present study, role
refers to the nurse investigator who administers preoperative teaching to

promote postoperative outcomes among patients undergoing abdominal

surgery.
Perception

Perception is a process in which data obtained through senses and
from memory are organized, interpreted and transformed, which are

influenced by past experience, concept of self, and background.
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Action

During the action phase, the nurse investigator assesses and records
physiological parameters (blood pressure, pulse, respiration) and
preoperative anxiety using the State Anxiety Inventory Scale among the
experimental and control groups. The nurse investigator administers
individual preoperative teaching with demonstrations of deep breathing,

coughing, and leg exercises to the experimental group.
Interaction

Interaction is defined as a “process of perception and communication
between two people, represented by verbal and non verbal behaviors that
are goal directed. During the interaction, the investigator records
physiological parameters and pain using the Visual Analog Scale, in both
groups, six hours after surgery. The investigator assesses patient’s recovery
in both groups on the postoperative day and records postoperative

complications.
Transaction

Transaction is defined as the observable behaviors of human beings
interacting with their environment. When transaction occurs between nurse

and client, the goals are achieved.

In the present study, the postoperative patients who received

preoperative teaching will have reduced anxiety, postoperative hospital
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stay, postoperative complications, pain and an increase in their recovery

inventory scores.

Mutual Goal Setting

In the present study, during this phase, the investigator and
abdominal surgery patients will set mutual goals to promote postoperative

outcome.
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Chapter Two

Literature Review
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Chapter Two

Literature Review

This literature review involves identification, location and summary
of written information that contains knowledge relevant to the problem
under study. The review of the literature was done extensively and

presented under the following headings.
2.1 Studies about need of Preoperative Education

Preoperative education is extremely important in the care of surgical
patients. Inadequate information results in an increased rate of
postoperative complications (Halaszynski, et al., 2004). Adequate and
essential preoperative patient information can lessen these potential

problems and clarifies expectations related to patient postoperative care.

Yilmaz & Ozkan, S. (2015) conducted an explorative study that
aimed to assess needs of patients at the surgical outpatient clinics of two
hospitals in western Turkey, among 575 clients. Results show that
participants rated medication and improving the quality of life as the most
important needs and community and follow-up as least important.
Therefore, nurses caring for surgical clients should make a plan for

preoperative education according to client's individual needs.

Ting, et al. (2013) carried out a descriptive, cross-sectional study that
aimed to assess the effect of teaching programs among patients who
underwent abdominal surgery in the surgical department of the Kuala

Lumpur hospital. The study included 80 patients. The results show that
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78.8%expressed some level of preoperative anxiety. 97.5%of patients
agreed to receive preoperative education. The educational program
included details about the surgery, anesthesia, and nursing consideration
about surgery. The patients considered these details as the most important

factors in helping to relieve anxiety related to surgical intervention.

Sivarajan & Ganesan (2012) conducted a descriptive study that
aimed to identify the level of satisfaction related to discharge information
given to postoperative patients at the surgical department in Chennai
hospital, in India. The study included 102 patients. The study results
showed that proper education for discharge patients may reduce the
incidence of return to the hospital and fewer complications that can result

from wound care mistakes, lack of self-care and pain care.

Sayin, Aksoy (2012) conducted a non-experimental explorative
study that aimed to identify the preoperative education required by surgical
patients and their relatives, in the surgical department of the Istanbul
Hospital, in Turkey. A total of 394 surgical patients, their relatives and 30
nurses participated in the study. The results indicated that the surgical
patients and their relatives received inadequate education and information
about the surgery and did not know everything about the surgery. Patients
indicated that they needed education regarding the surgical procedure and
duration during the intraoperative period. Also, their family members
expected more education about postoperative care, complication, and

prognosis.
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Soever, et al. (2010) carried out qualitative research that aimed to
recognize the information needs of total knee and total hip replacement
surgical patients in Canada. Twenty-two potential participants were
included in this study, of which 15 agreed to the study. The results
highlighted diverse educational needs, such as preoperative, surgical and
medical recovery, restoration, career recovery, and concerns and

expectations.

King NK, et al. (2004) carried out a prospective study that aimed to
assess the information needs and areas of deficiency seen among 49
patients undergoing abdominal surgery in emergency situations. The results
of the study showed that insufficient information was provided regarding
the impact of emergency abdominal surgery on daily activity and about the
procedure, which plays an important role in meeting patient information

requirements.

Henderson & Chien (2004) conducted a descriptive study in Hong
Kong that aimed to recognize Chinese surgical patients' information needs
at admission. By using convenience sampling technique, 83 surgical
patients were selected for the study. The study findings demonstrated that
patients wanted more knowledge with regard to the postoperative
complications and when to seek medical help. Patients rated information
regarding the importance of surgery, treatment choices and explanation

regarding surgical procedure as least important.
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Jacobs (2000) conducted a descriptive study that aimed to determine
patients' perceptions on instructions for carrying out self-care activities
after abdominal surgeries. Activity level samples, personal care, pain
management, wound care, elimination, and complications were recognized
as the most important and had the highest priority. All patients reported the
need for information on wound care before discharge, and most were
satisfied with the information they received. Patients were found to have
inadequate information on complications, postoperative exercise, bowel

problems and urinary problems.

Lithner, Zilling (2000) conducted a descriptive study that aimed to
identify patients' pre and post surgery needs for instructions among 50
patients admitted to open cholecystectomy in Lund Landskrona, Sweden.
The study demonstrated that patients admitted for cholecystectomy
required sufficient information both at admission and at discharge. The
highest rated information related to anxiety provoking variables such as
postoperative side effects and pain after surgery. The findings of the study
focused on the need to create and impart to the patient both verbal and
written instructions. Consequently, 30% of the patients expressed need for

both verbal and written instructions.

King J et al (2014) conducted a descriptive study that aimed to
describe what knowledge patients for operation in a lung cancer surgical
resection wanted to learn before and after surgery. Ten patients were

interviewed preoperatively and postoperatively. The result showed that the
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effective aspects of the preoperative education included surgical
information and the importance of physiotherapy, which includes exercises.
Postoperatively, patients wished that they had understood more about
postoperative pain. Patients were satisfied with the information they
received; they felt that they had prepared for their surgery but not for

postoperative pain control.

Breembhaar, et al. (1996) conducted a descriptive study that aimed to
identify patients' educational needs among those undergoing either
cholecystectomy or herniorrhaphy. In this study, data was collected from
21 patients regarding their treatment, care, and education during the course
of their admission in the hospital. The study findings demonstrated that the
majority of the patients had fear of surgery, pain, and complications. The
patients wanted more information about discharge and recovery, methods
to improve their physical condition, time of suture removal, and measures
to improve recovery at home. The patients stated that adequate information
was provided on the day of admission; whereas the information delivered

on the day of discharge was insufficient.

Fitzpatrick & Hyde (2006) carried out a descriptive study that aimed
to determine which preoperative education content rated highly by patients
and nurses in ambulatory surgery settings at a mid sized hospital in the
south eastern United States. Thirty ambulatory surgery patients and 29 peri
operative nurses were included. The study showed that patients considered

situational information as the most important, whereas nurses considered
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psychosocial support as the most important. Patients preferred to have pre-
admission teaching, whereas nurses gave importance to post admission

information.

Ali, et al. (2012) conducted a descriptive exploratory study that
aimed to evaluate awareness among healthcare workers in minimizing the
risk of morbidity and mortality of patients undergoing surgery, and to
evaluate nurses in surgical wards for the accurate assessment and education
of patients undergoing surgery. All three surgical care units of the
University teaching hospital were selected as project sites, and in order to
conduct the project, permission and verbal consent was obtained from a
manager of each of these units. A total of 30 patients undergoing surgery
were included in the project and were followed throughout their complete
preoperative assessment and education by nurses and other health care
workers. Based on the assessment, altogether, three educational sessions
were conducted for all health care workers working in the surgical care
areas. Results revealed that education sessions increased the health care
worker's knowledge for assessing all the necessary components of a patient

before surgery.

2.2 Studies on Effectiveness of the Preoperative Education on Anxiety

and Pain

Anxiety is the most vital predictor of post surgical pain. Preoperative
education is the initial phase in reducing anxietyduring the emotional

preparation of patients (Bernier MJ, et al., 2003).
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Anusha, et al. (2015) conducted a quasi-experimental study that
aimed to examine the effect of preoperative education in reducing anxiety
among cardiac surgical patients in Andhra Pradesh, India. A sum of 60
cardiac surgical patients were chosen for the study. The outcomes
demonstrated that there was a significant difference between pre and post

anxiety levels after preoperative education.

Das, et al. (2015) conducted a pre-experimental study that aimed to
assess the effect of preoperative Video-Assisted Teaching (VAT) on
knowledge and anxiety among the patients undergoing abdominal surgery
in Odisha, India. For the study, one group pre-test post-test design was
adopted (n=60). VAT was administered after the pre-test, followed by a
post-test on the eighth day. There was a great increase in knowledge score
(mean difference=8.12) and decrease in anxiety (mean difference=9.79)
and a negative correlation was found between knowledge and anxiety.
There was no significant relationship between anxiety and age, but a
significant relationship was found between anxiety and disease condition,
and socioeconomic status. These results suggest that preoperative education
is effective and should be incorporated into routine practice in reducing

anxiety and improving knowledge among patients.

Hatefi Moadab, et al. (2015) performed a randomized clinical trial on
60 primiparous cesarean section women in Abadan, Iran. Participants were
randomized into two groups (each group with 30 persons) as the

interventional and control group. An educational program based on the
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teach-back method was presented for the intervention group and their
anxiety scores were assessed before and after the intervention using the
Spiel Berger Trait Anxiety Inventory (STAI). The study findings
demonstrated a significant statistical difference, and the mean preoperative
anxiety was significantly less in the interventional group than the control

group (P<0.001).

