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Introduction: The aim of the present paper is to establish feasibility and required
power of a one-session psychological intervention devoted to increasing patient’s self-
efficacy and awareness in dealing with anxiety symptoms before major pancreatic
cancer surgery.

Methods: Parallel assignment RCT. All consenting patients listed for pancreatic major
surgery during day-hospital visits (TO) between June 2017-June 2018 were assigned
randomly in blocks of ten to a psychological intervention vs usual care group to be
held the day before surgery (T1). The psychological intervention provided the patient
the opportunity to increase self-efficacy in dealing with anxiety by talking with a
psychologist about personal concerns and learning mindfulness based techniques to
cope with anxiety.

Results: 400 patients were randomized into the experimental vs. usual care group. 49
and 65, respectively, completed baseline and post-intervention measures. The dropout
rate between day-hospital (TO) and pre-surgery intervention (T1) was high (74.5%)
due to several management and organization pitfalls. The main outcome, perceived
self-efficacy in managing anxiety, showed a significant increase in the intervention
group compared to the control group (p < 0.001), and was related to a reduction in
state anxiety (p < 0.001). The intervention group perceived also lower emotional pain
(p = 0.08). A power analysis was performed to define the appropriate sample size in
a definitive RCT.

Conclusion: Beneath the complexity in retaining patients along their trajectory in
pancreatic surgery department, when they had the opportunity to follow a brief
psychological intervention, most of them adhered, showing a significant reduction
in preoperative emotional distress and less emotional pain perception after surgery.
Even if results need caution because of the high attrition rate, we can infer that our
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psychological intervention has the potential to be proposed in surgical setting, being
short, easy to learn and applicable to a wide range of patients.

Clinical Trial Registration: The trial was registered on ClinicalTrials.gov (identifier:
NCT03408002). The full protocol is available from the last author.

Keywords: preoperative anxiety, psychological intervention, pancreas surgery, feasibility RCT, self-efficacy

INTRODUCTION

High levels of anxiety are common in patients who attend
surgery (Guo, 2015) due to uncertainty, concerns and worries
related to the potential physical and mental damage of surgery
(Perks et al., 2009).

“Preoperative anxiety” can be considered a form of state
anxiety and is defined as an unpleasant state of discomfort or
tension related to the condition of waiting to undergo anesthesia
and surgery (Maranets and Kain, 1999). Percentages reported
in literature vary between 25 and 85%, according to the study
(Norris and Baird, 1967; Mitchell, 2010, 2012; Mulugeta et al,,
2018; Stamenkovic et al., 2018). Kindler et al. (2000) arranged the
causes of preoperative anxiety into three dimensions: the fear of
the unknown, the idea of being sick, and the possibility of life
ending. This condition contributes to increasing the perception
of worry, fear and uncertainty, which may be associated with
depressive symptoms (Janis, 1958; Johnston, 1988; Miller et al.,
1989; Guo, 2015) to the ability to cope with illness and to
psychological resiliency (Johnston, 1988; Powell et al., 2016).

Anxiety levels have been found to be associated with factors
related to the context, such as the organization of hospitalization
and the degree of information provided; to patients psychosocial
functioning in terms of cognitive style, behavioral and coping
strategies (Krohne, 1989; Miller, 1996; Cohen and Taylor, 2002);
and to the quality of social support perceived (Kulik and
Mabhler, 1989). All these stressors negatively impact perceived
anxiety before surgery (Tsimopoulou et al., 2015; Powell et al,,
2016) and perioperative outcomes (i.e. perceived pain, days of
hospitalization, use of analgesic drugs, number of readmissions)
after surgery (Norris and Baird, 1967; Kopp et al., 2003).

Pancreatic cancer is the fourth-leading cause of cancer-related
death in Western countries (Rahib et al., 2014; Malvezzi et al.,
2014, 2015; Siegel et al.,, 2015). This cancer is characterized by
a very unfavorable prognosis, with a 5-year survival rate not
exceeding 5%. The only way to cure the patient is surgical
excision of the tumor (Ducreux et al., 2015; Masiak-Segit et al,,
2018). Moreover, most patients with gastric and pancreatic cancer
have advanced to an incurable stage at the time of diagnosis
(Matsushita et al,, 2005); therefore, only a small cohort of
patients receive surgery, which is the only chance to obtain
a prolonged survival. This condition increases psychological
distress both because patients hope to recover in a condition
of high insecurity and at the same time suffer all the stressors
related to the uncertainty of major surgery (Matsushita et al,
2005). This explains why, perceived pain, anxiety and depression
are particularly high in pancreatic patients when compared with
other malignancies (Clark et al., 2010). Moreover, long-term

postoperative morbidity can have a major impact on overall
quality of life (Sun et al, 2016). Hence, pancreatic patients
are particularly vulnerable and in need of an interdisciplinary
approach to symptom and pre- and post-surgery management.

Despite widespread efforts in other cancer populations and
surgical settings (Powell et al., 2016), no specific psychological
intervention has been reported in the literature on pancreatic
patients. To date, Sun et al. (2016) showed that a supportive
care intervention based on comprehensive quality-of-life
assessment (QOL), nurse-administered educational sessions and
interdisciplinary care meetings were feasible and acceptable for
pancreatic patients.

A recent meta-analysis (Powell et al, 2016), including
105 studies conducted between 1970 and 2014, reported
different approaches to help patients reduce preoperative
anxiety and stress before undergoing cardiology, orthopedic and
abdominal surgery. The provision of information, relaxation
techniques, sensory approaches, behavioral instructions,
cognitive interventions, and emotion- and hypnosis-based
techniques were generally described as effective in reducing
postoperative pain, the length of the hospital stay (mean
difference of 0.52 days) and negative affect (mainly assessed
using anxiety scales). Tsimopoulou et al. (2015) reported
in a systematic review that the most effective psychological
interventions for stress management before cancer surgery
(mainly breast, prostate, colorectal) were breathing, progressive
muscle relaxation, meditation and mindfulness techniques,
“guided imagery” (where participants were asked to imagine
being at a safe and comfortable place), problem solving and
coping strategies. Appropriate coping strategies, such as problem
solving and emotion regulation contribute to enhance self-
efficacy (Bandura, 1997a). Self-efficacy according to Bandura
(1982) is a personal judgment of “how well one can execute a
courses of action required to deal with prospective situations”. It
strongly influences both the power a person actually has to face
challenges competently and the choices a person is most likely to
make (Luszczynska and Schwarzer, 2015). Literature reports that
with increased self-efficacy, individuals show greater confidence
in their ability and thus are more keen to adopt healthy behaviors
(Luszczynska and Schwarzer, 2015). Four factors contribute
to affect self-efficacy: the experience of mastery (success raises
self-efficacy, while failure lowers it); modeling based on vicarious
experience; social persuasion (i.e. motivational interview)
and physiological factors (signs related to perceived anxiety).
The last factor may be modified by using emotion regulation
techniques, such as breathing, relaxation, meditation and
mindfulness. Once the patient feels more confident in dealing
with anxiety, also self-efficacy increases, contributing to enhance
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optimism, self-respect, internal control, achievement motivation
and adaptation to the life changes (Jerusalem and Mittag,
1995). Conversely, the perception of inefficiency in controlling
perturbing cognitions further increases the reactions to stress
(Kent and Gibbons, 1987).

Therefore, given that pancreatic patients show a significant
psychological burden related to their condition and that no
specific psychological intervention has been described in
the literature, despite the fact that it seems compelling and
acceptable, we decided to plan a short psychological consultation
mainly based on emotion regulation techniques, whose
characteristics and feasibility will be described in this paper.

Specifically, the study aimed to achieve the following: (1)
to obtain a general description of psycho-social variables in
pancreatic patients by enrolling all consecutive patients admitted
to surgery during 1 year; (2) test the acceptability (proportion
of patients who agreed to participate in the study during
its different phases) and the feasibility (recruitment rate and
analysis of the causes for dropout taking into account the
complexity of the clinical setting organization) of a psychological
intervention for patients listed for pancreatic major surgery;
(3) test if the psychological intervention contributes to increase
perceived self-efficacy (primary outcome) with a concurrent
reduction in state anxiety; (4) to test the effect of the
intervention on perceived pain, length of hospital stay and
number of postoperative complications within 30 days, after
surgery (secondary outcomes); (5) collect primary outcome data
to determine the sample size required for a definitive RCT
(power analysis).

MATERIALS AND METHODS
Study Design

We conducted a two-arm parallel randomized feasibility study
of a one-session manualized psychological intervention versus
a “treatment as usual” control for patients undergoing major
pancreatic surgery.

