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Abstract

Background: Hospitalization and waiting for a surgical operation are the
main arising causes for patient anxiety preoperatively, which significantly
affects the outcome of both anaesthesia and surgery. Yet, no researches
have been conducted and there is currently no published data on the
preoperative anxiety levels in the West Bank (Palestinian Territories). The
purpose of this study is to assess the level of preoperative anxiety among

patients waiting for elective surgery in Rafidia Governmental Hospital.

Methods: A cross sectional study was carried out on 320 patients
scheduled for elective surgery at the preoperative care unit (recovery room)
in Rafidia Governmental Hospital, Nablus, West Bank (Palestinian
Territories). The patients’ medical records were reviewed to obtain
demographic data, the surgical and medical diagnosis, medication, and
medical history of the study participants. All inpatients were assigned an
ASA (American Society of Anaesthesiologists) physical status of | or II,
were between 18 and 60 years old, and were able to give informed consent

and answer questions were enrolled in this study. Illiterate patients, patients
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with psychological impairment, pregnant women, and alcoholic patients

were excluded from the study.

The Amsterdam Preoperative Anxiety and Information Scale (APAIS) was
applied to assess the level of patient anxiety. SPSS was applied for

statistical analysis and description.

Results: The mean age + SD of the sample was 37.20 = 10.99 years. The
majority of interviewed patients were females (197; 61.6%), married (239,
74.7%), and had no previous surgical operations (225, 70.3%). Less than
one third of studied patients had a college education (101, 31.6%) and the
majority were scheduled for general anaesthesia (267, 83.4%), while the
remaining were scheduled for regional anaesthesia. Approximately one
third of the sample ware smokers (108, 33.8%), and less than one half were
scheduled for a major operation (137, 42.8%). The majority of patients
were ASA category | (267, 83.4%).

Using a cut-off point of 11, patients with an anxiety score > 11 on the
APAIS were considered anxious. Analysis showed that 184 (57.5%)
patients were anxious. The results also indicated that 163 (50.9%) patients
indicated a desire for more information about anaesthesia and surgery.
Females were more anxious than males (p<0.001). Analysis also showed
that non-smokers had significantly higher anxiety scores than smokers
(p<0.001). There was no significant difference in anxiety scores between
those who had college education and those with lesser levels of education

(p=0.83). Patients with no previous surgery did not have significantly



xii
higher anxiety scores than those with surgical history (p=0.052). Patients
with type Il ASA had significantly higher anxiety scores than those with
ASA type | (p=0.001). Patients scheduled for GA had significantly higher
anxiety scores than those scheduled for regional anaesthesia (p=0.001). No
significant difference was found between currently married and unmarried
patients in anxiety scores (p=0.58). Patients over 40 years of age had no
significant difference in anxiety scores compared with those less than 40
years of age (p=0.55). The results also showed that anxious patients had a
higher desire for seeking information about anaesthesia and surgery than

non-anxious patients.
Conclusion:

The prevalence of preoperative anxiety in the West Bank is high compared
with results from developed countries, but it correlates with the results
from developing countries. Female patients, non-smokers, patients with no
previous history of surgery, ASA Il patients, and patients undergoing
surgery under general anaesthesia had significant anxiety levels. Our study
showed that patients with high information requirements, females, and

patients scheduled for general anaesthesia are more anxious preoperatively.

Assessment of preoperative anxiety is an important step in developing new
strategies for reducing anxiety. Assessment can be easily done with a
questionnaire such as APAIS, which is a short and economical instrument,

and its validity and reliability has been approved.
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Recommendations:

This study advises that providing more information regarding surgery and
anaesthesia might help in reducing preoperative anxiety levels. Also, it is a
must to increase trust between patients and the medical team (doctors and
nurses) by improving doctors’ and nurses capacity in building (doctor,

nurse)-patient trust through training courses.

This study was conducted in one governmental hospital and it is the first
study conducted in the assessment of preoperative anxiety level, so further
research should be conducted in other governmental and specialized
hospitals in Palestine in this field to recognize and identify level and causes
of preoperative anxiety in order to introduce effective methods and

strategies to help reduce preoperative anxiety.

This study revealed a high level of preoperative anxiety among surgical
patients, which emphasizes on that ,new protocols and systems must be
established and followed in our government hospitals to decrease the high
level of preoperative anxiety levels, which leads decrease the intra and

postoperative complications.
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Chapter One
Introduction

Background and Objectives:
Anxiety:

IS an emotional state that is defined by unpleasant feelings of inner
turmoil. Anxiety is often supplemented by nervous behaviour, such as
pacing, somatic complaints, and rumination (David, David et al. 2014).
Anxiety is also defined as a “psychological and physiological state
characterized by somatic, emotional, cognitive, and behavioural

components” (Pritchard 2009, Zhang 2011).
Preoperative anxiety:

IS @ common emotion that patients who are scheduled to undergo surgery
experience. Preoperative anxiety is often described as an annoying feeling
of tension that can be the result of the patient's uneasiness about the
surgical operation (Pritchard 2009). This anxiety emerges due to negative
ideas about the surgical procedure and or anaesthesia (Pritchard 2009)." The
surgery’s success depends on a number of somatic factors as well as
medical factors in addition to the psychological state of the patients.
Therefore, preoperative anxiety has long been a subject of interest to

researchers in medical psychology (Berth, Petrowski et al. 2007).

Patients with an increased level of preoperative anxiety need larger doses

of anaesthetic drugs, on average have a higher peri- and post-operative
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administration of analgesia, and have longer stays in the hospital. Because
preoperative levels of anxiety can be reduced through psychological
intervention, (Krohne and de Bruin 1998) (LaMontagne, Hepworth et al.

2003) it is important to assess the patient’s level of preoperative anxiety.

Pathophysiology of anxiety:

In the central nervous system (CNS), the main mediators of the symptoms
of anxiety disorders are norepinephrine, serotonin, dopamine, and gamma-
aminobutyric acid (GABA). Other neurotransmitters and peptides, such as
corticotropin-releasing factor, may be involved. Peripherally, the
autonomic nervous system, especially the sympathetic nervous system,

mediates many of the symptoms,(Freitas-Ferrari, Hallak et al. 2010).

Levels of anxiety:

Low levels of anxiety are observed among people with personality
readiness that can make a person deny signs of coming dangers and ignore
vital warnings of medical personnel. People with low anxiety can also
include severe obsessives, withdrawn schizoidal personalities, and people
with other avoidance disorders. Some of the persons that experience low
levels of anxiety are emotional and reacting to their environment, but if
annoying information is given, there is an immediate switch to a moderate

degree of anxiety(Janis 2016).