Thilagavathi & Rajeswari (2014) carried out a quasi-experiment that
aimed to find the effectiveness of preoperative instructional protocol on
postoperative anxiety and depression status in a Salem Polyclinic, Salem.
By using convenience sampling technique, 20 women undergoing
hysterectomy were selected. Preoperative education was delivered to an
experimental group during the preoperative period, at discharge, and two
months after surgery. At discharge, anxiety scores differed statistically

(P<0.05) between the control group and experimental group.

Priya, et al. (2014) carried out a randomized, parallel group, double
blinded clinical trial that aimed to assess whether planned pre-operative
education decreases anxiety and improves satisfaction in patients
undergoing uterine fibroid surgery. Sixty-four patients admitted for fibroid
surgery were randomized to the intervention group (n=32), which received
planned preoperative education, and to the control group (n=32), which did
not receive any education. The anxiety levels of patients in both the groups
were assessed prior to receiving education, using the Amsterdam

Preoperative Anxiety and Information Scale (APAIS), and were reassessed
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by a blinded assessor after receiving education on the day before surgery.
The mean combined anxiety score of APAIS showed a significant decrease
in the intervention group, after receiving education. All three subscales of
APALIS also showed a decrease in the educated group. The overall patient
satisfaction score and all seven subscales of PSQ-18 showed a significant

increase in the intervention group.

Nigussie, et al. (2014) conducted a cross-sectional study that aimed
to assess the effect of the educational program on surgery patients at Jimma
University Specialized Teaching Hospital. By using a structured
questionnaire, data was collected from 239 patients. The findings revealed
that the majority of patients had significant anxiety. There was a negative
correlation between receiving preoperative information and the
preoperative anxiety scores. These findings revealed that adequate

information helps to reduce preoperative anxiety.

Priya & Roach (2013) conducted quasi-experimental study that
aimed to evaluate the effectiveness of preoperative instruction on anxiety
among women undergoing abdominal hysterectomy for nonmalignant
conditions in the multispecialty hospital in Bangalore. By purposive
sampling method, 60 women were selected and allotted to study and
control groups. On day two of admission, pre-test anxiety was assessed and
the study group was given a 45 minute instructional session, whereas the
control group did not receive the preoperative instruction. Assessment of

post-test anxiety was done 24 hours after surgery. The results showed a
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significant reduction in anxiety (p<0.001) for women in the study group

who received preoperative instruction.

Jung, et al. (2013) carried out an evaluative study that aimed to find
the effects of structured instruction on anxiety and self-care activities. By
using a randomized control group pre-post design, 60 cataract surgical
patients were randomly assigned to a study and a control group. The study
findings showed a significant difference between the two groups in the
postoperative anxiety (t=3.57, p=.001). Postoperative blood pressure and

pulse rate did not differ significantly between the two groups.

Pinar, et al. (2011) conducted a quasi-experimental research that
aimed to find the result of planned education on the postoperative anxiety
among oncology patients. The oncology patients admitted to the
Gynecologic Oncology Service at Zekai Tahir Burak Gynaecology
Training and Research Hospital from May to September 2010 were
included in the study. By using random sampling, 60 patients were
assigned to each group. The planned preoperative instruction was given to
the study group, whereas the control group received routine nursing care.
The results revealed that there was a significant reduction in postoperative

anxiety among the study group compared to the control group (p<0.05).

Karabulut & Cetinkaya (2011) conducted an evaluatory study that
aimed to identify the impact of various teaching programs on the anxiety
and pain level of inguinal hernia operation patients in the Ataturk

University and Suleyman Demirel Medical Centre in Erzurum. The study
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information was gathered from a sum of 90 patients. Video teaching was
given to 30 patients and 30 other patients were recruited to a control group.
Booklets were distributed to the remaining 30 patients. There was a
significant (p<<0.001) difference found in the pain and anxiety readings of

the two groups throughout all measurement times.

Jlala, et al. (2010) conducted a study that aimed to assess the impact
of preoperative multimedia information on perioperative anxiety among
upper or lower limb surgery patients. By using random sampling technique,
110 patients were assigned to intervention and control groups. The study
group was shown a short film depicting the patients in a hospital journey.
There was no difference in anxiety between the two groups before the film.
After viewing the film patients in the intervention group were less anxious
before surgery than those in the control group (P=0.04). There was a
significant difference in anxiety among patients in the intervention group

than the control group (P=0.005).

Tameh, et al. (2011) carried out an empirical study that aimed to
study the impact of two verbal and audio methods of preoperative teaching
on patient's anxiety before surgery at Imam Khomeini Medical Centre in
Sari, Iran from 2009-2010. By using random sampling technique, 35
individuals were assigned to each group. The results showed significant
differences in anxiety and conditions two hours before operation, between

the two test groups as well as the control group (P=0.03).
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Fariborz, et al. (2009) carried out an interventional study that aimed
to determine the impact of preoperative information on postoperative
anxiety among patients undergoing CABG. By using random sampling, 85
patients were included and completed the Spielberger State Anxiety
questionnaire the day before surgery. Preoperative education, with
reassurance was given after the completion of the questionnaire. There was
a statistically significant difference in anxiety before and after preoperative
information was received. After the intervention, mean anxiety scores
reduced from 39+5.8 to 34+4.2 in 21 patients with a mild anxiety disorder.
The mean anxiety decreased from 52.61+£3.8 to 50.76+56 among 39
patients with a moderate anxiety disorder. Mean anxiety decreased from
63.88+£2.8 to 53.88+7.6 among 25 patients who had a severe anxiety

disorder.

Koshy (2007) conducted a quasi-experimental study that aimed to
find the effectiveness of health education on the anxiety of patients
undergoing a craniotomy. The study was conducted in the Neurosurgical
ICU and Neuro Surgery Ward of Sree Chitra Tirunal Institute for Medical
Sciences and Technology. Consecutive sampling technique was used for
selecting the 30 samples; individual health education, using a pamphlet,
was given after initial assessment. Major findings of the study were that the
anxiety state of the patients was reduced, both in males and females after
surgery, while the mean trait anxiety score remained the same before and
after surgery. The results supported the existing knowledge that

preoperative health education reduces post operative anxiety.
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Deyirmenjian, et al. (2006) conducted a study on preoperative patient
education for Lebanese open-heart surgery patients. Data was collected
from 110 samples who were randomly assigned to an experimental (n=57)
and a control group (n=53). Preoperative education was given to patients in
the experimental group on admission day. The routine hospital protocol
was followed among the control group. Statistical significance was found

in terms of preoperative and postoperative anxiety among the experimental

group.

Blay & Donoghue (2005) carried out a randomized controlled study
that aimed to find the result of pre-admission patient education on
postoperative pain, activities of daily living and patient recall following a
laparoscopic cholecystectomy at a pre-admission clinic of St. George
Hospital Sydney, Australia; a tertiary referral hospital. Data was collected
regarding participants' knowledge of LC and postoperative management by
using a questionnaire in the pre-admission clinic. The findings revealed that
there was no significant difference in the pain levels of standard pre-

admission and individualized education participants.

Lin & Wang (2005) conducted an experimental study that aimed to
look at the impacts of education on preoperative pain, anxiety, and
postoperative pain in a hospital in southern Taiwan. The researcher
delivered a preoperative nursing intervention with routine care to the study
group; whereas routine care alone was given to the control group. There

was a significant reduction in anxiety and positive preoperative pain
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attitude among participants in the study group. Perceived pain and deep
breathing/coughing in the control group was significantly higher than that

of the study group.

Kain (2000) conducted a study that aimed to determine the
relationship between preoperative anxiety and the postoperative pain
response among patients undergoing a hysterectomy. State of anxiety, pain
and analgesic intake were recorded at multiple time periods. The study
findings showed that preoperative anxiety state is a significant positive
predictor of the immediate postoperative pain (p=0.30), which in turn, is a
positive indicator of pain (p=0.54). Pain in the hospital, in turn, is

predictive for pain at home (f=0.30).

Kim, et al. (2000) conducted an evaluatory study that aimed to
demonstrate the impact of preoperative education on surgery patients at the
University Hospital in Seoul. The data was collected from a sample of 60
patients (30 in an experimental group, and 30 in a control group). The
results of the study showed that the stress scores prior to surgery were
significantly lower for the preoperative teaching group than for the control
group (t=2.61, p<.01). While the difference in anxiety level prior to surgery
was significantly higher for the preoperative teaching group than for the
control group (t=2.82, p<.01). In conclusion, this study found that
preoperative teaching is a beneficial intervention that has a positive effect

on the stress and anxiety of patients prior to surgery.
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Kalogianni, et al. (2016) conducted a randomized controlled study
that aimed to find the effectiveness of nurse-led preoperative education on
anxiety and postoperative outcomes. Patients in the intervention group
received preoperative education by specially trained nurses. The control
group received the standard information by the ward personnel.
Measurements of anxiety were conducted on admission-A, before surgery-
B, and before discharge-C by the state—trait anxiety inventory. The state of
anxiety on the day before surgery decreased only in the intervention group
(34.0 (8.4) versus 36.9 (10.7); P=0.001). The mean decrease in anxiety
state score during the follow-up period was greater in the intervention
group (P=0.001). No significant difference was found in the length of stay
or readmission. Lower proportions of chest infection were found in the
intervention group (10 (5.3) versus 1 (0.5); P=0.004). Multivariate linear
regression revealed that education and score in trait anxiety scale on

admission are independent predictors of a reduction in state anxiety.

