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Purpose: Preoperative anxiety in relation to anesthesia remains for many patients a major subject of concern.
The aim of the present study was to compare the level of preoperative anxiety in patients assessed in an outpa-
tient consultation clinic with the anxiety level of those having been assessed by the anesthesiologist after entering
the hospital.
Method: We studied two groups of 20 patients who underwent elective transurethral prostate or bladder resec-
tion: group A having the anesthetic assessment between one-two weeks before hospitalisation, group B having
this assessment the evening before surgery, after entering the hospital. Two different methods to assess anxiety
were used: the Multiple-Affect-Adjective-Check-List (MAACL) and the visual analogue scale of anxiety (VAS). 
Results: Both anxiety provided scores, assessed by two different methods, were lower in group A, than in group
B (P < 0.01).
Conclusion: The results of this study confirm that an anesthetic assessment in an outpatient consultation clinic
reduces preoperative anxiety, when compared with an assessment on the evening before surgery. 

Objectif : L’anxiété préopératoire reste aujourd’hui encore un phénomène mal résolu pour le patient. Le but de la
présente étude est de comparer l’impact de deux types de visites préanesthésiques sur l’anxiété préopératoire :
l’une, dans une clinique de consultation externe, l’autre, le jour avant l’opération alors que le patient est hospitalisé.
Méthode : Deux groupes de 20 patients, dont l’intervention chirurgicale urologique endoscopique avait été pla-
nifiée, ont été étudiés. Dans le groupe A, l’évaluation anesthésique a été réalisée une à deux semaines avant
l’opération dans une clinique de consultation externe; dans le groupe B, il s’agissait de la visite préanesthésique la
veille de l’opération et le patient était déjà hospitalisé. Nous avons utilisé 2 méthodes pour mesurer l’anxiété : un
test verbal d’anxiété, selon Zuckermann, et une échelle visuelle analogique.
Résultats : Les patients du groupe A ont présenté un score d’anxiété préopératoire significativement plus bas (P
< 0,01) que ceux du groupe B, et cela selon les 2 méthodes de mesures de l’anxiété utilisées dans notre étude. 
Conclusion : Les résultats de cette étude confirment qu’une consultation anesthésique externe réalisée une à
deux semaines avant l’opération réduit significativement l’anxiété préopératoire du patient, comparée à une vi-
site préanesthésique la veille de l’opération. 
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REOPERATIVE anxiety in relation to anes-
thesia remains for many patients a major
subject of concern.1–5 Anxiety is described as
an unpleasant state of uneasiness or tension

which may be associated with abnormal hemodyna-
mics as a consequence of sympathetic, parasympathet-
ic and endocrine stimulation. It begins as soon as the
surgical procedure is planned and increases to maximal
intensity at the moment of entering the hospital.6

One of the aims of preanesthetic assessment is to
reduce fear and anxiety, as demonstrated in a previous
study.7 A preanesthetic visit during hospitalisation
often encounters major difficulties, such as absence of
a consulting facility and privacy, or unavailability of
the patient because of other preoperative consulta-
tions. Moreover, it is accepted that reassurance of the
patient just before surgery is often insufficient to
reduce anxiety.8–9

Preanesthetic assessment in an outpatient consulta-
tion clinic has been developed recently.8–11 Besides
financial advantages and increased performances in the
operating room activity, ambulatory anesthetic consul-
tations are appreciated by the patients.9 Nevertheless,
only a few contradictory reports have analysed the ben-
efits of such a consultation on the anxiety level of the
patient before surgery.12–13

The aim of the present study was to compare the
level of preoperative anxiety in patients having a pre-
anesthetic assessment after arriving at hospital, on the
evening before surgery, with those assessed in an out-
patient consultation clinic. Our hypothesis is that pre-
operative anxiety would decrease when patients are
assessed in an outpatient consultation clinic.

