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Abstract: Recent research suggests an impact of psychological distress on postoperative outcomes
in orthopedic and neurosurgery. It is widely unknown whether patients’ mood might affect the
postoperative outcome and complication rate in colorectal surgery. Over a period of 22 months, a
monocentric, observational study among patients undergoing elective colorectal surgery without the
creation of an ostomy was conducted. Patients were asked to fill in a standardized multi-dimensional
mood questionnaire (MDMQ) preoperatively as well as on the third, sixth, and ninth postoperative
days to assess mood, wakefulness, and arousal. The results of 80 patients (51% male, mean age
59 years) were analyzed. Almost half of the patients (58%) developed postoperative complications
according to the Clavien–Dindo classification (Grade I 14%, Grade II 30%, Grade III 9%, Grade IV
3%). Patients’ mood increased continually from the preoperative day to the ninth postoperative day.
Patients’ wakefulness decreased initially (pre- to third postoperative day) and increased again in the
further course. Patients’ arousal decreased pre- to postoperatively. Neither preoperative mood, nor
arousal or wakefulness of patients showed a clear association with the development of postoperative
complications. In conclusion, preoperative psychological distress measured by MDMQ did not affect
the postoperative complication rate of patients undergoing elective colorectal surgery.

Keywords: emotions; surveys and questionnaires; distress; treatment outcome; colorectal surgery;
postoperative complication

1. Introduction

For decades, it has been known that surgery is a massive stress event for the human
body, requiring an effective pain and stress reduction for rapid healing [1–3]. Surgery does
not only imply physical strain, as it is also psychological distress due to a loss of control
and even fear of death. The role of mental well-being in human health is emphasized by the
World Health Organization’s definition of health as, “health is a state of complete physical,
mental and social well-being” [4]. Stressful emotional events are able to provoke severe and
life-threatening symptoms such as the broken heart syndrome [5]. Psychological distress
can deteriorate the process of wound healing [6].
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Anxiety, depression, and distress have been found preoperatively in up to 20% of
surgical patients [7–13]. Preoperative psychological distress might be a potential risk of
developing long-term psychopathology after surgery [7–13]. Recent research suggests that
preoperative psychological distress might worsen patients’ recovery and outcome after
orthopedic surgery [14]. Furthermore, preoperative depression has been associated with an
inferior outcome for patients after different types of neurosurgery [15,16]. An association
between the mental set of patients and the postoperative pain management in lumbar
fusion surgery is hypothesized [17]. For major abdominal surgery, multimodal concepts
for the physical and mental preparation of patients showed an improvement in emotional
as well as functional outcomes after surgery [18,19]. Psychological prehabilitation before
cancer surgery is suggested to have an impact on the recovery of patients [20]. Not only
quality of life, but also survival and disease recurrence of patients with cancer appears to
be affected by pre- and perioperative psychological distress in general [21–24]. Recovery
protocols such as ERAS set the value on active patient education and engage a patient to be
part of the therapy leading to an improved outcome [25,26]. It is assumable that the active
role of patients decreases the loss of control, potentially reducing a feeling of being at the
surgeon’s mercy and lowering psychological distress. In colorectal surgery, patients are
faced with a special and shaming emotional strain as colorectal surgery is often related to the
existence of an ostomy or to stool incontinence, respectively, which relevantly might affect
mental well-being. To date, less is known about the pre- and postoperative psychological
distress of patients undergoing colorectal surgery. Therefore, the study aimed to estimate
the pre- and postoperative mood of patients undergoing elective colorectal surgery by a
multi-dimensional mood questionnaire (MDMQ) and to evaluate the impact of mood on
the development of postoperative complications in colorectal surgery hypothesizing that
lower preoperative mood scores in MDMQ might be associated with the development of
postoperative complications.