Sadati, et al. (2013) conducted a quasi-experimental design that
aimed to find the effects of preoperative nursing visits on anxiety and
postoperative ~ complications in  candidates  for  laparoscopic
cholecystectomy. One hundred consecutive patients were randomly
assigned into two equal groups of 50 patients each. Patients in the control
group received routine nursing care. Patients in the intervention group
received two pre-operative interviews, one on the day before surgery and
one just before entering the operating room. At admission, state and trait

anxiety measurements in the intervention and control groups were
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approximately 56 and 55 in both groups. Just before entering the operating
room, these values reduced to 40.30 and 39.04 in the intervention group,
with no significant change in the control group (p > 0.05). The average
time it took to reach an Aldrete consciousness score of 9, frequency of
nausea and vomiting in the recovery room, the level of postoperative pain,
vital sign stabilization and time interval to get out of bed all improved

significantly in the intervention group.
2.3 Effectiveness of Preoperative Education on Anxiety

Preoperative guidelines empower patients to better comprehend their
operation and aftercare, reduces their fears and anxieties, and permits them
to encounter a shorter length of stay. Numerous studies have evaluated the
effectiveness of different formats on a variety of outcomes (Al-Qalah

TAHS, et al., 2015).

Ricci (2010) carried out a quasi-experimental research that aimed to
find the result of preoperative instruction on self-care activities for patients
undergoing cardiac surgery in the cardiac center at Al-Thawra Modem
General Hospital in Sana'a, Yemen. The study was conducted on 100 adult
cardiac surgical patients. A planned pre-operative teaching was given to
study group on self-care activities. The post-test results showed that the
majority of samples (84%) in the study group had adequate knowledge.
Study group showed improved performance level of self-care activities,
reduced pain, reduced analgesic intake, less complications, and shorter

postoperative period and ICU stay than the control group.
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Wong, et al. (2010) conducted a study that aimed to assess the
effectiveness of a preoperative teaching among adult surgical patients over
a four month period, in a general hospital. The 20 subjects in the study
group received the preoperative instruction in small groups conducted by
the investigator. The results showed there was no significant difference in
duration of hospital stay, postoperative complications, postoperative
analgesics intake, and the level of satisfaction between the study and

control group.

Beaupre, et al. (2004) conducted a pre-experimental study that aimed
to find the impact of a preoperative intervention on pain, anxiety and self-
care activities among orthopedic surgery patients. The preoperative
intervention was delivered for 30 minutes to a sum of 125 patients. The
data was collected prior to the surgery and on day 2, day 4, day 7, a month
and 3 months after the surgery. The experimental group reported reduced
pain scores, decreased anxiety level, and better self-efficacy during
hospitalization than the control group. There was no significant difference
noted on the duration of stay. A statistically significant difference was

found in anxiety level in the experimental group at the 3-month evaluation.

McDonald, et al. (2004) conducted an evaluatory study that aimed to
find the effect of a preoperative exercise on functional recovery and health-
related quality of life following total knee arthroplasty. Data was gathered
from 131 randomly selected (control n=66 and treatment n=65) surgical

patients. The information was collected 6 weeks preoperatively, in the
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immediate postoperative period, and 3, 6 and 12 months after surgery.
There were no significant differences found in pain, functional recovery or
HRQOL between the two groups. There were no significant differences in

the duration of hospitalization between control and treatment group.

Krouse, et al. (2001) conducted a meta analysis that aimed to find the
influence of preoperative instruction on postoperative outcomes among
surgical patients. Health professionals delivered preoperative instruction
within six weeks of hip or knee replacement surgery. Four studies
involving 365 participants revealed no significant difference in length of
hospital stay between study and control group (WMD -0.97; 95% CI -2.67
to 0.73). One study of 133 participants indicated that individual
preoperative teaching was effective in decreasing duration of
hospitalization. There was no significant difference on postoperative
anxiety, either on the first postoperative day or at discharge. There was no
significant difference noted between the groups related to postoperative

pain either.

Hanucharurnkui & Vinya-nguag (2001) carried out an experimental
study that aimed to compare the recovery outcomes of subjects receiving
pre-admission, preoperative education, planned and presented by the
clinical nurse specialist with subjects receiving routine preoperative
preparation by clinical staff nurses. There was a significant difference
found in the bowel function (P<0.01), but not in pulmonary complications
(P>0.057), inspiratory capacity and post-discharge recovery (P>0.71,
P>0.72).
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Babaee G, et al (2007) conducted an evaluatory study to find the
effectiveness of patients' participation in self-care aimed at expediting the
rate of recovery from surgery and increasing satisfaction with care
received. The experiment was tested with adult patients undergoing
pyelolithotomy and nephrolithotomy. Forty subjects participating in the
study were randomly assigned to either an experimental (n = 20) or a
control group (n = 20). Patients in the experimental group participated in
their self-care through nurse-patient interaction, in addition to the usual
care received in that setting. Results of the study indicated that patients in
the experimental group had significantly less pain sensation and distress,
used fewer analgesics, ambulated more, had fewer complications, and had

higher satisfaction with care than patients in the control group.
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Chapter Three

Research methods
This chapter deals with the different steps undertaken by the
investigator. It includes the description of the research approach, research
design, setting, population, sample and sample size, sampling technique,
sampling criteria, selection of tools, data collection procedure and the plan

for data analysis.
3.1 Study Design

The study design adopted for the present study is a time series quasi

experimental study design.

The patients are assessed by an observer for anxiety and pain at 2

and 6 hours pre-operatively and for post-operative pain.
Experimental Group: C1 E C3

Control Group: C2 C3

C1: Assessment of Preoperative,anexity, Physiological Parameters (Blood
Pressure, Pulse Rate, respiratory rate) before the preoperative

education.

C2: Assessment of Preoperative Anxiety, Physiological Parameters (Blood

Pressure, Pulse Rate, respiratory rate) on the day of surgery.

C3: Assessment of Pain, on the first 1/2 hour, 2 hours, and 6 hours

postoperative day.
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E: Preoperative education with demonstration of deep breathing, coughing,

and leg exercises.

3.2 Study Population

The study population consisted of adult men and women over 18
years old undergoing any type of elective open abdominal surgery under
general anesthesia at Rafidia Hospitals between February 15 to April 15,

2017.

3.3 Sampling of the Study

The study sample consisted of (100) abdominal surgery patients
chosen from all patients who will be under elective abdominal surgery in

Nablus district, and they were assigned randomly.

Intervention group (1) n= 50 patients who had preoperative

education, in addition to routine preoperative care.

Control group (2) n= 50 patients who had routine preoperative care.

The two groups were divided according to:

1. Gender.

2. Education level: illiterate (no school), some school and university

graduate.

3. The patients had to undergo the same type of surgery.
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3.4 Inclusion Criteria

1. The patients were 18 to 60 years old.

2. The patients had no hearing or speaking problems.

3. The patients were diagnosed and considered by the doctors to show no

signs of neurotic and/or psychotic disorders.

4. The patients were not prescribed an anxiety suppressant or tranquilizer

before or after the surgical nurses’ visit.

5. The patients had no operative history.

6. The patients were willing and pleased to cooperate in this research.

3.5 Exceclusion criteria

1. Any age under 18.

2. Those who did not experience any operation

3.6 Instruments

A questionnaire composed of three sections. First part included
demographic information such as age, gender, level of education,
occupation, past medical history, and smoking habits. The second and third
parts included the State Anxiety Inventory and the Visual Analog Scale

(VAS) for pain scales (See Appendix A)
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State Anxiety Inventory

State Anxiety Inventory was developed by Spielberger in 1977. It is
a Likert ‘4’ point scale (McCaffery & Beebe, 1989).

Scoring of State Anxiety Inventory

Each State Anxiety Inventory item was given a score of 1 to 4 ranging from
“not at all” to “very much so.” The state anxiety score varied from a
minimum of 20 to a maximum of 80. The range of scores is 20-80, with a

higher score indicating greater anxiety.

Anxiety was interpreted as:

20-35 Mild

36-50 Moderate

51-65 Severe

66-80 Extreme

Visual Analog Scale (VAS)

The pain VAS is a single-item continuous scale comprised of a
horizontal (HVAS) or vertical (VVAS) line, usually 10 centimeters (100
mm) in length, anchored by two verbal descriptors, one for each symptom
extreme. Instructions, time period for reporting, and verbal descriptor
anchors have varied widely in the literature depending on intended use of

the scale (See Appendix C).
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Score Interpretation

A higher score indicates greater pain intensity. Based on the
distribution of pain VAS scores in postsurgical patients (knee replacement,
hysterectomy, or laparoscopic myomectomy) who described their
postoperative pain intensity as none, mild, moderate, or severe, the
following cut points on the pain VAS have been recommended: no pain (0—
4 mm), mild pain (5-44 mm), moderate pain (45—74 mm), and severe pain

(75— 100 mm).
Reliability for Visual Analog Scale (VAS)

Test-retest reliability has been shown to be good, but higher among
literate (r = 0.94, P < 0.001) than illiterate patients (r = 0.71, P < 0.001)

before and after attending a rheumatology outpatient clinic.
Validity for Visual Analog Scale (VAS)

In the absence of a gold standard for pain, criterion validity cannot be
evaluated. For construct validity, in patients with a variety of surgical
patients, the pain VAS has been shown to be highly correlated with a 5-

99 €6

point verbal descriptive scale (“nil,” “mild,” “moderate,” “severe,” and
“very severe”) and a numeric rating scale (with response options from “no
pain” to “unbearable pain”), with correlations ranging from 0.71-0.78 and

0.62-0.91, respectively). The correlation between vertical and horizontal

orientations of the VAS 1s 0.99.
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3.7 Educational Program (See Appendix B)

The knowledge-providing program, as defined by Prapapen Suwan
and Sawing Suwan (1993) is health education as an educational process. It
is planned to initiate the changes focusing on the direct or in direct
problems or behaviors which influence the health of a target population.
The problems and the behaviors may vary, depending on the nature of the
problems. In some cases, the target group might be an individual, or a small
group, or focus on the structure and the process. The educational program

has been validated by experts.

