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Abstract
Preoperative anxiety is common among pediatric surgical patients. Numerous studies
have evaluated measures to reduce preoperative anxiety in both adult and pediatric
patients; however, limited research exists on the impact of preoperative video teaching in
pediatric outpatient surgical patients.
Purpose: The purpose of this study was to evaluate the effect of preoperative video
teaching on preoperative anxiety in pediatric patients age seven to 14 undergoing
outpatient surgery.
Design and Methods: The study operated as a two group, post-test comparison study, in
which a convenience sample of 60 patients were randomized to either the control (30
patients) or study (30 patients) groups. In addition, participants randomized to the study
group were further analyzed as a pre-post comparison study of the effect of preoperative
video teaching on state-anxiety. All patients enrolled in the study completed the State-
Trait Anxiety Inventory for Children (STAI-CH), a 40-question survey that measures
both state-anxiety, how you feel right now, and trait-anxiety, how you usually feel.
Participants randomized to the study group then watched a short preoperative teaching
video that described what the patient would experience on the day of surgery. Following
viewing of the video, study participants again completed the State-Anxiety Inventory.
Results: A significant difference (p = 0.048) was noted in the study group between the
pre-video state-anxiety score (32.43 = 6.4) and the post-video state-anxiety score (30.75
+ 5.63). Differences in level of nervousness between the pre (1.68+ 0.612) and post (1.43

+ 0.634) video state-anxiety scores were also significant (p = 0.002).



Conclusion: Preoperative video teaching can be utilized to decrease preoperative anxiety
and nervousness in the pediatric outpatient surgical patients.

Keywords: preoperative anxiety, pediatric anxiety, State-Trait Anxiety Inventory
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CHAPTER |
Introduction
Preoperative anxiety remains a top concern for nursing staff, as it can

negatively impact both patient outcomes and overall patient satisfaction (Wotman et al.,
2017). According to the most recent statistics from the Centers for Disease Control (as
cited by Hall, Schwartzman, Zhang, & Liu, 2017), an estimated 48.3 million inpatient
surgical procedures were performed in the United States in 2010, followed closely by the
number of outpatient procedures.

Additionally, it is estimated that more than five million children in the United
States undergo surgery annually, of which up to 75% experience preoperative anxiety
(Perry, Hooper, & Masiongale, 2012). Preoperative anxiety is shown to prolong patient
recovery, hospitalization, wound healing, increase use of narcotics and anesthesia, and
impact patients’ ability to understand healthcare information (Wotman et al., 2017).
Research from Barker et al states “anxiety can cause tachypnea, increased blood pressure,
hypothermia, arterial vasoconstriction, and decreased tissue perfusion through stimulation
of the sympathetic response” (as cited by Bikmoradi et al., 2015, p. 575). Additional
research indicates “school-age children may exhibit nightmares, restlessness, separation
anxiety, developmental and nutritional issues, and fear of nursing and medical staff”
(Caldwell & Ray, 2017, p. 104) as a result of preoperative anxiety. Therefore, it is
imperative that methods to reduce preoperative anxiety are researched and established as

best practice guidelines across healthcare settings.



Significance

Research has shown that proper preoperative education can greatly reduce
preoperative anxiety for both patients and families (Kassal, et al., 2016). While the
Rascal Flatts Surgery Center at Monroe Carell Jr. Children’s Hospital at Vanderbilt
(MCJCHV) does not currently assess preoperative anxiety in an official capacity or by
using an approved anxiety assessment tool, patient Press Ganey surveys do provide
insight into the overall patient experience. January to March 2019 Press Ganey scores for
the MCJCHYV Perioperative Department indicate only 84.9% of patients
surveyed report being adequately prepared for their surgical procedure (Press Ganey
Associates, Inc, 2019). It is possible that lack of thorough patient preparation may
contribute to overall patient and family anxiety. Therefore, methods of preoperative
preparation, such as preoperative video teaching, should be evaluated for effective
preoperative anxiety reduction.

Purpose

The purpose of this MSN Thesis was to evaluate the effect of preoperative video
teaching on preoperative anxiety, as measured by the State-Trait Anxiety Inventory
(STAI-CH), in pediatric patients age seven to 14 undergoing outpatient surgery at
Monroe Carell Jr. Children’s Hospital at Vanderbilt in Nashville, Tennessee, United
States.

Theoretical Framework

Rozzano C. Locsin’s Theory of Technological Competency as Caring in Nursing,

a middle range nursing theory, was used as the theoretical framework for this thesis, “The

Evaluation of Video Teaching on Preoperative Anxiety in the Outpatient Pediatric



Surgical Patient”, completed at Monroe Carell Jr. Children’s Hospital at Vanderbilt in
Nashville, TN. According to Locsin, there are three dimensions of technological value in
theory: technology as completing human beings, technology as machine technologies,
and technologies that mimic human beings and human activities (Locsin, n.d.). The
theoretical dimension of technological value utilized for this study focuses on technology
as machine technologies by which computers enhance nursing activities to provide
patient care (Locsin, n.d.). Unfortunately, nursing resources are often limited, and
thorough preoperative education may not be provided to patients in a timely or effective
manner. For the sake of this research study, a preoperative video was utilized to provide
preoperative education and provide information on the surgical experience. Nursing staff
were then available to review information learned in the video with patients and answer

any additional questions. (Figure 1)

Locsin’s Theory of Technological
Competency as Carina in Nursing

V/ \ 4
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Preoperative Teaching Video
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State-Trait Anxiety in the Preoperative Setting

Figure 1. Locsin’s Theory of Technological Competency as Caring in Nursing



Thesis Question

This MSN Thesis will aim to determine if utilization of preoperative video
teaching reduces preoperative anxiety in outpatient pediatric surgical patients, as
measured by the State-Trait Anxiety Inventory for Children (STAI-CH).

Definition of Terms

State-Anxiety: A transitory emotional state consisting of feelings of apprehension,
nervousness, and physiological sequelae such as an increased heart rate or respiration
(Wiedemann, 2001, p. 565).

Trait-Anxiety: The stable tendency to attend to, experience, and report negative
emotions such as fears, worries, and anxiety across many situations (Gidron, 2013, para
1).

Closing

Patient anxiety in the preoperative setting remains a concern for the patients of
Monroe Carell Jr. Children’s Hospital at Vanderbilt and can negatively impact patient
experience and patient outcomes. Through development and utilization of a preoperative
teaching video, this study aimed to evaluate the effectiveness of preoperative video
technology on reducing preoperative anxiety as determined by the State-Trait Anxiety

Inventory for Children.



CHAPTER Il
Literature Review
Measures to reduce preoperative anxiety in the outpatient pediatric surgical
patient must be studied in today’s healthcare environment. Acute situational anxiety,
described as subjective fear influenced by an immediate situation or threat, is common in
preoperative patients, and can often contribute to decreased patient outcomes including
tachycardia, hypertension, increased pain, increased postoperative nausea, increased
surgical risks, and prolonged hospitalization (Jaruzel & Gregoski, 2017). In particular,
50-75% of pediatric patients experience significant preoperative fear and anxiety, which
is often associated with decreased levels of cooperation during anesthesia induction,
decreased postoperative cooperation (Robinson, Baker, & Hossain, 2018), and increased
postoperative behavior regression including nightmares and bedwetting (Perry et al.,
2012). To reduce the negative outcomes associated with preoperative anxiety, measures
to reduce anxiety in the preoperative setting, including utilization of video teaching,
should be researched and implemented by members of the healthcare team.
Review of Literature
Preoperative anxiety and negative postoperative outcomes are a topic of concern
in the healthcare environment. Multiple studies have been completed that evaluate the
impacts of preoperative anxiety on patient outcomes and identify methods to reduce
preoperative anxiety. The Cumulative Index for Nursing and Allied Health Literature
(CINAHL), the Vanderbilt University Eskind Library, Google Scholar, and Science

Direct were utilized to complete a thorough literature review in which measures of



anxiety, outcomes associated with preoperative anxiety, preoperative preparation, and
preoperative video teaching were explored.
Measures of Anxiety

The State-Trait Anxiety Inventory for Children was developed by Dr. Charles D.
Spielberger in 1969 to measure anxiety in elementary school children. The tool consists
of two scales and evaluates both state-anxiety, how a child feels at a particular moment in
time, and trait-anxiety, how a child generally feels. Test-retest reliability of the STAIC
was calculated by Spielberger following administration of the tool to 246 elementary
school children. Test-retest reliability of trait-anxiety was moderate, while test-retest
reliability of state-anxiety was low, as anticipated for a scale designed to measure
situational anxiety (Spielberger, Edwards, Lushene, Montuori, & Platzek, 1973).
Validity of the trait-anxiety scale was determined by comparing trait-anxiety scores with
scores on the Children’s Manifest Anxiety Scale (CMAS) and the General Anxiety Scale
for Children (GAS). Analysis of 75 children’s trait-anxiety scores correlated 0.75 with
the CMAS, and 0.63 with the GASC. Validity of the state-anxiety scale was determined
following administration of the state scale to more than 900 children (Spielberger et al.,
1973). Although Spielberger’s research was initially focused on the measurement of
child anxiety in a school setting, the STAIC has since become a common measurement of
child anxiety in multiple arenas. While the tool has been used in healthcare, additional
studies are needed to confirm the reliability and validity of the STAIC in a pediatric
preoperative setting.

