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/Abstract

~

Surgery is a very stressful situation for humans, resulting in various psychiatric problems. Fear of the operation process, fear
of the unknown, death anxiety along with changes in primary personal, family and professional roles, cause the manifesta-
tion of problems from the mental realm. The effects of psychiatric disorders can have a profound effect on both the mental

and physical health of the patient.

scientific articles and internet search.

condition of the patient.

N

Aim: The aim of this study is to present psychiatric disorders during the perioperative period.

Material and method: The method used to write this study is the literature review. The writing was done by studying books,
Results: Psychiatric problems such as anxiety, depression, delirium at their onset, affect the preoperative and postoperative
Conclusions: The evaluation of psychiatric disorders experienced by patients should be an integral part of perioperative care.

Early diagnosis and early treatment are associated with the avoidance of chronicity and serious complications.

Keywords: Mental disorders; anxiety; depression; perioperative period; Psychological strategies.
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Introduction

Anxiety is a long-term human reaction to an unknown indefi-
nite threat and this is because the stimulus that causes it is not
clear. Etymologically, the root of the term “Anxiety” is found
in the ancient Greek verb anxiety, which can be rendered as
push, strangle or strangle. When a person is possessed by anx-
iety, he experiences tension, a feeling of indefinite fear, wait-
ing for an impending danger or a difficulty without a justified
reason. However, although it is accompanied by unpleasant
emotions, it is useful to humans because it has a warning role.
Specifically, man, through stress, is physically and mentally ac-
tivated to deal with a potential threat. In this way physical and
mental performance is increased and strengthened [1].

It is worth noting that the concepts of anxiety and fear are of-
ten used as synonyms as they warn of the existence of danger
and mobilize the person to be ready to deal with it. However,
there are differences between them. More specifically, fear is
an emotional reaction to a specific danger and is addressed

to a present threat. Stress, on the other hand, is a subjective
emotional state of excessive anxiety, uncertainty, irrational
fear where it is caused by a threat whose source is either of
unknown etiology or has minimal intensity compared to the
intensity of normal and emotional (psychological) reaction it
causes. Fear leads to specific activities such as running away or
attacking while stress has the ability to detune and disorganize
the sufferer. Fear brings about changes both on a psychologi-
cal level (subjective feeling of fear) as well as at a normal level
(acceleration of the heart rhythm, acceleration of respiration,
redistribution of blood from the skin and viscera to the large
muscles). These changes prepare the body for muscle activity
(fight or flight), which may be necessary in response to the
threat. When the stress exceeds the normal degree, and pre-
vails for a long time period then is a morbid manifestation,
and is considered pathological resulting in impaired adaptive
capacity of man. Pathological stress is defined as dispropor-
tionate reaction to a situation or reaction resulting from con-
flicts belonging to the individual’s past. Pathological stress is
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the central symptom in anxiety disorders and is accompanied
by physical and mental symptoms.

Physical Symptoms

eChest pain

e Anorexia

e Shortness of breath

e Dry mouth

* Motion sickness

e The feeling of drowning

Mental Symptoms

¢ The anticipation of an indefinite threat
¢ The difficulty of concentration

e The impatience

e Nervousness

e Distraction

¢ The feeling of reduced perceptual capacity
eThe negative reactions

Types of Anxiety Disorders

Anxiety disorders are a major concern in today’s society as
they are the most basic forms of psychiatric disorders. When
a patient suffers from this disorder, the symptoms are more
severe than the condition that caused them and his daily life is
constantly disrupted. The anxiety disorders of which the Panic
Disorder and Obsessive Compulsive Disorder are the most
common forms, divided into the following categories:

Panic Disorder: A recurring period of feelings of fear or dis-
comfort which within an hour, peak within 10 minutes and
are accompanied by symptoms such as sweating, palpitations,
tachycardia, muscle tremor, intense tremor.

Obsessive Compulsive Disorder: Manifested either by obses-
sions or compulsions. As for the former, the person is forced
to do repetitive ones thoughts and images that have disturb-
ing content. These thoughts come from his own mind and not
from someone else, something that the individual himself
knows. Compulsions are repetitive behaviors aimed at con-
trolling these thoughts.