The types of data for the educational program are classified as

follows:

1. On the Basis of the Information Contents

1.1 The procedural information is the data which will tell the patients

step by step about what is going to happen.

1.2 The sensory information is the data which will tell the patients about
how they are going to feel by describing the feelings of other patients
who have faced the same situation. These feelings will be perceived

by their five senses.

1.3 The coping information is the data which will help the patients to
know what to do for their own benefit when they have to cope with

threatening situations.
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1.4 Poor blood circulation can contribute to pain. Pain can be relieved by
moving abdominal muscles slowly and frequently. It is important for
you to breathe deeply several times an hour to keep your lungs filled
with air. Breathing deeply will speed your recovery and help keep

your lungs clear.
2. On the Aspect of the Characteristics of the Information

2.1 The general information is wide and overall data and is similar to the

procedural information.

2.2 The specific information is the detailed data of each situation that the

patients have to face when coping with threatening predicaments.
3. On the Aspect of the Details of the Information

3.1 The information about diseases and the reasons for medical

treatments.
3.2 The information about the medical procedures.

3.3 The information about the feelings arising from the medical

treatments.
3.4 The information about the ways to confront the upcoming incidents.

In briefe, the preoperative data should consist of information about
diseases and the reasons for an operative treatment, preoperative

preparation, and the self-practices before, during, and after an operation.
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Additionally, some extra information which they may use before, during,
and after an operation and the coping information, should be provided.
However, due to patient’s heightened anxiety at the preoperative stage, the
patients may not be ready to get too much detailed information or various
types of information, so giving some necessary procedural information, and

the sensory information is better than giving too much detailed information.

3.8 Pilot study

The pilot study was conducted in Rafidia hospitals in January 2017.
After obtaining formal permission, the tool was administered to 10 patients
(5 in the control and 5 in the experimental groups) undergoing abdominal

surgery. The study was found to be feasible and practicable.

3.9 Data Collection Procedure

Phase 1: Formal administrative permission was obtained from the directors
of the concerned hospitals and concerned surgeons. Informed written
consent was obtained from the patients after explaining the procedure and
their role in the study (See Appendix A). Pre-test (C1) was conducted on
both the experimental and control groups on the day before surgery in the
evening. Physiological parameters (blood pressure, pulse, respiration) were
recorded and preoperative anxiety was assessed using the State Anxiety

Inventory Scale.

Phase 2: Individual preoperative teaching was given with a demonstration

of deep breathing, coughing, and leg exercises in the evening to the
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experimental group for about 45 minutes. For the control group, routine
preoperative care was given. In post-test I (C2), physiological parameters
and anxiety were assessed using the same scale in both the groups on the

morning of the day of surgery.

Phase 3: In the post-test III (C3), physiological parameters and pain were

assessed using the same scale

Independent variable

* Preoperative Education

Dependent variables

» Anxiety

* Physiological parameters (blood pressure, pulse rate, and respiration)
Extraneous Variables

» Age, sex, educational status, previous history of hospitalization

Randomization: The study was controlled and randomized. Patients were
randomly selected to receive educational program preop plus routine care
or routine care only (control care group). All other aspects of preoperative
care were not affected. After consent. Instruction on the randomization

process were given by a statistician.

3.10 Setting of the Study

Nablus Rafidia Hospital — surgical ward.
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3.11 Study Steps

1) Prepared the study tools in their final form after being presented to the

arbitrators and verifying their validity and reliability.

2) Decided on the subject of the study sample.

3) Received permission from selected MOH to carry out the study at

Rafediya Hospital obtained.

4) The relevant data was analyzed and entered into the statistical model

using SPSS to find results for the established hypotheses'.

3.12 Statistical Analysis

This study is a descriptive analysis of the correlation between
patients that receive preoperative education and their level of postoperative
anxiety and pain. The statistical analysis was performed using the SPSS
software. The relationship between preoperative education and
preoperative anxiety and postoperative pain was assessed using data from

all pre- and post-operative times.

A standard statistical power analysis was performed to determine the
size of the randomized, prospective study necessary to demonstrate that the

educational program decreases anxiety pre op and pain post op.

Additionally, the relationship between anxiety and pain, and age and sex,

will be assessed using:
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1. Frequencies and percentages.

2. Mean and Standard Deviation.

3. Pearson chi square.

4. Cronbach Alpha.

5. T-test.

6. Maan-whitney.

3.13 Ethical Consideration:

The researcher is cognizant that the issue of research is a sensitive
and private matter and as such, has an ethical responsibility to adhere to
key ethical principles such as respect, informed consent, beneficence, non-
maleficence, veracity and justice, which were explained to the patient, and

the IRB.

Before commencement of data collection, approval for this study

was obtained from the institutional review board (IRB).

To attenuate bias and assure confidentiality of all study participants,
identification numbers were assigned to each patient and anesthesia
provider. These identification numbers allowed avoidance of using any
patient or provider identifiers such as name and/or medical record number.
No participation risks were identified for this observational study. In the

surgical ward on the day of their scheduled procedure, the researchers met
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with all patients undergoing elective abdominal surgery. The purpose of the
study, the participant’s role, confidentiality, and right to refuse was
explained to each patient. At that time, all patients who met the enrollment
criteria were invited to participate in the study. Additionally, each nurse
was informed about the purpose of the study, their right to refuse, and

confidentiality measures.
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Chapter Four
Result
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Chapter Four

Result

This chapter presents analysis and findings of the data results,
descriptive statistics for frequencies and percentages, mean, and standard
deviation. To answer the research question, the researcher calculated the
mean, standard deviation, cross tabulation, Chi-Square, and Mann-Whitney

U Test.

4.1 Demographic Data

Table (1): Demographic variables of participants according to group
type (control group and experiment group)

. Control group Experiment
Variable N=50 group P-value
N=50
Age 34.11+17.492 33.34+15.561 0.671
V) o
Gender | —ponie T 1sam0 | rcwen | 0%
0 0
Previous Yes 18 (36%) 14 (28%) 0.751
Hospitalization No 32 (64%) 36 (72%) )
Previous Yes 11 (22%) 9 (18%) 0.639
Medication No 39 (78%) 41 (82%) ’
. Yes 20 (40%) 17 (34%)
Smoking No 30 (60%) 33 (66%) 0.314
0 0
Chronic Diseases SI{\IZS ;3 gi; 3 ;g gg; i 0.654
(1] (1]
[lliterate 4 (8%) 3 (6%)
Level of School 28 (56%) 33 (66%) 0.292
Education - - )
University 18 (36%) 14 (28%)
Type of Surgery
Open Cholecystectomy 6 (12%) 5 (10%)
Lab Cholecystectomy 15 (30%) 11 (22%)
Hernia 21 (42%) 24 (48%) 0.184
Appendectomy 8 (16%) 10 (20%)

Significant at 0.05 level. Data are Mean£SD with P-values derived
from Mann-Whitney U test or Frequencies and Percentages (%) with P-

values derived from Chi Square test. Demographic variables with means,
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standard deviation, and P-values of the Mann Whitney Test of differences
in all demographic variables of participants. At baseline, patients’
demographics and clinical characteristics were similar in the experiment

and control groups.

4.2 Participant Vital Signs

Table (2): Effectiveness of Preoperative Teaching on Anxiety among
Patients Undergoing Abdominal Surgery in Terms of Vital Signs

Aspect of . Control care | Experimental | Independ
. . Time P value
vital signs group group ent t-test
Pre- op 115.14 + 114.18 £ 0,51 0.6
SBP (mmHg) 11.38 11.26
Post- op 134.20 + 126.26 + 4 0.01
12.38 12.68
DBP Pre- op 74 £ 8.5 74.08 + 9.39 0.02 0.9
(mmHg) Post- op 83.75+9.8 81.5+6.8 -1.1 0.01
Heart rate Pre- op 79.43 +£5.5 80.56 £5.7 1.58 0.11
(bpm) Post- op 88.53 £ 8.3 849+6 -1.76 0.08
Respiratory | Pre- op 16.28 + 5.7 16.88 £ 6.3 0.39 0.69
rate/min Post- op 2485+ 8.3 17.08+3.9 -2.2 0.03

According to table above there is a statistically significant difference
in postoperative vital signs between the experimental and control group. No

significant difference noted preoperatively.
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Table (3): Comparison of Post-Test Pulse and Respiration among
Three Different Surgeries between Experimental and Control Group

Type of surgery | Variables | Experimental Control Valze *
Mean=SD Mean=SD

Pulse 76.65+5.05 84.50+2.92 0.001
Appendectomy Respiration 21.45+£1.92 27.35+1.71 0.001
(18) SBP 116+6.93 126+6.62 0.001
DBP 76+7.64 85+5.52 0.001
Lab Pulse 78.10+4.10 81.75+2.97 0.001
Cholecystectomy Respiration 23.15+1.62 25.10+£2.30 0.001
(26) SBP 121+9.46 129+7.49 0.001
DBP 77+4.52 83+6.62 0.001
Open Pulse 78.10+4.10 81.75+2.97 0.001
Cholecystectomy Respiration 23.15+1.62 25.10+2.30 0.001
(1) SBP 12149.46 128+5.16 0.001
DBP 77+4.52 83+4.90 0.001
Pulse 78.65+3.87 83.55+3.18 0.001
Hernia repair Respiration 22.20+1.91 25.35+2.45 0.001
(45) SBP 125+6.07 1224+6.30 0.001
DBP 78+5.33 85+7.51 0.001
Pulse 77.80+4.41 83.27+3.22 0.001
Respiration 22.27+1.94 25.93+2.39 0.001
Total (30+30) SBP 120.08£7.93 | 127.3326.04 | 0.001
DBP 77.50+£5.98 84.75+6.08 0.001

*= significant

The post-test mean pulse and respiration of the experimental group
was less than the post-test mean pulse and respiration of the control group
among all four different types of surgeries. The difference was highly
significant in post test pulse and respiration among all four types of

surgeries between experimental and control group (P<0.001).