A 2017 integrative literature review by Jaruzel and Gregoski aimed to confirm

reliability and validity of current measures of anxiety as they pertain to preoperative



patients. The Stress Response Theory, which describes the components of acute
situational anxiety as the threat, the reaction, and the physiological response, was utilized
as the theoretical framework for the review. According to the Stress Response Theory,
when faced with a stressful situation such as surgery, patients are more likely to
experience fear and anxiety, which may result in various physiological changes. A
thorough search of the literature by Jaruzel and Gregoski (2017) identified five studies
that measured the preoperative anxiety of 819 patients utilizing the following tools: the
State-Trait Anxiety Inventory, the State Anxiety Inventory, the Standard Visual Analog
Scale for Anxiety, the Visual Analog Scale, and the Anxiety Specific to Surgery
Questionnaire. Analysis of the studies revealed four of the five tools reported a measure
of reliability, while only three of the five tools reported a measure of validity.
Inconsistencies in the reliability and validity of these tools as measurements of
preoperative anxiety should be addressed to ensure preoperative anxiety is accurately
captured and treated. In conclusion, “further research aimed at establishing a reliable and
valid instrument to measure acute situational anxiety in the preoperative period of
hospitalization is warranted (Jaruzel & Gregoski, 2017, p. 34).
Outcomes Associated with Preoperative Anxiety

Although current tools may not accurately capture preoperative anxiety, it is
apparent that preoperative anxiety does exist, and is often associated with negative
patient outcomes. A 2003 study by Li and Lam evaluated the impact of preoperative
anxiety levels on children during the anesthesia induction and postoperative periods.
Following approval from the Research Ethics Committee, a pre- and post-test study was

utilized to measure state-anxiety in a convenience sample of 112 children undergoing an



elective outpatient surgery. The State Anxiety Scale for Children was utilized to measure
anxiety at the time of admission, and again four hours after the operation. In addition,
The Cooperation Scale, a five-point behavioral scale, was utilized to measure levels of
cooperation during anesthesia induction and postoperative recovery. Study results
indicated children with low levels of cooperation were associated with high levels of
state-anxiety (Li & Lam, 2003). Discussion of study results confirmed a need to
minimize children’s anxiety in the preoperative setting in an attempt to improve patient
cooperation during both the induction and postoperative phases.

A 2011 study at Yonsei University Health System in South Korea aimed to
evaluate the impact of preoperative anxiety on intraoperative outcomes. Following study
approval from the Institutional Review Board, 100 patients undergoing an elective
thyroidectomy were consented and enrolled in the study. Patients with a history of
psychiatric illness were excluded from the study. In the preoperative area, patients
enrolled in the study completed the State-Trait Anxiety Inventory. While in the operating
room, the depth of anesthesia was measured for study patients using the bispectral index,
which categorizes the levels of anesthesia as light sedation, moderate sedation, or deep
sedation. The amount of anesthesia required to reach each level of sedation was then
calculated. Results of the study indicated patients with increased levels of both state- and
trait-anxiety required more anesthesia to reach light and moderate sedation levels.

Higher levels of only trait-anxiety, however, were associated with an increased amount of
anesthesia required to reach a deep level of sedation (Kil et al., 2012). Although this
study had several limitations, including utilization of a subjective measure of anxiety,

overall study results supported a positive association between preoperative anxiety and



decreased patient outcomes. Therefore, efforts to reduce preoperative anxiety should be
entertained.

A third study of patients at four university-affiliated hospitals in the United States
and Canada explored the relationship between preoperative anxiety and post-cardiac
surgery mortality and major morbidity. After obtaining study approval from the
Institutional Review Board and patient consent, 148 eligible patients completed the
Hospital Anxiety and Depression Scale (HADS), a 14-item self-questionnaire that
measures both anxiety and depression. Following cardiac surgery, the incidence of
mortality or major morbidity, including stroke, renal failure, prolonged ventilation, deep
sternal wound infection, and the need for reoperation, were measured. The prospective
multi-center study revealed that “significant levels of patient-reported preoperative
anxiety independently predicted a greater risk of in-hospital mortality or major morbidity
in elderly patients undergoing cardiac surgery” (Williams et al., 2013, p. 138). Although
the study revealed a correlation between preoperative anxiety and negative patient
outcomes, limitations to the study may have influenced study results. First, causality of
mortality and various morbidities of cardiac patients enrolled in the study cannot be
confirmed. Second, patients with higher levels of preoperative anxiety self-reported
lower overall health status which could impact mortality and morbidity. Third, the
severity of depression was calculated, but not considered as a factor in mortality or
morbidity. Lastly, the study was limited to elderly patients over the age of 70 (Williams
et al., 2013). Therefore, additional research is needed to confirm the relationship
between preoperative anxiety and postoperative mortality and major morbidity in all age

groups.
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A study of 5,553 German patients undergoing a radical prostatectomy (RP)
between 2014 and 2016 evaluated the impact of anxiety on surgical, oncological, and
functional outcomes. Surgical outcomes included Length of Stay (LOS), blood
transfusions, and complications within three months of RP, while oncological outcomes
focused on tumor recurrence, and functional outcomes included urinary continence and
return of erectile function at three and 12 months following surgery. After proper
enrollment in the study, and prior to surgical intervention, study participants completed
the Patient Health Questionnaire-4 (PHQ-4), a validated four-question tool used to assess
depression and anxiety. Of the 5,553 patients assessed, 28% reported abnormal levels of
anxiety, with 7.5% reporting moderate to severe anxiety. Analysis of the impact of
anxiety levels on surgical outcomes indicated “patients with moderate to severe
depression and anxiety had a significantly longer LOS and higher overall and Clavien-
Dindo grade I and 11l complication rates that patients with normal or mild depression and
anxiety” (Pompe et al., 2018, para. 12). Increased levels of anxiety were also associated
with worse short- and long-term urinary continence rates, and increased use of proerectile
medications. Preoperative anxiety was not determined to be a significant factor in tumor
recurrence (Pompe et al., 2018). Strengths of the study included the large number of
study participants, and the evaluation of multiple adverse outcomes. A limitation of the
study, however, was the use of the short PHQ-4 questionnaire which does not
differentiate between state and trait anxiety, and may therefore be skewed due to a recent
cancer diagnosis or need for surgery. To improve this study, the State-Trait Anxiety

Inventory should have been utilized. Despite this limitation, the study did confirm the
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need to assess and reduce preoperative anxiety in an attempt to improve postoperative
patient outcomes.

A two-year study of 176,827 patients undergoing hip replacements, knee
replacements, hernia repairs, or varicose vein procedures, utilized both hospital- and
patient-reported anxiety tools to predict postoperative outcomes. One measure of anxiety
allowed patients to self-report various healthcare conditions, including depression, on a
list of 12 conditions on a Patient Reported Outcomes Measure form. An additional
measure of patient-reported anxiety was the EuroQoL Group, Rotterdam (EQ-5D) tool,
which measures health over five dimensions, including anxiety or depression. Hospital
recorded anxiety was identified for patients with an official medical diagnosis of anxiety
disorder or depression. Results of the study indicated a positive correlation between
anxiety and wound complications after surgery. In addition, patients with increased
anxiety were found to have longer postoperative hospital stays, increased bleeding, and
increased urinary complications (Britteon, Cullum, & Sutton, 2017). Although this study
had a large sample size, there were weaknesses noted. To obtain better data on
preoperative anxiety, a single validated measure of anxiety should have been utilized.
Despite this weakness, results of the study are comparable to other studies, and
emphasize the importance of anxiety assessment and intervention in the preoperative
area.

Preoperative Preparation

Previous review of current literature reveals negative outcomes associated with

preoperative anxiety. Efforts to reduce preoperative anxiety through improved patient

preparation should be researched and implemented in an effort to improve patient
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outcomes. A 2012 study by Guo, East, and Arthur, aimed to evaluate the effect of
preoperative education on postoperative outcomes in patients undergoing cardiac surgery.
In this study, a randomized control trial was utilized to compare two groups of study
participants: one group that received usual care, and one group that received usual care
plus preoperative education. After inclusion and exclusion criteria were determined,
eligible patients were consented for the study and asked to complete a baseline anxiety
assessment using the Hospital Anxiety and Depression Scale (HADS). Patients were
then randomly assigned to one of the two study groups. In addition to receiving usual
care, patients assigned to the study group received an informational pamphlet, as well as
20 minutes of verbal education. On the seventh day after surgery, the HADS scale was
again administered to patients in both the control and study groups. Comparison of
baseline and follow-up HADS scores indicated the mean anxiety scores in the control
group were higher than those in the preoperative education group. In addition, while both
groups had reduced anxiety scores at follow-up, patients in the preoperative education
group had a greater decrease in anxiety than patients in the control group. Additional
analysis revealed no difference in postoperative pain between the control and study
groups. However, participants in the control group experienced more sleep disturbances
due to pain. Although positive outcomes were noted in this study, limitations existed.
Study groups were not blinded, creating a potential for desirability bias or study
contamination. In addition, the study was conducted in two hospitals. While standards
of care and provided preoperative teaching were identical, differences in environmental

factors between the two facilities may have impacted study data (Guo et al., 2012).
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Overall, the study provided additional support for the utilization of preoperative
education to reduce preoperative anxiety.