Generalized Anxiety Disorder: It is characterized by intense
anxiety and persistence occupy the person for a period of at
least 6 months, for a series of daily events and activities it has
to carry out. The main symptoms are mild fatigue, muscle ten-
sion, irritability, fatigue and sleep disturbance.

Agoraphobia: It is characterized by the feeling of intense fear
that the person has, when he is in places or situations where
escape is difficult, causes him embarrassment and fear that
there will be no help available in case he needs it.

Specific phobias: ‘Intense fears about specific objects or situa-
tions that disrupt a person’s life. [2].

Anxiety disorder caused by a physical illness

Every physical illness brings to the person many negative feel-
ings, experiencing on a daily basis anxiety, pessimism, despair
and uncertainty about the course of the illness. The introduc-
tion tohospital depletes the physical and mental reserves of
the individual resulting in manifestation of diseases or symp-
toms from the psychic sphere, such as anxiety, depression,
nervousness, fear. Many physical ailments are the cause of
anxiety disorders. These diseases are categorized as follows:

¢ Endocrine disorders (thyroid dysfunction)

e Autoimmune diseases (rheumatoid arthritis)
e Systemic diseases (respiratory failure)

¢ Neurological (Brain tumors)

Spielberger’s theory

Stress, according to Spielberger’s theory in 1966, is divided
into occasional, transient and permanent. When a person
has stress as a permanent feature of himself, he takes nor-
mal events as threatening and manages them with intensity,
greater than the events that manifest it, with a strong feeling
of threat and anxiety. Occasional stress, according to Spiel-
berger, refers to the subjective state of the individual and is
characterized by feelings of tension and anxiety that are ac-
companied or associated with the activation or stimulation of
the Autonomic Nervous System. Spielberger (1972a)’s theory
of permanent and transient stress is based on the following
hypotheses:

1. Internal or external stimuli for a person that are
perceived as threatening cause transient stress reactions.
Through sensory and cognitive feedback mechanisms high
levels of transient stress are experienced as unpleasant

2. the greater the intensity of the perceived threat, the
more intense the transient stress response.

3. The permanence of the transient stress response is
proportional to the duration of the threat the person feels.

4. Compared to people with low levels of persistent
stress, people with high levels of persistent stress perceive
more situations as threatening, respond with more intense
transient stress reactions, or both. Situations that pose a risk
of failure or threat to self-esteem are more likely to be sources
of threat than situations that can threaten physical health

5. High levels of transient stress include impulses that
manifest themselves in the behavior or mobilize the psycho-
logical mechanisms that have been able to reduce transient
stress in the past.

6. The frequent occurrence of stressful situations can
lead the individual to develop specific psychological defense
mechanisms in order to reduce transient stress [3].
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Stress

The term stress comes from the English word “stress” which
has its roots in the Latin words “strictas” (= tight / narrow)
and stingere (passive participle) which means tighten. Dur-
ing the 18th and 19th centuries the word stress was used to
describe suffering, stress, tension and strenuous effort. De-
spite its widespread use by the scientific community, a precise
definition has not yet been established due to its multilevel
importance from time to time. According to Lazarus and his
colleagues, stress is a series of reactions when a person is
faced with difficult environmental situations and his personal
strength is not enough to cope. It is generally a condition in
which all the human dimensions of the individual are affected
such as the mental, the physical, the emotional, the biological,
the social and the spiritual. Stress is the individual’s percep-
tion of events that are perceived as threatening, where reac-
tions to them are individualized and differ from person to per-
son and from one period of time to another [4].

Eustress is the positively considered stress and has positive
effects on the human body in contrast to distress. The stress
that manifests itself to a degree, is creative for the body, as
the controlled intensity maintains a constant contact between
the body and the environment and keeps the biological organ-
ism awake.Often stress and anxiety are confused without their
meanings being identical but semantically belonging to con-
centric circles. In conclusion, stress and stress if we compare
it we will find that they work. During the process of stress, the
stressful stimulus mobilizes the brain resulting in the person
feeling anxious [5].

