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ABSTRACT
Background: The thought of having a surgery can be stressful for everyone. Providing 
the necessary information to the patient can help both the patient and the treatment team. 
This study was conducted to compare the effectiveness of face‑to‑face verbal training and 
educational pamphlets on the readiness of patients for undergoing non‑emergency surgeries. 
Materials and Methods: The study was a before–after randomized clinical trial. 90 patients 
scheduled to undergo non‑emergency surgery who referred to Shahrekord Ayatollah Kashani 
Hospital in 2013 were distributed randomly and gradually into two experimental groups (group of 
face‑to‑face verbal training and group of educational pamphlet) and one control group. Dependent 
variable of the study was pre‑surgery readiness. Data analysis was carried out by using SPSS 
statistical software. Statistical analysis were analysis of variance (ANOVA) and correlation test. 
Results: Results showed that the mean scores of pre‑surgery readiness in both interventional 
groups were significantly higher than that in the control group after the intervention (P < 0.05). 
However, there was no significant difference between the two experimental groups (P > 0.05). 
Conclusions: Each of the methods of face‑to‑face verbal education and using the pamphlet could 
be equally effective in improving the readiness of the patients undergoing surgery. Therefore, 
in environments where the health care providers are facing with the pressure of work and lack 
of sufficient time for face‑to‑face verbal training, suitable educational pamphlets can be used to 
provide the necessary information to patients and prepare them for surgery.
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surgery is to rescue patients from physical and psychological 
suffering with minimum damage and cost and also help 
in making the patients ready sooner for performing their 
responsibilities and roles in the society or at least to reduce 
their dependence on the family and society.[1] Positive or 
negative impact of non‑emergency surgeries on patients is 
sometimes enough for the patients to recall these events in 
their speeches as before and after surgery.[2] In order to obtain 
the most positive outcome from surgeries, with the least 
harm and adverse effects on the patient, the role of patients’ 
physical and mental readiness and their companions’ decisions 
is very important.[1] On the other hand, investigation on the 
increased complaints in medical law enforcement authorities 
has shown that the most common forms of negligence have 
been reported as lack of mental readiness or the patient’s 
physical pre‑surgery readiness. Moreover, it is possible that 
the patients’ and their companions’ expectations from the 
surgery have been untrue or the required readiness for surgery 
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INTRODUCTION

Millions of major and minor emergency and non‑emergency 
surgeries are performed in Iran annually. Surgeries on patients 
have useful and sometimes harmful effects. The main goal of 
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has not been achieved in a better way by the patients. It has 
been observed many times that before surgery the patients 
have no correct assumption of the type of disease, alternative 
forms of treatment, or have unreasonable expectations of 
surgery. In some situations, patients or their companions have 
led the surgeon to surgery with false expectations.

Surgery can be stressful for anyone. Providing the necessary 
information to the patient can assist both the patient and 
the treatment team. Understanding that what and why 
something is going to happen will lead to greater patient 
cooperation in the treatment process. Studies have shown 
that pre‑surgery training has been very effective in reducing 
stress, pain, and anxiety in patients after surgery.[2,3] In a 
meta‑analysis of 68 studies, 20% improvement has been 
reported in the outcomes after surgery for patients trained 
before surgery.[2]

Undergoing surgery is a special and stressful situation that 
can decrease the learning capability with a focus on the 
training provided.[3] Available evidences suggest that patients 
do not obtain the necessary information for pre‑surgery 
readiness and post‑surgery care.[1,2] It should be noted that 
it is possible to accomplish this by interaction and effective 
communication to establish a relationship between the 
physician, nurse, and the patient. The study results indicated 
that medical team does not have enough time for training 
patients.[4,5] On the other hand, in the study of Hekmatpou 
et  al., it has been reported that patients forgot about 80% 
of what their physicians told them and almost 50% of the 
information that was remembered by them was not correct. 
Therefore, choosing an effective training method is vital in 
these situations.[5] The question is that in such a stressful 
situation, which approach could be more appropriate for 
training and creating a pre‑surgery readiness for surgery 
candidates. Face‑to‑face verbal learning has been considered 
as the gold standard for patient training.[4] However, one of its 
disadvantages is that it is time consuming. Studies have shown 
that most of the information received by patients during the 
verbal in‑person counseling have not been understood or 
have been forgotten. Educational written methods have been 
proposed, such as educational pamphlets as teaching aids 
along with face‑to‑face training. Written information is a key 
technique for training the patients in order to attract their 
participation in the treatment process.