Moderate anxiety is seen among persons who are strongly responsive to

external stimulation. Generally, those in this group are very much
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influenced by information that is provided to them. Information can have a
positive influence on such people: possible dangers, how these dangers are
mitigated, and protective factors help the patients understand reality and

defeat worry(Janis 2016).

High levels of anxiety are found among patients with tendencies to have
neurotic symptoms, especially those people who have severe difficulty with
the threat of damage to their bodies. This includes those with suppressed
internal struggles that are brought out by an external threat

(Berth, Petrowski et al. 2007).
Causes of Anxiety:

Pre-operative anxiety is caused by many factors such as fear of
complications, result of operation, concern about family, fear for one’s life,
post-operative pain, awareness during surgery, fear of disability, need of
blood transfusion, waiting for the operation, financial loss, fear of the
unknown, nothing per mouth, fear of needles, and doctor or nurse mistakes.
(Millar, Jelicic et al. 1995, Akinsulore, Owojuyigbe et al. 2015)
Assessment of anxiety is vital for people who will undertake surgery
because anxiety affects a patient’s response to anaesthesia (Jafar and Khan
2009). Anxious patients need higher doses of induction agents and
postoperative analgesic drugs (Moerman, van Dam et al. 1996, Kain,

Sevarino et al. 2000).

Preoperative anxiety is dependent on additional factors as well. Socio-

demographic characteristics (age, sex, current partnership and level of
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educational background) are one type of such factors (Karanci and Dirik
2003). Additional factors are the type of medical surgery, including the
iliness that is the cause for need of surgery, the expected success rate of the
operation, possible complications, duration of hospital stay, and previous
surgeries (Mark 2003), the type of information provided before the
operation (Sjoling, Nordahl et al. 2003), the method of administration of
anaesthesia, as well as psychosocial factors, such as the person’s general
level of anxiety, and personality traits (Weinryb, Gustavsson et al. 1997),
psychological or psychiatric co-morbidity (Caumo, Schmidt et al. 2001),
sensitivity to pain (Caumo, Schmidt et al. 2002), social support (Elizur and
Hirsh 1999), and life satisfaction or coping style (Kopp, Bonatti et al.
2003).

In recent years, with more emphasis on day—case surgery and an increased
load of surgeries in governmental hospitals, there has not been enough time
for anaesthetists to conduct thorough preoperative interviews with patients.
This could possibly lead to less than required information given to patients
about surgery and anaesthesia. If there were a quantitative assessment tool
like a questionnaire, the anaesthetist could assess the patient's level of
anxiety in a short time and define the factors affecting it. Nowadays,
several validated questionnaires are applied to measure anxiety. These
include: the State Trait Anxiety Inventory (STAI), Hospital Anxiety and
Depression Scale (HADS), Visual Analogue Scale (VAS), Amsterdam
Preoperative Anxiety Information Scale (APAIS) and the Multiple Affect
Adjective Check List (MAACL). The APAIS is a widely accepted rapid
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and short screening tool that was translated and has been used in across the
world, including the following countries: Germany
(Berth, Petrowski et al. 2007); the Netherlands (Moerman, van Dam et al.
1996), Mexico (del Carmen Gavito, Corona et al. 2000); Thailand
(Sirinan, Rungreungvanich et al. 2000); Turkey (Garip, Abali et al. 2004);
Korea (Shin, Kim et al. 1999); and Japan (Nishimori, Moerman
et al. 2002).

Significance:

Patients with extreme preoperative anxiety tend to have bronchospasms,
extreme tachycardia, hypertension, cardiac arrhythmias, operation cancel,
irritability, nausea and vomiting, and many other complications that form a

constant threat to life(Bailey 2010, Pokharel, Bhattarai et al. 2011).

In Palestine, no studies have been conducted on anxiety levels among
patients undergoing surgery or its contributing factors. Therefore, we will
assess the prevalence of preoperative anxiety and its contributing factors

among patients undergoing elective surgery.
Aim of study:

The aim of this study is to assess the frequency of preoperative anxiety
among patients entering the operation room for elective surgery and

identify the contributing factors.
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Chapter Two
Literature Review:

Reviewing the literature shows that many studies on preoperative anxiety

among adults have been conducted globally.

A cross sectional study conducted in 1996 by Moerman at the University of
Amsterdam, in the Department of Clinical Psychology, in the Academic
Medical Centre used the Amsterdam Preoperative Anxiety and Information
Scale (APAIS). During a period of 3 months with 320 consecutive patients
having participated, his study showed that almost one third (32%) of the
patients could be considered as having anxiety and 8 in 10 (80%) of
patients though positively about obtaining information. The results showed
that women were more likely to be anxious than men, patients that had a
need for a large amount of information also had higher levels of anxiety,
and those who had never had an operation had a higher need for

information than those who had (Moerman, van Dam et al. 1996).

Also, a prospective study conducted in 2012 in Sri Lanka, University
Surgical Unit, the National Hospital of Sri Lanka applied the Amsterdam
Preoperative Anxiety and Information Scale (APAIS) on 100 patients
scheduled for elective surgery. The study demonstrated that the prevalence
of preoperative anxiety in this group of Sri Lankan patients under study
was 76.7%. Females were more anxious than males, and those who had
never sustained surgery were more anxious than those who previously had

surgery(Matthias and Samarasekera 2012).
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Another cross sectional study conducted in the Netherlands in 2007 used
the Amsterdam Preoperative Anxiety and Information Scale (APAIS) on 68
inpatients of the orthopaedic department undergoing surgery of the
meniscus. The findings were that females developed anxiety (48%) more
than men (22%), and that those who had experienced previous surgery
developed anxiety more than those who hadn’t(Berth, Petrowski et al.

2007).

Across sectional study conducted in Turkey in 2004 used the Amsterdam
Preoperative Anxiety and Information Scale (APAIS) as well as
Spielberger's State Trait Anxiety Inventory (STAI) in assessing the anxiety
of patients who were to have their third molars (or wisdom teeth) taken out
in Turkey. A total of 120 patients had their molars removed with use of
general anaesthesia. The results indicated that females were significantly
more anxious than males; women who had not previously undergone an
operation had higher levels of anxiety than other women; patients who had
previously had a local anaesthetic and those who had not did not show
significantly different amounts of anxiety; there were no differences in
anxiety as measured by trait scores; and that patients who wanted a lot of

information were more anxious (Garip, Abali et al. 2004).