Additional support of preoperative education is found in a 2013 study of 158
Turkish patients that compared patients’ level of knowledge with patients’ preoperative
anxiety. A 23-question “Patient Information Form” was used to gather information on
patients’ descriptive characteristics and level of knowledge about their disease and
surgery. The State-Trait Anxiety Inventory (STAI) was also utilized to measure patient
anxiety. Data for both tools was gathered by the researcher before patients went to
surgery. Data collected from the Patient Information Form revealed 87% of patients were
aware of surgical risks and benefits, 86% were advised on the type of surgery, and 86%
received information about checking in to the hospital. In addition, 95% of patients
surveyed stated they knew whom to contact with concerns, 89% received information
about their surgery from their physician, and 74% of patients found this information to be
accurate. Data related to anxiety revealed 83% of patients were not anxious about
anesthesia, and 69% were not anxious about surgery. Collected STAI data revealed that
higher state- and trait-anxiety scores were identified in patients that felt preoperative
information was inadequate or partly adequate (Alacadag & Cilingir, 2018). Analysis of
this study revealed positive implications between effective preoperative preparation and
reduced preoperative anxiety. Additional research is needed, however, to confirm these
findings.

A 2017 study of 72 female surgical patients aimed to investigate the effects of
preoperative education on preoperative anxiety. Following approval from the

Institutional Review Board and National Cancer Institute, patients meeting eligibility
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criteria were consented and enrolled in the study. In a preoperative visit scheduled 15
days before surgery, baseline anxiety was obtained using the Beck Anxiety Inventory
(BAI). Study patients were then randomly assigned to one of two groups: Group A
received thorough, complete information about their scheduled anesthesia and surgery,
while Group B did not. Two hours after the baseline BAI, a second BAI was completed.
Comparison of Group A and B revealed reductions in anxiety, blood pressure, and heart
rate in the group that received preoperative education (Lemos, Lemos-Neto, Barrucand,
Vercgosa, & Tibirica, 2019). Discussion of the findings indicated the importance of
reducing preoperative anxiety through thorough preoperative education, as “fear of the
unknown is one of the most important sources of anxiety among surgical outpatients
present to a pre-anesthetic consultation, especially before invasive surgery” (Lemos et al.,
2019, p. 4). In addition, the study confirmed previous findings that preoperative
education provided one to two weeks before surgery, but not on the evening before
surgery, significantly reduces preoperative anxiety. The findings therefore suggest that
preoperative education should be a standard of care to reduce preoperative anxiety
(Lemos et al., 2019).

In 2017, a large teaching hospital in northwest Iran compared the effects of verbal
education and an educational booklet on preoperative anxiety in patients undergoing
hernia or cholecystectomy surgery. Sixty patients aged 20 to 50 were enrolled in the
study and randomly assigned to one of three study groups: Group A received verbal
education, Group B received booklet education, and Group C received no education.
Data on preoperative anxiety was self-reported and collected on the day of hospital

admission for all study participants via a demographic information questionnaire and the
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State-Trait Anxiety Inventory (STAI). Following initial completion of the study
questionnaires by all study participants, study interventions were implemented.
Immediately before transferring patients to the Operating Room, anxiety was again
measured on all study participants through completion of the state-anxiety component of
the STAIL. Analysis of study data revealed no significant differences in trait-anxiety
between the three groups before the intervention. After the intervention, however, there
was a significant difference in state-anxiety scores between the three study groups,
although no significant differences were noted between the two intervention groups
(Amini, Alihossaini, & Ghahremani, 2019). Discussion of the results indicated
preoperative education, regardless of method, drastically reduces preoperative anxiety.
For healthcare providers that face time restrictions and are unable to provide face-to-face
education, other methods of education, including booklet education, can be utilized to
effectively reduce preoperative anxiety. Due to the small study sample size, additional
research may be needed to compare the effectiveness of various preoperative education
methods.

Although limited, studies do exist that examine the impact of preoperative
education and preparation on pediatric anxiety. A 2015 study in a Turkish university
hospital aimed to determine differences in satisfaction and anxiety levels between
children in a control and study group. A quasi-experimental study of 73 children
between the ages of seven and 12 was completed. Children that had had a prior surgery
were excluded from the study. During the study, patients were randomly allocated to
either the control or study groups. Patients in the control group received standard

preoperative preparation, while patients in the intervention group participated in a
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preoperative preparation program that included verbal and written education for both the
patient and their parent. Throughout the study, multiple tools were utilized to measure
satisfaction and anxiety of the pediatric patient and their primary caregiver in both the
control and study groups. The Characteristics of Children and Caregivers Data Form was
completed by the primary caregiver the day before surgery. The PedsQL Health Care
Parental Satisfaction Scale was completed by the primary caregiver just prior to
discharge. The STAI was completed twice by the caregiver, once on the day before
surgery, and once just prior to discharge. Lastly, the Koppitz Human Figure Drawing
Test was completed by the pediatric patient before discharge. Analysis of study findings
revealed significantly higher parental satisfaction scores of caregivers in the
interventional group. In the interventional group, parental state-anxiety decreased
significantly preoperatively to postoperatively. Additionally, anxiety and anger were
found to be higher in patients in the control group, than those in the experimental group
(Bartik & Toruner, 2018). Results of the study confirm prior research, and indicate a
preoperative preparation program does successfully reduce preoperative anxiety in
pediatric patients.

An additional study reviewed aimed to verify the effect of preoperative education
on preoperative anxiety in children. Following approval by the Research Ethics
Committee, 118 children between the ages of two and eight years were enrolled in a
randomized, parallel-controlled, prospective, and double-blinded trial. Study participants
were randomly enrolled to either the basic preparation group (BPG) or the psychological
preparation group (PPG). Patients in the BPG group received standard surgical

preparation on the day of surgery. Patients in the PPG group received standard surgical
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preparation, completed a psychological interview, and were read a story entitled “Gaspar
in the Hospital.” The story followed a child character, Gaspar, through a surgical
experience, and highlighted his courage and independence. On the day of surgery, all
patients and parents in both the control and study groups were asked to evaluate their
current anxiety. The parents assessed their anxiety through the Visual Analogue Scale,
while the patients assessed their anxiety through the modified Yale Preoperative Anxiety
Scale. Results of the study indicated both parents and children from the PPG group had
significantly lower levels of anxiety at the time of surgery compared to parents and
children from the BPG group. Although the study concluded that psychological
preparation did indeed reduce preoperative anxiety, it did not specify which aspect of the
program was most beneficial (Meletti, Meletti, Camargo, Silva, & Mddolo, 2018).
Additional studies could therefore evaluate the difference in effectiveness of a
psychological interview or story book on preoperative anxiety. Future studies could
strengthen findings by examining the extent of benefits of a psychological preparation
program on postoperative outcomes.
Preoperative Video Teaching

While previous literature confirms preoperative education does successfully
reduce preoperative anxiety, additional information is needed to determine if the method
of preoperative education impacts preoperative anxiety. Since the 1990s, video teaching
has been evaluated as a tool to provide effect preoperative education. According to a
1993 article in the Association of PeriOperative Registered Nurses (AORN) Journal,
preoperative educational videos have many benefits. Video teaching provides thorough,

standardized information on surgical risks, complications, and side effects. Video
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teaching allows for review, and gives patients time to formulate questions about their care
and learn at their own pace. Video teaching can be viewed in a comfortable, relaxed
learning environment, which may improve comprehension of teaching. In addition,
family support may also be enhanced by watching preoperative videos. Lastly,
preoperative video teaching can reduce hospital costs by reducing the amount of hours
spent providing in-person education to patients (Yale, 1993). Although the advantages
described are likely, the article did not provide factual data to support the findings. To
improve the validity of the findings, data and research should be collected to confirm the
true benefits of video preoperative teaching.

