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Abstract

Background: The preanesthetic visit influences patient satisfaction and medical outcome. Providing relevant
information may reduce anxiety. This study aimed to evaluate whether training for a structured interview technique
improves communication skills, resulting in increased patient satisfaction and reduced patient’s anxiety and fear of
anesthesia.

Methods: Randomized controlled observational study, comparing patients (n=47) interviewed by
anesthesiologists having obtained training to optimize structured communication (TA) or by anesthesiologists without
such training (CA). Patient anxiety and fear was recorded before and after the preoperative interview. Interview
duration and satisfaction with the anesthesiologist were also recorded. Data were analysed to test for superiority of
the structured interview approach.

Results: Mean preoperative anxiety was 1.2 VAS points lower in TA vs. CA group (95% CI-2.39; -0.03, P=0.082).
Structured interviews significantly reduced preoperative anxiety in younger (<47 years) but not in older patients (≥ 47
years; interaction P=0.045). Patients’ fear of anesthesia was strongly reduced after the interview (median VAS: 8.0);
reduction was stronger in the group with structured interview technique versus control group (difference in VAS: 1.86
[0.59; 3.12], P=0.006). Duration of the interview was statistically not significantly shorter using structured interview
technique (P=0.142).

Conclusion and recommendation: Compared to standard interview techniques, a structured interview approach
reduces anxiety and fear of anesthesia, particularly in younger patients. Our data suggest that a structured interview
technique may decrease the duration of the preoperative interview. Anesthesia departments should train
communication skills geared toward a structured preoperative interview.
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Background
Competency in communication is a core clinical skill in medicine

and benefits patients [1]. Patient anxiety and fear of anesthesia are
particularly important, as they affect different aspects of anesthesia
procedures, including the preoperative visit, induction and
maintenance of anesthesia, postoperative demands and recovery [2–4].
Successful physician-patient interaction should result in positive effects
on patient satisfaction, and postoperative outcome [5,6]. However, this
is difficult to achieve in daily practice where anesthesiologists have less
contact with patients compared to other specialists. Many anesthesia
residents are relatively inexperienced and have received little or no
specific training regarding communication with patients and might
lack the skills required to communicate effectively with patients. Since
preoperative anxiety is often directed towards anesthesia itself,
anesthesiologists are in an excellent position to decrease patient
anxiety [7,8]. Effective physician–patient interaction is sufficient to

significantly reduce preoperative anxiety. Spending adequate amount
of time to establish a trusting alliance is a crucial element of patient
satisfaction [9].

An inherent challenge of the pre-anesthetic interview is the large
amount of information that needs to be exchanged between both
physician and patient in a way that is understandable to patients [10].
During a typical preoperative interview averaging 16.1 min,
anesthesiologists must provide an average of 61.3 single elements of
information [11]. This amount of information is far beyond the recall
capacity of people, which has repeatedly been shown to be in the range
of 7 ± 2 elements of information. Nevertheless, explicit structuring of
information improves recall and is a central element of patient-
centered communication [12,13]. Various organizational changes such
as the introduction of ambulatory preoperative anesthesia
consultation, specialization and fragmentation of both surgery and
anesthesia, and reduced resident working hour regulations led to an
increase of fragmentation of patient care by the anesthesia team.
Fragmentation of care increases communication problems and may
contribute to increased patient anxiety, fear of anesthesia and reduced
patient satisfaction [14].
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The primary objective of this study was to investigate the effect of
communication training of anesthesia residents for using a structured
patient interview technique on preoperative anxiety of patients
compared to residents without such training. Secondary objectives
were to investigate the effect on i) patient satisfaction, ii) whether the
physician earned the patient’s trust and would be recommended to
friends or relatives, and iii) on duration of the pre-anesthetic interview.