Educational pamphlet is a useful and cheap educational 
tool that is readily available to patients and can be read and 
reread quickly and directly by the patients without having 
the fear of being asked questions by the healthcare providers 
in face‑to‑face verbal training. In addition, educational 
pamphlets reduce the time spent by the healthcare providers 
and the medical team.[6,7] Henney and colleagues have shown 
that patients were satisfied with received written information 
and the patients trained by educational pamphlets were 
more satisfied with the treatment.[2] Harwood quoted from 
Winman thus: 75% of patients have a tendency to use the 
pamphlet and consider it as a valuable method and 80% of 

them read the pamphlets.[7] Therefore, how patients responds 
to information provided depends on the method of providing 
information.[8] The findings of several studies have shown that 
using pamphlets has been effective in increasing the knowledge 
of patients,[1,8] and a sense of competency and readiness of 
parents for vaccinations.[9] Review of the existing literature 
shows that the outcomes of face‑to‑face verbal training 
were compared with the outcomes of training through the 
pamphlet as a teaching aid along with face‑to‑face training. 
In this regard, various research findings have been different. 
Some studies considered pamphlets to be more effective as a 
complement to face‑to‑face training.[3,10] Some studies have 
reported no difference on using pamphlet and whether or not 
to use it in comparison to face‑to‑face verbal training.[11,12] In 
some studies, the use of pamphlets did not have any effect on 
the increase of knowledge of patients or changing patients’ 
attitude. The possible reason could be not understanding the 
content of the pamphlets.[13‑15] For example, in the clinical 
trial study of Venmans and colleagues entitled “Acceptability 
and impact of educational pamphlets about the infection on 
200 patients with non‑insulin dependent diabetes in two rural 
and urban centers in the Netherlands,” the findings have 
shown that there was no significant difference in the level 
of knowledge and attitudes of patients in the experimental 
group. Pamphlet content being not understandable has been 
proposed as a possible cause.[13] Due to the time‑consuming 
nature of face‑to‑face training and it not being common in 
the routine pre‑surgery care, there is no evidence about the 
impact of the pamphlets alone compared with face‑to‑face 
training. Therefore, making decisions in choosing the 
best approach for pre‑surgery training of patients requires 
research‑based scientific evidences in comparing these 
two methods. This study was conducted with the aim of 
comparing the effectiveness of training through pamphlet 
with face‑to‑face training on the rate of pre‑surgery readiness 
of the patients.