Subjects and method
After obtaining approval from the Local Ethics
Committee, and informed consent, 40 consecutive
adults ASA score I to III, < 65 yr, scheduled for an uro-
logical procedure, were selected for the study and ran-
domly attributed to two groups according to the type of
preanesthetic assessment (Table I). None of the patients
had previous anesthetic experience. In group A, patients
had a preanesthetic consultation in an outpatient clinic
one-two weeks before hospitalisation, performed by the
same consultant not involved in the study. Just after

entering hospital, their anxiety state was assessed by the
first author. This was followed by a short preanesthetic
visit to confirm state of health and consent of the patient,
performed by the anesthetic resident in charge of the in-
hospital urological patients. In group B, the patients had
no preanesthetic consultation before hospitalisation,
were assessed by the resident in charge just after entering
the hospital, on the day before surgery; this was followed
by the assessment of the anxiety state performed by the
first author. Neither the consultant anesthesiologist, nor
the resident in charge, nor the first author were aware of
the group to which the patients had been attributed.
Two different methods were used to assess the anxiety
state of the patient: a) the Multiple-Affect-Adjective-
Check-List (MAACL) and a visual analogue scale of anx-
iety (VAS). The MAACL is a verbal score of anxiety, first
described by Zuckermann in 19601 4 and used in several
studies.1 5 – 1 7 It consists of 21 adjectives presented in ran-
dom order (Appendix). Patients are asked to tick off all
those words which best describe their feelings at the
moment of the interview. One point was scored for each
of the 11 «anxiety present» adjectives selected (+) and
also for each of the 10 «anxiety absent» not selected (-).
The possible range of scores was therefore 0 to 21, with
higher scores indicating greater levels of anxiety. A VAS
to assess preoperative anxiety was used in previous stud-
ies.1 7 – 1 8 On a graduated scale rated from 0 (no anxiety at
all) to 10 (very high anxiety), the patient had to indicate
the level of his anxiety at the moment of the interview.

Data are expressed as mean ± SD and median and
range, statistical differences between the two groups
being detected with unpaired t Test, Chi square and
Mann-Whitney two sample tests. The Pearson correla-
tion coefficient was calculated to analyse the relation-
ship between the two methods of anxiety assessment.
A P < 0.05 was considered as significant.

Results
Both groups were comparable when considering age,
weight, height, sex, ASA physical status, the type of
surgery and of anesthesia (Table II). 

The anxiety scores according to the Multiple-
Affect-Adjective-Check-List (MAACL) are shown on
Figure 1. The median anxiety score in group A is 3 (0-
9) and in group B 6.5 (2-12); this score is significant-
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TABLE I Sequences of the different assessments

1-2 weeks before hospitalisation hospitalisation: day before surgery

group A (n = 20) ambulatory preanesthetic consultation Ø anxiety assessment inhospital 
preanesthetic visit

group B (n = 20) Ø inhospital preanesth anxiety assessment Ø
consultation



ly lower in group A when compared to group B (P =
0.0053). The anxiety scores according to the Visual
Analog Scale (VAS) are shown in Figure 2. The medi-
an anxiety score is 3 (0-5) in group A and 5 (2-8) in
group B; this score is significantly lower in group A
when compared with group B (P = 0.0038). The
Pearson correlation coefficient between the two meth-
ods of anxiety assessment is significant (r=0.641).

Discussion
The results of this study demonstrate that patients
who undergo an ambulatory preanesthetic consult
between one-two weeks before hospitalisation have
less preoperative anxiety, than patients who are
assessed by the anesthesiologist just after entering the
hospital. In addition to the well known advantages of
an anesthesia outpatient consultation clinic, such as
lowering the hospital costs and improving operating
room efficiency, the results of this study confirm the
effectiveness of an anesthesia outpatient setting in
reducing preoperative anxiety.8–9 This is the first
report which was specifically designed to determine
the impact of an anesthesia outpatient consultation
clinic on preoperative anxiety.

The results of the present study are relevant and the
selected patients consist of a homogenous population.

They were all scheduled for endoscopic urological
surgery, which is recognised as a low invasive proce-
dure. There is an effect of the type of surgery on pre-
operative anxiety level, invasive or mutilating surgery
being more anxyogenic than non invasive surgery.19–20
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APPENDIX The Multiple Affect Adjective Check List (MAACL)
«please tick off all those words which describe your feeling at the
moment»

upset (+) cheerful (-) afraid (+)
thoughtful (-) frightened (+) loving (-)
happy (-) calm (-) panicky (+)
terrified (+) shaky (+) pleasant (-)
contented (-) fearful (+) worrying (+)
nervous (+) steady (-) secure (-)
tense (+) desperate (+) joyful (-)