Setting

The study took place at the Pancreas Institute of the
University Hospital of Verona (AOUI), Italy, which is the first
multidisciplinary high-volume (more than 450 resections per
year) Italian center entirely dedicated to diagnosis, treatment and
research in the field of pancreatic diseases. The Pancreas Institute
is one of the most important international centers for pancreatic
surgery, and patients come from all over Italy.

Participants
The inclusion criteria were: 18-80 years old, cognitively able to
give signed informed consent to participate in the study and
being scheduled to have general anesthesia for major pancreatic
surgery. Exclusion criteria were: unable to understand Italian or
postponing, modifying or canceling surgery.

Patients were identified when they were attending the
counseling session (day-hospital) with a surgeon and an
anesthesiologist to receive Computed tomography angiography,

blood exams, Electro and Echo-cardiogram. The major topic
of these consultations was to evaluate ASA (American Society
of Anesthesiologists) conditions (Knuf et al., 2018) to undergo
surgery, to discuss the medical procedure and its risks and to
explain the informed consent to be signed on the surgery sheet.
Eligible patients were asked to participate in the study after
this evaluation.

Description of the Psychological

Intervention

Following Bandura’s (1997b) claim that both the experience of
mastery and physiological factors may contribute to modify self-
efficacy perception, we proposed to the intervention group a brief
psychological consultation that aimed to:

(1) help patients express their concerns related to surgery and
to learn simple techniques based on body awareness and
related imagery techniques;

(2) be applicable in a very heterogeneous population of
patients who widely differed in terms of age, psychological
needs (e.g. emotional distress) and resources (e.g.
metacognitive abilities);

(3) be brief and easy to propose. This because often in surgical
setting patients have no opportunity to see a psychologist
several times before surgery.

To address these aims we implemented a one-session
psychological consultation lasting 1-h. It was organized into two
parts: (1) an initial phase in which the patient was invited by the
clinical psychologist (VM) to disclose her concerns and worries
about surgery, following the protocol of Svensson et al. (2016),
with the purpose of promoting the expression and identification
of the patient’s emotional state and to favor therapeutic alliance;
and (2) a second phase in which the “Four Elements” protocol
for stress management proposed by Shapiro (2009) was applied
to reduce anxiety and foster patients abilities to cope with
stress. The sequence of the four elements (earth, air, water, fire)
proposed by Shapiro was selected because it is easy to remember.
Moreover, it refers to mindfulness based techniques (Weick and
Putnam, 2006) such as grounding (earth element), breathing
(air), and “guided imagery” (water element was connected with
the sensation of suckking something inducing salivation, such as
a lemon; in fire image, participants were asked to imagine being
at a safe and comfortable place and describing it in detail). These
techniques have been shown to be learnable, useful (Liu et al.,
2015) and to increase self-efficacy by reducing perceived stress
(Firth et al., 2019). Mindfulness improves the psychological and
physical symptoms of anxiety through relaxation and by helping
the individual to become aware of what occurs internally in
each moment, focusing on his/her positive, negative and neutral
experiences by reducing judgmental attitude (Germer et al,
2005). It has also been shown to enhance emotion regulation
(Tang and Leve, 2016).

Subjects tried these techniques together with the clinical
psychologist and shared with her the feelings, emotions
and sensations they perceived. The specific features of the
psychological intervention protocol are summarized in Figure 1.
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PREPARE CONSULTATION

PreoPerative Anxiety REduction in patients who will undergo pancreatic surgery

PART 1
Concerns disclosure

Aims: Aims:
* Elidt and explore Patients’ * Reduce patients’ anxiety
concerns about surgery * Provide strategies to cope with stress

PART 2
Mindfulness exercises

* Provide EmpathicSupport

Examples of questions
asked by the psychologists:

Could you describe your
mood while waiting for
anaesthesia and surgery?

Could you describe what
worries you in particular?

FIGURE 1 | Description of the psychological intervention adapted from Svensson et al. (2016) and the “Four Elements protocol” proposed by Shapiro (2009).

At the end of the consultation, patients were provided with
a red stamp to be applied on the identification bracelet, which
acted as a reminder to practice the exercise during moments of
greater stress. The red stamp was intended to anchor patients
on positive reinforcement (Skinner, 1954) and self-awareness
(Kabat-Zinn, 1991).

The psychological intervention was manualized, and the
clinical psychologist who had to provide the intervention was
trained and checked for adherence to the protocol by the
principal investigator (LDP) by asking to the psychologist to
replicate the intervention under direct observation, with several
patients, until it was easily and correctly run.

The control group received usual care, that is no specific
intervention to deal with pre-surgical anxiety. Patients could talk
informally with the clinical psychologist if they desired but no
specific intervention was allocated.

Outcomes
(1) To obtain a baseline description of psycho-social
variables in pancreatic patients, self-administered
sociodemographic and clinical questionnaires were
collected when patients came to day-hospital for pre-
surgery visit (T0), an average of 1 month before surgery:
STAI-Y2 (Spielberger, 1983b; Pedrabissi and Santinello,
1989), PHQ-9 (Spitzer et al.,, 1999), GSES (Sibilia et al.,
1995), MSPSS (Prezza and Santinello, 2002), FACT-G

(Cella et al.,, 1993), FACIT F (Cella et al., 1993), BRIEF
COPE (Carver et al., 1989). See Table 1 for a detailed
description of the instruments. A research psychologist
(OPD) with clinical competence helped those who
required support to complete the questionnaires.

(2) For the second aim, the following feasibility measures
were considered:

(a) The proportion of patients meeting inclusion criteria,
who agreed to participate in the study during pre-
surgical counseling and the proportion of patients who
agreed to undergo psychological treatment the day
before surgery (T1). At T1, once admitted, eligible
patients were enrolled by the clinical psychologist of
the surgery department (VM), who asked them to
report on a 10-point Likert scale their perceived self-
efficacy in managing anxiety and to complete the
Amsterdam Preoperative Anxiety and Information
Scale (APAIS) (Buonanno et al., 2017) and the
Spielberger state anxiety scale [STAI-Y1 (Spielberger,
1983a,b; Pedrabissi and Santinello, 1989)].

(b) The recruitment rate during the different phases of
the study, indicating causes for dropout, by collecting
clinical register data.

(3) To test the effect of the psychological intervention on
perceived self-efficacy (primary outcome), those who
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TABLE 1 | List of questionnaires and variables collected at each stage of the study.

Instruments (Author; Italian No. of items Type of scale (anchoring Clinical domain or Cut-off/ Scoring TO T1 T2 T3
adaptation) scores) type of information Range
collected
State-trait anxiety inventory STAY-Y2 20 items 4 point likert scale Trait anxiety 40 Sum of all items X
Spielberger, 1983a; Pedrabissi and (1 never — 4 very often) Reverse items
Santinello, 1989 1,3,6,7,10,13,
14,16,19
Patient health questionnaire PHQ-9 10 items 4 point likert scale Presence of depressive 10 Sum of all items X
Spitzer et al., 1999 (0 never — 3 about every day) symptoms
General self efficacy scale GSES 10 items 4 point likert scale Self-efficacy perception  10—0 Sum of all items X
Sibilia et al., 1995 (1 completely agree — 4
completely disagree)
Multidimensional scale of perceived 12 items 4 point likert scale Social Support 12-84 Sum of all items X
social support MSPSS (1 completely disagree — 6
Prezza and Santinello, 2002 completely agree)
Functional assessment of cancer 27 items 4 point likert scale Assessment of cancer 27-108 Sum of all items X
therapy — general (FACT-G) (1 little — 4 very) therapy
Cella et al., 1993
Functional assessment of chronic 12 items 4 point likert scale Cancer related fatigue 0-52 Sum of individual X
illness therapy-fatigue (FACT-F) (1 anything — 4 very) item
Cella et al., 1993 scores*13/Number
of items answered
The brief coping orientation to 28 items 4 point likert scale Coping Styles 28-112 Sum of all items X
problems experienced (COPE) (1 1'don’t usually do this —4 |
Carver et al., 1989 usually do this)
Amsterdam Preoperative Anxiety 6 items 6 point likert scale Pre-surgical anxiety 14 Sum of all items X
and information scale (APAIS) (1 for nothing — 6 very much)
Buonanno et al., 2017
State-trait anxiety inventory STAY-Y1 20 items 4 point likert scale State anxiety 40 Sum of all items X X
Spielberger, 1983a; Pedrabissi and (1 never — 4 very often) Reverse items
Santinello, 1989 1,2,6,8,10,11,
15,16,19,20
Visual analog scale for self-efficacy 1 item 10-point visual analog scale  Perceived self-efficacy Continuous X X
(0 very low — 10 high) in managing anxiety scale
Brief pain inventory (BPI-I) 16 items Specific questions on pain quality and intensity of ~ Continuous ~ Sum of all items X
Caraceni et al., 1996 and 12 10-point visual physical pain scale
analog scales
(0 no pain-10 worse pain)
Visual analogue scale for pain 1 item 10-point visual analog scale  Perceived pain Continuous X
(VAS-P) (0 no pain — 10 worse pain) scale
Huskisson, 1974
Length of stay Number of days of X

Number of complications

Surgeons classification

hospitalization collected

on hospital register

Number of X
complications

underwent the psychological intervention were asked to
fulfill the 10-point Likert scale on perceived self-efficacy
in managing anxiety within 1 h after the psychological
intervention (T2). Usual care group did not complete any
questionnaire, as it was supposed that with no treatment,
no change in self-efficacy and state anxiety could be
observed; moreover, they would find strange to answer the
same questions posed only 1 h before with no changes
in their activity.