A 1997 study at the Albuquerque Veteran Affairs Medical Center evaluated the
impact of preoperative videotape education on preoperative anxiety and patient
satisfaction. By utilizing continuous video technology, “improved patient outcomes were
reflected in greater availability, accessibility, and consistency of patient education
delivered” (Maller, Twitty, & Sauve, 1997, p. 85). Video viewers were asked to
complete a six-item questionnaire that compared video education to traditional in-person
education. One hundred percent of study participants found the video to be helpful, and
100% preferred watching the video rather than attending an in-person preoperative
education class. Although preoperative anxiety was not specifically measured in this
study, improved patient satisfaction was noted in patients that watched the preoperative
video. While the study resulted in positive opinions of preoperative video teaching,
additional measures of anxiety and patient satisfaction utilizing validated tools may have

improved the strength of the study.
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As video technology continues to advance, additional studies have evaluated the
effectiveness of preoperative video teaching on preoperative preparation and anxiety
reduction. A more recent study, conducted from 2013-2015, aimed to evaluate the
impact of preoperative video teaching on 100 patients undergoing pelvic reconstruction
study at the Female Medicine and Reconstructive Surgery Clinic. The study focused
specifically on patient preparedness, as opposed to preoperative anxiety. The study
functioned as a single-blind, randomized, stratified clinical trial, by which study
participants were randomized to arm 1 or arm 2 following informed consent. Patients
were then stratified within each arm by age: less than 65 or greater than 65. Participants
randomized to the control group were given the routine preoperative packet, while
participants randomized to the study group were given the routine preoperative packet
and asked to watch a 10-minute preoperative educational video. Study participants were
then asked to complete an 11-question Preoperative Preparedness Questionnaire (PPQ).
Findings of the study revealed that overall, women undergoing pelvic reconstruction
surgery reported a high rate of preoperative preparedness. Although the PPQ is not fully
validated, results showed that the use of preoperative video education did not prove to
increase patient preparedness in this particular study. Additional discussion of study
results revealed preoperative preparedness in this particular patient population may have
been attributed to additional preoperative visits, increased time spent with the health care
team prior to surgery, and previous surgical experience (Greene et al., 2017). To further
evaluate the effect of preoperative video teaching, measures of patient anxiety,
postoperative complications, and other patient outcomes should be investigated in future

similar studies.
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A prospective comparison study of 200 patients undergoing cataract surgery at a
hospital in the United Kingdom assessed the effects of a patient-information video on
preoperative anxiety. The control group for the study consisted of 100 consecutive
patients that did not watch the preoperative video, while the study group consisted of 100
consecutive patients that did watch the preoperative video on the day of their surgery.
The Amsterdam Preoperative Anxiety and Information Score (APAIS) and Visual
Analog Scale (VAS) were both utilized to measure preoperative anxiety in both groups.
Findings of the study revealed a significant decrease in patient anxiety in the study group
compared to the control group, as measured by the VAS. Similarly, APAIS scores
revealed patients in the control group were found to be significantly more worried than
patients in the intervention group (Ahmed, Pilling, Ahmed, & Buchan, 2019). While the
effectiveness of video education on preoperative anxiety was confirmed, it is possible
that the study may have been strengthened through randomization of patients to either the
control or study groups. The study was effective, however, in accurately capturing
patient anxiety through two validated anxiety tools.

In 2017, a study at a research hospital in Turkey investigated the effect of
preoperative video teaching on anxiety and patient satisfaction in patients scheduled for
spinal anesthesia. One thousand two hundred ninety-two patients were screened for
eligibility, with 198 patients ultimately being enrolled in the study following written
consent. All participants enrolled in the study were asked to complete both the State-
Trait Anxiety Inventory (STAI) and a Visual Analog Scale (VAS) prior to the standard
anesthesia evaluation. Study patients were then randomized to two study groups. Group

1 received written, verbal, and video preoperative teaching, while Group 2 received only
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written and verbal preoperative teaching. After receiving preoperative education, all
study participants were again asked to complete the state-anxiety component of the STAI,
as well as the VAS. Following data collection, results were analyzed. No difference in
patient anxiety was noted between groups 1 and 2 at the time of initial assessment, as
determined by both the STAI and VAS tools. Significant findings were, however, noted
in the state-anxiety scores following study intervention. These findings therefore support
the effectiveness of video-based information on the alleviation of preoperative anxiety
(Cakmak et al., 2018). Although positive findings were noted, the study did
acknowledge limitations. Only patients undergoing spinal anesthesia were included in
the study. In addition, varying demographic data may have impacted preoperative
anxiety levels, and should be considered in future studies.

A similar study in 2017 aimed to explore the effectiveness of online educational
teaching when added to standard preoperative education, and the subsequent impacts to
preoperative anxiety. The study functioned as a randomized clinical trial of 118 first-
time daystay (outpatient) surgery patients. Patients were randomized to one of two
groups. The control group received preoperative education via a standard pre-procedure
phone call. In addition to receiving the standard preoperative phone call, patients
randomized to the study group also watched a video in which the surgical experience was
described. Patients enrolled in the study measured preoperative anxiety using a Visual
Analog Scale (VAS) at baseline, immediately following preoperative education, and
again immediately before surgery. According to data analysis, “anxiety VAS scores for
the video group remained relatively stable throughout the three time periods, while those

in the control group significantly increased anxiety from baseline to pre-surgery”
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(Frodema et al., 2017, p. e44). Future research may include utilization of preoperative
video teaching in inpatient surgical patients, and pediatric daystay patients.

Despite multiple articles supporting preoperative video education in adult surgical
settings, limited articles were found in which preoperative video teaching was evaluated
in the pediatric setting. One 2018 study did, however, aim to evaluate the effectiveness
of an educational video on patient anxiety in pediatric patients scheduled for a magnetic
resonance imaging (MRI) exam. A randomized controlled trial of 50 pediatric patients
aged six to 17, was conducted in the MRI suite of a large New York teaching hospital.
Following proper consent and assent procedures, patients were randomized to either the
control or study group. Patients enrolled in the study group received routine care by MRI
staff, while patients enrolled in the interventional group received routine care and
watched a seven-minute MRI educational video. Patients enrolled in both groups were
asked to complete a 10-question Visual Analog Scale measure of anxiety before and after
their MRI scan. Analysis of the study findings revealed improved relaxation and
understanding of the MRI procedure among patients in the interventional group. In
addition, nearly all of the patients enrolled in the study group self-reported the video was
helpful for them. While the study proved video teaching to be an effective method of
anxiety reduction, limitations existed in the study. At the time of the study, MRI staff
were not provided formal education tools. Therefore, variation in verbal education
provided by MRI staff may have existed. In addition, the authors recognized that while
the results were promising, additional research was needed to evaluate the effectiveness

of an MRI video on younger patients (Hogan et al., 2018).
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Summary of Current Literature

Completion of a thorough literature review reveals the need for additional
research to evaluate the effectiveness of video education on preoperative anxiety in the
outpatient pediatric surgical population. Limited studies of preoperative anxiety exist on
patients in the United States. Analyzed literature was noted from Hong Kong, China,
Korea, Canada, Germany, England, Turkey, Brazil, and Iran. While the information
obtained in each of these studies supports the positive association between preoperative
education and preoperative anxiety reduction, varying environmental and cultural factors
may impact preoperative anxiety on patients in the United States. Therefore, additional
research is needed to validate the impact of preoperative reduction techniques on patients
at a hospital such as Monroe Carell Jr. Children’s Hospital at Vanderbilt, located in
Nashville, Tennessee, United States.

Studies are needed to better evaluate the impact of preoperative video teaching on
pediatric patients. While research supports the utilization of video teaching in a
preoperative setting, minimal studies focus on pediatric patients. Research does exist,
however, on various other techniques utilized to reduce pediatric preoperative anxiety,
including use of play therapy, music, and distraction techniques. However, these studies
do not focus on preoperative education or preparedness. Therefore, it is imperative that
studies examine the potential positive impacts of preoperative teaching on this vulnerable
patient population. Through completion of the described research study, the principal
researcher aims to provide additional support for the use of preoperative video teaching

in the pediatric surgical setting.
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CHAPTER I
Methodology
Preoperative anxiety remains a concern for pediatric patients and is often
associated with unfavorable postoperative outcomes (Perry et al., 2012). This study
evaluated preoperative anxiety levels on 60 outpatient pediatric surgical patients using
the State-Trait Anxiety Inventory for Children (Appendix A) and aimed to determine the
impact of preoperative video teaching on preoperative anxiety.
Study Design
This study operated as a two group, post-test comparison study in which a
convenience sample of participants were assigned to either the control or study group. In
addition, those participants assigned to the study group were further analyzed as a pre-
post comparison study of the effect of preoperative video teaching on a child’s state-
anxiety.
Setting
This study was conducted in the preoperative waiting area of a large, level-one
children’s hospital in Nashville, Tennessee, United States. The study site performs an
average of 80 surgeries per day on Monday through Friday, for a total of over 20,000
pediatric surgeries per year. Of these 80 total surgeries per day, roughly 60 surgeries are
outpatient procedures in which the pediatric patient arrives from home and is discharged
home following surgery. The additional 20 patients are current hospital inpatients or are
scheduled to be admitted following surgery. Common outpatient surgeries performed at
the study site include ear tube placement, tonsillectomies, circumcisions, cardiac

catheterizations, orthopedic surgeries, endoscopies, and bone marrow biopsies.
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Additional surgeries performed include organ transplants, tumor resections, spinal
fusions, and appendectomies, all of which are considered inpatient surgeries.
Sample

Sixty pediatric patients, representing approximately 20% of the weekly surgical
outpatient volumes, were utilized in this study. Thirty patients were randomly assigned
to the control group, while an additional 30 patients were randomly assigned to the study
group. Subjects were eligible for study participation if they provided assent, were
English speaking, were seven to 14 years old, were scheduled for outpatient surgery, and
if their legal guardian/parent consented to study participation. Children were excluded
from the study if they or their legal guardian declined study participation, were younger
than age seven or older than age 14, did not speak English, or were developmentally
delayed. Children that were current hospital inpatients or were scheduled to be admitted
to the hospital following their procedure were also excluded from study participation.