2. Materials and Methods

Between April 2018 and February 2020, a monocentric, paper-based, observational
study among in-patients undergoing colorectal surgery at the Department for General and
Visceral Surgery, University Medical Center of Freiburg was conducted. Patients were
asked to fill in a multi-dimensional mood questionnaire preoperatively as well as on the
3rd, 6th, and 9th postoperative days to assess their psychological distress during their
hospital stay.

The study was approved by the local ethical committee (EK-FR: 535/17) and was
registered in the German Clinical Trial Register (DRKS00014059). The study was performed
according to the principles of the declaration of Helsinki and the guidelines of ICH for
good clinical practice (GCP). Written consent was obtained from all patients before onset.

2.1. Criteria of Inclusion and Exclusion

Eligible for inclusion were all adult patients undergoing elective colorectal surgery
(left hemicolectomy, right hemicolectomy, sigmoid resection, deep anterior rectal resection,
restoration of continuity) without primary intended creation of ostomy. All eligible patients
had to be able to speak and understand German, sign informed consent, and fill in the
questionnaire on their own. To avoid bias, patients undergoing emergency surgery were
not considered. Patients who received ostomy were excluded as it was likely that the
creation of ostomy would affect results of questionnaire, making it not comparable with
patients without ostomy. Patients with acute psychiatric disorders (requirement for an
acute therapy) were not eligible for participation.

2.2. Questionnaire

Patients’ moods were captured by the German version of the multi-dimensional
mood questionnaire (MDMQ) [27]. The MDMQ is a commonly used and well-validated
questionnaire in Germany to capture the mental state of a respondent [27–31]. It consists
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of 24 items, each with a five-point rating scale, to measure three bipolar dimensions of
the current psychological state: good vs. bad, awake vs. tired, and calm vs. nervous.
The results range between 1 (feeling bad, tired, nervous) and 40 points (feeling good,
awake, calm) for each dimension, summing up to an overall maximum count of 120 points
(maximum scores for feeling good, awake, and calm) for the whole questionnaire. Patients
received the questionnaire by the study staff and were asked to fill it in independently and
on their own and to return it to a nurse or the study staff after finishing. Questionnaires
were only handed out during the hospital stay. The questionnaire is only available in
German. The decision to measure mood by MDMQ was driven by the necessity of a
standardized, but simple and quick-to-answer questionnaire, to ensure that postoperative
patients are not additionally stressed by the questionnaire and are able to finish it in a few
minutes. The results were evaluated by three authors (AM, AK, AKL) with the help of an
evaluation template (Testzentrale, Göttingen, Germany).

2.3. Outcomes

Psychological distress was measured in three dimensions by the aforementioned ques-
tionnaire: mood (good vs. bad), wakefulness (awake vs. tired), and arousal (calm vs. nervous).
Descriptive patient data and data of the postoperative course were captured with the help
of the electronic patient file. Postoperative complications were assessed according to the
Clavien–Dindo classification [32,33] with help of the extended Clavien–Dindo classification
by Katayama et al. [34]. All complications were captured up to the 14th postoperative day.

2.4. Statistical Plan

The primary target was the relation between preoperative MDMQ result (“mood”)
of patients and the rate of postoperative complications according to the Clavien–Dindo
classification [32,33]. Secondary analyses comprised relation of postoperative MDMQ
results and the rate of postoperative complications as well as the comparison of MDMQ
results by time. Sample size was planned for a pilot trial as effect size was unknown.
Considering a statistical power of 80% and a hypothesized medium effect size of 1 standard
deviation, it was calculated that 36 participants would be needed to detect a statistical
difference of p < 0.05 between the patients with and without postoperative complications
(G*Power, Kiel, Germany). At least 22 (+30%) additional patients were included as a reserve
for dropouts, leading to an overall sample size of 94 patients for evaluation of the primary
target. Data were entered blinded for complication rates. Complications were added last to
the data by a blinded member of the study team.