To verify if the psychological intervention had an effect in
reducing state anxiety the Spielberger state-anxiety [STAY-
Y1 (Spielberger, 1983b; Pedrabissi and Santinello, 1989)]

)

€)

was also administered within 1 h after the psychological
intervention (T2).

Secondary outcomes were collected after surgery (T3):
quality and intensity of physical perceived pain using BPI
(Caraceni et al., 1996) and VAS (Huskisson, 1974) between
the 3rd and 7th day after surgery; length of hospital stay
and the frequency of postoperative complications within
30 days were gathered using the clinical register of the
Pancreas Institute.

The primary outcome data distribution was considered
to calculate the sample size required for a definitive RCT
(power analysis).
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Changes to Protocol Measurements

The original protocol reported that for a subgroup of patients
in the experimental group, the following psycho-physiological
parameters would be measured:

e Skin Conductance Reactivity (SCR) both in the patient and the
psychotherapist
e Heart rate (HR) of the patient only

The aim was to analyze the trend of patient’s physiological
arousal and, in conjunction with the therapist, to evaluate the
quality of the therapeutic alliance, which would also be measured
by Working Alliance Inventory (WAI-C for the patient and
WAI-T for the psychotherapist) (Horvath and Greenberg, 1989).

Inclusion criteria were: the absence of jaundice, feverish
states, pancreatic pain with analgesic therapy, new neo-adjuvant
therapy, drug therapies based on Benzodiazepines for anxiolytic
purposes and cardio-vascular problems. Only very few patients
of the experimental group satisfied these inclusion criteria, thus
it was not possible to carry on this part of the study.

The final trial profile following CONSORT guidelines
(Eldridge et al., 2016) is reported in Figure 2.

Sample Size

The clinical register of the Pancreas Institute reported that
in 2016, 366 pancreatic resections were performed. Based on
this information, to determine the sample size, we planned to
collect data from mid-June 2017 to mid-June 2018, expecting
to reach a final sample of approximately 400 patients listed
for major surgery.

Randomization

Eligible consenting participants were randomly assigned to
two arms with equal allocation (on a 1:1 ratio). The list of
randomization was computer generated by the research support
office of the AOUI of Verona with the statistical software STATA
11 (StataCorp, 2009), using block randomization with a block
size of 10. The name of the patients who were admitted to
the hospital to undergo surgery (generally the day before) were
communicated day by day to the researcher (OPD) who had
allocated patients on the basis of the list of randomization at
TO. The researcher then indicated to the psychotherapist (VM)
which treatment she had to apply each day, on the basis of the
list of allocation.

Statistical Methods

In order to explore differences among the subsamples in terms
of socio-demo and clinical characteristics we performed a set of
bivariate comparisons, by using Chi2 test and Student’s ¢-test
for independent groups (completers vs drop-out patients and
“intervention” vs “usual care” patients).

Paired t-test was adopted to verify the change in perceived self-
efficacy using a per-protocol approach. Pearson correlation was
calculated to test the association between state anxiety reduction
and self-efficacy increase.

The sample size required for a definitive RCT was calculated
on the primary outcome data distribution, on the basis of a t-test

for independent groups, assuming the absence of confounding
effects (homogeneous groups).
Analyses were performed with Stata 15.1.

RESULTS

Baseline Description of Psycho-Social
Variables in Pancreatic Patients

Figure 3 reports participants flow.

A total of 533 patients were screened prior to eligibility
assessment, 121 (22.7%) were excluded and 12 patients declined
to participate (3% of eligible patients). The remaining 400 were
recruited and randomly assigned to the intervention (n = 200)
and control (n = 200) groups.

The baseline (T0) sociodemographic and clinical
characteristics of the original sample of 400 patients (212
male patients, 53%) are shown in Table 2.

The mean age was 62 years. Most patients were married or
engaged in a relationship (79%). A total of 54% had a high
school diploma or degree. A total of 46.5% were retired from
work, and only 4% were jobless. Approximately 79% came from
Italian regions other than Veneto, which means they lived far
from the hospital. Regarding clinical variables, 20% of patients
exceeded the cut-off threshold for trait anxiety and 18% for
depression symptoms (see Table 1 for cut-off references). Most
of the patients had high social support and coping abilities.
Eighty-five patients out of 400 (21%) used psychotropic drugs:
35 took sleeping pills (which is quite typical of the elderly
and can be done for several reasons), 34 used anxiolytics (8 of
whom used them in association with antidepressants) and 8 used
antidepressants only.

Feasibility Measures

At T1 (Figure 3), 134 patients in the intervention group (67%)
and 149 in the control group (74.5%) dropped the study. Dropout
reasons are presented in Table 3.

Attrition was mainly due to organizational and logistic
aspects (several patients were admitted to the hospital during
weekends or evening hours, when the clinical psychologist of
the surgery department, who received patients and provided the
psychological intervention on allocation basis, was not available)
or because patients were not able to undergo surgery for different
reasons. Statistical comparison showed that the reasons for
dropout were equally distributed into the two groups (x2 = 10.13,
dof = 6, p = 0.12).

The comparison between completers and patients who
dropped-out is presented in Table 4. Differences were observed
for employment status (x> = 10.6, p = 0.01), smoking habits
(x? = 5.28, p = 0.02), PHQ-9 (¢t = 2.6, p < 0.01) and FACT-
G (t = 2.06, p = 0.04). All other variables were comparable.
Of the 117 remaining patients at T1, one in the intervention
group and two in the control group declined to complete the
questionnaires. A total of 114 patients were finally assessed the
day before surgery (Figure 3). Of these patients, 54% were
over the cut-off for state anxiety (STAY-Y1, Spielberger, 1983b;
Pedrabissi and Santinello, 1989), and 55% for pre-surgical anxiety
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All patients listed for major pancreaticsurgery under total anesthesia at the Pancreas Institute of Verona

Exclusion Criteria

*Age:< 18; 2 80

eCognitive incapacity to provide personalconsent
ePostponing or cancelling surgery

Patient asked forinformed consent

| Refuseto participate tothe study

Patientenrolled

BASELINE TO:
¢SOCIO-DEMOGRAPHIC SCHEDULE
oSTAI-Y2
*PHQ-9
*GSES |
*FACT-G
*FACIT-F
*MSPSS
*BRIEF COPE
RANDOMIZATION
| |
Allocationtointervention Allocation to control
I l
BASELINE DAY BEFORE SURGERY T1

oSTAIY1

*APAIS

¢PERCEPTION OF SELF EFFICACY IN MANAGING ANXIETY

DAY BEFORE SURGERY T2 DAY BEFORE SURGERY T2

*PSYCHOLOGICALINTERVENTION
oSTAI-Y1 *USUAL CARE

¢PERCEPTION OF SELF EFFICACYIN
MANAGING ANXIETY

1

AFTER SURGERY T3
*BPI-1 (3% day aftersurgery)
*VAS-P (from 37 day till 5* day aftersurgery)
elength of hospital stay
efrequency of post-operative complications within 30 days

FIGURE 2 | Flow chart of the study design.
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Screening ]

533 patients listed for major surgery assessed for eligibility

12 Declined to participate:

6 refusals for personalreasons

2 refusals for further visits to be made
2 refusals due to excessive tiredness
2 refusals dueto lack of interest

121 non eligible:

47 Other surgicalprocedures
19 No surgery

18 Problems with transport, left before enroliment

18 Age >80

10 Hospitalization on the same day

7 Critical medical conditions

2 Spoken languages differentfrom Italian

v

400enrolled

I

400 Randomized

!

'

!