Intervention and Materials

The preoperative teaching video utilized in the study was created by the principal
researcher in collaboration with administrators, Registered Nurses, and Child Life
Specialists of the Holding Room, Operating Room, and Post Anesthesia Care Unit
(PACU) of the study site. Using an eight-year-old actress, her mother, and various other
members of the healthcare team, the six-minute preoperative video described what the
patient would experience on the day of surgery from the time of hospital arrival to the
time of patient discharge. The preoperative video was narrated by the eight-year-old
actress, and informed patients of who they would meet, what they would see, and what

they would feel during their surgical experience. Scenes from the waiting area, intake
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area, Holding Room, Operating Room, and PACU were all included. The preoperative
video was available for viewing on a hospital provided electronic tablet, and was viewed
by study participants and their families in the preoperative waiting area.

Measurement Methods

Developed in 1970 by Charles D. Spielberger, Ph.D., the State-Trait Anxiety
Inventory for Children (STAI-CH) is a 40-question survey that measures both State (S)
and Trait (T) anxiety in school-aged children. Form C-1 measures State Anxiety and
consists of 20 questions that measure “how you feel right now, at this very moment.” A
sample State question is “I feel very calm, calm, or not calm.” Form C-2 measures Trait
Anxiety and consists of 20 questions that measure “how you usually feel.” A sample
Trait question is “I feel like crying hardly-ever, sometimes, or often.” Scoring for each
item on the STAI-CH ranges from a value of one to three. Thus, the scores on both the
S-Anxiety and T-Anxiety surveys range from a minimum of 20 to a maximum of 60.
Higher scores on the S-Anxiety Inventory (C-1) indicate higher levels of State Anxiety,
while higher scores on the T-Anxiety Inventory (C-2) indicate higher levels of Trait
Anxiety.

Research indicates scores on the Trait Anxiety test are relatively immune to
conditions of the current environment, while scores on the State Anxiety test are more
influenced by the immediate environment. A 1989 study determined the alpha reliability
of the S-Anxiety Inventory to be 0.82 for males and 0.87 for females. The alpha
coefficients of the T-Anxiety Inventory were found to be 0.78 for males and 0.81 for
females. Although the test-retest reliability of the T-Anxiety Inventory is moderate, the

test-retest reliability of the S-Anxiety Inventory is low, as is expected for a survey that
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measures anxiety of the current environment or situation.
Data Collection Procedures

Study enrollment and data collection occurred in July 2019. Pediatric patients
that met eligibility criteria were approached in the preoperative waiting area and
informed of the study by one of four members of the research team, each of whom were
current staff in the Holding Room/PACU, and were trained on the study protocol, human
subjects’ protection, and informed consent procedures. The research team member then
obtained informed parental consent (Appendix B) and patient assent (Appendix C) for
study participation on children and guardians that were interested in the study. The
consent and assent forms were completed electronically via REDCap, a secure, web-
based, HIPAA-compliant, data collection platform with a user management system
allowing project owners to grant and control varying levels of access to data collection
instruments and data for other users. Following completion of consent and assent forms,
patients enrolled in the study were assigned a unique subject ID number via REDCap.
Patients that were randomized by the assignment of an odd number in REDCap were
assigned to the control group, while patients that were randomized by the assignment of
an even number in REDCap were assigned to the study group.

Following proper enroliment in the study, participants in both the control and
study groups were asked to complete the STAI-CH. Upon completion of the STAI-CH
Inventory, patients randomly assigned to the study group were then asked to watch the
preoperative teaching video. After viewing the preoperative teaching video, patients in
the study group again completed the State portion of the Anxiety Inventory. The post-

video survey also included two questions requesting (1) patients to rate their enjoyment
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of the preoperative video on a Visual Analog Scale ranging from “No, I was bored” to

“Yes, it was fun”, and (2) parents to rate how helpful the video was for their child on a

five-point Likert Scale ranging from “Strongly Agree” to “Strongly Disagree.” All

STAI-CH Inventories were completed in the preoperative waiting area via REDCap.
Protection of Human Subjects

This study was completed following approval from the Institutional Review
Boards at the University and Vanderbilt University Medical Center. Patients that met
study eligibility requirements were informed by the research team that study participation
was voluntary, and there was no penalty for refusing to participate in the study. Pediatric
patients and their families were notified that they would receive excellent care regardless
of their participation in the study, and could withdraw from the study at any time without
penalty.

Prior to data collection, all legal guardians and children enrolled in the study
completed consent and assent forms, and were given the opportunity to have all questions
answered by a member of the trained research team. Guardians and children were then
provided a printed copy of their consent and assent forms for their personal records. All
data collected in the study was handled confidentially. No personal health information
was collected or linked to the study data. All data collected in the study was stored
securely and accessible only to the research team.

There were no anticipated risks of the study. In the event of unintended anxiety
from study participation, patients enrolled in the study had access to current non-

pharmacological and pharmacological interventions, such as Child Life Specialists,
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Hospital Chaplains, Hospital Social Workers, and pre-medications as appropriate for the
individual patient.
Data Analysis

All data were analyzed with SPSS for Windows. Descriptive statistics were
utilized to determine mean and median anxiety scores on both the State and Trait Anxiety
Inventories. Both state and trait anxiety scores were calculated and compared between
the control and study groups. A paired-samples t-test was then used to analyze the
difference in pre-video and post-video state-anxiety in study patients. A P value of <0.05

was considered statistically significant.



30

CHAPTER IV
Results

Preoperative anxiety was evaluated in 60 pediatric patients undergoing an
outpatient surgical procedure at a large children’s hospital in Tennessee. Patients in both
the control and study groups completed the State-Trait Anxiety Inventory for Children
(STAI-CH). Patients randomized to the study group then watched a preoperative
teaching video and again completed the State-Anxiety Inventory. Data was then
analyzed to determine the effect or preoperative video teaching on preoperative anxiety in
the outpatient pediatric surgical patient.

Sample Characteristics

A total of 79 children were assessed for eligibility and informed of the research
study. Nineteen children/parents declined study participation for reasons including “I
have been here multiple times and know what to expect,” “I don’t want to participate,”
and “I am afraid my child will have increased anxiety if she knows what will happen.”
Sixty patients agreed to study participation and were randomized to either the control
group (30 patients) or study group (30 patients). Of the 60 patients enrolled in the study,
two patients, one from each the study and control groups, withdrew due to difficulty
completing the State-Trait Anxiety Inventory for Children (STAI-CH). Due to a
technical difficulty, a third patient’s survey was incomplete and subsequently excluded
from data analysis. Of the 57 patients that successfully completed the study, 38 ranged in
age from seven to 11 years old, and 19 fell in the 12 to 14 age group. The three patients
that did not successfully complete the study were all in the seven to 11 age range. No

other specific age or demographic data was collected in the study.
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Major Findings
Anxiety scores on both the State and Trait-Anxiety Inventories range from a
minimum of 20 to a maximum of 60, with an increased score indicating increased
anxiety. Descriptive statistics reveal the mean state-anxiety score was 33.76 + 8.14 in the
control group, 32.43 £ 6.4 in the study group prior to watching the preoperative video,

and 30.75 + 5.63 in the study group after watching the preoperative video (Figure 2).
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Figure 2: State-Anxiety

An independent-samples t-test revealed no statistically significant difference in
the mean baseline state-anxiety scores between the control and study groups (p = 0.5).
Further analysis via a paired-samples t-test revealed a statistically significant difference
in the pre- and post-video state-anxiety scores for participants in the study group (p =
0.048).

Additional descriptive statistics indicate the mean trait-anxiety score was 33.55 +

7.75 for the control group and 36.5 + 6.24 for the study group (Figure 3).
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Further, a Pearson Correlation of 0.467 indicated a medium positive correlation
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between baseline state and trait anxiety (Figure 4). Therefore, as trait-anxiety increases,

so does state-anxiety.
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Figure 4: State-Trait Correlation
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Additional analysis indicates state-anxiety decreased in 17 of 28 patients (61%)
enrolled in the study group, remained the same for two patients (7%) enrolled in the study
group, and increased for nine patients (32%) enrolled in the study group. Of the specific
feelings measured in the State-Anxiety Inventory, scores decreased in 14 of 20 (70%)
categories, remained the same in 4 of 20 (20%) of categories, and increased in 2 of 20

(10%) of categories (Figure 5).
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Figure 5: Variations in State-Anxiety Between Pre- and Post-Video Intervention

Specifically, variations in the level of nervousness (1.68 + 0.612; 1.43 £ 0.634)
and level of calm (1.96 + 0.131; 1.57 + 0.108) between the pre-video State-Inventory and
post-video State-Inventory were both found to be statistically significant, with p = 0.002

and p = 0.001 respectively.



34

Further analysis revealed that on a Visual Analog Scale from 0 to 100, where 0 =
“No, I was bored” and 100 = “Yes, it was fun,” patients enrolled in the study rated their
enjoyment of the video as a mean of 83.10. Additionally, on a five-point Likert Scale
from “Strongly Disagree” to “Strongly Agree”, 92% of parents of children randomized to
the study group “Agree” or “Strongly Agree” that the preoperative teaching video was
beneficial for their child. The remaining 8% of parents of children randomized to the
study group stated they were “Not Sure” if the preoperative teaching video was beneficial
for their child.