Another cross sectional study conducted in Malaysia in 2015 applied the
Amsterdam Preoperative Anxiety and Information Scale (APAIS) on 200
patients in the anaesthetic clinic of University Malaya Medical Centre, and
showed that females had higher anxiety scores; and that requirement for

information was associated with higher anxiety scores. On the other hand,
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participants who had previous surgeries had less of a need for information

(Mohd, Lai et al. 2015).

A cross sectional study conducted in 1999 in Yale University School of
Medicine and Yale-New Haven Hospital, New Haven used the State-Trait
Anxiety Inventory (STAI), and showed that the reported incidence of
preoperative anxiety in adults ranges from 11% to 80%, depending on the
assessment method. The study demonstrated that there is a moderate
correlation between baseline anxiety and the amount of the anaesthetic
required for the induction and maintenance of anaesthesia (Maranets and

Kain 1999).

Another study conducted in 2006 in a hospital in Manitoba, Canada, used
the Frequency and Symptom Distress Scale and the Graphical Anxiety
Rating Scale, and showed that average uncertainty and anxiety were
moderate and were associated with moderate deterioration of functional
status. Symptoms of distress were reported as low, although the existence
of some symptoms showed a strong relationship with anxiety (P=.0002),
which was triangulated with data from semi-structured interviews.
Although there was an insignificant relationship between anxiety and
uncertainty, interview participants indicated that positive perceptions of
uncertainty as an opportunity may have dulled the relationship between
uncertainty and anxiety. The study concluded that it is possible to perceive
uncertainty as a danger and an opportunity at the same time. The study
variables and waiting time were not found to have a statistical relationship.

However, there was an insignificant trend toward deterioration of
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psychological and physical conditions with longer waits, which may be

clinically significant (McCormick, Naimark et al. 2006).

Another study done in the USA included persons having elective surgery
and those who had had emergency operations within 24 hours of
admission. Anxiety was assessed by the Jacobsen's questionnaire and the
Hospital Anxiety and Depression Scale. The study found that around one
quarter (23%) of participants felt anxious upon arrival at the operating
theatre; 35% had some levels of anxiety at induction of anesthesia; while
12% felt anxious after induction. At start of surgery, 15% of participants
had experienced anxiety during surgery A sustained flow of information
lessened anxiety levels in almost half (49%) of the patients and the ability
to ask questions during the intraoperative period reduced anxiety in more
than half of the participants (55%). Seeing technical equipment and
surgical instruments increased anxiety in 9% and 6% of the sample,
respectively. Patients with more general anxiety and depression also had
significantly higher levels of anxiety in the intraoperative period

(Haugen, Eide et al. 2009).

A later cross-sectional study also conducted in the USA assessed the
preoperative anxiety of 592 inpatients ranging in age from 18 to 60 years
old who were scheduled for elective surgery. This study considered
patients with an ASA physical status of I-11l. The study found that “higher
levels of preoperative anxiety were significantly associated with a history
of having cancer (odds ratio (OR)=2.26), smoking (OR=7.47), psychiatric

disorders (OR=5.93), negative future perception (OR=2.30), moderate to
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intense depressive symptoms (3.22), high trait-anxiety (3.83), moderate to
intense pain (2.12), medium surgery (OR=1.52), female gender (OR=2.0),
ASA category Il (OR=3.41), up to 12 years of education (OR=1.36), and
more than 12 years of education (OR=1.68).” On the other hand, the patient
having had surgery previously (OR=0.61) was associated with lower levels

of preoperative anxiety (Eckhouse, Hurd et al. 2014).

A cohort study conducted in the USA in 2013 included 934 men and
women with coronary heart disease. The study used the Hospital Anxiety
and Depression Scale (HADS) which was administered on patients during
their hospitalization for coronary angiography. Depression as well as
anxiety are common issues for CHD patients, specifically while in the
hospital waiting for a coronary angiography. The study found that anxious
patients with co-morbid depression had a 3-fold increased risk of mortality
in the 3-year follow-up period. The study recommended that patient
assessments of both anxiety and depression are necessary and continually
monitored. The study also suggested that patients with higher anxiety
confounded by the existence of co-morbid depression are in need of
treatment of their anxiety and better monitoring (Watkins, Koch et al.

2013).

A case control study was undertaken in the Ministry of Health Zekai Tahir
Burak Women’s Health Training and Research Hospital, Gynaecologic
Oncology Service in 2010. The study used the State-Trait Anxiety
Inventory scale. The rate of preoperative anxiety was found to be slightly

more than half (52%). The study concluded that the gynaecologic patients
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who received preoperative instruction had significantly lower anxiety
levels than patients who had regular nursing care only. Therefore, the study
recommends that nurses are trained to include preoperative practices to
reduce anxiety into their routine care, such as relaxation exercises (e.g.
taking deep breaths and relaxing muscles). When these practices are
implemented with patients, preoperative nursing is more efficient in

regulating patients’ emotional state (Pinar, Kurt et al. 2011).

A cross sectional study done in a Pakistani surgical hospital from April 1%,
2005 until April 30, 2006) studied 300 adult surgical in-patients with ASA
physical status of | or Il. The study used the Visual Analogue Scale and the
State Trait Anxiety Inventory. There was found to be a significant
correlation (p=0.005) between educational attainment of the patient and
his/her preoperative anxiety. Overall frequency of preoperative anxiety was
62% among participants. Being female, of a younger age, and with a higher
education level were factors that were positively correlated with
preoperative anxiety. Factors that were found to reduce anxiety were the
patient having had surgery previously and the patient having participated in
a visit to the preoperative anaesthesia clinic. It was also concluded that the
Visual Analogue Scale was matched well with the State Trait Anxiety
Inventory Scale in that both scales assess preoperative anxiety effectively

(Jafar and Khan 2009).

Another cross-sectional study was conducted in Ethiopia in 2012 using the
State Trait Anxiety Inventory Scale (STAIS) as well as quantitative data

collection technique in Jimma University Specialized Teaching Hospital.
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The study sampled 239 patients scheduled for surgery and showed that
70.3% of preoperative patients had anxiety(Nigussie, Belachew et al.

2014).

In Palestine, there is little research that talks about anxiety, and no research
in assessing the prevalence of preoperative anxiety in patients undergoing

surgery
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Chapter Three
Methodology

Study design and settings:

This is a cross sectional study. The study was conducted in the operation
theatre and the pre-anaesthetic room (recovery room) at Rafidia Surgical
Hospital in Nablus city, West Bank, Palestine. This hospital represents the
most surgical patients in the West Bank (according to Ministry of Health
statistics) because it is a referral hospital and receives cases from different

socio-economic backgrounds.