200 Assigned to “psychologicalintervention”

200 Assigned to “usual care”

48 Assessed for hospital stay length
35 Assessed for surgical complications

FIGURE 3 | CONSORT (Eldridge et al., 2016) diagram of patient recruitment.

i 149dropped patients
134 diopped patients < »| (See Table 3 for reasons)
(See Table 3 forreasons) fx!
1 Declined to participate < | 2 Declined to participate
65 Assessed atT1 ~ 49 Assessed atT1
STAI-Y1 PA ( ASSESSMENT at T »| STAI-Y1
APAIS ( APAIS
SELF-EFFICACY SELF-EFFICACY
{
65 Received “psychological | | INTERVENTION
intervention” _ 49 Received “usual care”
-
65 Assessed atT2 i ASSESSMENT at T2 J
STAI-Y1 I
SELF-EFFICACY
[ ASSESSMENT at T3
4 v
29 Assessed for BPI 21 Assessed for BPI
33 Assessed for VAS 25 Assessed for VAS

34 Assessed for hospital stay length
28 Assessed for surgical complications
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TABLE 2 | Socio-demographic and clinical characteristics of patients included in
the study.

To total sample

Socio-demographic variables N =400
N. (%)
Gender
Male 212 (53)
Age
<50 62 (16)
51-69 210 (53)
>70 122 (31)
Education level
Until primary school 84 (21)
Middle school 10 (25)
High school 141 (35)
Degree 74 (19)
Marital status
Married/Cohabitant 316 (79)
Divorced Widower 62 (16)
Unmarried 31(8)
Children
Yes 338 (85)
Employment status
Student/Worker 160 (40)
Jobless 16 (4)
Housewife 38 (10)
Retired 186 (46)
Citizenship
Italian 395 (99)
Region coming from
Veneto 84 (21)
Smoke
No 334 (84)
Alcohol
No 396 (99)
Psychotropic drugs use
Sleeping pills 35 (9)
Anxiolytics 34 (9)
Antidepressants 16 (4)
Clinical variables Mean (sd)
PHQ-9 5.3 (4.8)
GSES 34.9 (5.2)
MSPSS 6.4 (0.9)
FACIT-F 41.8 (11.6)
FACT-G 55.3 (9.3)
Brief COPE 66.7 (9.5)
STAI-Y2 32.6 (9.8)

[APAIS Buonanno et al.,, 2017)], with no difference between
the experimental and the control group. Additionally, the
comparisons of sociodemographic and clinical variables showed
that the control and the intervention groups remained balanced
after losing approximately 70% of randomized subjects (Table 5).

Effect of the Psychological Intervention

on Perceived Self-Efficacy
At T2, the comparison after psychological intervention in the
intervention vs usual care group showed a significant increase
(7.1 vs 8.3; t = 3.4, p < 0.01) in the average scores of perceived
self-efficacy in managing preoperative anxiety.

As an effect of the psychological intervention, we observed
a significant decrease in state anxiety within the intervention
group (STAI-Y1) (434 vs 28.2; t = 7.5, p < 0.01), which
significantly correlated with an increase of perceived-self-efficacy
(r=0.51,p < 0.01).

Secondary Outcomes Collected After
Surgery

At T3, several patients were in the intensive care unit or
discharged early from the hospital; therefore, data on pain
perception were collected only on 51% of the patients who
participated in the trial. Similarly, the frequency of surgical
complications within 30 days was collected in 55.3% of the
patients, and the length of stay was present in clinical records
for 72% of the patients. The emotional component of pain on
BPI showed a significant decrease in the intervention group
compared to usual care (d = 1.4; p = 0.02). No significant
difference was found in the length of hospital stays [usual
care = 13.6 (14.1); intervention group = 12.5 (12.0); p = 0.62] and
for surgical complications (Table 6).

Sample Size Required for a Definitive
RCT

Finally, a statistical power analysis was performed in order to
get the sample size needed to detect a clinically meaningful
significance of at least 1 point on the self-efficacy scale. The one
point minimal change was set on the basis of Hawker et al. (2011)
paper on numerical scales. A sample size of at least 57 patients
in each group is needed, to obtain in), given a power of 80%, a
(two-tailed) significance level of 5%, and assuming, on the basis of
observed data at T1, that the frequency distribution of perceived
self-efficacy is normally distributed, with a mean value of 7 points
and a standard deviation of 1.9. This number might increase to
94 if we want to reach a power of 95% (see Figure 4).

DISCUSSION

Pancreatic patients show a significant psychological burden
related to their condition and to preoperative anxiety, which
tend to remain over all symptom trajectory (Hallet et al,
2019). Our study investigated the feasibility of a one-session
psychological intervention devoted to increase patients self-
efficacy and awareness in dealing with anxiety symptoms, by
using emotional support and mindfulness techniques. Literature
already reports that mindfulness showed some promising results
for increasing self-efficacy and its positive effect on cancer
patients (Branstrom et al., 2010; Sanaei et al., 2014; Carlson,
2018). Additionally, based on Powell et al. (2016) review, positive
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TABLE 3 | Reasons for drop-out at T1 (N = 283).

Reason for drop-out

Total
N = 283 (100%)

Intervention group
N =134 (47.3%)

“Usual care” group
N =149 (52.7%)

Hospitalization after 5 p.m. when the clinical psychologist that received patients was absent 40 (29.9%) 32 (21.5%) 72 (25.4%)
Hospitalization during festivity days: weekends or holidays when the clinical psychologist was absent 28 (20.9%) 40 (26.9%) 68 (24.0%)
Hospitalization when the clinical psychologist was not available having other clinical duties 19 (14.2%) 17 (11.4%) 36 (12.7%)
Changes in surgery planning (hospitalization the same day of surgery, surgery postponed or moved 2 (1.5%) 7 (4.7%) 9 (3.2%)
in a different hospital)

Patient not available (for clinical reasons or because attending other clinical examinations) 8 (6.0%) 6 (4.0%) 14 (5.0%)
Patient did not undergo surgery 36 (26.9%) 40 (26.8%) 76 (26.9%)
Included by mistake (not satisfying inclusion criteria) 1(0.7%) 7 (4.7%) 8(2.8%)

secondary outcomes were expected for pain perception, number
of compliances and length of hospital stay.

Study Limitations

The recruitment rate between day hospital (T0) and the day
before surgery (T1) was poor and only 28.5% of patients enrolled
at TO were able to complete T1 questionnaires and to be allocated
to the intervention or control groups. The randomization of
patients done during day-hospital stay was the main reason
for drop-out. Several patients did to arrive to surgery after
day-hospital evaluations (19%), or were hospitalized during the
weekend or after 5 p.m., when the clinical psychologist who
received patients was absent or was busy with other clinical
duties (44%). Retained patients who were part of the RCT
were comparable to the initial sample for the majority of
clinical and sociodemographic characteristics, with the exclusion
of employment status, smoking habits, depressive symptoms
(PHQ-9 score) and Functional Assessment of Cancer Therapy.
Additionally, after surgery (T3), 49% of patients were lost because
they were in the intensive care unit or discharged early from the
hospital. Therefore, primary and secondary outcomes need to be
considered with caution.

Generalizability

The difficulty of applying a psychological intervention in our
study was that all patients were admitted to the hospital just
the day before surgery and had to adapt to the upcoming
operation very quickly. Therefore, the psychological intervention
had to appropriately help patients meet this need. Data in our
sample confirm the utility to intervene near the surgery: if at
baseline (T0) 20% of patients showed clinically significant rates
of trait anxiety, the day before surgery (T1), more than half of
the included patients had a score over the threshold in state
anxiety (54%) and pre-surgical anxiety (55%), providing evidence
that a psychological intervention is important and useful for
these patients during this specific timeframe. Indeed, percentages
reported in literature for patients admitted to hospital for surgery
vary between 25 and 80% (Stamenkovic et al., 2018), depending
on sociodemographic factors (gender and age), psycho-social
variables (i.e. stress tolerance, coping strategies, concern about
family, social support), type of surgery and anesthesia (general
or local), history of prior surgery and cancer. Studies reporting
data from patients attending different types of surgery account

percentages around 60% (Norris and Baird, 1967; Mulugeta
etal,, 2018). Higher percentages (85%) were reported by Mitchell
(2010, 2012) who collected data only from respondents by e-mail
24-48 h after surgery; Bedaso and Ayalew (2019) indicated a
prevalence of 47% for patients scheduled for elective surgery in
Ethiopia. Our sample showed that more than one patient every
two had a level of anxiety over the threshold, which is in between
data reported in other studies. On one side our sample of patients
had a condition of high vulnerability and frailty, on the other,
they showed good family support and high general self-efficacy
perception, which both contribute to decrease anxiety (Krohne,
1989; Kulik and Mahler, 1989; Miller, 1996; Cohen and Taylor,
2002; Karanci and Dirik, 2003).