4.3 Preoperative State Anxiety Inventory among Experiment and

Control group
These tables answer our fist and second questions

* what is the level of anxiety of patients undergoing abdominal surgery?
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* does a preoperative educational program reduce preoperative anxiety?

Table (4): Effectiveness of Preoperative Teaching on Anxiety among
Patients Undergoing Abdominal Surgery in Terms of State Scale

Anxiety scores.

Symptoms of Control group Experiment group P-

anxiety (= SD) Mean (+ SD) value
1. I feel calm 2.35+ 1.02 271+ 1091 .019
2. I feel secure 2.61 £ 0.95 291+ 0.89 021
3. I feel tense 1.68+ 0.74 1.29+ 0.61 .006
4.1 feel strained 1.62 + 0.85 1.24 £0.55 .009
5. I feel ease 2.14+ 1.04 2.24+0.93 559
6. I feel upset 1.21 £1.06 1.20 £0.52 .989
7. 1am presently worrying over | g 4 ¢ 131+ 0.71 978
possible misfortunes
8. I feel satisfied 222 + 0.87 2.38+ 0.79 498
9.1 feel frightened 1.81+ 0.82 1.51+0.82 .094
10. I feel comfortable 2.20+ 0.91 2.41+ 0.87 .073
11. I feel self-confident 2.29+ 0.87 2.49 £0.79 197
12. I feel nervous 1.86+ 0.87 1.41+ 0.72 .003
13. 1 feel jittery 1.78+ 0.64 1.19+ 0.59 .001
14. 1 feel indecisive 1.16+ 0.49 1.19+ 0.62 788
15. 1 feel relaxed 2.12+0.11 2.51+0.78 .006
16. I feel content 2.33+0.89 2.33+ 0.78 .989
17. 1 feel worried 1.49+ 0.72 1.14 +0.81 .006
18. I feel confused 1.29+ 0.60 1.18+ 0.61 179
19. I feel steady 2.29 £0.89 2.71 £0.79 .005
20. I feel pleasant 221+ 0.14 2.68+ 0.92 .003

According to table 4 there is statistical significant in some STAI
scale items which is (I feel tense with mean 1.29 in experimental group less
than 1.68 in control group , I feel strained with mean 1.24 in experimental
group less than 1.62 in control group , I feel nervous with mean 1.41 in
experimental group less than 1.86 in control group , I feel relaxed with
mean 2.51 in experimental group less than 2.12 in control group , I feel
steady with mean 2.71 in experimental group less than 2.29 in control
group , I feel pleasant with mean 2.68 in experimental group less than

2.21 in control group) .
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Table (5): Frequency, Percentage and Distribution of Subjects
According to State Scale Anxiety Scores in Experimental and Control
Groups Cross Tabulation.

Experimental group Control group
(N=50) (N=50)
Level of State Anxiety scores n (%) n (%)
Mild (20-35) 18 (36%) 6 (12%)
Moderate (36-50) 8 (16%) 11 (22%)
Severe (51-65) 20 (40%) 27 (54%)
Extreme (66-80) 4 (8%) 6 (12%)
Chi-square = 11.6 P-value = 0.023

According to table 5 there is a statistically significant relationship
between the educational program and anxiety. This is clear from the
showings of moderate, severe, and extreme anxiety levels which
werehigher in the control group than the experimental group. This
relationship confirms research hypothesis 1 (H1) that there is a significant
reduction in the preoperative level of anxiety among patients after giving a

structured education program.

Table (6): Comparison of Experiment and Control Group in State
Scale Anxiety Scores between four Different Surgeries among
Experimental Group

Type of surgery Control group Experiment group P
Range | Mean SD | Range | Mean SD | value®
Appaff‘é;"my 32-70 | 55.15£12.18 | 22-60 | 41.42+11.41 | 0.001
Lab
Cholecystectomy | 40-77 | 60.35£10.63 | 27-72 | 45.67+12.07 | 0.001
(n=26)
Open
Cholecystectomy | 36-74 | 56.35+10.33 | 27-72 | 47.35€11.17 | 0.001
(n=11)
Heafigfalr 34-74 | 57.71£12.93 | 25-70 | 44.43£17.20 | 0.001
Total(n=100) 32-77 | 57.82+12.01 | 22-72 | 43.84+13.77 | 0.001

*= significant

Post-test range and the mean state anxiety scores were less than the

experiment group’s mean scores among all four different types of surgeries
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in experimental group. The difference between pre-test and post-test state

scale anxiety scores was highly significant among all four types of surgery

(P<0.001).

4.4 Visual Analog Scale (VAS)

This table answer our third question

* does preoperative educational program reduce the postoperative pain
level of patients undergoing abdominal surgery?

Table (7): Effectiveness of Preoperative Teaching on Postoperative
Pain among Patients Undergoing Abdominal Surgery in Terms of
Visual Analog Scale (VAS)

. Control grou Experiment grou

Time after Mean (fSD)p R/Iean @ SgD) p P-value
1/2 hour 4773 £0.44 4266 +0.44 0.022
2 hours 3.400 +0.49 2.733+0.63 0.013
6 hours 2.633+£0.76 2.033 £0.31 0.014

According to Table 7 there is a statically significant relationship
between pain and the preoperative educational program. This is evident in
that the pain scores were less in the experimental group than the control
group at all three times of reading. This answers research hypothesis 2
(H2), there is significant reduction in postoperative level of pain among

patients after being given a structured preoperative education program.
This table answer our fourth question

* Is there a relationship between the level of preoperative anxiety and

postoperative pain?
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Table (8): Relationship between Preoperative Level of Anxiety and
Postoperative Level of Pain at 6 hours Postoperative (cross tabulation)

Pain (VAS)
Mild (1) M‘zg_e;)ate S(‘I‘;;e Total
Level of Mild (20-35) 14 (58%) 8 (33%) 2 (8%) 24
State Moderate (36-50) 8 (42%) 8 (42%) 3 (16%) 19
Anxiety Severe (51-65) 19 (40%) 17 (36%) 11 (24%) 47
Scores Extreme (66-80) 3 (30%) 4 (40%) 3 (40%) 10
Chi square: 8.32 P-value: 0.001

There is a significant relationship between the preoperative level of
anxiety and postoperative level of pain at 6 hours postoperative, at
significant level 0.05, with P-value 0.001. Also, the table shows that pain
was less when anxiety was lower in all categories. This goes with
hypothesis (H3), there is a significant association between the level of

preoperative anxiety and post-operative pain.

4.5 Relationship between Demographic Variables and Anxiety Level

and Pain
This table answer our fifth question

* Is there arelationship between various demographic variables and the

level of anxiety and pain experienced?
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Table (9): Relationship between Demographic Variables and Anxiety

Level
Sum of dr Mean F Sig.
squares square
Between Groups 1.048 2 524
Age Within Groups 189.388 155 1.222 0.42 0.65
Total 190.437 157
Gender Betyvqen Groups 9.500 3 3.167
Within Groups 471.114 | 322 1.463 2.164 | .092
Total 480.613 325
Education Betyvgen Groups 7.500 3 3.167
Level Within Groups 311.114 228 0.011 2.15 | 0.041
Total 318.614 | 331
Pervious Betyvgen Groups .023 3 .008
Medication Within Groups 1.964 322 .006 1.277 | .282
Total 1.988 325
Between Groups 2.811 3 937
Smoking Within Groups 258.726 322 .803 1.166 | .323
Total 261.537 325
Chronic Betyvgen Groups .188 3 .063
Diseases Within Groups 123.554 | 322 384 164 921
Total 123.742 325

The above table shows that there is a statistically significant

relationship between anxiety and educational level. the table also shows

that there is no statistically significant relationship between anxiety and

other demographic variables.
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Table (10): Relationship between Demographic Variables and Pain
according to VAS Scale

Sum of Df Mean F Sig.
squares square
Between Groups .035 2 018
Age Within Groups 172.148 | 155 1.111 016 .984
Total 172.184 | 157
Gender Betyvqen Groups .140 4 .035
Within Groups 1.848 321 .006 6.062 .000
Total 1.988 325
Education Betyvgen Groups 0.92 3 0.471
Level Within Groups 192.11 241 0.352 1.48 0.190
Total 194.03 | 244
Pervious Betyvgen Groups 12.767 4 3.192
Medication Within Groups 467.847 | 321 1.457 2.190 120
Total 480.613 | 325
Between Groups 3.027 4 157
Smoking Within Groups 258.510 | 321 .805 940 441
Total 261.537 | 325
Chronic Betyvgen Groups 1.968 4 492
Diseases Within Groups 121.774 | 321 379 1.297 271
Total 123.742 | 325

Table 10 shows that there is a statistically significant relationship
between pain and gender. No statistically significant relationships between

pain and other demographic variables were found.
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Chapter Five

Discussion
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Chapter Five

Discussion

This chapter presents the discussions.

The aim of the study was to evaluate the effectiveness of
preoperative education on the preoperative anxiety level and postoperative
pain among abdominal surgical patients. The findings indicate that the
anxiety level and pain decreased, as observed in the experimental group,
which acknowledges that preoperative education decreases patients' anxiety

levels and decreases their postoperative pain.
5.1 Demographic Characteristics

As far as age, the majority of participants belonged to the age group
of 40-50 years; regarding gender, most of the participants were male, and

most of them non—smokers without chronic illnesses.

As we can see, there is consistentcy in age and gender with the study
by Deyirmenjian, et al. (2006) about the effects of preoperative health
education programs for surgical patients, where the majority of participants
belonged to the age group of 25-45 years; and most of the participants were

male.