Study population:

Adult in-patients scheduled for elective surgery in Rafidia hospital.
Study sample:

A sample of, approximately, 320 patients (in-patients, age between 18 - 60
years, and able to give informed consent) in Rafidia hospital were enrolled
in this study. The study sample was taken on a convenient sampling basis.
To achieve confidence interval of 95% and standard error of 5%, the

following equation was used to calculate the sample size:
n'=NZ?P(1-P) / d® (N-1)+ Z* P(1-P) ®

where n' = sample size with finite population correction, N = Population

size, Z = Z statistic for a level of confidence, = 1.96 P = Expected
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proportion (in proportion of one), and d = Precision (in proportion of one).

= .05.

Inclusion and Exclusion criteria:

All in patients undergoing elective surgery, assigned an ASA (American
Society of Anaesthesiologists) physical status of | or 11, age (18-60), able to
give informed consent, and able to answer questions, were enrolled in this
study. Illiterate patients, patients with a history of a psychiatric illness,
patients taking psychotropic medications, pregnant women, patients of
frequent intake of sleeping pills or sedatives, patients having a disease of
the central nervous system, patients with cognitive impairment, and

alcoholic patients were excluded from the study.

Study Time and Duration:

The duration of study was two months (from 1st April 2016 until 1st June,
2016). The number of elective surgeries who fitted the criteria during the
study period was approximately 320 patients and therefore we recruited

approximately 400 patients for the study.

Study Tools:

The study tool that we implemented in this study was

the Amsterdam Preoperative Anxiety and Information Scale (APAIS).This
scale was first developed in the Netherlands in 1996 by Moerman and

colleagues.
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This questionnaire consists of six items and is, therefore, an economical
instrument (Table 1). The items are rated on a five point scale with the end
poles as “not at all” (1) and “extremely” (5). It represents the two scales:
anxiety (items 1, 2, 4 and 5) and need-for-information (items 3 and 6). The
high acceptance of the APAIS by patients was proven in different studies
from which reference values are available for different groups of patients.
We researched for an instrument to fulfil our objectives , we did not find a
more appropriate clinically applicable instrument in the literature than
APALIS, i.e., short, rapid, specifically attuned to the preoperative situation,
and easy to interpret, so we decided to apply this instrument. Our main
reference was the work of Miller and Mangan(Miller and Mangan 1983,
Miller 1987), who studied how the patients cope with the stress of a
threatening condition. They differentiated between "monitors" and
"blunters,” They defined monitors, that people who want to know as much
as possible and search actively for information and blunters, that who have
no need or even desire for information and try to avoid it (both groups had
different characters from each other). This instrument should make us able
to distinguish anxious from non-anxious patients and patients who want

information from those who do not.
Validity and Reliability of APAIS:

The APAIS was applied in several international studies in departments of
ophthalmology (Waterman, Mayer et al. 2002), internal medicine(Lydon,
Mc Ginley et al. 1999), in parents of children before surgery(Cassady,
Wysocki et al. 1999, Miller, Wysocki et al. 1999), and in testing
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preoperative psychosocial interventions(Stoddard, White et al. 2005). The
Dutch version(Moerman, van Dam et al. 1996) an English version (Boker,
Brownell et al. 2002) and a Japanese version (Nishimori, Moerman et al.
2002) of the APAIS exist with several studies proving the validity with

performance properties.

These studies proved a high correlation between the APAIS and the State-
Trait Anxiety- Inventory scale (STAI), the Hospital Anxiety and
Depression Scale (HADS), and the Visual Analogue Scale (VAS).

Further studies from research groups in Italy(Bulfone and Simone 2005),
Mexico (del Carmen Gavito, Corona et al. 2000), Korea(Shin, Kim et al.
1999), Thailand (Sirinan, Rungreungvanich et al. 2000), and Turkey
(Garip, Abal1 et al. 2004), implementing the APAIS have been published
and have proved the validity of APAIS.

Variables and Operational Definitions:

Preoperative anxiety (dependent variable): Is a “universal reaction
experienced by patients who are admitted to the hospital for surgery.” Just
the initial idea of having a surgical procedure can bring about very high
levels of anxiety in patients, and also can be described as “an unpleasant
state of tension or uneasiness that results from a patient's doubts or fears

(from a vast array) before an operation” (Pritchard 2009).
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Independent variables: demographic, clinical and risk factors:

ASA Physical Status: The American Society of Anaesthesiologists (ASA)
Physical Status classification system was initially created in 1941 by the
American Society of Anaesthetists, an organization that later became the
ASA. Our purpose of using this grading system is purely to assess the
degree of a patient’s "illness" or "physical state™ prior to selecting the

anaesthetic or prior to performing surgery(Owens, Felts et al. 1978).
“ASA Physical Status I - A normal healthy patient

ASA Physical Status Il - A patient with mild systemic disease
ASA Physical Status I11 - A patient with severe systemic disease

ASA Physical Status IV - A patient with severe systemic disease that is a

constant threat to life

ASA Physical Status V- A moribund patient who is not expected to

survive without the operation

ASA Physical Status VI - A declared brain-dead patient whose organs are

being removed for donor purposes” (Owens, Felts et al. 1978).
Age: (18-60) years
Gender: Male/female

Weight: Underweight (BMI less than 18.5), normal (BMI 18.5-24.99),
overweight (BMI 25-29.99), or obese (BMI over 30) (Table(2)).
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Educational level: Illiterate, school, university

Marital status: Single, married, widowed, divorced

Smoker: yes/no

Type of operation: Minor surgeries or major surgeries:

Minor surgery is, any invasive operative procedure in which only
skin or mucus membranes and connective tissue is resected, also is any
procedure that neither penetrates a body cavity, nor encourages permanent
impairment of any body functions(Fingar, Stocks et al. 2006, Moore, Levit
et al. 2006) e.g.( laproscopic and endoscopic operations, hernia,
hydrocele,varicocele, tonsillectomy, carpal tunnel, ganglion, trigger finger,
navus and basal cell carcinoma excision, diagnostic dilatation and

curettage, and varicose vien ligation).

Major surgery is, any invasive operative procedure in which a more
extensive resection is performed, i.e., a body cavity is entered, organs are
removed, or normal anatomy is altered. In general, if a mesenchymal
barrier is opened (pleural cavity, peritoneum, meninges) and any
procedure related to orthopaedics or extensive tissue dissection or
transection(Fingar, Stocks et al. 2006, Moore, Levit et al. 2006), e.g.( open
cholecystectomy, hysterectomy, septoplasty, skin graft, maxillary
operations, total hip and knee replacement, laminectomy, and bone

reconstruction surgeries).