As far as regards acceptance of the psychological intervention,
based on enrolment at baseline, only 3% of eligible patients
declined to participate and also at T1, of the 117 remaining
patients after drop-out, only one in the intervention group
and two in the control group declined to complete the
questionnaires, demonstrating that a brief psychological
intervention is positively viewed and accepted by pancreatic
patients. As far as regards the control group, most of the patients
stayed with their family. The psychologist guaranteed informal
support when detecting vulnerable patients or families and
followed all of them immediately after surgery. Additionally,
after surgery most of the patients in the intervention group
reported anecdotally to the psychologist that they applied the
psychological techniques at least once between the time of the
psychological intervention and the surgery, finding them useful

and easy to apply.
The distribution score of the main outcome variable
“perceived  self-efficacy” showed that the psychological

intervention was effective in increasing the perceived ability to
deal with anxiety before surgery and that this same numeric
rating scale is useful, easy to apply and sensitive to change, as
suggested by Hawker et al. (2011) for pain numeric rating scales.
We also observed the correlation between the reduction in state
anxiety and the increase in self-efficacy perception, confirming
Bandura’s model (Bandura, 1982).

Regarding post-surgery outcome measures, we observed a
positive trend in the intervention group, who reported lower
emotional correlates of pain, as already shown by Cheung et al.
(2003) and Theunissen et al. (2012). Previous literature showed
that anxiety and depression were moderators of hospital length
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TABLE 4 | Socio-demographic and clinical variables between completers
(n = 114) and dropouts (n = 284).

TABLE 5 | Socio-demographic and clinical characteristics of patients
distinguished by intervention and “usual care” group at T1 (day before surgery).

Socio-demographic Completers Drop-out Socio-demographic T1 Intervention T1 “usual care” Comparison
variables (n=114) (n = 384) Comparison variables group N = 65 group N = 49 atT1
N. (%) N. (%) Chi? (p-value) N. (%) N. (%) Chi? (p-value)

Gender 2.95 (0.09) Gender 0.21 (0.64)

Male 53 (46.5) 159 (65.9) Male 29 (45) 24 (49)

Age 3.91 (0.14) Age 1.02 (0.60)

<50 13 (11.4) 49 (17.5) <50 9 (14) 4 (8)

51-69 69 (60.5) 141 (50.4) 51-69 38 (58) 32 (65)

>70 32 (28.1) 90 (32.1) >70 18 (28) 13 (27)

Education level 0.22 (0.97) Education level 1.98 (0.58)

Until Primary school 22 (19.3) 60 (21.1) Until Primary school 12 (19) 9 (18)

Middle school 29 (25.4) 72 (25.4) Middle school 20 (31) 10 (20)

High school 42 (36.9) 99 (34.9) High school 23 (35) 19 (39)

Degree 21 (18.4) 53 (18.7) Degree 10 (15) 11 (22)

Marital Status 0.83 (0.66) Marital status 2.13 (0.71)

Married/Cohabitant 93 (81.6) 221 (77.8) Married/Cohabitant 53 (82) 40 (82)

Divorced Widower 14 (12.3) 39 (13.7) Divorced Widower 8 (12) 6 (12)

Unmarried 7 (6.1) 24 (8.5) Unmarried 4 (6) 3(6)

Children 0.71 (0.39) Children 0.09 (0.76)

Yes 99 (86.8) 237 (83.5) Yes 57 (88) 42 (86)

Employment status 10.6 (0.01)* Employment status 1.89 (0.22)

Student/Worker 41 (35.9) 119 (41.9) Student/Worker 26 (40) 16 (32)

Jobless 2(1.8) 12 (4.2) Jobless 3 (5) 0 (©)

Housewife 19 (16.7) 19 (6.7) Housewife 10 (15) 9 (18)

Retired 52 (45.6) 134 (47.2) Retired 36 (40) 24 (49)

Citizenship 0.31 (0.57) Citizenship 2.70 (0.10)

[talian 112 (98.3) 281 (98.9) Italian 65 (100) 47 (96)

Region coming from 0.31 (0.58) Region coming from 00 (0.99)

Veneto 22 (19.3) 62 (21.8) Veneto 12 (19) 9(18)

Smoke 5.28 (0.02)* Smoke 0.03 (0.86)

No 1083 (90.4) 229 (80.9) No 59 (91) 44 (90)

Alcohol 0.02 (0.87) Alcohol 1.33 (0.25)

No 113 (99.1) 281 (98.9) No 65 (100) 48 (98)

Psychotropic drugs use Z (p-value) Psychotropic drugs use Z (p-value)

Sleeping pills 8(7) 27 (9.4) 0.60 (0.44) Sleeping pills 3(5) 4 (8) 0.78 (0.43)

Anxiolytics 8(7) 26 (9.1) 0.45 (0.50) Anxiolytics 2(3) 5(10) 1.57 (0.12)

Antidepressants 4 (3.5) 12 (4.2) 0.10 (0.75) Antidepressants 2 (3) 2 (4 0.29 (0.77)

Clinical variables Mean (sd) Mean (sd) t-test (p-value) Clinical variables Mean (sd) Mean (sd) t-test (p-value)

STAI-Y2 31.4 (9.9) 33.1 (9.9 1.6 (0.12) PHQ-9 4.6 (4.2) 4.2 (3.6) 0.58 (0.56)

PHQ-9 4.4 (4) 5.7 (4.9) 2.6 (0.00)** GSES 35.0 (5.0) 34.5 (5.4) 0.43 (0.66)

GSES 34.9 (5.1) 34.9 (5.2) 0.22 (0.82) MSPSS 6.5 (0.9) 6.6 (0.7) 0.90 (0.37)

MSPSS 6.5 (0.81) 6.3 (0.9) 1.8 (0.07) FACIT-F 2.7 (10.5) 43.6 (9.9) 0.46 (0.65)

FACIT-F 43.1 (10.2) 41.3 (12.1) 1.54 (0.12) FACT-G 55.5 (10.0) 56.7 (7.0) 0.72 (0.47)

FACT-G 89.3 (13.9) 85.8 (17.2) 2.06 (0.04)* Brief COPE 67.1 (9.7) 66.9 (8.7) 0.07 (0.94)

Brief COPE 67.2 (8.8) 66.7 (9.6) 0.53 (0.59) STAI-Y2 31.3(8.4) 32.1 (10.6) 0.49 (0.62)

D < 0.05 “p < 0.01. APAIS 14.9 (6.2) 15.3 (6.9) 0.13 (0.90)
STAI-Y1 43.1 (13.7) 43.4 (12.1) 0.38 (0.70)
EFFICACY 6.9 (1.7) 71 (2.1) 0.58 (0.57)

of stay and post-surgical complications (Halvorson et al., 1986;
Dao et al., 2011; Stundner et al., 2013; Poole et al., 2016; Powell

et al., 2016). In our study, no significant difference was observed
in hospitalization length, which is indeed a variable connected to
the complexity of the surgical procedures that these patients must

undergo (Egawa et al., 2008). The variability in hospitalization
length was also very high, contributing to a lower probability of
significant differences.
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TABLE 6 | Secondary outcomes: measures collected after surgical intervention.

Intervention group “Usual care” group Comparison
Outcomes n Mean (sd) 95% ClI n Mean (sd) ()] t/z-test p-value
BPI-physical pain 29 4.3(1.6) 3.7-4.9 22 4.8 (2.3) 3.8-5.8 0.98 0.33
BPI-emotional 29 25(1.8) 1.8-3.2 22 3.9 (2.4 2.8-5.0 2.35 0.02
BPI-operative 29 45(2.3) 3.6-5.3 22 5.3 (2.5) 4.2-6.4 1.25 0.22
Presence of surgical complications 21 47.7% 33.0-62.5 19 55.9% 39.2-72.6 0.51 0.48
Length of stay 58 12.5(12.0) 9.8-156.2 46 13.6 (14.1) 9.4-17.8 0.49 0.62
Bold values means significant values.
home-delivered support or online training of the psychological
intervention, even if several patients were old and we were
180 not so sure on their familiarity with the use of online
devices and on the usefulness of a virtual intervention lacking
interpersonal relationship.
= 160 To overcome post-surgical drop-out, we suggest fostering the
g cooperation of intensive care personnel through the use of a
2 standard protocol that foresees the collection of data on pain also
§ 10 in the intensive care unit when possible.
Z Finally, the study can be improved by comparing the
ol intervention group with an “attention placebo” group that
receives “contextual healing” (Guidi et al,, 2018) in terms of
psychoeducation or psychological information instead of “usual
100 care,” as suggested by Bellani (2008). Using this strategy, it will
= 7 = ; = also be possible to administer follow-up questionnaires at T2 to
Power(1-5) the control group, allowing an appropriate comparison in terms
of timing. In our study, we compared T1 usual care results with
FIGURE 4 | Power curve shows the relationship between the power and the T2 intervention group outcomes on p erceived self—eﬁflcacy and
sample size of a student’s t-test for independent groups: the point on the anxiety, assuming that patients in the control group did not
curve, marked with a circle, represents the 80% power and the sample size of change their status on these variables just 1 h after their first
114 participants. This means that at least 57 patients in each group are collection at T1. This is an assumption that needs to be proven.
needed to detect a different of 1 point on the self efficacy Likert scale, given a
power of 80%. The participants patients might increase to 188, if we want to
reach a power of 95% (see diamond on the power curve). The asumed
parameter values include: alpha level (5%), mean value (7), the standard DATA AVA".AB".ITY STATEM ENT
deviation (1,9) and the effect size (1).