Statistical analysis was performed using IBM SPSS (version 27.0). The significance level
was set to two-sided α = 0.05. Results were checked for normal distribution. Depending
on distribution, evaluation was carried out by independent t-test/Mann–Whitney U Test
for independent samples as well as by paired t-test/Wilcoxon Test for paired samples.
Chi-squared test and Fisher’s exact test were utilized to test for trends and significance and
compare groups of categorical data. Pearson’s correlation coefficient was used to measure
the relationship between variables. Missing values were not completed. Patients with
missing data were excluded from comparative analysis.

3. Results

The flow of participation is shown in Figure 1. Out of 96 eligible patients, 95 consented
to participate. Out of these, 87 were able to complete the preoperative questionnaire
precisely and return the questionnaire in time. Eighty patients completed the questionnaire
preoperatively and at least day 3 postoperatively, leaving these patients for comparison of
the preoperative result and the result on third postoperative day (POD).
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Figure 1. Flow of participating patients.

Of the remaining 80 patients, 51% were male (n = 41) and 49% were female (n = 39).
Patients were on average 59 years old (range 18–84 years). The most common type of
surgery was right hemicolectomy (38%), followed by the removal of the sigmoid colon
(35%). Further descriptive patient data is shown in Table 1.

Table 1. Descriptive data of patients completing questionnaire preoperatively and on the 3rd postop-
erative day (n = 80).

Mean ± SD

Age (years) 58.5 ± 16.1

BMI (kg/m2) 25.6 ± 5.1

n (%)

Gender (male/female) 41 (51%)/39 (49%)

Type of surgery
- Left hemicolectomy 4 (5%)
- left hemicolectomy 30 (38%)
- Removal of the sigmoid colon 28 (35%)
- Gastrointestinal continuity restoration 11 (14%)
- Ileocaecal resection 3 (4%)
- Recreation of illeotransversostomy 2 (2%)
- Subtotal colectomy 1 (1%)
- Segmental bowel resection 1 (1%)

Surgery for the first time 35 (44%)

Surgical access
- Laparoscopic 49 (61%)
- Laparotomy 31 (39%)

Pre-existing illness
- Chronic inflammatory bowel disease 9 (11%)
- Current cancer 35 (44%)
- Previous cancer 16 (20%)
- Cardiovascular disease 32 (40%)
- Diabetes 4 (5%)
- Renal insufficiency 4 (5%)

Smoker
- Yes 14 (18%)
- No 42 (53%)
- Quitted 24 (29%)

Alcohol
- Regularly 7 (9%)
- Occasionally 48 (60%)
- No 25 (31%)

Drug consumption * 1 (1%)

Diet

- Omnivore 77 (97%)

- Vegetarian 2 (2%)

- Other 1 (1%)

SD = Standard deviation; * One patient stated regular consumption of cannabis.



J. Clin. Med. 2022, 11, 2712 5 of 11

3.1. Results of Multi-Dimensional Questionnaire (MDMQ)

The course of pre- to postoperative mood, wakefulness, and arousal is shown in
Table 2 and Figure 2. The average score of mood (bad vs. good) increased continually from
the preoperative day to POD9 (POD3 29.6 points to POD 6 31.1 points: p = 0.013, other
POD comparisons did not reach the level of statistical significance). The average score of
wakefulness (awake vs. tired) decreased significantly from the preoperative day to POD3
(24.1 to 28.8 points, p = 0.013) and increased significantly from POD 3 to POD 6 (25.3 to
27.9 points, p = 0.003) as well as from POD 6 to POD 9 (27.9 to 30.1 points, p < 0.001). The
average score of arousal (nervous vs. calm) increased significantly from the preoperative
day to POD3 (24.1 to 28.8 points, p < 0.001).

Table 2. Results of multi-dimensional questionnaire (MDMQ) preoperatively as well as on the 3rd,
6th, and 9th postoperative days.