Site of operation: Head, chest, abdomen, pelvic or limb surgeries

Previous surgery: yes/no

Type of anesthesia: General, regional.
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Questionnaire:
A form with three parts was designed for the study:
Part 1: contained informed consent.

Part 2. contained demographic data including name, age, gender, and
medical record number, level of education, occupation, medical history,
current surgery scheduled, and information about any previous surgeries

and whether the patient was seen in the preoperative clinic.
Part 3: contained the APAIS
Procedure:

Eligibility of patients for the study was decided by the primary investigator
after reviewing the inpatients that were scheduled for surgery on the
following day. Recruited patients were visited by the primary investigator
on the evening before surgery (preoperative day). After explaining the
purpose of the study and instructions for filling out the APAIS, written
informed consent was obtained and demographic data recorded by the
primary investigator. On the operation day in the preoperative care unit
(recovery room), patients were interviewed by the researcher and asked to
answer the APAIS six questions and filled in the forms by the researcher at
a standardized time of 5 to 10 minutes before admission to the operation
room. The patients were asked to assess their level of anxiety by an
imaginable scale graded from 1 to 5, in which 1 represents no anxiety, 2

mild, 3 moderate, 4 high, and 5 extreme anxiety. Also, the patients were
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asked to assess their need for information about the anaesthesia and/or the
operation itself. No patient was administered preoperative anxiolytic,
sedative, antipsychotic, or narcotic drugs. A private room was used to

recruit all participants and to conduct the interviews.
Ethical Considerations:

Approval for the investigation had been obtained from the local ethics
committees and the IRB. Also, agreement was obtained from the hospital
director. Potential participants were informed of the study by an

information sheet at the preoperative day evening visit.

The patient was informed that taking part in the research is voluntary, so
he/she may not choose to take part in this study, or he/she may withdraw
from the study at any time. In either case, he/she was informed that he/she
would not lose any benefits to which he/she was otherwise entitled. Also,
patients were informed that they may receive no benefits from taking part
in the study, although the research may give us knowledge that may help

patients in the future.

The patient interview took place in the recovery room on a stretcher or
chair (as the patient's condition permitted) in an enclosed area with curtains
in which only the researcher was present. No real names were mentioned in

the study. All data has been coded and no names appeared.
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Data Analysis:

SPSS Program has been used for data analysis, and only the results of the
patients who completed the study were included. Frequency tables, charts
and mean and standard deviation were used to describe the participants as

appropriate.
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Chapter Four
Results

A total of 320 patients were recruited and interviewed. The mean age £ SD
of the sample was 37.20 £ 10.99 years. The majority of interviewed
patients were females (197, 61.6%), married (239, 74.7%), and had no
previous surgical operations (225, 70.3%). Less than one third of studied
patients had a college education (101, 31.6%) and the majority were
scheduled for general anesthesia (267, 83.4%), while the remaining were
scheduled for regional anesthesia. Approximately one third of the sample
was smokers (108, 33.8%) and less than one half were scheduled for major
operation (137, 42.8%).The majority of patients were ASA category | (267,

83.4%). Table 1 shows the frequencies of various studied variables.

We defined the cut-off point for patients to be considered anxious as equal
to or greater than a score of 11 on the APAIS anxiety scale. Patients who
made this cut-off would therefore benefit from more attention. Using this
reference point, the sensitivity, specificity, and the predictive value were
calculated at different cut-off points on the anxiety scale (APAIS). Findings
show that the cut-off point of 11 leads to a good balance. Sensitivity and
specificity are good and the predictive value is 71% (Carus and Carus ,

Moerman, van Dam et al. 1996, Berth, Petrowski et al. 2007). [22, 23, 50]

The mean score of pre-operative anaesthesia anxiety (Sum-A) was 4.52 +
1.95 while that for surgery (Sum-S) was 6.30 + 1.28. The Sum-S scores

were significantly higher than that of Sum-A (Figure 1). The sum of
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anaesthesia and surgery anxiety scores (Sum-AS) was 10.83 £ 2.12. The
mean score for the information desire component of APAIS (IDCS) was
4.48 + 1. When data for anxiety and information desire components were
analysed based on the cut-off points, the results indicated that 184 (57.5%)
patients had a total anxiety score (Sum-AS) greater than or equal to 11. The
results also indicated that 163 (50.9%) patients indicated a desire for more
information about anaesthesia and surgery. Patients with anxiety (score >
11) had significantly (P<0.001) higher IDCS than those with no anxiety

(score < 11).
Analysis of Sum-A

Analysis of variables indicated that females had significantly higher Sum-A
scores than males (p<0.001: males=4.12 (1.18); females=4.77(1.14)).
Analysis also showed that non-smokers had significantly higher Sum-A
scores than smokers (p=0.04, non-smokers=4.62 (1.19); smokers=4.33
(1.18)). There was no significant difference in Sum-A scores between those
who had a college education and those with a lesser level of education
(p=0.46, school education = 4.49 (1.19); college education = 4.59(1.12)).
Patients with no previous surgery had significantly higher Sum-A scores
than those with a surgical history (p=0.01, previous surgery=4.27 (1.19); no
previous surgery =4.64 (1.17)). Patients undergoing minor surgeries had
significantly higher Sum-A scores than patients with major surgeries
(p=0.001, minor surgery=4.82(1.13), major =4.3(1.2)). Patients with type Il
ASA had significantly higher Sum-A scores than those with ASA type |
(p<0.001, type 1=4.43 (1.19); type 11=5.00 (1.11)). Patients scheduled for
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GA had significantly higher Sum-A scores than those scheduled for
regional anaesthesia (p=0.003, general anaesthesia=4.61(1.20); regional
anaesthesia =4.06 (1.08)). No significant difference was found between
currently married and unmarried patients in Sum-A scores (p=0.44,
married=4.55 (1.15); unmarried=4.43 (1.32)). Patients > 40 years of age
had no significant difference in Sum-A scores compared with those < 40

years (p=0.48; < 40 years=4.56 (1.23); > 40 years=4.47 (1.15)).
Analysis of Sum-S

Females had significantly higher Sum-S scores than males (p<0.001,
males=5.76 (1.31); females=6.64 (1.14)). Analysis also showed that non-
smokers had significantly higher Sum-S scores than smokers (p=0.001,
non-smokers=6.51 (1.27); smokers=6.0 (1.2)). There was no significant
difference in Sum-S scores between those who had college education and
those with a lesser level of education (p=0.34, school=6.32 (1.31), college
education= 6.27 (1.22)). Patients with no previous surgery had no
significantly higher Sum-S scores than those with a surgical history
(p=0.41, previous=6.22 (1.50); no previous=6.35 (1.17)). )). Patients
undergoing minor surgeries had significantly higher Sum-S scores than
patients with major surgeries (p=0.001, minor surgery=6.72(1.18),
major =6(1.27)). Patients with type Il ASA had significantly higher Sum-S
scores than those with ASA type | (p=0.014, type 1=6.22 (1.28); type
11=6.70 (1.27)). Patients scheduled for general anaesthesia had significantly
higher Sum-S scores than those scheduled for regional anaesthesia