Methods

Study design
The Study was a prospective, single-center, randomized-controlled

observational study. The study protocol was registered and approved
by the local ethics committee (Ethikkommission Nordwest- und
Zentralschweiz, registration number EKNZ 2014-382). The primary
endpoint was patient anxiety after the pre-anesthetic interview,
indicated on a visual analogue scale (VAS) 0-10. Secondary endpoints
were patient satisfaction with comprehensibility and structure of the
preoperative anesthesia interview, whether the physician earned
patient’s trust and would be recommended to friends or relatives (all
VAS 0-10), and the duration of the interview (min).

Concept for residency training
An experienced anesthesiologist (AU) and a communication expert

(WL) developed a first draft of a list of contents and information
elements that should be covered during the pre-anesthetic interview
according to international standards. This draft was circulated among
two additional senior anesthesiologists resulting in the final ‘script’ that
formed the basis for the content of the training intervention.

Training was offered for small groups of 2-4 anesthesia residents
each. Briefly, the three-hour training consisted of an initial role-play of
one participant (physician) informing another (patient) about a typical
anesthetic procedure. The observing participants were asked to list the
number of information elements given. After 5-10 min of role play,
observing participants had listed 35-82 single elements of information.
The initial role play was stopped here, because the primary didactic
goal was reached. Residents were sensitized to the problem of
information overload. This advanced them from pre-contemplation to
contemplation according to the trans-theoretical model (Prochaska
and DiClemente) [14]. During the next step of training, residents were
given the instruction sheet and practiced in pairs, observed by all
others including the trainer (WL). Special emphasis was given to a
participatory style of explicit structuring: residents were told to always
wait for patients’ non-verbal (e.g. nodding) or verbal agreement to a
suggested transition in topic. Furthermore, after having provided a
piece of information (e.g. ‘during anesthesia there are two modes that
would be possible: either the whole body will be put asleep (general
anesthesia) or only the part of your body where the surgery will occur
(regional anesthesia)’). If patients did not ask for more specific
information, the anesthesiologist had to proceed for reaching a
decision according to the patient’s preference.

Patients
Patients were recruited in the waiting area of our ambulatory

anesthesia unit between January and April 2015. After verbal
information (SMMJ), patients were asked to participate in the study
before the pre-anesthetic interview. Exclusion criteria were rejection of
a patient to participate, age <18 years, and inadequate comprehension

of the German language. After having obtained written informed
consent, participants were randomly assigned to TA or CA group. To
minimize the imbalance between each treatment group, all patients
were randomized to intervention or control group using adaptive
stratified sampling. Age and gender were used as stratification
parameters and the range was used as imbalance function. Both
parameters were equally weighted and equal group assignment was
defined.

Anesthesia residents
Out of 63 anesthesia residents of the department, 12 were randomly

selected to receive a special training (trained anesthesiologists, TA),
and 14 others served as the control (control anesthesiologists, CA). All
other residents could not be randomized, because they were
unavailable for the intervention due to shifts, rotations on intensive
care units, air rescue service, or for other organizational reasons. TA
was trained for using a structured interview technique. CA was asked
to use their usual interview technique.

Data handling
Two questionnaires were handed out; one before the pre-anesthetic

interview and a second one immediately thereafter. Questionnaires
evaluated affective condition and preoperative anxiety, using the short
questionnaire on current level of stress (KAB) [15] as well as self-
assessment of preoperative fear [8]. Patient satisfaction was assessed
immediately after the preoperative anesthesia interview (VAS 0-10).
The duration of the interview was measured in minutes. Data were
entered into a browser-based database (secuTrial®).