Depression

Depression has been known since ancient times. Hippocrates
was the first to use the terms mania and melancholy to dis-
tinguish depression. He defined general functional psychoses
as mania, while the term melancholy seems to have referred
to chronic mental disorders and not to the nosological mean-
ing of depression as it has developed to date. The reason that
health professionals are particularly concerned with recog-
nizing, evaluating and treating depression is because there
is a high rate of suicide. Depression is a mental disorder that
consists of a set of symptoms. The person who is depressed,
shows reduced mood, constant sadness, low self-esteem as
well as lack of concentration. However, in addition to the
symptoms on a mental-emotional level, depression also has
symptoms on a physical level. The duration of these symptoms
lasts about 2 weeks and can be causes of significant damage to
the individual’s ability to manage his daily needs.

Some of the factors that increase the risk of developing de-
pression are family and work status, gender, age, ethnic and
cultural backgrounds, chronic physical or mental disorders,
and family history. Depression is more common in unmarried,
divorced, and rural residents (WHO, 2012). It is estimated
that 6% of the general population suffers from depression, ie
more than 350 million people worldwide and 550 thousand in
Greece. Worldwide, women experience depression twice as
often as men [6].

Perioperative mental disorders

Surgery is widely accepted as one of the most stressful situ-
ations for humans. During the operation, the patient’s psy-

chosomatic condition is affected, through mental and physical
factors as well as through social and cultural elements. The
patient before the surgery manifests psychological reactions
such as feelings of ambivalence, melancholy, loneliness from
separation from his family as well as anxiety about postopera-
tive pain.

Perioperative Stress

The procedure of anesthesia in the operating room is expe-
rienced as a threat of loss of control while the cross section
as a risk of changing the image of the body. Fear of possible
unsuccessful surgery, along with concern about whether he
will wake up after surgery, are among the main causes of pre-
operative stress. In general, the results of a surgery force the
patient to limit his functional role to personal, professional,
social and family areas, as a result of which he experiences
disorders from the mental sphere, such as anxiety and depres-
sion [7]. Research shows that the patient’s psychosomatic unit
plays an important role in the prognosis of the disease and
the outcome of a surgery. Strong feelings of anxiety and fear,
feelings of uncertainty or denial of the severity of the disease
affect the preparation for surgery as well as the postoperative
course [7].

Predisposing factors

Predisposing factors are closely related to perioperative stress
and affect it both in appearance and in its degree. More spe-
cifically:

--Gender plays an important role in increasing perioperative
stress. Many studies have shown that women who undergo
surgery have more stress.

--Age. Although stress occurs at all ages, children under the
age of twelve and the elderly have lower rates.

--The educational level. People with a high level of education
show a higher rate of stress as they have a higher appreciation
of surgery.

-- The marital status. Married people have emotional support
and stress levels are lower than those who are single or di-
vorced.

--The personality of each person influences the way of re-
acting and managing stressful situations. Patients who have
anxiety by nature and self-critical behavior are more likely to
develop perioperative anxiety.

--Social support. The support that the person will receive
from those around him, will help him to forget about all this
pressure as well as to stand stronger in stressful situations.
Research has shown that the severity of an operation is associ-
ated with a high level of stress, as not only the difficulty of the
operation and its outcome, but also what effects will have on
the health of the person and his body image.

--Experience from previous surgical experience, reduces peri-
operative stress, as the person is familiar.

Finally, the relevant information regarding the surgery and the
postoperative course plays an important role [7].

Etiological factors

In order to treat perioperative stress, one must first pay atten-
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tion to the causes that cause it. Causes are grouped into three
main categories:

¢ In what has to do with the procedure of the operation, and
those related to it.  In those that concern the postoperative
course and its development.

¢ In those that have a common point of reference the patient
and his personality.