(p=0.007, GA=6.39 (1.28); RA=5.87 (1.21)). No significant difference was
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found between currently married and unmarried patients in Sum-S scores
(p=0.1, married=6.23 (1.27), unmarried=6.50 (1.30)). Patients > 40 years of
age had no significant difference in Sum-S scores compared with those <

40 years (p= 0.74, less than 40=6.32 (1.27); older than 40=6.27 (1.30)).
Analysis of Sum-AS

Females had significantly higher Sum-AS scores than males (p<0.001,
males=9.89 (2.16); females=11.41 (1.89)). Analysis also showed that non-
smokers had significantly higher Sum-AS scores than smokers (p<0.001,
non-smokers=11.13 (2.07); smokers=10.23 (2.11)). There was no
significant difference in Sum-AS scores between those who had a college
education and those with a lesser level of education (p=0.83, school=10.81
(2.14); college education=10.86 (2.08)). Patients with no previous surgery
did not have significantly higher Sum-AS scores than those with a surgical
history (p = 0.052, previous=10.49 (2.23); no previous surgery=10.99
(2.03)). )). Patients undergoing minor surgeries had significantly higher
Sum-AS scores than patients with major surgeries  (p=0.001, minor
surgery=11.53(1.19), major =10.3(2.12)). Patients with type Il ASA had
significantly higher Sum-AS scores than those with ASA type | (p=0.001,
type 1=10.65 (2.12); type 11=11.70 (1.93)). Patients scheduled for GA had
significantly higher Sum-AS scores than those scheduled for regional
anaesthesia (p=0.001, GA=11.00 (2.13); RA=9.92 (1.85)). No significant
difference was found between currently married and unmarried patients in
Sum-AS scores (p=0.58, married=10.79 (2.08), unmarried=10.94 (2.25)).

Patients > 40 years of age had no significant difference in Sum-AS scores
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compared with those < 40 years (p= 0.55; <40=10.88 (2.19); > 40
years=0.74 (2.02)).

Analysis of IDCS

Females did not have significantly higher IDCS scores than males (p=0.24:
males=4.40 (1.0); females=4.53 (1.0)). Analysis also showed that non-
smokers did not have significantly higher IDCS scores than smokers
(p=0.058, smokers=4.56 (1.03); non-smokers=4.33 (0.91)). There was no
significant difference in IDCS scores between those who had a college
education and those with a lesser level of education (p=0.68, school=4.47
(1.01); college=4.51 (1.02)). Patients with no previous surgery had
significantly higher IDCS scores than those with a surgical history (p <
0.001, previous surgery=4.1 (0.94); no previous=4.65 (0.96)). Patients with
type 11 ASA did not have significantly higher IDCS scores than those with
ASA type | (p=0.33, type 1=4.46 (1.01); type 1I=4.6 (0.88)). Patients
scheduled for GA had significantly higher IDCS scores than those
scheduled for regional anaesthesia (p=0.028, GA=4.54 (1.02); RA=4.2
(0.82)). No significant difference was found between currently married and
unmarried patients in IDCS scores (p=0.60, married=4.46 (1.0); un-
married=4.53 (1.07)). Patients > 40 years of age did not have significant
differences in IDCS scores compared with those < 40 years (p= 0.25, <40

years=4.53 (1.03); > 40 years=4.40 (0.93)).

In summary, analysis of variables associated with Sum-A scores indicated

that gender, smoking, previous history of surgery, ASA category, type of
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surgery and type of anaesthesia were significantly associated with level of
anaesthesia anxiety. The same variables, except for history of previous
surgery, were significantly associated with Sum-S and Sum-AS scores. For
IDCS, the following variables were significantly associated with desire for
information: type of surgery, type of anaesthesia, and previous history of

surgery (Table 1).

Regression Analysis

Both linear and binary logistic regression were used to find significant
predictors of anxiety, either as a continuous score (Sum-AS) or as
categorical (cut-off point). Variables entered in the regression analysis
were those that gave significant results with either Sum-A or Sum-S, plus
the knowledge scores. In linear regression, significant predictors were
female gender, previous surgery, type of anaesthesia, ASA category, and
desire for information about anaesthesia and surgery. Similar results were
obtained with binary logistic regression except that the variable ‘previous
surgery’ was not found to be a significant predictor in binary logistic

regression.
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Figure (4. 1): mean + SD for Sum-A and Sum-S scores Sum-A = APAIS scores for anaesthesia

anxiety Sum-S = APAIS scores for surgical anxiety
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Figure(4.2): Frequency of patients with scores higher or lesser than the cut off point for
Sum-AS Sum-AS: total APAIS scores for anaesthesia and surgery anxiety Cut-off Sum-AS:

patients with a total APAIS score > 11 were considered to have anxiety and those less than 11

were not considered to have anxiety.
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Figure (4.3): Frequency of patients with scores higher or lesser than the cut-off point for
Sum-IDCS. Sum-IDCS: total APAIS scores for information desire component. Cut-off Sum-
IDC: patients with a total IDC score > 5 were considered to need information about anaesthesia
and surgery and those less than 5 were not considered to need more information about
anaesthesia and surgery.
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Table 1: Characteristics of the study sample and association of APAIS