This is also in agreement with the studies where participants in the
experiment and control groups were not significantly different. As well as
in another study where the majority of participants were from the age group

of 40-58 years, and most of them were males (Ricci JR, 2010).
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In our study, the majority of the participants in the experimental
group and control group had no history of hospitalization. In addition, the
majority of them did not have any comorbidity chronic diseases. Similar to
this study, the studies of Sansiriphun (1997) and Deyirmenjian, et al.

(2006) also had participants without a history of hospitalization.

In contrast, in the study of Lin & Wang, (2005) most of the patients
in the intervention and control group had a previous history of
hospitalization. This is due to the fact that the majority of the study group,
experimental group, and control group had co-morbidities. This is due to

the majority of the samples belonging to the 60-70 year old age group.

In our study, no significant difference appeared when the data of the
experimental group and the control group were tested. The study results are
consistent with a study of Karakhuen (2003), which revealed no difference

between the demographic data of the control group and the experimental

group.
5.2 Level of Anxiety

The findings of the study suggest that preoperative patient teaching
lowers anxiety levels in patients undergoing surgical intervention. In
addition, the findings suggest that the experiment group mean of the state
of anxiety score was less than that of the control group among all four
types of surgeries. The difference in the State Scale Anxiety score between

the experimental and control group was highly significant (P<0.0001).
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These results are consistent with the results of the study conducted
by Karakhuen, 2003 on the effects of a teaching program. They showed
that anxiety scores in the experimental group were lower than that of the
control group and that there was a highly significant difference between the
post-test State Scale score of the experimental and control group (P<0.001).
These study findings are also supported by the study conducted by Lin LY,
Wang RH (2005) on preoperative nursing intervention, which revealed that
the experimental group was lower than the control group in preoperative
anxiety; there was a significant difference in anxiety scores between groups
(P<0.001). Also, the outcome of this research turned out to be relevant to a
study of Diez-Alvarez, et al. (2012) which suggested that there was
significantly lower anxiety in participants in the experimental group

(p<0.01).

The findings were supported by a study of Junwijit (1996) that aimed
to find the effectiveness of preoperative teaching on anxiety in patients
undergoing CS surgery. The study showed that the effect of the teaching on
anxiety was significant; also the mean state of anxiety was lower in the
experimental group than in the controls. However, there are some studies
like Stinton, et al. (2012) which did not show a decrease in anxiety in the
experimental groups. This may be due to the content of information in

teaching.

In our study, lower levels of anxiety among experiment groups may

be due to preoperative teaching, such as the proper explanation of all
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procedures. This helps the surgical patient to experience less anxiety in
comparison to the group of patients who were not given the structured

preoperative teaching and received routine nursing.

The results showed improved vital signs among the experimental
group, although both the experiment and control group had a normal

reading of vital signs.

These findings are consistent with previous research studies. After
preoperative education, there was an improvement in vital signs among the

experimental group (P<0.002) (Taskin, 2008).

The findings are also consistent with the renal surgical patients who
received the education program. Their vital signs were statistically
significant than those who received only routine care (p<.05 and .001)

(Ozberksoy, et al., 2007).
5.3 Postoperative Outcome Related to Pain

In our study, the experimental group experienced less pain than the
control group throughout the three-time readings during the six hours post-
op. There was a high, significant difference in the numeric rating pain score

between the experimental and control group (P<.0001).

Previous studies showed similar findings. After undergoing
education programs, there was statistically significant lower pain in the
numeric rating pain scores among experimental groups of patients

undergoing inguinal hernia surgery (p<0.001) (Karakhuen, 2003).
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Another study of Watt-Watson (2004), showed that level of pain was
statistically significantly higher in the routine care group than in the
experiment group. Similarly, in the study of Ozberksoy, et al. (2007)
patients undergoing mastectomy experienced less pain on the Visual
Analog Scale after preoperative teaching. In another study of Karayurt
(1998), that assessed the impact of preoperative instruction on the anxiety
and pain levels of patients, scores were lowest in the experimental group,

which received information.

These findings are contradicted by a study of Guo, et al. (2012) that
there were no statistically significant differences in level of pain between
control and experiment groups. Another study of Kruzik (2009), examining
the effect of teaching on pain among patients having CABG, failed to
demonstrate a significant difference in aspects of pain, mood, walking and

general activity score.
5.4 Relationship Between Anxiety and Pain

According to Table eight, there is a significant relationship between
the preoperative level of anxiety and postoperative level of pain. At six
hours postoperative the level was 0.05, with P-value 0.001. The table also

shows that pain decreased when anxiety was lower in all categories.

These findings contrast with a study by Guo, et al., (2012) because
there was a significant difference between anxiety level and the average

level of pain, and interference with general activity, mood, and walking
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ability. Another study examining the effect of preoperative anxiety on pain
levels among patients having coronary artery bypass grafts failed to

demonstrate a significant difference (Kruzik, 2009).

5.5 Relationship Between Demographic Variables and Anxiety Level

There is a statistically significant relationship between anxiety and
patient education level. This may be due to the fact that an educated patient
can gain more understanding of the preoperative educational program and
have enough information about surgery. There were no other statistically

significant relationships between anxiety and other demographic variables.

The table shows that there is a statistically significant relationship
between pain and gender. This can be explained according to LeResche, et
al. (2003). LeReshe concluded that the relationship between sex and pain is
not simple; nevertheless, they found a higher prevalence of pain in women
than in men. In another study of Hastie, et al. (2012), it was suggested that
multiple pain measures in a sample of healthy young adults (166 female,
167 male). Sex differences were statistically significant for all pain

measures (P <0.05).
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Conclusion, Implications and Recommendations
Conclusion

The aim of this study was to evaluate the effectiveness of
preoperative education on the preoperative anxiety level and postoperative

pain among abdominal surgical patients.

Preoperative education is not practiced in governmental hospitals, or
sometimes it is practiced in a haphazard manner. Preoperative teaching is
highly capable of producing favorable outcomes among patients

undergoing abdominal surgery.

The level of preoperative anxiety in the experimental group of
abdominal surgical patients, who were given the systematic health
education program, was different from that of the control group, who were
given routine nursing care. The statistical significance at the level of .05
was in line with the hypothesis, on their recovery phase and on the outcome
of the surgery it self that the period of hospitalized was decreased that is

cost effect become better .

The postoperative pain of the abdominal surgical patients of the
experimental group, who were given the systematic health education
program, was different from those of the control group, who were given
general information by routine nursing personnel; with the statistical

significance at the level of .05, which was in line with the hypothesis.



70

The reason that caused the abdominal patients, who were given the
systematic health education program, to have lower levels of anxiety than
those who were given general information by the routine nursing personnel
were that they were given the systematic health education programs, such
as relaxation practices. They also had the close attention of the nursing
personnel, who could help the patients to lessen their anxiety more than the
group of patients who had not been given the systematic health education

program.

Implications of the study

Nursing Practice

As the world is progressing, the demand for cost effective nursing
care is also increasing day by day. Nurses are responsible for clinical
judgments (nursing diagnosis) based on individual’s responses to actual or
potential health problems. It is nurse’s duty to identify the problems faced
by the patients and to give appropriate treatment to resolve them. Nurses
should assess the need for preoperative teaching and it should be included,

practiced in the in hospitals.

Nursing Education

Nurses have a vital role in providing comfort and relaxation for
patients especially those undergoing surgery. Nursing curriculum should
enable nursing students to develop advanced knowledge and acquire skills
in practice of preoperative education as it is now being practiced in many

health care settings. The study findings suggest that the course content in
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the curriculum should include various methods of preoperative education.
In-service education programs and workshops on methods of imparting
preoperative education should be conducted for nursing personnel so that
they can upgrade their knowledge and skills and apply it in their practice.
The nursing students should also be encouraged for the effective utilization

of research based practice in the clinical areas.

Nursing Administration

The nurse administrators face challenging roles these days, where
they need to know the recent developments, the new methods and
technologies. The nurse administrator should provide in service training
programs for nurses focusing on the importance of educating patients prior
to surgery to promote postoperative outcome in order to prevent

complications and promote the wellbeing of the patients.

Nursing Research

There is a need for nursing research in the areas of methods and
timing of imparting preoperative education to patients undergoing surgery.
Research explains the effectiveness of preoperative education and this will

be foundation for further research in Palestine.

Recommendations

The preoperative education program should be used and facilitated in
a systemic manner. There should be more concern towards patient’s

anxiety and psychological problems.
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There should be research done to follow up on the postoperative
complications of the patients who are given a systematic health education

program.

Research in the field of intraoperative anesthesia consumption,
recovery duration, analgesia consumption, discharge time and patient
satisfaction should be conducted to formulate greater understanding about

the effect of teaching preoperation it is benefits .

Limitation of the study

- The study was limited to one hospital (Rafedia Governmental hospital).

- Some of the items in STAI scale where similar in meaning to each other;

this was hard to explain to the patients.
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Appendix A
Consent Form and State Anxiety Inventory
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Part 1:

Gender ( ) Male ( ) Female
Age: ...

Type of surgery: ..............cooiiiiiinn...