Implications for Progression From

Feasibility to Future Definitive Trial

Future clinical trials aimed to confirm the results of our
study should pay careful attention in addressing several
management and organization pitfalls that might determine
high attrition rates due to the peculiar organizational challenges
characterizing a clinic that attracts several patients living far
from the hospital and admitted during non-standard working
times (weekend and evening). More in detail, we suggest
that to overcome the attrition rate during pre-surgery data
collection, it would be useful to involve more personnel (e.g.
nurses) in receiving patients and administering psychological
tests and to form more personnel capable to carry out the
psychological intervention being available in different moments
of the day. Another option would be to try to provide

Data and psychological intervention protocol are available from
the corresponding author upon reasonable request.

ETHICS STATEMENT

The studies involving human participants were reviewed
and approved by Verona Research Ethics Committee (Prog.
1288CESC). The patients/participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

VM is the clinical psychologist who delivered the psychological
intervention the day before surgery and collected data. OD
enrolled and assessed patients at TO time and collected data. MM
is the statistician who conducted statistical and power analysis.

Frontiers in Psychology | www.frontiersin.org

12

March 2020 | Volume 11 | Article 362


https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles

Marinelli et al.

PREPARE: PREoPerative Anxiety REduction

ES and DB were data manager. MT and RS are the surgeons
who conceived the research. MR conceived the research and
contributed to writing the manuscript. CB is the head of the
Pancreas Institute and conceived the research. LD conceived
the research, devised the psychological intervention protocol,
supervised the research and wrote the manuscript. All the authors
agreed on the final version of this manuscript.

REFERENCES

Bandura, A. (1982). Self-efficacy mechanism in human agency. Am. Psychol. 37,
122-147. doi: 10.1037/0003-066X.37.2.122

Bandura, A. (1997a). “Self-efficacy and health behaviour;” in Cambridge Handbook
of Psychology, Health and Medicine, eds S. Ayers, A. Baum, C. McManus,
S. Newman, and K. Wallston (Cambridge: Cambridge University Press),
160-162.

Bandura, A. (1997b). Self-Efficacy: The Exercise of Control. New York, NY:
Freeman.

Bedaso, A., and Ayalew, M. (2019). Preoperative anxiety among adult patients
undergoing elective surgery: a prospective survey at a general hospital in
Ethiopia. Patient Saf. Surg. 13:18. doi: 10.1186/s13037-019-0198-0

Bellani, M. L. (2008). Psychological aspects in day-case surgery. Int. J. Surg. 6(Suppl.
1), S44-546. doi: 10.1016/j.ijsu.2008.12.019

Branstrom, R., Kvillemo, P., Brandberg, Y., and Moskowitz, J. T. (2010). Self-report
mindfulness as a mediator of psychological well-being in a stress reduction
intervention for cancer patients—a randomized study. Ann. Behav. Med. 39,
151-161. doi: 10.1007/s12160-010-9168-6

Buonanno, P., Laiola, A., Palumbo, C., Spinelli, G., Terminiello, V., and Servillo,
G. (2017). Italian validation of the amsterdam preoperative anxiety and
information scale. Minerva Anestesiol. 83, 705-711. doi: 10.23736/50375-9393.
16.11675-x

Caraceni, A., Mendoza, T. R., Mencaglia, E., Baratella, C., Edwards, K., Forjaz,
M. J., et al. (1996). A validation study of an Italian version of the Brief Pain
Inventory (Breve Questionario per la Valutazione del Dolore). Pain 65, 87-92.
doi: 10.1016/0304-3959(95)00156-5

Carlson, L. (2018). Mindfulness in Cancer Care: Hype or Help. Avaliable at:
. http://www.ascopost.com/issues/july- 10-2018/mindfulness-in- cancer-care/.
(accessed June 26, 2019).

Carver, C. S., Scheier, M. F., and Weintraub, J. K. (1989). Assessing coping
strategies: a theoretically based approach. J. Pers. Soc. Psychol. 56, 267-283.
doi: 10.1037/0022-3514.56.2.267

Cella, D. F., Tulsky, D. S., Gray, G., Sarafian, B., Linn, E., Bonomi, A., et al.
(1993). The Functional Assessment of Cancer Therapy scale: development and
validation of the general measure. J. Clin. Oncol. 11, 570-579. doi: 10.1200/jco.
1993.11.3.570

Cheung, L. H., Callaghan, P., and Chang, A. M. (2003). A controlled trial of
psycho-educational interventions in preparing Chinese women for elective
hysterectomy. Int. J. Nurs. Stud. 40, 207-216. doi: 10.1016/S0020-7489(02)
00080-9

Clark, K. L., Loscalzo, M., Trask, P. C., Zabora, J., and Philip, E. J. (2010).
Psychological distress in patients with pancreatic cancer-an understudied
group. Psychooncology 19, 1313-1320. doi: 10.1002/pon.1697

Cohen, M. A, and Taylor, J. A. (2002). Short-term cardiovascular oscillations in
man: measuring and modelling the physiologies. J. Physiol 542(Pt 3), 669-683.
doi: 10.1113/jphysiol.2002.017483

Dao, T. K., Youssef, N. A., Armsworth, M., Wear, E., Papathopoulos, K. N., and
Gopaldas, R. (2011). Randomized controlled trial of brief cognitive behavioral
intervention for depression and anxiety symptoms preoperatively in patients
undergoing coronary artery bypass graft surgery. J. Thorac. Cardiovasc. Surg.
142, €109-€115. doi: 10.1016/.jtcvs.2011.02.046

Ducreux, M., Sa Cuhna, A., Caramella, C., Hollebecque, A., and Burtin, P. (2015).
Cancer of the pancreas: ESMO Clinical Practice Guidelines for diagnosis,
treatment and follow-up. Anna. Oncol. 26, 56-68.

Egawa, S., Toma, H., Okusaka, T., Nakao, A., Hatori, T., and Tanaka, M. (2008). A
digest of the pancreatic cancer registry report 2007. J. Japan. Pancreas Soc. 23,
105-123. doi: 10.2958/suiz0.23.105

FUNDING

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest. Open access
publication was paid by using university funds of the Section
of Psychology.

Eldridge, S. M., Chan, C. L., Campbell, M. J., Bond, C. M., Hopewell, S., Thabane,
L., et al. (2016). CONSORT 2010 statement: extension to randomised pilot and
feasibility trials. Bmj 355, 15239. doi: 10.1136/bm;.i5239

Firth, A. M., Cavallini, L, Sutterlin, S., and Lugo, R. G. (2019). Mindfulness and self-
efficacy in pain perception, stress and academic performance. The influence of
mindfulness on cognitive processes. Psychol. Res. Behav. Manag. 12, 565-574.
doi: 10.2147/prbm.s206666

Germer, C., Siegel, R., and Fulton, P. (2005). Mindfulness and Psychotherapy.
New York, NY: Guilford Press.

Guidi, J., Brakemeier, E. L., Bockting, C. L. H., Cosci, F., Cuijpers, P., Jarrett,
R. B, etal. (2018). Methodological recommendations for trials of psychological
interventions. Psychother. Psychosom. 87, 276-284. doi: 10.1159/000490574

Guo, P. (2015). Preoperative education interventions to reduce anxiety and
improve recovery among cardiac surgery patients: a review of randomised
controlled trials. J. Clin. Nurs. 24, 34-46. doi: 10.1111/jocn.12618

Hallet, J., Davis, L. E., Mahar, A. L., Law, C. H. L., Isenberg-Grzeda, E., Bubis,
L. D, et al. (2019). Patterns of symptoms burden in neuroendocrine tumors: a
population-based analysis of prospective patient-reported outcomes. Oncologist
24, 1-11. doi: 10.1634/theoncologist.2019-0112

Halvorson, J. A., Cahoon, D. D., Sappington, J. T., and Proefrock, D. W. (1986).
Patient admission anxiety and length of hospital stay. Mil. Med. 151, 86-88.
doi: 10.1093/milmed/151.2.86

Hawker, G. A., Mian, S., Kendzerska, T., and French, M. (2011). Measures of adult
pain: visual analog scale for pain (VAS Pain), numeric rating scale for pain (NRS
Pain), mcgill pain questionnaire (MPQ), short-form mcgill pain questionnaire
(SE-MPQ), chronic pain grade scale (CPGS), short form-36 bodily pain
scale (sf-36 bps), and measure of intermittent and constant osteoarthritis
pain (ICOAP). Arthr. Care Res. 63(Suppl. 11), S240-S252. doi: 10.1002/acr.
20543

Horvath, A. O., and Greenberg, L. S. (1989). Development and validation of the
working alliance inventory. J. Couns. Psychol. 36, 223-233. doi: 10.1037/0022-
0167.36.2.223

Huskisson, E. C. (1974). Measurement of pain. Lancet 2, 1127-1131.