MATERIALS AND METHODS

The study was a before–after randomized clinical trial. The 
study population included candidate patients undergoing 
non‑emergency surgeries of herniorrhaphy, cholecystectomy, 
and nephrectomy after being referred to the surgery rooms 
of Shahrekord Kashani Hospital in 2013. All surgeries 
were performed under general anesthesia by a surgeon and 
an anesthesiologist. The sample size, based on a previous 
study,[8] was calculated as 25 people, which was finalized as 
30 subjects for each group in this study. A total of 90 samples 
were enrolled in the study based on the inclusion criteria 
by using easy and gradual sampling method. Inclusion 
criteria were as follows: Age 20–65  years, no history of 
previous surgery, undergoing non‑emergency surgery, no 
history of any family member having undergone the same 
surgery, not having an obvious mental health problem, 
having the ability to communicate verbally, willingness to 
cooperate in the research, being literate  (patient or one of 
the close relatives), and staying in the hospital from the 
afternoon of the day before surgery. The dependent variable 
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of the study was pre‑surgery readiness. This variable was 
measured in three ways: (1) knowledge level of the patient 
before, during, and after surgery about readiness (as pre‑ and 
post‑intervention); (2) patient’s self‑assessment of acquired 
readiness before surgery (as pre‑ and post‑intervention); and 
(3) readiness of patients based on the standard checklist of 
surgery room (only after intervention). It was performed by 
the researcher‑made method based on medical and surgery 
textbook contents. Patient’s level of knowledge was assessed 
by a questionnaire containing 26 questions about the readiness 
before, during, and after herniorrhaphy surgery, 26 questions 
about cholecystectomy surgery, and 27 questions about 
prostatectomy surgery (4‑choice and true and false questions). 
Patient’s self‑assessment questionnaire about the readiness 
before surgery contained 22 questions. One part was graded 
as a Likert’s type from quite favorable to unfavorable and 
the other part as yes or no. Surgery room standard checklist 
for the patient readiness included 22 questions with yes or 
no responses. This checklist included items such as: Having 
pre‑surgery tests, radiography, ECG, appropriate coverage of 
the patient, counseling before surgery, having a companion, 
fasting, informing the physician about the medication at 
home before surgery, obtaining informed consent, not having 
ornaments, emptying the bladder before surgery, etc. This 
checklist is used routinely in hospitals on arrival of the 
patients to the surgery room for surgery. Content validity was 
used to determine the validity of the tools. The tools were 
given to surgery and nursing specialists and all the needed 
corrections were carried out based on their comments. In 
order to estimate the reliability of the tools, Cronbach’s alpha 
coefficient was used for the multiple‑choice questions. The 
obtained values were α =0.71 for 4‑choice questions of 
patient’s knowledge assessment questionnaire and α =0.75 
for Likert’s type questions of patient’s self‑assessment 
questionnaire on acquired readiness. Richardson coefficient 
estimated the reliability of yes/no and correct/wrong 
questions of patient’s knowledge assessment questionnaire as 
0.79, yes/no questions of patient’s self‑assessment of acquired 
readiness before surgery as 0.78, and the standard checklist of 
surgery rooms for readiness of the patient as 0.80.

The participants were examined after referral to the physician 
and included in the surgery list. Initially, citing the research 
purpose, the researcher obtained written consent from the 
participants for participating in the study. To investigate the 
patients’ knowledge about the readiness before, during, and 
after surgery, multiple‑choice questions based knowledge 
test and patient’s self‑assessment of readiness before surgery 
based on the Likert’s criteria were used. Then, the samples 
were distributed by using randomized distribution method 
in two groups  (face‑to‑face verbal training group and 
training through pamphlet group) and one control group. 
Intervention in the training group through the pamphlet 
was administered 1 week before the surgery, during visits to 
the physician  (in the office or clinic), and when they were 
included in the list of physician’s surgeries. The required 
pamphlet was prepared with the items related to the disease, 
pre‑surgery readiness, location of surgery, type of anesthesia, 

post‑surgery care in the hospital, self‑care at home, and 
frequently asked questions by the patients before the surgery, 
along with the answers in plain and understandable language 
for the patients. This pamphlet was prepared by two nursing 
faculty members by using reference books and was approved 
by surgeons and anesthesiologists. The approved pamphlet 
was given to patients of this group by the physician. Then, 
they were asked to read the desired pamphlet. Intervention 
in the face‑to‑face verbal training group was performed in 
such a way that the patients in this group had been visited 
the night before the surgery by a physician  (surgeon) 
and an anesthesiologist. Physician gave the necessary 
training to the patient as face‑to‑face verbal training about 
disease, pre‑surgery readiness, location of surgery, type of 
anesthesia, post‑surgery care at the hospital, and self‑care 
at home, similar to what was given in the pamphlet. Then, 
the physician answered the questions of patients regarding 
surgery. In the third group (control group) was adopted the 
regular routine method. On the morning of surgery, the 
patient was re‑examined for knowledge of readiness before, 
during, and after surgery by using multiple‑choice knowledge 
test and patient’s self‑assessment of pre‑surgery readiness 
based on the Likert’s criteria. Patient’s readiness for surgery 
was also evaluated according to the surgery room checklist. 
This study was approved by the Ethics Committee of the Vice 
Chancellor of Research of Shahrekord University of Medical 
Sciences. For ethical considerations, the study goals were 
described to the patients and their consent to participate in 
the research was obtained. SPSS software version 16, analysis 
of variance  (ANOVA) test, and Pearson and Spearman 
correlation coefficients were used for analysis of the obtained 
data. Level of significance was considered at P < 0.05.