Previous medications: ( )Yes ( ) NO
Previous hospitalization: ( )Yes ( )NO
Smoking: ( )Yes ( )NO
Chronic diseases: ( )Yes ( ) NO
Educational Level: illiterate ( ) school ( ) University ( )

State-Anxiety Inventory

Directions

A number of statements which people have used to describe
themselves are given below. Read each statement and then circle the
appropriate value to the right of the statement to indicate how you feel right
now, that is, at this moment. There is no right or wrong answers. Give the

answer which seems to describe your present feelings best.
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Not at Somewhat | Moderately very
all much
1 I feel calm
2 I feel secure
3 I am tense
4 I feel strained
5 I feel at ease
6 I feel upset
[ am presently
7 worrying over
misfortunes
8 I feel satisfied
9 I feel frightened
10 | I feel comfortable
11 | I feel self-confident
12 I feel nervous
13 I am jittery
14 I feel indecisive
15 I am relaxed
16 I feel confused
17 I feel content
18 I am worried
19 I feel steady
20 I feel pleasant
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Appendix B

Educational program

S oaa sl 08 ) e Tual jal) Alead) U8 (i jell il 5 i il apenal o

L

el pd e ) g A gl S dgag il gl sl Al jal) ol el A

o yall Ladlall

A clla sl (il Ga el o) See dal s Llee (ol ol aY L) )
Uans & jae ) Aa) el sy 08 GBI aall Gall el sl paddl) aay Cagus
el Ciga o S iy 8 40 oLl e Comy Loy Aleal) i g ol Jie Jnalal

L) GELY) 5 Aal ad Al sal Agen Sl o iy sl

Lxe ol Gonall Ajle ) adie (ge 230 (e 05S5 Slanda 4 5 (358 o s 13

Al dlan)) ax s ol 5 Ja Slile )

O Giail o Bliad g paail elac) e sl paddll g paadl Canla

.oJlf\

e el s dualdll aled) ol 5 cdal all ol dluda iy el deluy Cogu
Aol G b ebimel U (e dad ol any f el jl) a0 28 ) da) 5yl cllas
Js—anl e clidelual Ly oLl ) zlaas 8 3 oLl sl () gl 8 danal



93

e 438) g
toe e dlinla Gaaty G cdleall o 438 sall (e ¢ a8
FOU N (A I W P
e dals 8 cuS il o
i) jall jhlaa e

CNLL..S‘ Jﬁjel& [ ]

Sl sS5 d8 Al o AY) @l el L e

Ll slaal 03n agd (e ST Cany

S a1 sl ) 7ok o s e gfcallal LAWY 2kl gfaalan Y
Sl sl g

1A o) Sl a5 Sl LAY G o) ja) (Sa
P S PR FIGHIFER
Al i ®
Jsll loal) *

Sl Al daY) #

Sl S ) ke A 31 e il Al g and iy Cus ((ECG) i) Jagaas) *



94
adll uaad

rmatl U Al e S0 8 gfeley e e Can i 4 2855 of cany

dal g dolaal
Jsad _Las)

U—‘““—CJ\":‘*\X"MJJ‘“‘L’Mdﬁﬂ‘m&QM‘eﬂ\@ungjm
}i) e il o e g el Aaldll Adaal) Al GJ;‘):"“‘:‘UTUSA-‘..JJJ\ AR .c\ﬁ.ﬁ&\

<5 9 Jﬁ}j cgs)S.uJ\ U@ A 6(LJ1$AM
sl L) Aady)

i s, Ay ¢ el muea o dal ol J8 Al A8V ol a) S Y

O gl agd) ol el 40 e ab jleel 35l el Gl Y Al L
b Aalall 8 aall 4xd) 5 s el el () zliad Ly o A0 Gl g il
(Ssie dsas dlld L L) e dae e Gy dlal jalaa¥l 1 e Jgeal

(i) ol auly Lol g yaall 5 ¢ Sl s i) s ) i) Jaglads
DSOS LAa) jal J8 Jeall (e age o 3 98 As) all J8 Q) sy Je J pasl)

iseal Y15 56aY) aal g8 il (5 canall e Alla Us e Cons dal jall g o Jd (e

CLaaall Glan)
aag) Jlgal) ypdan

Jac) e cargdl s adlanll Ji angall o) 3aY) e faa) g GLE DL s a1y
Oland A LSl BaeS Qi a0 AV ¢ angd Slead £108 4 ) 1ol 53 eladY)
conhall Jaall day s pae pyghail dm g e | ES sy il s LelaaY] Ja



95
4l fina an kg slaall Jiag 52 o) sl 313 sa cald) Tasal) clld (il
sy (ol oa) e eole oml A gn el el sy oLl (S - ) S8
Agadl el s

dalsad Jé ALl

s Aal all 0 eluse Qi Couaiie aay Bt i JSB Y o elie Callay g

i Cos Adeal)l ey . padall elac) S o) J Ll A8 8 5 S5 Coga Gliaea iy Gl
i) - lads ¢ o s el sed some Rles o a8 e (5SEy adall il s
NG LlaY) y ddlagle 4w ollia oS s Gaan 1Y o ) 8 samall jilac
Lo e coall (e 05 o S 500 Alal) e el g sl M g 5

il elac) J8 de Jasanad) ()5S of s elld aidd 45 )k

L.\l

2
9

#Aﬂ\ ﬁ,g.h't"

G dal il Ja Lol Al Alel) #lad Ll ) s caaly sl (e

Co g g limmy Alall il il gall (o el li KW Gty Cogus ol Gl i)
Ol Cipas oy alal) puadal 5 Aal adl e Lo ol Al clia) a el
0 LN Gl e 1 sm o s s Agllad) g Aala) dpdal) ohillay Aalatial) ALY

Aguluall o) 5l e g 5 ol @bl OIS Y Al b e 58 La) L Ll

L) clan Al 8 o sal) Beniiionall el o 3 50¥) L i) Gany Jasy pasall )

CENSEN PR
taad o3 O S La sh 124



96

ol f i i Callagus e leaY) g il Agn i Lia f (ple laxs
P aaliall e (ol A3 chilas ST
Dsmadl 5 )
sl 3 5]
< U 5 daaM ciluasl
BCOAV IS
Gllid) 5 calad ¢ pedll el (il L)
<) A gaall
Aad 5 pald Qs e g e area A ) e allay o g

W ala alal Gl 05 s Y elle Cua dilaia L)) Gl L Ggu

e sl (S Giany b dles HUEEVL cliaal) o Al o i el (Saa g
celila L a5 5al 4ol Liaf aed 38 el V) e ebiac bl o g0 Jaad 8

\L ol A duje.u LJMJ\«JQ\JJL;‘.J.U}S\ °J—"C‘4JUS“‘-‘
;‘? S AV sl g dlana 355 o Ll e ol 15 Y
(IV) a6 o slandll e L lda 5350 2l ay g o L all

S

» sl gAY Dbl 65 il ey sl guns (S



97

clilal) 48 2

b e b damy Olleal dd e Y el 2y (g

iihidl edas.llle Ly, cusnall Gaiedl (e (3o b cilileal)
DB A ()5Sl al el Rl adail) dals e los Al
aayl o lalaS o cpae (bl Al (o 5 o Sad. lSaY)

e lleal) 62 B0 055 ol slat

‘)..3.3535\ eﬁu: -
zlos b -
Claleal) (2 yai —

1&%5}‘ sloals e saall o il b s Cigus
@) S 5 el 8 llen el sl ol dlilhe) 8 dless
ity e pm s g8 DS e s 1

& i ¢ ali o Ll Aaldll 4 5l 5 jlaudll PR e jada elac) oy o
el g g sl gl sl ekl (PIA e passl

M\wo)n}bﬂ.huu)uy‘\&d\)\ .44

dolaat) aay

b..h_h)'_}eﬁeﬁﬁjc il gl 48lay) h}éj&éﬂucw\;@\dﬂ
A Sl S e A ) ddpall oda (o sS Can LAal pall aey el A el dilail

g A BV A8 e 8.5 il dalpad) axy les g8 8ol JSLIe ol 2 Y A (e



98
GSESal e n U g s caall (B a5 sy L CES (e 4l all o 3l
e 8 o v al g o e L eieee IS0 Ao I (0S5 o @l a5 ki )
Gllla s sl @l a4l e salal) LGle Ly s o aal sl o) e yadl)
oalal) 3l il 535S el Alial) Capla ) ) el ey Les ¢ Sae iy 8 CRSSH (S
Al pall gkt (e JSLA aial ey

el aall [ sl 8l Slaana f el 53 4yl o slaudll el o S
e gl elal 3l La el 06 8l e aladall Jils e ) ald 5
LSy bl lea

Oas Aslee ey O shading Ledie o355 5 chaladl 5 ¢ e dlly O ey (udasall (0 LS
B s 8 amy Blall gl o ccDlmadl 3 VT 5 ce il 5 il 5 g lacall ()5S o palil

Lgaaal o pall Calls i€y AL gha 5 il clidliaall oda yaind W a5 LAl jal) (e
>l diy sl G

Jalarll o yall 3 L) e o3 ST sl
& sisdalell & 5 e alael . a) al 3al lad

3 i () oSy G yeal) 138 5 (8 gl daiiall )

M\tﬁ%ﬂiﬁﬁfhﬁﬁjéﬁuw
333\33.1,3#\ Sladlad)

EOLS g oy dpgad ldlall Al andll 3 5/(m peal o s B Laxie

A sl



99
Glal jalsaa Ay ol aalld gl Gl e G G SE o
Gl se agle (i 55 o S oBial aae DA e a5 S iy 8 JSLE) (e sl
ot e b8l il D pall cildlall Sl 5/ i yadl) a5 Y cliad LAad g
.J) sl

Fa) 2 Alead) aay o

oo Al L Lay S o ldl o adiag s Ao st Gl yal) dglaall day A A as
d5a pe sh Aal all amy ledls o (B B8al) pladll s ajal) B A8y ¢ Jeadll e
caall Tz ¢ i) @l 8 Lay ABLERY i) (e aaall A1 s L) e 5 k)
laliad ell g 0 a s palias) o D)) a4 pmliad) 5 clil) Gl i Jaxe 3al )
c SN AN i e s eend) G o g 535 B0l

saclilly . aday a e (il leal dage 5 s AN e 5 jlaad) ¢ Ul
.Sq,gq&eﬁwgwoidﬁﬁ\}lﬁg&wbﬁéc\Jqlﬁdjﬁjgﬁdgahw\
g Gl iz le V) JS AN Y o sall e S5 e slae) (el e HES 8 diadisdll