Statistics
Sample size was calculated for the primary endpoint, preoperative

anxiety. Based on the study by Kindler et al. we assumed data to be
normally distributed with standard deviation 2.3, mean 2.9 for
standard interview technique and a reduction in mean of 2.5 for
structured interview technique [7]. Using a resampling procedure,
superiority of the structured interview technique was declared when
the lower limit of the 95% confidence interval (CI) of the estimated
difference of a Wilcoxon rank-sum test was>0. A total of 47 recruited
subjects should result in 44 evaluable patients (drop-out rate 5%),
ensuring at least 90% power at a significance level α=5%. VAS
endpoints and interview duration (log-transformed) were tested for a
difference between standard and structured interview technique using
linear mixed-effects models. The models included interview technique
as fixed effect and anesthesiologist as a random effect. For the VAS
endpoints, the corresponding baseline assessment was included as
covariate. Models were fit using restricted maximum likelihood
(REML). We report effect size estimates with 95% CI based on normal
approximation and P-values based on Satterthwaite approximation.
For interview duration, there was one outlier in the structured
interview group. As a sensitivity test, the analysis was repeated without
this outlier. Both results are reported. The following, pre-specified,
patient subgroups were evaluated: gender, age class (lower and upper
half, based on data-derived median age (47 y): young [<47 y] versus
old [≥ 47 y]), number of previous anesthesia (0, 1, 2, 3, 4, ≥ 5). For each
subgroup, the main effect and the interaction term with interview
technique were added to the models. In case of a significant interaction
term, the subgroups were analyzed separately. All statistical analyses
were performed using R, version 3.2.2 [16], using two-sided tests and a
significance level α=0.05. P-values are not adjusted for multiple testing.
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Results
Forty-seven patients underwent a preoperative anesthesia interview

with one of 12 trained (TA) and 14 control (CA) anesthesia residents
(Table 1).

Standard Structured p

n 22 25

Gender (Female) 14 (63.6) 11 (44.0) 0.292

Age (y) 42.5 (37.2, 58.2) 53.0 (36.0, 62.0) 0.455

Age (<47y) 12 (54.5) 11 (44.0) 0.668

Surgery type 0.693

ENT 1 (4.5) 2 (8.0)

Gynecologic 4 (18.2) 4 (16.0)

Heart/Thorax 1 (4.5) 4 (16.0)

Orthopedic/spinal 8 (36.4) 5 (20.0)

Plastic 1 (4.5) 2 (8.0)

Urologic/Visceral 7 (31.8) 8 (32.0)

Previous experience with anesthesia (yes) 18 (81.8) 19 (76.0) 0.897

Made good experience with previous anesthesia (VAS 0-10) 7.0 (4.0, 8.0) 7.0 (5.0, 8.0) 0.636

previous knowledge about anesthesia (VAS 0-10) 7.0 (5.0, 8.0) 6.5 (5.0, 8.0) 0.796

preoperative anxiety before interview (VAS 0-10) 3.0 (1.2, 6.5) 3.0 (1.0, 6.5) 0.66

Numerical variables: median [inter-quartile range], categorical variables: frequency (%). Tests for group difference: Wilcoxon rank-sum test respectively Fisher’s exact.
Age is presented both as continuous and as categorical variable according to data-derived median age (young: <47 years, old: ≥ 47 years).

Table 1: Baseline characteristics for patients randomized to standard or structured interview technique.

Primary objective
Preoperative anxiety was on average 1.2 VAS score points lower

after structured interview compared to the standard interview (95%
CI: [-2.39; -0.03], P=0.082). The effect of the structured interview
technique was not affected by gender (interaction P=0.570) or number
of previous anesthesia (interaction P=0.466). However, structured
interview technique significantly reduced preoperative anxiety in
younger patients (estimated difference [95 % CI]: -2.09 [-3.48, -0.71],
P=0.025) but not in older patients (-0.38 [-2.03, 1.26], P=0.663;
interaction P=0.045; Figure 1).

Secondary objective
Overall, patients were very satisfied with the preoperative anesthesia

interview (median VAS: 9.0 for both comprehensibility and structure).
There was no statistically significant association with either interview
technique or baseline preoperative anxiety. Further, there were no
significant interactions with gender, age class, or number of previous
anesthesia procedures.

Duration of preoperative anesthesia interview was not significantly
reduced by structured interview technique (estimated difference [95%
CI], log-scale: -0.39 [-0.86, 0.09], P=0.142; sensitivity analysis without
outlier: -0.42 [-0.9, 0.06], P=0.117). However, there was a significant

interaction between interview technique and number of previous
anesthesia (P=0.046). Under structured interview technique, duration
dropped when patients had ≥ 5 previous anesthesia, but not under
standard interview technique.