components with various variables

Characteristics | N | Sum-A Sum-S Sum-AS IDCS | Comments
Age 453 N
<40 years (0) | 189 | 4.56 6.32 (1.27) | 10.88 (2.19) (1'.03) si_gni icant
>Agyears () | 131 1129 1 657 (130) | 1074 (202) | 440 | ATerence
) 0.74 0.55 (0.93)
(1.15) 0.5
0.48 '
Gender Females had
Male (1) 123 | 4.12 4.40 significantly
Female (0) 197 | (1.18) |5.76 (1.31) | 9.89 (2.16) (1.0) higher than
P value 4.77 6.64 (1.14) | 11.41(1.89) | 4.53 males
(1.14) |<0.001 <0.001 (1.0)
<0.001 0.24
Smoker Non-
Yes (1) 108 | 4.33 4.33 smokers had
No (0) 212 | (1.18) |6.0(1.2) 10.23 (2.11) | (0.91) | significantly
P value 4.62 6.51 (1.27) | 11.13(2.07) | 4.56 higher
(1.19) | <0.001 <0.001 (1.03) scores
0.044 0.058
Education
<school (0) 219 | 4.49 4.47 No
>College (1) | 101 |(1.19) |6.32(1.31) |10.81(2.14) | (1.0) significant
P value 4.59 6.27 (1.22) | 10.86 (2.08) | 4.51 difference
(1.21) |0.34 0.83 (1.02)
0.46 0.68
Previous no previous
Surgery 94 | 4.27 4.1 surgery had
Yes (1) 225 | (1.19) |6.22(1.50) |10.49 (2.23) | (0.94) | significantly
No (0) 4.64 6.35(1.17) | 10.99 (2.03) | 4.65 higher
P value (1.17) |0.41 0.052 (0.96) scores
0.01 <0.001
Anaesthesia GA had
GA 267 | 4.61 4.54 significantly
RA 53 |[(1.20) |6.39(1.28) |11.00(2.13) | (1.02) higher
P value 4.06 5.87 (1.21) | 9.92 (1.85) 4.21 scores
(1.08) | 0.007 0.001 (0.82)
0.002 0.028
ASA Type Il had
Type 1 (1) 267 443 446 significantly
Tﬁpsgl'ugz) 5 1(119) |6.22(1.28) | 10.65(2.12) | (1.01) 2&%?5!
5.00 6.70 (1.22) | 11.70(1.93) | 4.60
(1.11) |0.014 0.001 (0.88)
<0.001 0.33
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Married No
Yes 239 | 4.55 4.46 significant
No 81 |(1.15) |6.23(1.27) |10.79(2.08) | (1.0) difference
P value 4.43 6.50 (1.30) | 10.94 (2.25) | 4.53
(1.32) |01 0.58 (1.07)
0.44 0.60
Major surgery major
Yes 137 | 4.3 6 (1.27) 10.30 (2.12) | 4.38 surgery had
No 183 | (1.2) 6.72 (1.18) | 11.53 (1.19) | (1.04) | significantly
P value 4.82 <0.001 <0.001 4.62 lesser scores
(1.13) (0.92)
<0.001 0.03

Table 2: Sum-IDCS Category Knowledge Desire A

95.0% Confidence Interval for
Variable B Sig. B

Lower Bound |Upper Bound
Gender -1.370 .000 -1.835 -.905
Smoking 103 670 -.372 578
Previous surgery |-.591 012 -1.050 -.133
Type — off geg 018 116 1.215
Anaesthesia
ASA 1.087 .000 523 1.651
Sum-IDCS categ. [1.564 .000 1.167 1.962

Table 3: Sum-IDCS Category Knowledge Desire B

95% C.I.for EXP(B)
Variable B Sig. Exp. (B) |Lower Upper
Gender 1.054 |.001 349 186 652
Smoking  |-.400  |.208 671 360 1.249
Previous | g43 | g6 581 307 1.101
surgery
Type — offy 043 |.008 2.838 1.321 6.099
Anaesthesia
ASA 1436 |.002 4.203 1.697 10.408
category
SUM-IDCS 14 696 | 000 5.452 3.146 9.448
categ.
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Chapter Five
Discussion

Anxiety is a normal response to stressful situations, such as surgery. Most
patients experience anxiety preoperatively while they are waiting for
surgery, which is accepted as a natural response (Yilmaz, Sezer et al.
2012). Assessment and quantifying of the preoperative anxiety it is
difficult, as is the assessment of pain. Many researchers have developed
various methods for quantifying anxiety, most of which are self-reporting
questionnaires, or more objective measurement of stress hormones, both of
which have limitations. Among these variable tools, the Amsterdam
Preoperative Anxiety and Information Scale (APAIS), which is short and
available in different languages, is specifically attuned to the preoperative
situation and easy to interpret. The tool has shown consistent effectiveness

in assessment of preoperative anxiety in different, diverse populations.

Our study showed that the prevalence of preoperative anxiety in the study
group of surgical patients in Rafidia Surgical Hospital was 57.5% with an
APAIS score of 11 or more. The cut-off value of 11 produces a good
predictive value and is suitable for identifying anxious patients(Matthias

and Samarasekera 2012).

The prevalence of 57.5% is higher than in studies done in many American
and European countries, which showed values ranging from 32% in a study
done on patients awaiting general surgery (Moerman, van Dam et al. 1996)

to 50% in patients awaiting coronary artery bypass graft surgery (CABG)
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(Koivula, Paunonen-limonen et al. 2001). The results, on the other hand,
are consistent with the results in the developing countries, which have
shown values ranging from 52% in a study done in Pakistan on surgical
patients waiting for surgery(Pinar, Kurt et al. 2011) to 76% in a study
conducted in Sri Lanka on adult inpatients waiting for elective
surgery(Matthias and Samarasekera 2012). A relatively higher prevalence
in our patients could be referred to many causes. Palestine still a
developing country, with a free health care system (health care, either
curative or preventive, is provided freely in government hospitals, such as
Rafidia Hospital which was targeted for this study, and other governmental
healthcare institutions). The governmental hospitals in Palestine mainly
provide aid for poor and middle-class patients. Trust and respect of
surgeons is built fairly into the Palestinian culture. Therefore, few doubts
are normally raised during discussions with doctors due to the social barrier
and respect for the doctors. As a result, concerns over surgery and
anaesthesia are hidden. In addition, there are few conferences and patient-

based support groups for discussing the issues related to their anxiety.

The analysis of variables indicated that female patients are significantly
more anxious than males, which is also consistent with many other
studies(Domar, Everett et al. 1989, Kindler, Harms et al. 2000, Sirinan,
Rungreungvanich et al. 2000, Nishimori, Moerman et al. 2002, Berth,
Petrowski et al. 2007).

This study has shown that patients scheduled for GA had significantly

higher anxiety scores than those scheduled for regional anaesthesia.
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Previous studies have shown that patients who are unable to cope with the
additional challenges of being awake during surgery request GA(Shevde
and Panagopoulos 1992, Kindler, Harms et al. 2000, Senel and Mergan
2014). In addition, fear of regional block not working and needle phobia
are additional causes of anxiety preventing patients to choose RA(Jlala,
Bedforth et al. 2010). Thus, preoperative anxiety due to multiple reasons

may affect the patient's selection of anaesthesia type.