WP PR BB, U IR N - PARREL PP g |

PERYAA

-

Ay <y el ddeall ¢ 5 e dalaie] cial al) Aleall ey 40380 cila ) Cabias
sle AN any @l (5 g e ala elae) 2y o cale IS8 ) el Juads o
Cay s ol Galall eladY) cdal) Aa) eyl iy 138 5 ¢l 8 o ladY) dila g5
ot iy cali W a8 el o s Jaf e ) el saad Jeall e i g
il el e ) delew s (3 sk oo leelan oSy ) s lad) sl

D 5y e sa elaal) Al o1 50 gl ALY



100
oalal) 3 aUail ) o) sall e el pla ) S el LD ALY o e

Cgal g 13 a6l sae Glld (5 iy a8 bt QLY 5 bl slakall Jiln s el

Js are il 5 A5 je o Jile Jae QUi Y olad 8 o 3§ liad) (e il
Lo 525« (NPO) asa amn o130y bl clalliadl J8) ¢ i gl b aledal)

() B e oi ¥ Gl 3 m
48 jal)

il e Js 3 5 A8 jall eadl @l callay g a3l (e JalS 2 g A e
e hiuall Gl 3 il eadl o) sl salaind axy 5 S e Guglall 5 Ly
Gillals (S5 8 ) ) 8 WY1 5 58 Jsh Y. <l mlladdl ol 5/ yaall 5 o 8Y) s

el paladl 2 el i Gl e el aaladl sl ol Bl Y L)

O JLAﬂ\

oo Al Caiss (Say . Gl B ae Al 8 aged ) S Ay sedll By all Canaa

Sie Uiy sl plall CBlae oy jad Gk

II'"-_-‘“RI il.-f"__"xlll g_\\‘)_.a RS (BM.I. ( LR ui ol M K LI ?@-Aj\ )
LAY, —
| S| ol Lol sl i file ) e Bliall delud b

¥ &N L
i ] jA | e el dly (aldll (Eai) & s Cog (Grend
& L e dapall 815 cAanal 5 (35 ) (e Llaal
Liae Lowin 320 o V1 e lasa Sl JLal) 6 oo g
oalal Galall Clasl dasil dlle Gy cramaa JS5
hdd g ¢ lad) @lae 5 (A jaa Jin) cdliaal)) &y

sl B e sae Geal) (udil) s jles dlie



101

Bl DA (e Gers Bt g cdlad Glel sale 850 e

€ 5 TS elad gfden) & el ) ae sday s cclal (DA (e ligee Luds (3050 ¢

celed (PR e aodaind Le iy o) sell Ll g ¢« jaual o) 3 5

‘ ! a5 cign (5T (o Lagad s ya GBrandl il 5 Jand) @
A./’

_" y = .~_\ oalall el Glaall CLMH s g o s S
B
| I. &..»Jaﬂ

|
Sle day bl Gl 38 adge ) aall e saluy Jasd o) el Ll << 1Y

.dl.’.ml\ [N GACL‘:)"\J\ e dhg u}u \AA} .3.31.4.&}

S Dl s e ey wa gl Guslall (e pLEN Lia iy ¢
O ALY ) dlasa B G Y e aday cliedi
U all pa Aglend) 2y La 48 a0
O €Y Jlial Jae Ao aleal) aay (3D (5 AT 5 5 pia 48 5al

slo Blial) e el Glile B s je o @l Jaii ) culadl ) Galdl) e Jsa

3l ol e Bl Bnaad Sl salls i)l dladd 5 ¢ Il e sl Gl

"

L;JJJ;J\ }M\pﬂ»&w\jcwy\eﬂgﬁgcjd\}c;Lg;)géjc;.kgg&:\mwéj
Lol T i) ) 5 e 3 86 gl alasiuly ceans Ayl 53
A Al g ornde OS5 (i) Dz liad cdglaadl a5 e Y i Ladie

Loaie . el A glase J8 dpall Galatl) (oany 30 coladd e Cali o 3 aa

clrin g Al U oladll A (e sday § 55 (Bars (TS dledd o Gl



102

SO Al aa paeall Nami)

S pie e ae by iy sall 5yl 30l o aelud ol daa sall cily il
a.t\.c\.»ﬂ\d)\;mhmsubs@ u\ﬂ\}muﬂmf\.@_\\us d@_u“gumj\ jcaﬁ

o adldy) 2y V)
adll) (s lad
91 Jalal
ol RS ate o Bacliall clilu 4 seall 3 5al) Baly )
agladi (i

o e bae G pailly Al Ll g iy e o Baal g 0t = anall (e (g sl

fﬂL LL_FIEI‘I
Sy au&_u;eu_'.___._ - 1 l;_\\ G‘G' 4..9}3).‘\3\ edﬁl\ ‘JJ; M Slad cﬁ)\
ﬁ;\\ Down H—L% .
e d&&\ UA‘\.CLMJ\ u._ulsc ()—QSQ} acll g__a‘)ls.c

LJH(-;_I LA\}J\&Q&}Y\@M\&QLM\&A&J\ ah\jd\.u‘;u
Z\JS‘)S\GAQ\J_\A.\\BJQ.\&.\ﬁﬂ\d}bécuﬁﬂg)ﬂéﬁ)kuceﬁ Caéu\c.la.u
e 3y Galalsl) 8 eldle Hse 5 AY) Bl ae cpaill ) S sl 5 Bla aa
ondl s JY Rl adag el alall Gl
Jﬁ}d\gﬁ‘ﬂﬂ\
MEKIN

a0 Ly 43 LaS ey 5yl il i) aie o aeliy 4l ¢ 4y sedl) @y sal i yaY 4l

A =g A e



103

43, )bl

caSl) e Jariall Casss Jal e ol et o ol duilly agdl

O ) i e anie (8 Geslall o dlan i 2 o dalead) 2 S asd) S
) e B yual ) el daad

cliys (e s e el dilall Gluzdll axsind ¢yl ez 5 AD e

adal clie) Hd padid g el paldll ulal) ) Jsa el ) (B el e z 5 Al

sl ila e Gelall &5 o) Bila e Geglal) duaca s ) el s e Jeas L
g5l Jd 3 end

oaid a8 ol Al ) COfl i) Gl @ a5 ccillaal g da) )
Glad 3w cdipand) (ulafY) aey 3205 da) ) axy L Gl el mll Y s el 3L

aal g iy b saal g ol Jaud i) ol o et Laiy (V) e g )
JA T

e e dee g g 3/ see ) sl a oz el ol BB cus 1y

G 5oe el K1Y aale Lage gud 13 L elly Culall rans Lovie oy (alill sl

gl G rlimd Y Lsls (ol



104

Siladil)

daa e et @l & o of oSa Ay Slsh Uy G sind dlee sa (ilamY)
gl anall zling . mada J2d 2y 55 ISV ALY DA Glal) e LIS 8 Gy 1
cAndl 7 la) g s LOIA oLy A 3acludl)

JA A clady

5-3 a1 osS) Caguy lab Lulie OIS 1Y) o) (e dla g A S5y Cogu
e eaall Claia s 4 Jlie pae Jsla o Jll ()6 8 EVAD (mmy b oS cleall any pU

el A Bagad) S8

ceha) ) Alend) Ll g @bl (pe 2S5 0

REIHLIS-TX SRR PORTREU N PSP TPR e Y. A
Sl sSE d Caglae o Al o) Al e

Joial) 8 Baslusal)

gkl Lallg d e I A5 S g s 3 (b pads 5% o Jeady
g i)l Jlee) s Jaasdl

J3ial A Gl ) cpe ganl)
: Jad Ve

i dee (nt e el Ciga ana 3 oUas J5ls DA (e - llsay) cuiadl

cladll



105

& L) (e S i sl rase . Ja Aagal) A iall il ) ai @

el J e il y 55wl Gl al slBaal o Allall (e saelie s e o Jd) @

el s
o el plal e Ll cilaedll 5 iy il QL 8 ) Y] e
Cdpaddl dil e dbdlad) e
el g aiaiad ellead A Ld) ded o) ¢osel il cluds Jrdl e
Jadi ¥
CALE) LLEY) el JUlLY) Jea (il o
Al oSl A€l st f ) A e
s olussald o
bl o/dlacag ) 33l

Gl aliae alid 6 Jolas s 2ead e 2 3al Jl sy ol SliSas (e sand 2ay
bl A LED LAY ab) e skl dee gl elily galad) Ll 1) 50 sx

las S 3 seaa Ll D) cluds 285 Y Ledale 3acli LAy @ ) AL gl <l il
MQJS\MJLA.A
3L ae .l e jles JBe g Shiall 5 dalyHl) A jles (A ) paiY) agall (e

gt (Say ) Ailsall Jaih il o) Sa Kl ¢ Lt ) Alall Jsh 8 day ,
e S



106

el ) 5

o2y Jeall 325l o 5oli agimny s pe (e cond ST il gl (oan
Jaxdl (e Ny 055 o iy (S5 cabad T ) sa 3 Aa) jad) axy Lo (and (e b jan
Lo Y1 (3 painy 38 .ol dpully Juadl 58 Lo apaatil ) el e d3a (380 038 (e skl 5 s

Ll da) b e aa el B ) deay

oo dacl i Cogu axd 8 (Say le & jaa Lnae @llaad o K dolee dgal se
Laldl da) all o b et WSy Lo o (pe B 8 dual ja dulee S A gen ST g2

Al e 0sS o) de Jsanll 8AS i) iy Juadl el IS LS ey



107

Appendix C
Visual Analog Scale
0 1 - 3 4 5 6 7 8 9 10
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piin uncombortable,  miserable dreadiul, unbearable,
troublespme pain hormible pain excrutiating
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Appendix D

Facilitate student task
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Appendix E

Approve title
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Appendix F

IRB permission
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