RESULTS

Regarding demographic variables, the research findings 
showed that the mean age of the study samples was 42 years 
with a standard deviation of 3.6, 84.6% of the subjects 
were married, and the majority of them had under diploma 
level of education  (68%). In this study, the pre‑surgery 
readiness in the investigated samples was assessed by using 
three tools: Knowledge test and patient’s self‑assessment 
of pre‑surgery readiness, and checklist of surgery rooms. 
Kolmogorov–Smirnov test results showed that data 
relating to each of the three dependent variables  (level of 
pre‑surgery readiness of patients based on knowledge test, 
patient’s self‑assessment, and checklist of surgery rooms) 
had a normal distribution (P > 0.05). Kolmogorov–Smirnov 
test results with several samples also showed that the basic 
readiness level in the three groups before surgery based on 
the knowledge test had no significant difference, while the 
results of ANOVA test showed that there was significant 
difference between the mean scores of patients’ knowledge 
after the intervention in the three groups. Mean scores 
of patients’ knowledge in the intervention groups were 
significantly higher than in the control group. Scheffe test 
results showed that this difference was related to the control 
group and there was no significant difference between 
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intervention groups (P > 0.05) [Table 1]. With regard to the 
patient’s self‑assessment of pre‑surgery readiness, ANOVA 
test results showed that there was a significant difference 
in the mean scores after the intervention in the three 
groups as the mean score of readiness for the patients in the 
intervention groups was significantly more than that in the 
control group  (P  <  0.05). Based on the results of Scheffe 
test, this difference was due to the control group and there 
was no significant difference between the experimental 
groups  (P  >  0.05)  [Table  2]. In relation to the checklist 
of surgery room readiness, ANOVA test results showed 
significant difference between the obtained mean scores in the 
three groups, and the intervention groups had significantly 
more readiness according to the surgery room checklist in 
comparison with the control group (P < 0.05). Scheffe test 
results showed that the obtained difference was related to the 
control group and there was no significant difference between 
the obtained mean score from the checklist of surgery room 
in the intervention groups (P > 0.05) [Table 3]. Regarding 
the relationship between demographic characteristics of 
the investigated samples and the dependent variables of 
research, Spearman correlation test showed that there was 
no significant relationship between the pre‑surgery readiness 
based on knowledge of the patients, patients’ self‑assessment 
of pre‑surgery readiness, and the checklist of surgery room, and 
the type of surgery, level of education, marital status, gender, 
place of residence, and the patient’s occupation. Pearson 
correlation test also showed no significant relationship 
between age and pre‑surgery readiness (P > 0.05).

DISCUSSION AND CONCLUSION

In the present study, the level of patients’ knowledge base 
and their initial self‑assessment of pre‑surgery readiness 
were identical and at a low level. This issue showed that 
routine visit of the surgeon (in clinic or office) has failed to 
be effective in increasing the knowledge and patients’ feeling 
of readiness for surgery. Therefore, it is required that the 
patients receive appropriate and necessary information. This 
finding was similar to the findings from other studies in this 
field reporting that patients are unable to gain the expected 
data.[1,2] The present study findings also showed that 
training of the patients before surgery by face‑to‑face verbal 
method or through the pamphlet could be equally effective 
in increasing the knowledge and patient self‑assessment 
of pre‑surgery readiness, and also, readiness of the patient 
for surgery according to the checklist of surgery room. No 
similar study was found comparing the impact of face‑to‑face 
verbal training with training through educational pamphlet 
alone. Previous studies have investigated the impact of 
combined training of face to face along with the pamphlet 
or other methods such as computer and internet compared 
with face‑to‑face training alone. In those studies that 
used providing written information such as pamphlets, or 
a computer and internet as a method of training, similar 
findings were obtained and approved the same as the 
present study (e.g., the study of Klein and colleagues entitled 
“Investigation of positive impact of training through a 
pamphlet in creating a feeling of adequacy and maternal 
readiness for the care after vaccination of children”[9] and 
the study of Humphris and colleagues investigating the 
effect of this instructional method in increasing knowledge 
of people with cancer[10]). Effectiveness of this educational 
method has also been supported in other studies as follows: 
In changing the attitude toward treatment and increasing 
adherence in depressed patients in Japan,[16] increasing the 
patients’ knowledge about screening of colorectal cancer,[17] 
increasing the knowledge and understanding of mothers 
about electroencephalography in Turkey,[18] and increasing 
the knowledge of patients about oral cancer in Italy.[19] In the 
previous studies, face‑to‑face training had increased the level 
of patients’ knowledge. However, training through internet[20] 
or by video tutorial[21] has had more impact in increasing the 
patients’ knowledge. In addition, patients’ self‑assessment of 
readiness in the study of Felley[8] and patients’ knowledge 
level in the study of Keulers and colleagues[11] after training 
with the combined method of face‑to‑face training and 
pamphlets have been found to be more than that obtained 
in face‑to‑face training alone. In the study of Henney[2] and 
also in the study of Hong,[4] training the patients undergoing 
surgeries of ear, nose, and throat by pamphlets was found to 
increase the retention rate of information in the patients. 
A systematic review conducted by Venmas and colleagues[13] 
of the impact of providing written information to patients 
has found that it creates a sense of personal satisfaction in 
patients from the received information, increases physicians’ 
satisfaction in reducing the time taken for training, and 
increases the patients’ compliance with the treatment. 