Janis, I. L. (1958). Psychological Stress: Psychoanalytic and Behavioral Studies of
Surgical Patients. New York: Wiley.

Jerusalem, M., and Mittag, W. (1995). “Self-efficacy in stressful life transitions,” in
Self-Efficacy in Changing Societies, ed. A. Bandura (New York, NY: Cambridge
University Press), 177-201. doi: 10.1017/cb09780511527692.008

Johnston, M. (1988). “Impending surgery,” in Handbook of Life Stress, ed. R. J. S.
Fisher (New York, NY: John Wiley & Sons), 79-100.

Kabat-Zinn, J. (1991). Full Catastrophe Living: Using the Wisdom of Your Body and
Mind to Face Stress, Pain, and Illness. New York, NY: Dell Publishing.

Karanci, A. N., and Dirik, G. (2003). Predictors of pre- and postoperative anxiety
in emergency surgery patients. ] Psychosom Res. 55, 363-369.

Kent, G., and Gibbons, R. (1987). Self-efficacy and the control of anxious
cognitions. J. Behav. Ther. Exp. Psychiatry 18, 33-40. doi: 10.1016/0005-
7916(87)90069-3

Kindler, C. H., Harms, C., Amsler, F., Ihde-Scholl, T., and Scheidegger, D. (2000).
The visual analog scale allows effective measurement of preoperative anxiety
and detection of patients’ anesthetic concerns. Anesth. Analg. 90, 706-712.
doi: 10.1097/00000539-200003000- 00036

Knuf, K. M., Maani, C. V., and Cummings, A. K. (2018). Clinical agreement in the
American Society of Anesthesiologists physical status classification. Perioper.
Med. 7:14. doi: 10.1186/s13741-018-0094-7

Kopp, M., Bonatti, H., Haller, C., Rumpold, G., Sollner, W., Holzner, B., et al.
(2003). Life satisfaction and active coping style are important predictors of
recovery from surgery. J. Psychosom. Res. 55, 371-377. doi: 10.1016/s0022-
3999(03)00012-6

Frontiers in Psychology | www.frontiersin.org

March 2020 | Volume 11 | Article 362


https://doi.org/10.1037/0003-066X.37.2.122
https://doi.org/10.1186/s13037-019-0198-0
https://doi.org/10.1016/j.ijsu.2008.12.019
https://doi.org/10.1007/s12160-010-9168-6
https://doi.org/10.23736/s0375-9393.16.11675-x
https://doi.org/10.23736/s0375-9393.16.11675-x
https://doi.org/10.1016/0304-3959(95)00156-5
http://www.ascopost.com/issues/july-10-2018/mindfulness-in-cancer-care/
https://doi.org/10.1037/0022-3514.56.2.267
https://doi.org/10.1200/jco.1993.11.3.570
https://doi.org/10.1200/jco.1993.11.3.570
https://doi.org/10.1016/S0020-7489(02)00080-9
https://doi.org/10.1016/S0020-7489(02)00080-9
https://doi.org/10.1002/pon.1697
https://doi.org/10.1113/jphysiol.2002.017483
https://doi.org/10.1016/j.jtcvs.2011.02.046
https://doi.org/10.2958/suizo.23.105
https://doi.org/10.1136/bmj.i5239
https://doi.org/10.2147/prbm.s206666
https://doi.org/10.1159/000490574
https://doi.org/10.1111/jocn.12618
https://doi.org/10.1634/theoncologist.2019-0112
https://doi.org/10.1093/milmed/151.2.86
https://doi.org/10.1002/acr.20543
https://doi.org/10.1002/acr.20543
https://doi.org/10.1037/0022-0167.36.2.223
https://doi.org/10.1037/0022-0167.36.2.223
https://doi.org/10.1017/cbo9780511527692.008
https://doi.org/10.1016/0005-7916(87)90069-3
https://doi.org/10.1016/0005-7916(87)90069-3
https://doi.org/10.1097/00000539-200003000-00036
https://doi.org/10.1186/s13741-018-0094-7
https://doi.org/10.1016/s0022-3999(03)00012-6
https://doi.org/10.1016/s0022-3999(03)00012-6
https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles

Marinelli et al.

PREPARE: PREoPerative Anxiety REduction

Krohne, H. W. (1989). The concept of coping modes: relating cognitive person
variables to actual coping behavior. Adv. Behav.Res. Ther.11, 235-248. doi:
10.1016/0146-6402(89)90027-1

Kulik, J. A., and Mabhler, H. I. (1989). Social support and recovery from surgery.
Health Psychol. 8,221-238. doi: 10.1037/0278-6133.8.2.221

Liu, X., Xu, W., Wang, Y., Williams, J., Geng, Y., Zhang, Q., et al. (2015). Can
inner peace be improved by mindfulness training: a randomized controlled trial.
Stress Health 31, 245-254. doi: 10.1002/smi.2551

Luszczynska, A., and Schwarzer, R. K. (2015). “Social cognitive theory,” in
Predicting and Changing Health Behaviour: Research and Practice With Social
Cognition Models, ed. P. N. M. Conner (McGraw Hill: United States Of
America), 225-251.

Malvezzi, M., Bertuccio, P., Levi, F., La Vecchia, C., and Negri, E. (2014). European
cancer mortality predictions for the year 2014. Ann. Oncol. 25, 1650-1656.
doi: 10.1093/annonc/mdul38

Malvezzi, M., Bertuccio, P., Rosso, T., Rota, M., Levi, F., La Vecchia, C,, et al.
(2015). European cancer mortality predictions for the year 2015: does lung
cancer have the highest death rate in EU women? Ann. Oncol. 26, 779-786.
doi: 10.1093/annonc/mdv001

Maranets, 1., and Kain, Z. N. (1999). Preoperative anxiety and intraoperative
anesthetic requirements. Anesth. Analg. 89, 1346-1351.

Masiak-Segit, W., Rawicz-Pruszynski, K., Skorzewska, M., and Polkowski, W. P.
(2018). Surgical treatment of pancreatic cancer. Pol. Przegl. Chir. 90, 45-53.
doi: 10.5604/01.3001.0011.7493

Matsushita, T., Matsushima, E., and Maruyama, M. (2005). Anxiety and depression
of patients with digestive cancer. Psychiatry Clin. Neurosci. 59, 576-583. doi:
10.1111/§.1440-1819.2005.01417.x

Miller, S. M. (1996). “Monitoring and blunting of threatening information:
cognitive interference and facilitation in the coping process,” in Cognitive
Interference: Theories, Methods, and Findings, eds 1. G. Sarason, G. R.
Pierce, and B. R. Sarason (New Jersey: Lawrence Erlbaum Associates, Inc),
175-190.

Miller, S. M., Combs, C., and Stoddard, E. (1989). “Information, coping and
control in patients undergoing surgery and stressful medical procedures,” in
Personal Control and Health, eds A. Steptoe, and A. Appels (Chichester: Wiley),
107-130.

Mitchell, M. (2010). General anaesthesia and day-case patient anxiety. J. Adv. Nurs.
66, 1059-1071. doi: 10.1111/j.1365-2648.2010.05266.x

Mitchell, M. (2012). Influence of gender and anaesthesia type on day surgery
anxiety. J. Adv. Nurs. 68, 1014-1025. doi: 10.1111/j.1365-2648.2011.05801.x

Mulugeta, H., Ayana, M., Sintayehu, M., Dessie G., and Zewdu, T. (2018).
Preoperative anxiety and associated factors among adult surgical patients in
Debre Markos and Felege Hiwot referral hospitals, Northwest Ethiopia. BMC
Anesthesiol. 18:155. doi: 10.1186/s12871-018-0619-0

Norris, W., and Baird, W. L. (1967). Pre-operative anxiety: a study of the incidence
and aetiology. Br. J. Anaesth. 39, 503-509. doi: 10.1093/bja/39.6.503

Pedrabissi, L., and Santinello, M. (1989). Inventario per I'’Ansia di ‘Stato’ e di
‘Tratto Nuova Versione Italiana dello STAI—Forma Y. Firenze: Manuale.