Discussion
In this prospective, randomized controlled study, overall patient

anxiety after preoperative anesthesia interview was significantly
reduced using structured versus standard interview technique in the
younger half of patients (<47 years), while this was not the case in the
older half of patients (≥ 47 years). There was no difference between
interview techniques regarding patient’s satisfaction.

We hypothesize therefore, that patients are not correlating
themselves with an anxiety reduction in the observed range with
increased patient’s satisfaction. Previous research has identified the
significance of anxiety and fear during the pre-anesthetic interview
[17–20]. Whilst Salzwedel et al. demonstrated no improvement of
patient’s baseline anxiety after the pre-anesthetic interview; Bondy et
al. found a statistically significant improvement in patient’s anxiety
with the use of multimedia patient information [19]. Our study focuses
entirely on the effect of the pre-anesthetic interview technique used by
anesthesiologists on patient’s anxiety. Though not statistically
significant for all patients, the overall tendency in our study was that
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preoperative anxiety was stronger reduced after structured compared
to standard interview technique. Interestingly, this effect was
statistically significant in younger patients. This may be explained by
the greater need of younger patients to be involved in decision making,
while older patients may have a more pronounced faith in a physician’s
ability to choose wisely independent of the patient’s own input [21].

Figure 1: Preoperative anxiety before and after preoperative
anesthesia interview.

Previous research has shown women to be more anxious than men
[22,23]. However, our data does not support these findings. We
speculated finding a time reduction for the pre-anesthetic interview
using the structured approach. However, there is no statistically
significant difference of the time needed for the pre-anesthetic
interview between both groups. This may be explained by the fact that
the study was not powered for this aspect. It would be interesting
therefore to investigate the effect on the time needed using structured
patient interview approach with a higher number of patients. The
finding that 5 or more previous anesthesia procedures reduces the
duration of the pre-anesthetic interview within the control group may
be explained by the availability of anesthesia relevant information in
the patient’s history.

Limitations of the Study
Our study has some limitations. A potential weakness is the fact that

the TA group has obtained systematic communication teaching
compared to the CA group. Therefore, we cannot exclude that the
observed positive effects on patients are not the result of using the
structured interview technique only. It may be speculated that any kind
of communication training has also general effects on communication
skills of an individual. Thus, it is not possible to differentiate between
the effects of using a structured interview technique and generally
improved communication skills of the trained residents. A further
limitation is that the difference between the two interview techniques
in the reduction of preoperative anxiety was only half the size as
expected. Subsequently, the statistical power to show this smaller effect
was lower than aspired, which may have contributed in the primary
endpoint not reaching statistical significance for the whole study
group.

Conclusion and Recommendation
We demonstrate that teaching anesthesia residents a structured

preoperative interview technique can reduce patient preoperative
anxiety particularly in younger patients. The time needed for a
structured preoperative anesthesia interview may be reduced without
any negative impacts on patient’s perceptions. Anesthesia departments
should therefore check their residency program towards improved
teaching of communication and structured interview skill techniques.

Details of Author’s Contributions
SMMJ was involved in drafting the study protocol and writing the

manuscript. She recruited most of the participating patients and
participated in the study as trained anesthetist (TA) for the
preanesthetic interviews.

WL was involved in drafting the study protocol and writing the
manuscript. He trained the residents as a communication expert in the
use of the structured interview approach.

DRV defined the statistical aspects of the study, performed the data
analysis and was involved in writing the final manuscript.

AU was involved in drafting the study protocol and writing the
manuscript. He was responsible for the coordination of other
departmental opinion leaders concerning important components of a
good preoperartive anesthesia interview.

Funding
Funding was provided by the Department for Anesthesia, Surgical

Intensive Care, Prehospital Emergency Medicine and Pain Therapy,
University Hospital Basel, and no other source.

Conflict of Interest
Authors declare no conflicts of interest.