Patients with no previous surgery did not have significantly higher anxiety
scores than those with surgical history, which is not consistent with the
literature, which shows that patients who had not had previous surgery
were more anxious than the experienced patients(Carus and Carus ,
Nishimori, Moerman et al. 2002, Matthias and Samarasekera 2012). This
can be explained in that the majority of tested patients in our study were
undergoing general surgery, not critical surgeries. However, the study
showed higher anesthesia anxiety in patients with no previous surgery,
which correlates with the literature(Carus and Carus , Kindler, Harms et al.

2000).

Also, the study showed that patients with type Il ASA had significantly
higher total anxiety scores than those with ASA type I, which is in line with
many studies and literature(Carus and Carus , Norris and Baird 1967,
Moerman, van Dam et al. 1996). This is explained in that patients with
ASA type Il had extra fears and concerns about their health intra-

operatively than patients with ASA type I.
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Results also showed that non-smokers had significantly higher Sum-AS
scores than smokers, which is consistent with other studies which revealed
that smoking a cigarette decreases measures of stress(Cohen and
Lichtenstein 1990, Warner, Warner et al. 1999). Also nicotine in cigarette
smoke may reduce anxiety by blocking the activity of the high affinity
beta2 subunit containing nicotinic acetylcholine receptors(Anderson and
Brunzell 2012). Moreover, this can be explained also by that, despite the
awareness of risks of smoking, the majority of smoker patients are males

and also smoking decreases the feeling of stress.

There was no significant difference in anxiety scores between those who
had a college education and those with a lesser level of education. The
educated patients were more anxious compared to the less educated, but the
difference was not statistically significant. The literature also shows
conformity of high levels of anxiety among educated patients due to their
awareness of complications(Carus and Carus , Domar, Everett et al. 1989,
Beilin, Rosenblatt et al. 1996, Boker, Brownell et al. 2002, Jafar and Khan
2009).

The results showed no significant difference in anxiety scores between
patients more than 40 years and patients less than 40 years old, which is
consistent with many studies and literature(Moerman, van Dam et al. 1996,
Nishimori, Moerman et al. 2002, Matthias and Samarasekera 2012). This
can be explained in that the patients of the two categories had at least a

school education, the patients less than 40 years old trust their young health
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and the patients more than 40 years old had positive beliefs in their fate,

and both groups are nearly healthy.

Also, the results showed no significant difference was found between
currently married and unmarried patients which correlates with literature
(Sirinan, Rungreungvanich et al. 2000, Nishimori, Moerman et al. 2002,
Matthias and Samarasekera 2012). This can be explained in that both
married and unmarried patients had the same fears and concerns about their
health in regards to their families. Unmarried patients are worried about
their, health, parents and future, while married are worried about their

health, children, home, and husbands or wives.

The results revealed that patients undergoing minor surgeries had
significantly higher anxiety scores than patients with major surgeries. This
interfere with literature(Moerman, van Dam et al. 1996, Jafar and Khan
2009). This explained in that patients with major surgery were mostly
between 40 to 60 years old(nearly healthy), and most of the major

operations were not critical.

The results indicated that patients of high anxiety scores showed a
significant increase in desire for information IDCs (Information Desire
Components). This correlates with the relevant literature and many
studies(Carus and Carus , Moerman, van Dam et al. 1996, Matthias and

Samarasekera 2012).

Also, the results showed that patients scheduled for general anesthesia had

significantly higher information-seeking scores than those scheduled for
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regional anesthesia, which is consistent with the literature and other
studies(Moerman, van Dam et al. 1996, Berth, Petrowski et al. 2007,
Matthias and Samarasekera 2012). Patients with no previous surgery had
significantly higher information-seeking scores than those with a previous

surgical history(Carus and Carus , Moerman, van Dam et al. 1996).

Generally, the variables associated with significant anesthesia-related
anxiety were gender, smoking, previous history of surgery, ASA category,
type of surgery and type of anaesthesia. The same variables, except for
history of previous surgery, were significantly associated with surgery
anxiety and anaesthesia with surgery anxiety together. For the information
desire component, the following variables were significantly associated
with a desire for more information: type of surgery, type of anaesthesia,

and previous history of surgery.
Conclusion:

In the presented study, the prevalence of preoperative anxiety is high
compared with the results of studies conducted in developed countries, but
is correlated with the results from developing countries. Female patients,
non-smokers, patients with no previous history of surgery, ASA Il patients,
minor surgery patients, and patients undergoing surgery under general
anaesthesia had significant anxiety levels. Our study showed that patients
with high information requirement, females and patients scheduled for

general anaesthesia are more anxious preoperatively.
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Testing preoperative anxiety is an important step in reducing anxiety.
Testing can be easily done with a questionnaire such as APAIS, which is a
short and economical instrument, and its validity and reliability has been

approved.
Recommendations:

This study advises to provide more information regarding surgery and
anaesthesia, which might help in reducing preoperative anxiety levels.
Also, it is a must to increase the confidence between patients and (doctors
and nurses) by conducting courses for doctors and nurses on building

(doctor, nurses)-patient trust.

This study was conducted in one governmental hospital and it is the first
study conducted in the assessment of preoperative anxiety levels in
Palestine, so further research is needed to be conducted in other
governmental and specialized hospitals in Palestine in this field to
recognize and identify levels and causes of preoperative anxiety in order to
introduce effective methods and strategies that can help in reducing this

anxiety.

This study revealed a high level of preoperative anxiety among surgical
patients, which emphasizes on the need for new protocols that focus on
using definite systems and methods that decrease the high preoperative

anxiety level.
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Prevalence of preoperative anxiety among adult patients undergoing

elective surgery questionnaire

This questionnaire will be filled by CRNA in the recovery room (15-20
minutes) preoperatively to describe how much the patient experiences

POA(preoperative anxiety) and its contributing factors .

Patient number:( ) Age: ( ) Gender: (M , F)
Weight (kg):( ) Educational level :( school, college) Marital
status:( Single, married, ) Companion:(yes , no) Relative
relation: ( ) Smoking: (yes , no)

Familiar of surgeon: (yes , no)

Name of operation(Dx): ( )

Type of operation: (  moderate, major)

Site of operation: (chest, abdomen, pelvis, limb)
Previous surgery: (yes , no) Type of anaesthesia: (general,

regional) ASA Physical Status: ( (1) , (2 )
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Table (4) Amsterdam Preoperative Anxiety and Information Scale
(APAIS):

Not Very
at all much
1 2 | 3 4 5

1- I am worried about the

anaesthetic

2- The anaesthetic is on my

mind continually

3- | would like to know as
much as possible about the

anaesthetic

4- | am worried about the
procedure

5- The procedure is on my mind
continually

6- | would like to know as

much as possible about the

procedure
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