There are many factors that can contribute to a surgical pa-
tient’s level of anxiety. Patients’ anxiety begins as soon as sur-
gery is scheduled and increases as the patient enters the hos-
pital. With regard to surgery, the person is observed to have
high levels of stress, which is due to the loss of independence
of movement, to the environment which seems unknown to
him and to the threat of serious illness. Fear of the unknown
for those undergoing surgery for the first time as well as the
outcome of surgery with chances of death during the opera-
tion are factors that contribute to the increase of preoperative
anxiety symptoms. In general, surgery causes the patient to
become dependent on the nursing staff, creating a feeling of
loss of control, which causes fear and increased stress. An im-
portant problem for the patient to be operated on is the fear
of anesthesia. The fear that they will wake up during anes-
thesia or that they will realize everything that happens during
the operation, are the main causes of preoperative anxiety.
This is highlighted by the studies of Kindler et al. [8], as well
as by [9] where the participating patients stated that detailed
information from the competent health professionals about
anesthesia would significantly reduce their stress. In addition,
it has been observed that the communication environment
between patients and health professionals plays a key role
in increasing both preoperative and postoperative stress. In
particular, the lack of necessary knowledge and skills in order
for health professionals to properly and adequately inform the
patient, can lead to patient dissatisfaction and disruption of
the therapeutic relationship between doctors and patients.

Several studies have reported that a major factor in increas-
ing preoperative stress is waiting for surgery, as the patient
is forced to wait in conjunction with reduced information for
an unpleasant but unavoidable surgical procedure. A recent
study in Nigeria [10] to assess preoperative and postoperative
stress involved 51 patients who had undergone surgery. 51%
of patients experienced preoperative anxiety while 15.7% ex-
perienced postoperative anxiety. The factors responsible for
preoperative stress were the fear of complications that may
occur in the operation process by 70.6%, the concern for the
family by 54.9%, and the fear of death during the operation.

In terms of the postoperative course and the fear of major
changes that will occur in his life postoperatively as well as
the effort to adapt, they contribute to the increase of stress.
Factors of uncertainty that cause stress regarding the postop-
erative course are the possible complications that may occur
during the operation. Another factor is considered the postop-
erative pain which often emerges with the greatest impact.An
important source of preoperative stress is the patient’s per-
sonality. The lack of support from family members, which is
considered necessary in an operation, is associated with the
worst psychological state of the patient, which is a cause for
stress. Also when patients have the fear that after the sur-
gery they will not be able to financially and socially support

the people around them, this is another source of stress. In
some patients, the hospital environment significantly affects
the onset of anxiety. Specifically, these factors may be due to
characteristic sounds from machines, the low ambient tem-
perature as well as the smells of the hospital area. Finally, the
financial situation of the patient is a cause of stress. Specifi-
cally, financial difficulties due to the reduction of the degree
of productivity in combination with the coverage of surgical
expenses and postoperative financial requirements, are an im-
portant stressors [7].

Complications

Although perioperative stress is considered part of the surgi-
cal experience, it can lead to many complications related to
either the surgery or the postoperative course. Elevated levels
of preoperative stress have been found to increase the risk
of morbidity and mortality. Specifically in coronary artery an-
gioplasty, high levels of preoperative stress stimulate an in-
creased risk of adverse outcomes and maximize death [6].

The combination of anxiety and depression increases the risk
of arrhythmia and the chances of the patient developing be-
haviors, which are factors that contribute to increased mortal-
ity such as sedentary lifestyle and smoking. A US study found
that fear along with preoperative and postoperative stress
affect the surgical outcome and early access to surgery [4].
In general, the higher the levels of preoperative stress in a
patient, the more difficult his postoperative course becomes
and his adaptation to the new rhythms.Stress can cause com-
plications in the body’s physiology and behavior that is similar
to that caused by the feeling of fear. Adrenaline levels preop-
eratively and intraoperatively are elevated and this may cause
adverse pharmacokinetic interactions with the drugs used
to introduce anesthesia. Reactions such as vasoconstriction
of the skin, increase in blood sugar, as well as cardiovascular
disorders such as tachycardia and hypertension are observed
[11].

Analgesics - Anesthetic requirements

Preoperative stress is associated with anesthetic needs, anal-
gesic requirements, and postoperative pain. When the person
experiences stress at high levels then the use of painkillers is
more frequent as the postoperative pain is more frequent and
more intense. The same is true of anesthetics during anes-
thesia. Anxious patients do not respond to anesthesia to the
same degree. It has been found in a study that at the stage
of introduction to anesthesia, people who had more preop-
erative anxiety, were given higher doses of propofol, during
anesthesia more doses of sedatives, as well as anxiolytics and
analgesics postoperatively [11].