Perks, A., Chakravarti, S., and Manninen, P. (2009). Preoperative anxiety in
neurosurgical patients. J. Neurosurg Anesthesiol. 21, 127-130. doi: 10.1097/
ANA.0b013e31819a6ca3

Poole, L., Ronaldson, A., Kidd, T., Leigh, E., Jahangiri, M., and Steptoe, A. (2016).
Pre-surgical depression and anxiety and recovery following coronary artery
bypass graft surgery. J. Behav. Med. 40, 249-258. doi: 10.1007/s10865-016-
9775-1

Powell, R., Scott, N. W., Manyande, A., Bruce, J., Vogele, C., Byrne-Davis, L. M.,
et al. (2016). Psychological preparation and postoperative outcomes for adults
undergoing surgery under general anaesthesia. Cochrane Database Syst. Rev.
Cd008646. doi: 10.1002/14651858.CD008646.pub2

Prezza, M. P., and Santinello, M. (2002). “La rete sociale e il sostegno sociale,”
in Conoscere la Comunita, ed. M. S. M. Prezza (Bologna: II mulino),
193-233.

Rahib, L., Smith, B. D., Aizenberg, R., Rosenzweig, A. B., Fleshman, J. M., and
Matrisian, L. M. (2014). Projecting cancer incidence and deaths to 2030: the

unexpected burden of thyroid, liver, and pancreas cancers in the United States.
Cancer Res. 74, 2913-2921. doi: 10.1158/0008-5472.can-14-0155

Sanaei, H., Hossini, S. A., and Jamshidifar, Z. (2014). Effectiveness of Mindfulness
Training on Self-efficacy of Patients Infected by Breast Cancer. Proced. Soc.
Behav. Sci. 159, 426-429. doi: 10.1016/j.sbspro.2014.12.400

Shapiro, E. (2009). “Lesercizio dei quattro elementi per la gestione dello stress,” in
Protocolli Terapeutici del’EMDR. Condizioni di Base e Specifiche, ed. G. Fioriti
(Roma: Luber, M), 87-95.

Sibilia, L., Schwarzer, R., and Jerusalem, M. (1995). Italian Adaptation of the
General Self-Efficacy Scale: Self-Efficacy Generalized. Available online at: http:
/luserpage.fu-berlin.de/health/italian.htm

Siegel, R. L., Miller, K. D., and Jemal, A. (2015). Cancer statistics, 2015. CA Cancer
J. Clin. 65, 5-29. doi: 10.3322/caac.21254

Skinner, B. F. (1954). The science of learning and the art of teaching. Harvard.
Educational. Rev. 24, 86-97.

Spielberger, C. (1983a). Manual for the State-Trait Anxiety Inventory. Palo Alto,
CA: : Consulting Psychologists Press.

Spielberger, C. (1983b). State-Trait Anxiety Inventory. Palo Alto, CA: C.P. Press.

Spitzer, R. L., Kroenke, K., and Williams, J. B. (1999). Validation and utility of
a self-report version of PRIME-MD: the PHQ primary care study. Primary
care evaluation of mental disorders. patient health questionnaire. Jama 282,
1737-1744.

Stamenkovic, D. M., Rancic, N. K., Latas, M. B., Neskovic, V., Rondovic, G. M.,
Wu, J. D, et al. (2018). Preoperative anxiety and implications on postoperative
recovery: what can we do to change our history. Min. Anestesiol. 84, 1307-1317.
doi: 10.23736/S0375-9393.18.12520-X

StataCorp, (2009). Stata Statistical Software: Release 11. College Station, TX:
StataCorp LP.

Stundner, O., Kirksey, M., Chiu, Y. L., Mazumdar, M., Poultsides, L., Gerner,
P., et al. (2013). Demographics and perioperative outcome in patients with
depression and anxiety undergoing total joint arthroplasty: a population-based
study. Psychosomatics 54, 149-157. doi: 10.1016/j.psym.2012.08.009

Sun, V., Ruel, N, Chung, V., Singh, G., Leong, L., Fakih, M., et al. (2016). Pilot study
of an interdisciplinary supportive care planning intervention in pancreatic
cancer. Support Care Cancer 24, 3417-3424. doi: 10.1007/s00520-016-3155-9

Svensson, M., Nilsson, U., and Svantesson, M. (2016). Patients” experience of mood
while waiting for day surgery. J.Clin. Nursi. 25, 2600-2608. doi: 10.1111/jocn.
13304

Tang, Y.-Y., and Leve, L. D. (2016). A translational neuroscience perspective on
mindfulness meditation as a prevention strategy. Transl.Behav. Med. 6, 63-72.
doi: 10.1007/s13142-015-0360-x

Theunissen, M., Peters, M. L., Bruce, J., Gramke, H. F., and Marcus, M. A. (2012).
Preoperative anxiety and catastrophizing: a systematic review and meta-analysis
of the association with chronic postsurgical pain. Clin. J. Pain 28, 819-841.
doi: 10.1097/AJP.0b013e31824549d6

Tsimopoulou, I, Pasquali, S., Howard, R., Desai, A., Gourevitch, D., Tolosa,
I, et al. (2015). Psychological prehabilitation before cancer surgery: a
systematic review. Ann. Surg. Oncol. 22, 4117-4123. doi: 10.1245/510434-015-
4550-z

Weick, K. E., and Putnam, T. (2006). Organizing for mindfulness: eastern
wisdom and western knowledge. J. Manag. Inq. 15, 275-287. doi: 10.1177/
1056492606291202

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2020 Marinelli, Danzi, Mazzi, Secchettin, Tuveri, Bonamini,
Rimondini, Salvia, Bassi and Del Piccolo. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Psychology | www.frontiersin.org

March 2020 | Volume 11 | Article 362


https://doi.org/10.1016/0146-6402(89)90027-1
https://doi.org/10.1016/0146-6402(89)90027-1
https://doi.org/10.1037/0278-6133.8.2.221
https://doi.org/10.1002/smi.2551
https://doi.org/10.1093/annonc/mdu138
https://doi.org/10.1093/annonc/mdv001
https://doi.org/10.5604/01.3001.0011.7493
https://doi.org/10.1111/j.1440-1819.2005.01417.x
https://doi.org/10.1111/j.1440-1819.2005.01417.x
https://doi.org/10.1111/j.1365-2648.2010.05266.x
https://doi.org/10.1111/j.1365-2648.2011.05801.x
https://doi.org/10.1186/s12871-018-0619-0
https://doi.org/10.1093/bja/39.6.503
https://doi.org/10.1097/ANA.0b013e31819a6ca3
https://doi.org/10.1097/ANA.0b013e31819a6ca3
https://doi.org/10.1007/s10865-016-9775-1
https://doi.org/10.1007/s10865-016-9775-1
https://doi.org/10.1002/14651858.CD008646.pub2
https://doi.org/10.1158/0008-5472.can-14-0155
https://doi.org/10.1016/j.sbspro.2014.12.400
http://userpage.fu-berlin.de/health/italian.htm
http://userpage.fu-berlin.de/health/italian.htm
https://doi.org/10.3322/caac.21254
https://doi.org/10.23736/S0375-9393.18.12520-X
https://doi.org/10.1016/j.psym.2012.08.009
https://doi.org/10.1007/s00520-016-3155-9
https://doi.org/10.1111/jocn.13304
https://doi.org/10.1111/jocn.13304
https://doi.org/10.1007/s13142-015-0360-x
https://doi.org/10.1097/AJP.0b013e31824549d6
https://doi.org/10.1245/s10434-015-4550-z
https://doi.org/10.1245/s10434-015-4550-z
https://doi.org/10.1177/1056492606291202
https://doi.org/10.1177/1056492606291202
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles

	PREPARE: PreoPerative Anxiety REduction. One-Year Feasibility RCT on a Brief Psychological Intervention for Pancreatic Cancer Patients Prior to Major Surgery
	Introduction
	Materials and Methods
	Study Design
	Setting
	Participants
	Description of the Psychological Intervention
	Outcomes
	Changes to Protocol Measurements
	Sample Size
	Randomization
	Statistical Methods

	Results
	Baseline Description of Psycho-Social Variables in Pancreatic Patients
	Feasibility Measures
	Effect of the Psychological Intervention on Perceived Self-Efficacy
	Secondary Outcomes Collected After Surgery
	Sample Size Required for a Definitive RCT

	Discussion
	Study Limitations
	Generalizability
	Implications for Progression From Feasibility to Future Definitive Trial

	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