Summary

Surgery may cause significant preoperative anxiety for pediatric patients.
Preoperative video teaching, however, can be utilized to decrease preoperative anxiety in
pediatric patients undergoing an outpatient surgery. Following viewing of a preoperative
teaching video, overall state-anxiety was reduced in the study group by an average of
4.2%, and patients reported they were less nervous and more calm. In addition, parents

felt the preoperative video was beneficial for their child.
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CHAPTER V
Discussion
This study evaluated the impact of preoperative video teaching on preoperative
anxiety in the outpatient pediatric surgical patient. Sixty patients were enrolled in the
study, with thirty patients being assigned to the study group, and thirty patients being
assigned to the control group. Fifty-seven of the sixty enrolled patients successfully
completed the State-Trait Anxiety Inventory for Children. Data was analyzed for
differences in preoperative anxiety before and after preoperative video teaching in the
study group, and revealed decreased anxiety following viewing of the preoperative
teaching video.
Implication of Findings
Previous studies reveal proper preoperative education can greatly reduce
preoperative anxiety for both patients and families (Kassai et al., 2016). Although a 2018
study determined video teaching improved relaxation in pediatric patients undergoing an
MRI (Hogan et al., 2018), no other studies were discovered in an extensive literature
search that evaluate the impact of preoperative video teaching on preoperative anxiety in
outpatient pediatric surgical patients. Video-based preoperative information was,
however, shown to alleviate preoperative anxiety in adult patients undergoing spinal
anesthesia (Cakmak et al., 2018), and in adult patients undergoing cataract procedures
(Ahmed et al., 2019). The results of this study indicate preoperative video teaching can
reduce preoperative anxiety in outpatient pediatric surgical patients and are supported by

findings from previous studies.
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Application to Theoretical Framework

Rozzano C. Locsin’s Theory of Technological Competency as Caring in Nursing,
a middle range nursing theory, was used as the theoretical framework for this study. The
theoretical dimension of technological value utilized for this study focused on technology
as machine technologies by which computers enhance nursing activities to provide
patient care (Locsin, n.d.). In addition to reducing preoperative anxiety among pediatric
patients, the preoperative video was utilized to provide preoperative education, enhance
patient knowledge and expectations of the surgical experience, and reduce preoperative
anxiety. Nursing staff was then available to review information learned in the video with
patients, and answer any additional questions

Limitations

The results of this study are not without limitations. First, the State-Trait Anxiety
Inventory for Children, although validated for use in children, is a lengthy survey with
words that were challenging for multiple patients to understand. Therefore, it is possible
that anxiety levels were not accurately captured due to misunderstanding of survey
questions. Second, preoperative anxiety is multifactorial. While the preoperative video
provided an overview of the surgical experience, it may not have addressed specific
concerns held by individual patients. Additionally, further research may focus on
variations in video content specific to patient surgery. Third, demographic information
was not collected during the study. It is possible that level of anxiety may vary by age,
sex, culture, socioeconomic status, scheduled surgery, and previous surgical experience.
Additional studies are therefore needed to analyze differences in various patient

populations. Additionally, level of baseline surgical preparation, which may impact
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preoperative anxiety, was not assessed prior to the study. Lastly, the preoperative video
was utilized on a wide age range of patients (seven to 14 years) in the study. Future
videos should be created to target various age ranges including young children, teenagers,
and adults.
Implications for Nursing

As technology continues to become more commonplace in today’s society, it can
be used to benefit the nursing profession. Preoperative video teaching is inexpensive and
convenient, and can be used by hospitals and nurses to help reduce preoperative anxiety
in pediatric patients. Further, by reducing preoperative anxiety, postoperative outcomes
such as PACU length of stay can also be improved (Perry et al., 2012), and may benefit
hospitals in regards to staff satisfaction, throughput, and staffing. Additionally,
preoperative video teaching can be viewed multiple times, and gives patients time to
formulate questions about their care and learn at their own pace; therefore providing
nursing staff more time to focus on patient specific tasks in addition to general patient
education. Nursing staff should acknowledge, however, that preoperative video teaching
may also increase anxiety in certain patients, and should be evaluated for use on an
individual basis.

Recommendations

In addition to reducing preoperative anxiety in outpatient pediatric surgical
patients, preoperative video teaching may also influence parental anxiety, as previous
studies show a strong correlation between parental and child anxiety (Burstein, Ginsburg,
& Tein, 2010). Future studies are needed to evaluate the impact of preoperative video

teaching on both patient and parent preoperative anxiety. Additionally, preoperative
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video teaching should be further evaluated for effects on patient satisfaction and
postoperative outcomes including pain and length of stay.
Conclusion

Preoperative anxiety remains a concern for millions of pediatric patients and
healthcare workers worldwide. Preoperative video teaching can reduce preoperative
anxiety in pediatric outpatient surgical patients, and should be assessed for use in
pediatric surgical settings. In addition, preoperative video teaching was proven to be
enjoyable to pediatric patients, and also improved parental perception of child anxiety.
Additional studies are needed to compare preoperative video teaching’s impact on

preoperative anxiety with other current forms of preoperative education.
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HOW-I-FEEL QUESTIONNAIRE

Developed by C D. Spielberger, C_D. Edwards, J. Montuori, and R. Lushene

STAIC Form C-1

Age:

Date:

DIRECTIONS: A number of statements which boys and gifs use fo describe
themselves are given below. Read each statement carefully and decide how you
feel ght now. Then put an X in the box in front of the word or phrase which best
describes how you feel. There are no right or wrong answers. Don't spend too

much time on any one statement.

best describes how you feel right now, at this very moment.

O very calm

O wery upset
very pleasant
Very nervous
very jittery
very rested
very scared
very relaxed
very worried
very satisfied
very frightened
very happy
very sure

very good
very froubled
very bothered
Very nice

very terified
very mixed-up

O wvery cheerful

a
a
a

calm
upset
pleasant

nemnvous

relaxed
worried
satisfied
frightened
happy
sure
good
troubled
bothered
nice
terrfied
mixed-up

cheerful

STAICH instrument 81870 Charles D. Spielberger
All rights reserved in all media. Published by Mind Garden, Inc.. www.mindgarden.com

a
a
a
a
a
a
a
a
a
a
a
a
a
a
a
a
a
a
a
a

Remember, find the word or phrase which

not calm

not upset
not pleasant
not nervous
not jittery
not rested
not scared
not relaxed
not worried
not satisfied
not frightened
not happy
not sure

not good

not troubled
not bothered
not nice

not temrified
not mixed-up
not cheerful
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HOW-I-FEEL QUESTIONNAIRE
STAIC Form C-2

Date:

DIRECTIONS: A number of statements which boys and girls use to describe
themselves are given below. Read each statement carefully and decide if it is
hardiy-ever, or sometimes, or often true for you. Then for each statement, put
an X in the box in front of the word that seems to describe you best. There are
no right or wrong answers. Don't spend too much time on any one statement.
Remember, choose the word which seems to describe how you usually feel.

| worry about making mistakes ... O hardly-ever
Ifeellikecrying .. O hardly-ever
[ feel UNhappy e O hardly-ever
| have trouble makingupmymind ... O hardly-ever
It is difficult for me to face my problems .. O hardly-ever
Iwomytoomuch . O hardly-ever
lgetupsetathome ... O hardly-ever
lamshy o O hardly-ever
Ifeeltroubled .. .. O hardly-ever
. Unimportant thoughts run through my mind
andbotherme ... O hardly-ever
. Iworry about school ... O hardly-ever
. I have trouble deciding whattodo ... O hardly-ever
. I notice my heartbeatsfast ... O hardly-ever
~lamsecretlyafraid ... O hardly-ever
. I'worry about my parents............ O hardly-ever
. Myhandsgetsweaty ... O hardly-ever
. | warry about things that may happen ... O hardly-ever
. Itis hard for me to fall asleep at night ................ O hardly-ever
_ | get a funny feeling in my stomach_____________ O hardly-ever
- | worry about what others think ofme . O hardly-ever

STAICH imstrument 81870 Chares D. Spielberger

Iy I [y [y 6 8 I [

o000 do0o0DpDooad

sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes

sometimes

sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes
sometimes

sometimes
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often
often
often
often
often
often
often
often
often

often
often
often
often
often
often
often
often
often
often
often
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Scoring Key for STAI for Children

Scoring Instructions for STAIC Form C-1

Fold this paper in half and line up next to the
appropriate item numbers on the answer sheet.
Be sure you are on the comect side of the
answer sheet (Form C-1). Total the scoring
weights shown for the marked responses.

Total Score for C-1

L 1 2 3
e 3 21
K NS UUU USRNSSR 12 3
. U 321
5 U 3 21
B e 12 3 Scoring Instructions for
T e e 321 STAIC Form C-2
B e 12 3 All Items on the A-Trait scale are scored
= USSR 321 as follows:
10 e 1T 2 3 1 point for “hardly ever’
L U 321 2 points for “sometimes”
L U 1T 2 3 3 points for “often”
L TS 1T 2 3
T e 1T 2 3 Total Score for C-2
L 5 T 3 21
L L TSt 3 2
T L 1T 2 3
T8 e 3 21
1S 3 21
200 e 1T 2 3
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For Publications:

We understand situations exist where you may want sample test questions for vanous
fair use situations such as academic, scientific or commentary purposes. Mo items from
this instrument may be included in any publication without the prior express written
permission from Mind Garden, Inc. Please understand that disclosing more than we
have authorized will compromise the integrity and value of the test.