Several doses of the drug can cause complications, such as
slowing down breathing, increasing lung risk, and leading to
decreased activity, which increases the risk of blood clots and
bowel disorders. Preoperative stress has been blamed for in-
creasing postoperative pain both during the patient’s stay in
the ward and when returning home causing chronic postop-
erative pain [7].

Risk of infections.

Stress also plays an important role in increasing an infection
and reducing the immune system response, resulting in pro-
longed hospitalization which results in increased financial
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costs. However, a study in patients who underwent hysterec-
tomy found that the action of benzodiazepines on benzodiaz-
epine receptors interfered with the reduction of the hormone
corticotropin, which is caused by stress and is responsible for
immunosuppression, thereby reducing 30 days after surgery

[7].
Nausea - Vomiting - Mobility

Several studies suggest that preoperative stress is a factor in
the development of postoperative nausea and vomiting. Also
a study performed on patients who underwent off pump cor-
onary artery angioplasty, observed to predispose to postop-
erative psychological adjustment difficulty and reduced motor
function.

Psychological effects - Rehabilitation.

Surgery is a threatening event for humans, where preopera-
tive stress can lead to changes in body functions, whether
cognitive or behavioral. Other symptoms may include aggres-
sion toward specialized staff, family, and especially spouses, as
well as emotional sensitivity to crying, chatter, and agitation.
Therefore, aggression and emotional sensitivity are defense
mechanisms of anxious patients [4]. High levels of preopera-
tive stress disrupt the harmonious functioning of the individ-
ual and hinder his postoperative recovery and rehabilitation.
Specifically in a study performed on patients who underwent
hip or knee arthroplasty, high preoperative stress adversely af-
fected the quality of recovery [4].

Sleep Disorders

Prolonged insomnia and generally poor sleep quality that of-
ten accompanies stress can lead to aggressive and depressive
behaviors as well as attention and concentration disorders,
resulting in inability to make appropriate treatment decisions
and adhere to treatment.

Postoperative delirium

Postoperative delirium is a clinical syndrome with a definite
symptom of disturbance of consciousness and loss of cogni-
tive functions. It occurs in patients undergoing surgery and
anesthesia. It usually has a sudden invasion, short and fluc-
tuating course, while when the causative agent is found and
neutralized, there is a rapid improvement. The causes of
postoperative delirium are surgical stress, postoperative pain,
analgesics, insomnia, infection and blood loss. Age is also an
important factor for its appearance. About 30-40% of hospi-
talized patients over the age of 65 have a delusional episode.

A similar study by [13] involving 51 elderly patients after ma-
jor abdominal surgery found that 50% (26 patients) developed
postoperative delirium. In 14 patients it lasted 1 -2 days while
in 12 patients it lasted 3 or more days. The latter showed
greater blood loss and intravenous fluid delivery, higher post-
operative complications, and longer hospital stays [13]. The
type of surgery (eg open heart surgery) and the high need for
blood transfusions are positively related to the chances of de-
veloping postoperative delirium. Delirium is a clinical disorder
that is not recognized and is not always diagnosed due to its
multifactorial etiology. The clinical features of delirium are as
follows:

° Memory and attention disorder. Inability to record
and hold and disorders in the ability to solve problems.

o Speech and thought disorders. These disorders in-
clude incoherent speech and impaired speech comprehen-
sion. The person also has difficulty concentrating and aiming
- directed thinking.

o Disorders of perception. lllusions are quite common,
mainly visual and auditory.

o Mood and emotion disorders. The most common
symptoms are anger and unreasonable fear. Many times emo-
tions do not change constantly and even symptoms of depres-
sion, euphoria and apathy can occur.

Postoperative Depression

After an operation, some emotional disorders appear. In most
cases, these are mild forms of depression. Factors that con-
tribute to the occurrence of such disorders are postoperative
complications and postoperative pain that lead patients to a
state of discomfort. Depression has a negative effect on the
course of a disease as it is associated with reduced compli-
ance to therapeutic instructions, reluctance to modify risk
factors including risky behaviors (smoking, alcohol), as well as
reluctance to participate in physical rehabilitation programs
that were considered necessary after surgery [3]. [13] report
that the interaction of depression, anesthesia and surgery
contributes to increased morbidity and mortality of patients
and affect their morbidity. Depressive disorders affect the sup-
pression of the immune system with the result that patients
are exposed to postoperative complications, infections and in-
creased mortality. Another cause of postoperative depression
is pain. Specifically, depression is a strong prognostic factor
and is associated with chronic postoperative pain [13].The ef-
fects of depressive disorder include negative cognitive symp-
toms and include feelings of worthless grief, hopelessness,
and recurring thoughts of death or suicide. Another effect is
the influence of the biological course of the disease, which
leads to a longer stay of the patient in the hospital.