Table 1: Comparison of the mean scores of pre‑surgery 
readiness of patients after the intervention in the three 
groups based on the questions of knowledge test
Index Mean SD F value P value
Face‑to‑face training 9.41 2.5 34.05 <0.001
Training with pamphlet 9.67 2.3
Control group 6.04 1.9
SD=Standard deviation

Table 2: Comparison of the mean scores of patient 
self‑assessment of pre‑surgery readiness after the 
intervention in the three groups based on the checklist 
of patient self‑assessment
Index Mean SD F value P value
Face‑to‑face training 32.4 3.6 23.12 <0.01
Training with pamphlet 33.21 4.89
Control group 27.63 3.8
SD=Standard deviation

Table 3: Comparison of the mean scores of pre‑surgery 
readiness after the intervention in the three groups 
based on the checklist of surgery room
Index Mean SD F value P value
Face‑to‑face training 13.83 3.35 4.61 <0.01
Training with pamphlet 15.06 3.5
Control group 12.95 3.64
SD=Standard deviation
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The studies of Little and colleagues[14] and Wetzels and 
colleagues[15] have reported that educational pamphlets have 
no effect on attitude, knowledge, or patients’ performance. 
The authors have stated that one of the reasons for the 
ineffectiveness of pamphlets in those studies could be the 
items present in the pamphlet not being understandable. 
Therefore, it is necessary to be considered sufficient time and 
attention to provide educational pamphlets.

The purpose of this study was implementation and 
comparison of the two methods of face‑to‑face verbal training 
and pamphlets with functionality in the hospital for patients 
undergoing surgery in real, long‑term conditions and not just 
in terms of research and short‑term conditions. Therefore, due 
to the need of adequate time for reading the pamphlets by the 
patients, they were provided at the clinic during the last visit 
of the patient to the hospital before admission (2 weeks before 
surgery). However, providing face‑to‑face verbal training by 
the physician was not possible when the patients referred the 
physician’s office or clinic and, merely, it was only possible in 
the last visit of patient before surgery by the physician at the 
hospital (the night before the surgery). Due to these reasons, 
consistency was not maintained with respect to the time of 
providing the two types of training to the two groups, which 
was one of the limitations of the study. On the other hand, 
patient’s anxiety at the night before surgery is more than that 
at 2 weeks prior to surgery. Therefore, patients in the group 
of face‑to‑face training had probably higher anxiety levels at 
the time of training compared with the patients of pamphlet 
group. This might impact their learning. Therefore, this issue 
should be also considered. Briefly, face‑to‑face verbal training 
is given priority due to the increase of communication between 
healthcare providers and patients. However, given that, in 
the present study, face‑to‑face verbal training and training 
by educational pamphlets were equally effective in increasing 
the knowledge and readiness of patients before surgery. 
Based on the self‑assessment and checklist of surgery room, 
it can be concluded that using pamphlets as an inexpensive 
and accessible method, if properly designed with all the 
necessary information at the patient’s level of understanding 
and considering all the relevant data needed by the 
patient (disease, pre‑surgery readiness, place of surgery, type 
of anesthesia, post‑care in the hospital after surgery, self‑care 
at home, and answers to patient’s questions in the pamphlet 
context), might be a good alternative for face‑to‑face verbal 
training in environments where the medical team is faced 
with lack of time for patient training.
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