(+): anxiety present
(-): anxiety absent 

TABLE II Epidemiology of the selected patients

group A group B

age yr (mean ± SD) 65.3 ± 12.1 58.6 ± 18.5 NS
weight kg (mean ± SD) 73.8 ± 2.2 71.6 ± 9.6 NS
height cm (mean ± SD) 169.2 ± 9.3 169.0 ± 8.8 NS
sex: female/male 4/16 1/19 NS
ASA physical risk scoring: 
I/II/III 7/12/1 11/7/2 NS
surgical procedure 
(TURP/bladder resection) 13/7 9/11 NS
type of anesthesia 
(general vs regional) 2/18 4/16 NS

FIGURE 1 Anxiety scores in both groups using the Multiple-
Affect-Adjective-Check-List (MAACL); the scores are expressed as
median and range; group A: ambulatory preanesthetic consulta-
tion, group B: no ambulatory preanesthetic consultation. 

FIGURE 2 Anxiety scores in both groups using the visual ana-
logue scale (VAS), the scores are expressed as median and range;
group A: ambulatory preanesthetic consultation, group B: no
ambulatory preanesthetic consultation.



Moreover, they had no previous anesthetic experience;
as described, it is assumed that patients who had pre-
vious anesthetic experience would be less anxious than
patients awaiting for their first anesthesia.19–20

The results of the present study may suffer from
bias. The assessment of anxiety was performed on the
evening before surgery, just after entering the hospital.
As described in a previous study, the evening anxiety
scores are not correlated with those on the morning
just before surgery, which represent the highest level
of anxiety.2 1 Finally, the anesthesiologist in charge of
the consultation clinic was a consultant, whereas a res-
ident performed the assessment on hospital admission.
A more experienced staff anesthesiologist is probably
more able and willing to work as a «contact person»,
providing the patient with emotional support, which
is more effective in reducing anxiety than cognitive
and informative support alone.2 2

Anxiety is a complex process, resulting in an unpleas-
ant state of uneasiness or tension. To assess it, the most
commonly used instrument is the Spielberger’s State-
Trait Anxiety Inventory (STAI).2 3 The STAI question-
naire is a global test and measures trait and state of
anxiety. Nevertheless, this test is time consuming, diffi-
cult to complete, and often requires the help of a psy-
chologist. For these reasons, we chose two alternatives:
the Multiple-Affect-Adjective-Check-List and the
Visual Analogue Scale. Both are easy to complete in a
bed-side situation and are reliable. Finally, in our study,
the VAS scores were found to be correlated with the
MAACL scores, as previously described.17

It is difficult to compare the results of the present
study with previous studies on preoperative anxiety
because of variations in the methods used to measure
anxiety, the differences in the populations studied and the
design of the studies. Egbert and co-workers concluded
that the anesthetic visit was more effective than a med-
ication in reducing preoperative anxiety; nevertheless
they studied anxiety in inpatients prior to elective surgery,
independently of the type of preanesthetic assessment.7

Leigh and co-workers, using the STAI to quantify the
effect of the anesthetic visit on anxiety, found a reduction
in anxiety score if their patients were assessed preopera-
tively by the anesthesiologist.1 2 On the contrary,
Twersky, using the same method to assess anxiety, stated
that patients did not benefit from reducing preoperative
anxiety by visiting the anesthesiologist before the day of
surgery.1 3 Mackenzie evaluated preoperative anxiety in
patients scheduled for different types of surgery under
general anesthesia, using the MAACL and the VAS.2 0 In
these two reports, only patients scheduled for outpatient
surgery were studied, which could be considered a much
less stressful environment than is inpatient.2 4

An anesthetic assessment in an outpatient consulta-
tion clinic allows the patient to be assessed in a quiet and
relaxed atmosphere. In this way, more detailed informa-
tion can be presented in an easily understood manner
and in a location away from the threatening environment
of a large hospital ward, thus allowing a higher patient
satisfaction, as has been reported previously.2 5

In conclusion, under the conditions of the present
study, anesthetic assessment in an outpatient consulta-
tion clinic reduced preoperative anxiety, compared
with traditional assessment after the patient has
entered the hospital. Moreover, the two methods used
to assessed anxiety are alternatives to the Spielberger’s
State-Trait Anxiety Inventory, which is considered the
gold standard. The results of this study support the
concept that preoperative anxiety can be assessed
using VAS alone.
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