References
1. Gauntlett R, Laws D (2008) Communication skills in critical care. Contin

Educ Anaesthesia, Crit Care Pain 8: 121-124.
2. Gras S, Servin F, Bedairia E, Montravers P, Desmonts J-M, et al. (2010)

The Effect of Preoperative Heart Rate and Anxiety on the Propofol Dose
Required for Loss of Consciousness. Anesth Analg 110: 89-93.

3. Maranets I, Kain ZN (1999) Preoperative anxiety and intraoperative
anesthetic requirements. Anesth Analg 89: 1346-1351.

4. Kim W-S, Byeon G-J, Song B-J, Lee HJ (2010) Availability of preoperative
anxiety scale as a predictive factor for hemodynamic changes during
induction of anesthesia. Korean J Anesthesiol 58: 328-333.

5. Brown JB, Boles M, Mullooly JP, Levinson W (1999) Effect of clinician
communication skills training on patient satisfaction. A randomized,
controlled trial. Ann Intern Med 131: 822-829.

6. Lin S-Y, Huang H-A, Lin S-C, Huang Y-T, Wang K-Y, et al. (2016) The
effect of an anaesthetic patient information video on perioperative
anxiety. Eur J Anaesthesiol 33: 134-139.

7. Kindler CH, Harms C, Amsler F, Ihde-Scholl T, Scheidegger D (2000) The
visual analog scale allows effective measurement of preoperative anxiety
and detection of patients’ anesthetic concerns. Anesth Analg 90: 706-712.

8. Snyder-Ramos SA, Seintsch H, Bottiger BW, Motsch J, Martin E, et al.
(2005) Patient Satisfaction and Information Gain After the Preanesthetic
Visit: A Comparison of Face-to-Face Interview, Brochure, and Video.
Anesth Analg 100: 1753-1758.

Citation: Jadin SMM, Langewitz W, Vogt DR, Urwyler A (2017) Effect of Structured Pre-anesthetic Communication on Preoperative Patient
Anxiety. J Anesth Clin Res 8: 767. doi:10.4172/2155-6148.1000767

Page 4 of 5

J Anesth Clin Res, an open access journal
ISSN:2155-6148

Volume 8 • Issue 10 • 1000767

https://doi.org/10.1093/bjaceaccp/mkn024
https://doi.org/10.1093/bjaceaccp/mkn024
https://doi.org/10.1213/ANE.0b013e3181c5bd11
https://doi.org/10.1213/ANE.0b013e3181c5bd11
https://doi.org/10.1213/ANE.0b013e3181c5bd11
https://doi.org/10.4097/kjae.2010.58.4.328
https://doi.org/10.4097/kjae.2010.58.4.328
https://doi.org/10.4097/kjae.2010.58.4.328
https://doi.org/10.1097/EJA.0000000000000307
https://doi.org/10.1097/EJA.0000000000000307
https://doi.org/10.1097/EJA.0000000000000307
https://doi.org/10.1213/01.ANE.0000153010.49776.E5
https://doi.org/10.1213/01.ANE.0000153010.49776.E5
https://doi.org/10.1213/01.ANE.0000153010.49776.E5
https://doi.org/10.1213/01.ANE.0000153010.49776.E5


9. Granziera E, Guglieri I, Del Bianco P, Capovilla E, Dona’ B, et al. (2013) A
multidisciplinary approach to improve preoperative understanding and
reduce anxiety. Eur J Anaesthesiol 30: 734-742.

10. Babitu UQ, Cyna AM (2010) Patients’ understanding of technical terms
used during the pre-anaesthetic consultation. Anaesth Intensive Care 38:
349-353.

11. Kindler CH, Szirt L, Sommer D, Häusler R, Langewitz W (2005) A
quantitative analysis of anaesthetist-patient communication during the
pre-operative visit. Anaesthesia 60: 53-59.

12. Gobat N, Kinnersley P, Gregory JW, Pickles T, Hood K, et al. (2015)
Measuring clinical skills in agenda-mapping (EAGL-I). Patient Educ
Couns 98: 1214-1221.

13. Maatouk-Bürmann B, Ringel N, Spang J, Weiss C, Möltner A, et al. (2016)
Improving patient-centered communication: Results of a randomized
controlled trial. Patient Educ Couns 99: 117-124.