For Dissertation and Thesis Appendices:

You may not include an entire instrument in your thesis or dissertation, however you
may use the four sample items specified by Mind Garden. Academic committees
understand the requirements of copyright and are satisfied with sample items for
appendices and tables. For customers needing pemmission to reproduce the four
sample items in a thesis or disseriation, the following page includes the permission
letter and reference information needed to satisfy the requirements of an academic
committee.

Online Use of Mind Garden Instruments:

If your research uses an online survey platform, you will need to meet Mind Garden's
requirements by following the procedure described at mindgarden.com/mind-garden-
forms/58-remote-online-use-application.html.

All Other Special Reproductions:
For any other special purposes requiring permissions for reproduction of this
instrument, please contact info@mindgarden.com.
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To Whom It May Concern,

The above-named person has made a license purchase from Mind Garden, Inc. and
has permission to administer the following copyrighted instrument up to that quantity
purchased:

State-Trait Anxiety Inventory for Children

The four sample items only from this instrument as specified below may be included in
your thesis or dissertation. Any other use must receive prior written permission from
Mind Garden. The entire instrument may not be included or reproduced at any time in
any other published material. Please understand that disclosing more than we have
authorized will compromise the integrity and value of the test.

Citation of the instrument must include the applicable copyright statement listed
below.
Sample ltems:

| feel upset

| feel relaxed

I worry too much

I notice my heart beats fast

Copyright @ 1970 by Charles D. Spielberger. All rights reserved in all media. Published
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Confidential

Glenn State Trait Anxiety

Ghann Scate Tt dnsaly
Fage 2 af 4

Record 1D

How-I-Feel Questionnaire. STAIC Form C-1. DIRECTIONS: A number of statements which boys
and girls use to describe themselves are given below. Read each statement carefully and
decide how you feel right now. Then put an X in the box in front of the word or phrase which
best describes how you feel. There are no right or wrong answers. Don't spend too much time
on any one statement. Remember, find the word or phrase which best describes how you feel
right now, at this very moment.

| fiel O wery cabm  Crcalm
O nok calrm
| fesl O wery upset (O upsat
) nok upset
| fiel wary pleasant (O pleasant
riok pleasant
| feal ) wery nevous () NETVouS
O nok nenouws
| fieal wary jittery O jittery
riok jitbery
| fiel O wery rested (O rested
) nok rested
| fesl O wery scared (O scared
O not scared
| fiel wery relaxed Ok relaxed
riok relaxed
I fieal O very worried () worried
O nok warred
| fiel O wery satisfied ) satisfied
O net satlsfied
| fiel wary Trightened () frighbened
niek frightaned
I feel O very happy ) happy
O niet happy
| fiel O very sure Ohsure {0 mok sure

Date of IRE Approval: 06/05/2019 Institutional Review Board
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Confidential

Page = of 4
| fesel very good () good
ok good
| fezl ) very troubded (D) troubled
) nok troubled
| feel O very bathered () bothered
) mot bathered
| fesel Orvery mce Onice (O not pice
| feel very terrified (O terrified
nok terrified
| fesel O very mized-up O mixed-up
O not mixed-up
| feel O wvery chearul O chesrful
) not cheerul

How-1-Feel Questionnaire. STAIC Form C-2. DIRECTIONS: A number of statements which boys
and girls use to describe themselves are given below. Read each statement carefully and
decide if it is hardly-ever, or sometimes, or often true for you. Then for each statement, put
an X in the box in front of the word that seems to describe you best. There are no right or
wrong answers. Don't spend too much time on any one statement. Remember, choose the
word which seems to describe how you usually feel.

hardly-ewer somehmes afeen

| warry about making mstakes O o O
| fesal lke crying O o O
| feal urihappy O o O
| hiave trouble making up my o o O
P2 %ithe it for me to face ity o o O
problems

| warry too much O O L&)
| get upsat at home O O )
| arm shy O O )
I feel traubled o o O
Unimportant thaughts i O O r
through my mind and bather me

| warry about schoal o O )
| have trouble daciding what ko o o o
Platice my heart beats fast o o o
| ar sacrethy afrald o o O
| 'warry about my parents o 8] O

Date of IRB Approval: 06/05/2019 Institutional Review Board
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My hands get sweaty O O (o]
| worry about things that may O (o] o]
happen
It is hard for me to fall asleep at (o] o (0]
might
1 get a funny feeling In my 0] O O
stomach
| worry about what others think o] O O
of me
Is this child randomized to watch a video? 8 Yes
No

Thank you for participating in the study!

Here Is the video

How-i-Feel Questionnaire. STAIC Form C-1. DIRECTIONS: A number of statements which boys
and girls use to describe themselves are given below. Read each statement carefully and
decide how you feel right now. Then put an X in the box in front of the word or phrase which
best describes how you feel. There are no right or wrong answers. Don't spend too much time
on any one statement. Remember, find the word or phrase which best describes how you feel
right now, at this very moment.

| feal Q very caim Qcalm
QO net calm
| feel very upset O upset
net upset
| feel O very pieasamt O pleasant
O not pleasanmt
| teel very nervous (O nervous
not nervous
| feal very jittery QO jittery
net jittery
1 feel O very rested O rested
O not rested
| teel very scared () scared
not scared
| feal O very relaxed O relaxed
O not relaxed
| feel QO very worned O worrled
O net worried

Date of IRB Approval: 06/05/2019 Institutional Review Board
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| fieal ) wery satisfied O satisfied
) net satisfed
I fizal wery frightened (O frightened
net frightened
I fel O wery happy O hapoy
O not happy
1 fieel Ciwvery sure O swre ) nob sure
I fesal O wery good () gosad
O not good
| fieal wery roubded () troubled
nok troubled
I fizal ) very bothered () bothered
O not bothered
| fieal Civery nice Oinlce (O not mce
I fizal O very terrified (O terrified
O nck terrifled
1 fieal wery mized-up Oy milked-up
nok mixed-up
| fieel wery cheerful O chearful
not cheerful
Dud you enjoy the wideoT K, | W Eored a5, i was fun

Flaow & mack o e sl abosal

This viden was helpful for your child,

Strongly deagres
DHsagres
(3 Mot Sure

&ston
Strongly agree

Would you Mee to leave a comment?

Date of IRB Approval: D6/05/2019 Institutional Review Board

%/ VANDERBILT
D4T5Z019 £:41pm projecredce s MEDCAD



55

Appendix B

Parental Consent

Confidential

Glown & consand
Fage 2 ard

Glenn e-consent

Record Dy

Mare of Participant:

|First Last)

Age of Participant:

The fallawing information is provided to infanm pau
about the reseanch praject and your participation in
it. Please read this form carefully and fes| fres o

ask any guesbions you may have about this study and
the information given below. You will be given an
opporunity o ask questions, and your guestians

willl be answered. Alse, you will be given a capy aof
thies consent fonm.

1.) What is the purpose of this study?

The purpase af the study is to evaluate the effect of vides teaching on pre-operative anxiety in children undergoing
an oubpatient surgical procedure at Monroe Carell r. Children's Hospital at Vanderbilt. 60 eligible patients will be
enrolled in the study, with 30 patients being assigned to the control group and 30 patients being assigned to the
study group. Participants enrolled in the study group will receive pre-operative videa teaching, while participants
enralied in the contral group will not. Enreliment in the controd and study groups will be randomized.

You do not have to be in this reseanch study. You may choase nat bo be in this study amnd get other reatments
withaut changimg your healthcare, services, or other rights. You can stop being in this study at any dme. If we learm
sprmething new that may affect the risks or benefits of this study, you will be éd so that you can decide whether or
nak you still want ks be in the study.

2.} Procedures to be followed and approxzimate duration of the study:

This study will b2 completed in the pre-operative waiting area. Following enraliment in the stwdy, children in both the
contral and study greups will e asked to complete the State-Tralt Anxiety inventory. if your child &5 assigned to the
stusdy group., hefshe will b2 asked to watch a short widen explaining the surgical expenence. Following video
completion, your child will be asked to again complete the Stake Anxiety Nventory.

It k5 anticipated that the study will require approsimately 30 minutes of your child's time.

3.} Expected costs:
There is mo cost bo you for taking part in this stdy.

Date of IRB Approval: 06/05/2018 Institutional Review Board
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4.} Description of the discomforts, inconveniences, and/or risks that can be reasonably
expected as a result of participation in this study:

There are no anticipabed risks in this study. In the event of unintended anstlety from study participation, youwr child
will have access to current non-pharmacalogical and phanmacalogical interventions, such as Child Life Speclalists,
Haspital Chaplains, Hospital Social Warkers, and pre-medications, as appropriate for the indissdual patient.

5.) Unforesesable risks:

Because this treatment (videa)] & investigational, meaning non-FOA approved, there may be unknawn or
unforessaable risks associated with parbicipation.