In addition, mental disorders that occur during hospitalization
and after surgery, due to the fact that health professionals con-
sider them as a natural consequence of the disease, are not
detected and the complications they cause are not adequate-
ly treated. Therefore, just like stress, depression, in order to
deal with it, presupposes the preoperative and postoperative
evaluation of its intensity, the minimization of possible com-
plications, the establishment of a therapeutic relationship, the
provision of psychological support by health professionals and
the support network and rehabilitation programs. . Finally, an-
tidepressant treatment depends on the depth and duration of
the depression, but is often considered necessary [3].

Panic attack

The stress of surgery, the fear of the unknown, the fear of ill-
ness and the fear of life increase patients’ anxiety. Also, the di-
agnosis of a chronic illness, disability as a result of surgery, or
the recurrence of a chronic illness and other painful conditions
that may occur preoperatively or postoperatively can lead the
patient to a crisis. Specifically, a seizure can be caused by an
unexpected threatening event such as a postoperative compli-
cation, while other times it can occur due to the patient’s long
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stay in the hospital and his inability to resolve effectively this
stressful situation. The process of the operation, the evolution
of the postoperative course and the interpretation that the
person attaches to the event which is perceived as destructive
and extremely threatening, cause the sharp increase of real
fear combined with the realistic stress. So the person in the
effort to deal with this situation can exceed its reserves and
lead to a crisis. During a crisis the person experiences some
symptoms such as palpitations, rapid heartbeat, shortness of
breath, fear of losing control and dying. If the person suffers
from repeated and unpredictable panic attacks along with a
strong fear that a crisis will happen again, as well as a signifi-
cant change in his behavior due to the seizures, then we are
talking about panic disorder [14].

Strategies for dealing with perioperative psychiatric disor-
ders

Surgery as a stressor accompanied by other negative factors
such as less information, difficulty understanding medical in-
formation and difficulty asking questions, helps to create high
stress in patients. The investigation of mental health and the
early diagnosis of people suffering from anxiety disorders and
depression, as well as their treatment, help to reduce re-ad-
mission and the cost of hospitalization. Stress is often associ-
ated with physical illness and affects it negatively. Successful
management of stress helps to neutralize or prevent the effect
it has on physical health. According to Lazarus and Lanier, the
term “ways to deal with stress” refers to efforts to manage en-
vironmental requirements, intra-individual requirements and
conflicts between them. Specifically, they are strategies that
the individual can use either to dominate, or to tolerate, or to
reduce or minimize stressful events. An important role in deal-
ing with the stress that accompanies a surgery, is the person-
ality of the individual. Awareness as a personality trait in the
face of surgery, as opposed to repulsion, helps the patient to
prepare psychologically and adapt to the situation. The repul-
sion of the patient on the other hand in reality and the denial
of their condition, affects the therapeutic relationship patient-
nurse [14].

Stress management

According to Lazarus and Folkman, the ways to deal with
stressful situations are divided into strategies focused on
problem solving and strategies focused on emotion. In the
first case, its goal is to control the situation and reduce stress
either by enriching the resources that the person will need, or
by reducing its requirements. In the treatment that focuses
on problem, some people may apply pre-planned prevention.
In other words, people take steps in advance to deal with a
potentially stressful situation, so that they even appear to
be better prepared. On the other hand when events are ac-
complished and cannot be changed, then the person resorts
to emotionally focused coping efforts. Through cognitive re-
assessment of the situation, seeking emotional support from
those around him and trying to accept the problem if noth-
ing can be changed, and relieving the emotion, the individ-
ual controls and regulates the emotional consequences of a
stressful situation. You can also use sedatives, alcohol and try
to distract yourself with other things. Surgery is a threat to
the individual that causes stress, the patient resorts to coping
strategies focused on both the problem and the emotion. Re-