14. Prochaska JO, Velcifer WF (1997) The transtheoretical model of health
behavior change. Am J Health Promot 12: 38-48.

15. Mueller B, Basler HD (1993) Kurzfragebogen zur aktuellen
Beanspruchung (KAB). Weinheim: Beltz Test GmbH.

16. R Core Team (2015) R: The R Project for Statistical Computing.

17. Mitchell M (2010) General anaesthesia and day-case patient anxiety. J
Adv Nurs 66: 1059-1071.

18. Salzwedel C, Petersen C, Blanc I, Koch U, Goetz AE, et al. (2008) The
Effect of Detailed, Video-Assisted Anesthesia Risk Education on Patient
Anxiety and the Duration of the Preanesthetic Interview: A Randomized
Controlled Trial. Anesth Analg 106: 202-229.

19. Bondy LR, Sims N, Schroeder DR, Offord KP, Narr BJ (1999) The effect of
anesthetic patient education on preoperative patient anxiety. Reg Anesth
Pain Med 24: 158-164.

20. Valenzuela Millán J, Barrera Serrano JR, Ornelas Aguirre JM (2010)
Anxiety in preoperative anesthetic procedures. Cir Cir 78: 147-151.

21. Briel M, Young J, Tschudi P, Hugenschmidt C, Bucher HC, et al. (2007)
Shared-decision making in general practice: Do patients with respiratory
tract infections actually want it? Swiss Med Wkly 137: 483-485.

22. Mitchell M (2013) Anaesthesia type, gender and anxiety. J Perioper Pract
23: 41-47.

23. Fekrat F, Sahin A, Yazici KM, Aypar U (2017) Anaesthetists’ and
surgeons’ estimation of preoperative anxiety by patients submitted for
elective surgery in a university hospital. Eur J Anaesthesiol 23: 227-233.

 

Citation: Jadin SMM, Langewitz W, Vogt DR, Urwyler A (2017) Effect of Structured Pre-anesthetic Communication on Preoperative Patient
Anxiety. J Anesth Clin Res 8: 767. doi:10.4172/2155-6148.1000767

Page 5 of 5

J Anesth Clin Res, an open access journal
ISSN:2155-6148

Volume 8 • Issue 10 • 1000767

https://doi.org/10.1097/EJA.0b013e3283652c0c
https://doi.org/10.1097/EJA.0b013e3283652c0c
https://doi.org/10.1097/EJA.0b013e3283652c0c
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/%2010.1016/j.pec.2015.06.018
https://doi.org/%2010.1016/j.pec.2015.06.018
https://doi.org/%2010.1016/j.pec.2015.06.018
https://doi.org/10.1016/j.pec.2015.08.012
https://doi.org/10.1016/j.pec.2015.08.012
https://doi.org/10.1016/j.pec.2015.08.012
https://doi.org/%2010.1111/j.1365-2648.2010.05266.x
https://doi.org/%2010.1111/j.1365-2648.2010.05266.x
https://doi.org/10.1213/01.ane.0000287665.96156.72
https://doi.org/10.1213/01.ane.0000287665.96156.72
https://doi.org/10.1213/01.ane.0000287665.96156.72
https://doi.org/10.1213/01.ane.0000287665.96156.72
https://doi.org/2007/33/smw-11891
https://doi.org/2007/33/smw-11891
https://doi.org/2007/33/smw-11891
https://doi.org/10.1017/S0265021505002231
https://doi.org/10.1017/S0265021505002231
https://doi.org/10.1017/S0265021505002231

	Contents
	Effect of Structured Pre-anesthetic Communication on Preoperative Patient Anxiety
	Abstract
	Keywords:
	Background
	Methods
	Study design
	Concept for residency training
	Patients
	Anesthesia residents
	Data handling
	Statistics

	Results
	Primary objective
	Secondary objective

	Discussion
	Limitations of the Study
	Conclusion and Recommendation
	Details of Author’s Contributions
	Funding
	Conflict of Interest
	References