6.} Compensation in case of study-related injury:

It It & determined by Vanderbdt, Gardner-Webb University, and the Investigator thalt an injury occumed as a direct
result of the tests or treatments that are done for research, then you andior your insurance will not hase to pay for
the cost of immediate medical care provided at Vanderbdlt to treat the injury.

There are no plans for Vanderbilt or Gardner-Webb University to pay for any injury caused by the wsual care you
would normally recelve for treating your (Iiness or the costs of any additional care. There are no plans for Vanderbile
or Gardner-Webb University I give you money for the injury.

7.) Good effects that might result from this study:

There are no direct benefits assoclated with participation in this study. The study may help us understand the effect
of widen teaching on pre-operative anxlety. The Institutional Review Boards at Gardmer-Webb Unfversity and
Wanderbilt University Madical Center hawe determined that participation in this study peses minimal risks to
participants.

8.) Study Results:
The stusdy results will mat be shared with study pariicipants.

9.} Alternative treatments available:
Nak watching the widea.

10.) Compensation for participation:
There is ma payrent for participating in this study.

11.) Circumstances under which the Principal Investigator may withdraw you from study
participation:

Participants may be remeved from the study if the Principal Investigator determines that watching the presperative
videa does not prove o be beneficial for your child, or causes avy undue distress.

Date of IRE Approval: 06/05/20189 Institutional Review Board
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12.) What happens if you choose to withdraw from study participation?

Participation in this study ks valuntary. Your child has the right to withdraw from the study at any time. There will be
v Cansaquences for withdrawing participation in the study. All sthedy procedures will Stap at the time of withdrasal
request. If your child chioses to withdraw, you may reguest that any of your child's data that has been collected be
destroyed unless it is in a de-identifiad state. ANl patients will receive the same sxcallant standard care.

It you wish to withdraw yowr child from the stwdy, please contact |ennifer Glenn at §15-936-4121 or 615-935-9060, ar
a mermiber of your child's medical tearn, and ask to be withdrawn from the study. There is no penalty for withdrawing.

13.) Contact information:

If you shauld have any questions abaut this reseanch study or possible Injury, please feel free to contact jennifer
Glenm, RN, BZN, CPM at 615-236-4121 ar my Faculty Advisor, Dr. Tina Lewis, DNP, FNP-C at 704-4D8-2633.

If the rassarch design of the study necessitates that its full scope ts nok explained prios to participation, it will be
explained ta you after complation of the study. If you have cancerms about your rights or how you are being treated,
o if you have questions, want mare Infarmatian, or have suggestions, please contack Dr. Sydney Erown at
T04-306-3019

Far additianal imfarmation abaut giving consent ar your righls as a parbicipant in this study, o disouss problems,
concerms, and questions, of to affer Input, please fesl free ta call the Vandesbilt University Institutional Review Board
Office at (615) 322-291E of toll free ak (866} 224-8273.

14.) Confidentiality:

All eforts, within reasen, will be made [o keep your personal infonmation in yowr reseanch record confidential, buk
total confidentiality cannot be guaranteed. Your child's data will be anonymous which means that your child’s name
will nat b& oollected or linked to the data. Upan completion of the study, all study data will be submitted bo a
representative at the Hunt Schood of Nursing at Gardmer-Webb University. The data will be stored in a secure location
far thres years, after which tme it will be dastryyed

15.) Privacy:

Youwr Infarmation may be shared with Vanderbilt or the gowermment, such as the Vanderbilt Unlversity Institutional
Review Board, Gardner-Webb University Instiutional Review Board, or Federal Government Office for Human
Ressarch Protections, if Yo OF Sofmesne eloe s in o danger, ar if we are required to do so by law.

If you decide not to take part in this research study, it will not affect your child's treatment,
payment, or enrollments in any health plans, or affect your ability to get benefits. You will get
a copy of this form after it is signed.

Statement by person agreeing to be nthis study: ) | have read this consent form and the research
study has been explained o me verbally. | fully
undersiand the conbents of this docwment, all my
guestians have been answered, and | freely and
voluntarily choose bo take part in this study.

ParentfLegal Guardian Marms:

|First Lask)

PEITEI'IE’LE;H' Guardian Marmss:
Date of IRB Approval: 06/05/2019  Institutional Review Board
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Date:

Sacond ParentiLegal Guardian Unavallable

© Appiicable

Consent abtained by (please enter full name and
titlel:

|Campleted by study persannel at time of consent.)

Date of IRB Approval: 06/05/2015
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Appendix C
Child Assent
Confidential
Clevn aszent 7-11
Fage 2 of 2

Glenn assent 7-11 "
Record ID
This assent doecument applies to children ages 7 to 11 years ald.
SCRIPT: Hi. My name i5 ....... | talked to your Mom/Dad/Caregiver and they said it was okay for

you to talk to and work with me today. Today, my job is to have one group of kids watch a
video that teaches them about what will happen while they are here for surgery today.
Another group of kids will not watch the video. Whether or not you watch the video, we will be
asking you some questions that tell us how you feel. At any time, if you decide you do not
want to watch the video or answer our questions, you just let me or your parents know. We
will not make you watch the video or answer the questions, and no one will get made at you.

MNarme of participant:

e

1. Why are you doing this research?

We are dolng this research study to see if watching a vides abaut what you will experience while you are here today
helps you fesl less nensus of scaned aboul Your SURgery.

2. What will | do and how long will it take?

One group of kids will watch & wideo that teaches them abowt what will happen while you are here for sungery today.
Another group of kids will nat watch the videa. Whather or not you watch the videa, we will be asking you some
guestions that tell us how you feel. Once you have answered owr guestions, your job will be fintshed.

3. Do | hawve to be in this research study and can | stop if | want ta?

You do not have ta be in this study and can tell us amytime if you do not want o be in it any longes. We will not get
mad If you do not want b be in the study anymore. If you do ot want o watch the video or answer aur Guestions,
you can tell your nurse, your docton, your parents, or me.

4. Could it make me sick {or sicker)?
Na. Watching the video will not make you Sick.

Date of IRE Approval: DE/05/2019 Institutional Review Board
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Confidential
Fage 2 or2

5. Will anyone know that | am in this research study?
Ondy your parents, your nurses, your doctors, and your hospital staff will know that you are in this study.

6. How will this research help me or other people?

This study will help us find out if watching a video about what o expect on the day of your surgery helps kids feel
better or not as scared about their surgery.

7. Can | do something else instead of this research?

If you decide you do not want to be a part of this study, you will still be cared for very well by everyone. No ane will
get mad at you If you dacide you do not want to do this study.

8. If | have questions, who can | talk to?
If you have any questions, you can ask me at any time. You can alse ask your parents, your nurse, of your goctor.

After hearing and/or reading this, are you willing to work with me today? If you are, will you
please type your name in the box below. If not, you will not be in our study, and we will not
get mad at you.

Signature of patient/volunteer

Date:

Consent abtained by (please enter full name and
titie)

Date

Date of IRB Approval: 06/05/2019  Institutional Review Board
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rans ascowd 12-14
Fage 1 af 2

Glenn assent 12-14

Record ID

This assent document applies to children age 12 to 14 years old.

Marme of participant:

Age

1. Why are you doing this research?

We are doing this research study to see if watching a pre-sperative teaching videa helps reduce your anxlety before
YOLI SLNgEry.

2. What will | do and how long will it take?

If you decide to do this study, you may watch a pre-operative teaching wideo or you may nat. One group of kids will
waltch a viden that t2aches them about what will happen while you are here for surgery today. Anather group of kids
will not watch the video. Whether or not you watch the wides, we will be asking you some questions abouwt your
anxiety. Once you have answered ouwr guestions, you will be done with the study.

3. Do | hawve to be in this research study and can | stop if | want to?

Ma. You da not have to be in this study if you do not want to. A ay time, if you do not warnt to be in the study, yau
can tell us that you do not want to watch the video or answer aur questions, and we will withdraw you fram the
study. We will nat be disappainted or unhappy if you decide you do not want i B in the study. ¥ou have the choica
to decide If you want to be in the study, and during the study, If you deckde you don't want to do IE anymare, you can
withdraw at any time.

4. Could it make me sick {or sicker)?

Mo, Watching the video will not make you sick.

5. Will anyone know that | am in this research study?

Only yaur parents, your nurses, your doctors, and the hospital staff that are dinectly Involved in taking care of you
will knsaw that you are in the study.

6. How will this research help me or other people?

This study will help us find out if watching a viden abouwt what o expect an the day of your surgery helps reduce your
anxialy when yau hawve surgery.

Date of IRB Approval: 06/05/2019 Institutional Review Board
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7. Can | do something else instead of this research?

If you decide ok o be in this research study, you will not be punished. You will receive the same great care as if you
had not been a part of the Shudy.

8. Who do | talk to if | have questions?

If you have any questions, you can ask me at any tme. You can also ask your parent or caregiver, your nurse, ar
WOL BOChor.

After hearing and/or reading this, are you willing to work with me today? If you are, will you
please type your name in the box below. If not, you will not be in our study, and we will not
get mad at you.

Signature of patientfvolunteer

Consent abtained by (please enter full name and
title}

Date

Date of IRE Approval: 06/05/2019 Institutional Review Board
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