garding the former, he seeks information from doctors about
the possible effects of the surgery and participates in his peri-
operative training. In emotion-focused treatment, she seeks
support from health professionals and intrapsychic defense
mechanisms. For example, he denies the seriousness of the
situation, believing that there are worse. The efforts that are
focused on the problem after an operation, negatively affect
the level of stress and positively the quality of life of the op-
erated. This was found in a study performed on patients af-
ter coronary artery bypass graft surgery, where patients paid
more attention to their postoperative complications than to
their emotional reactions [15].

Here are the most common coping strategies a person uses
when experiencing stress, according to Cohen and Lazarus
(2012): The search for information focuses on examining the
options available for action and increasing the knowledge
to deal with a stressful situation. This strategy is sometimes
aimed at solving the problem and sometimes at emotional
regulation. For example, the patient seeks information about
alternative therapies before giving his or her consent (problem
solving), or seek a second medical opinion to make sure he is
making the right decisions and to feel that he has exhausted
all efforts (emotional regulation). Immediate action focuses
on trying to take specific action to deal with a stressful situa-
tion. For example, the patient participates in his perioperative
care by taking advice from the doctor, participates in the deci-
sions that concern him, etc. Efforting on an intrapsychic level
involves activities in areas that have nothing to do with their
health problem, helping to remove stressful thoughts and
regulate his emotions. Claiming support from others concerns
efforts either to regulate emotions or to resolve the problem.
For example, the person being treated turns to a friend for
companionship (emotional regulation) while at other times he
may ask a relative to take on some of his responsibilities, due
to the fact that he is being treated in the hospital.

Emotional revelation and social support

Surgery is usually accompanied by negative emotions that can
provoke reactions both emotionally and physiologically. Sup-
pressing negative emotions includes increased heart rate and
blood pressure and sweating. Emotional revelation is a way of
free expression and emotional experiences in other people ei-
ther in written form or orally. As for the oral form of emotional
revelation which is the most common, many times people
who need to talk are pressured by those around them to stop
talking about it anymore. So many times people are oppressed
and try to deceive others so that they do not perceive the true
feelings, something that can cause disorders in their health.

Psychologist James Pennebaker in his attempt to study wheth-
er the expression of the event leads to overcoming the trau-
matic event that has an impact on mental health of the in-
dividual, conducted numerous studies in which participants
either had the opportunity to confess intensely emotional
events of their lives or were instructed to keep their thoughts
and feelings to themselves. The results showed that people
who expressed themselves in writing or with other people,
led to the discharge of stress and was a factor in dealing with
a mentally painful event [7]. Second, social contact has posi-
tive effects on dealing with a stressful situation, such as the
surgical procedure. People who discuss an event have the
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potential for social comparison that leads to emotional sup-
port. This is also confirmed by the study conducted by [16], in
patients who were going to have heart surgery. Patients were
divided into wards with a roommate who was preparing for
surgery and into a ward with a roommate who had already
had surgery, while others were placed in a patient who had
undergone the same or different type of surgery as their own.
The results showed that those who had a postoperative room-
mate were favored, without the type of operation being a fac-
tor. This may be because the postoperative patient offered a
degree of emotional social support, either because he or she
may have referred to how he or she experienced the surgery
and how he or she felt after it, or because he or she may have
provided information about the postoperative course [16].

Perioperative information and training

According to the latest research, the informational value of
preoperative communication has a therapeutic effect in deal-
ing with a stressful situation. This means that people who
prepare through information, adapt more easily to the operat-
ing room. Training has many benefits for the patient such as
improving the quality of care provided, increasing the degree
of satisfaction, reducing stress, promoting self-care, as well as
reducing the length of hospital stay and therefore the cost of
hospitalization. Patients who have not received the appropri-
ate information and information show poorer postoperative
adjustment with intense postoperative stress.

One of the observations of the American psychologist Irving
Janis, who believed that the person who does not have anxi-
ety before the surgery will not be able to cope with the stress-
ful process of the surgery, prompted Pollo and his colleagues
to conduct another study. The study involved patients who
were going to have abdominal surgery. Half of the patients
were informed about the impending surgical experience, were
warned about what to expect, about the existence of postop-
erative pain as well as training through breathing exercises to
reduce it. The other half had not received any information.
The results showed that the information given to the patients
led to their postoperative recovery. Informed patients showed
less anxiety, which led them to be discharged more quickly. In
contrast, uninformed patients presented during the postop-
erative examination, increased anxiety and need for several
painkillers [17].

Similar to a study by Pinar, Kurt and Gungor (2011), it was
found that the provision of systematic education and teach-
ing, led patients who had undergone hysterectomy, to im-
prove their postoperative course. More specifically, those who
received information about the course of the surgery, showed
an improvement in negative mental and emotional states
such as aggression and depression. However, other studies
have shown that due to the strong emotions that patients pay,
enough information can also have negative effects [18]. Due
to the inability to assimilate a lot of information, patients ac-
quire new fears and their anxiety increases. Therefore, inform-
ing and providing information to people who were going to
have surgery must be adjusted to the level of stress of each
patient, so as not to create further stress. Thus the informa-
tion to be given to patients must be specific, clear and answer
specific patient questions without the use of difficult medical
terms, so that the patient can assimilate and utilize them in his

postoperative course [1].
Ways of information and psychological support

In order to facilitate the therapeutic relationship between
doctor and patient, various multimedia have been discovered
which, despite the fact that they alone do not seem to be ef-
fective in reducing stress, combined with meetings, discus-
sion and good communication with the anesthesiologist, help
combat stress and building a relationship of trust between
doctor and patient. Creating a comprehensive patient educa-
tion program tailored to their knowledge, which includes sys-
tematic support, advice, motivation and information aimed
at improving the standard of living, has the effect of reducing
stress preoperatively and postoperatively and increasing self-
confidence.

In a study by [19] in order for the patient to understand the
process of anesthesia in surgery, videos and images were used
that included patients’ previous experiences on the same sub-
ject. This information, obtained in the form of images and vid-
eos 1 hour before and 8 hours after surgery, helped patients
feel better prepared and reduce their anxiety [19]. In patients
undergoing hip surgery, briefing by the anesthesiologist sur-
geon, handing out leaflets, using video and multimedia, and
interactive discussion reduced preoperative stress. Therefore,
the use of technology, the Internet and educational interven-
tions aim to reduce patients’ stress and improve their quality
of life [20].

Conclusions

Surgery remains to this day by its very nature, an extremely
stressful situation both for the person to be operated on and
for the rest of his family. Few patients calmly see the possibil-
ity of a surgery, even a small one. Many times after the diagno-
sis and the medical decision for surgery, the patient delays the
procedure. This is due to an ambiguous conflict between hope
and fear that makes him indecisive. Factors such as the fear
of the expected postoperative pain, the degree to which the
patient’s life is threatened by the surgery, the separation from
the family, are the cause for the manifestation of problems
from the mental sphere.

Psychiatric problems during the perioperative stage carry an
increased risk of morbidity and mortality and generally force
the patient to stay in the hospital for a long time in combi-
nation with possibly more postoperative complications. Early
recognition of the symptoms of psychiatric disorders and their
early treatment are considered necessary for the existence
of a smooth perioperative course of a patient. The patient’s
psychological discomfort and diagnosis of the disease can af-
fect his quality of life, his interpersonal relationships and his
family and work role. If stress is diagnosed as a patient’s reac-
tion to surgery, the psychological mechanisms it mobilizes to
deal with it, the patient’s psychosocial problems, his support
network, his personality, and the personal meaning he gives
to the disease should be investigated. According to the litera-
ture review in the postoperative stage, the patient’s anxiety
is obvious. At all levels of the preoperative and postoperative
period the mental disorders that the patient may experience
are panic disorder obsessive-compulsive disorder, generalized
anxiety disorder agoraphobia, specific phobias and anxiety
disorder caused by physical illness. Evaluation of the psychiat-
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ric disorders experienced by the operated patients should be
an integral part of the treatment. Psychiatric problems need
to be studied more extensively in order to organize better ap-
proaches to health care for these individuals.
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