Day n *
Mood

(Bad vs. Good)
Points ± SD

Wakefulness
(Awake vs. Tired)

Points ± SD

Arousal
(Nervous vs. Calm)

Points ± SD

Overall Score (All)
Points ± SD

Preoperative 80 29.1 ± 7.1
(range 4–39)

27.8 ± 7.1
(range 8–40)

24.1 ± 6.9
(range 8– 38)

81.7 ± 14.4
(range 53–114)

Postoperative 3rd 80 29.6 ± 6.0
(range 19–40)

25.3 ± 7.5
(range 10–39)

28.8 ± 6.2
(range 12–40)

82.5 ± 14.8
(range 54–104)

Postoperative 6th 62 31.1 ± 5.7
(range 18–40)

27.9 ± 6.4
(range 14–39)

29.4 ± 5.4
(range 17–40)

82.8 ± 13.2
(range 56–108)

Postoperative 9th 20 32.2 ± 4.9
(range 21–38)

30.1 ± 6.3
(range 16–40)

29.8 ± 5.6
(range 15–38)

91.3 ± 13.0
(range 65–110)

SD = Standard deviation; * The missing patients on the 6th and 9th postoperative days were already discharged.
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Figure 2. Course of multi-dimensional mood questionnaire results (blue line: mood
(bad. vs. good), orange line: wakefulness (tired vs. awake), grey line: arousal (nervous vs. calm);
POD = postoperative day). The mood increased continually from the preoperative day to POD9.
Patients were the most tired on the 3rd postoperative day and the most nervous preoperatively and
calmed down postoperatively.
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3.2. Postoperative Complications

Almost half of the patients (n = 46, 58%) developed postoperative complications
according to Clavien–Dindo classification [32,33] (Table 3). Most of the patients developed
complications grade II (n = 24, 30% of all complications), followed by grade I (n = 12, 14%),
grade IIIa (n = 5, 6%), grade IIIb (n = 2, 3%) and grade IV (n = 2, 3%). None of the patients
developed grade IVb complications, and none of the patients died postoperatively.

Table 3. Frequency and types of complication according to Clavien–Dindo classification [32,33].

Grade n Type of Complication

I

9 Paralytic ileus (short-time, without nasogastral tube)

1 Wound infection

2 Hypokalemia

II *

14 Paralytic ileus (long-time, with nasogastral tube)

3 Rectal drain

2 Blood transfusion

1 Albumin infusion

8 Need for antibiotic treatment due to . . .

- Urinary tract infection (n = 6)

- Increasing inflammatory markers without focus (n = 2)

IIIa

2 Hematochezia (with necessity of endoscopy)

2 Ascites drain

1 Pleural drain

IIIb
1 Heavy hematochezia (with necessity of endoscopic clipping)

1 “Acute abdomen” ◦

IVa 2 Acute renale failure

IVb 0

V 0
* Three patients suffered from urinary tract infection and paralytic ileus with necessity of a nastrogastral tube.
◦ Patient was re-operated due to clinical worsening and development of acute abdomen, no pathology was found
intraoperatively and patient recovered without further deceleration.

3.3. Factors Affecting Postoperative Complications

Factors affecting postoperative complications were analyzed using multivariable
logistic regression. Except for a previous cancer diagnosis, no significant influencing
factors were found (Table 4). We waived analyses of some pre-existing illnesses (chronic
inflammatory bowel disease, diabetes, renal insufficiency), drug consumption, and diet as
well as of MDMQ on the sixth and ninth postoperative days, due to the low sample size
of subgroups.

MDMQ results of patients with development of postoperative complications did not
differ significantly from the MDMQ results of patients without postoperative complications.
We found significantly lower wakefulness scores on the sixth POD (26.6 vs. 30.0 points,
p = 0.038) and a tendency for a lower arousal score arousal on the third POD (27.7 vs. 30.3,
p = 0.051) in patients with postoperative complications. The results of MDMQ separated by
complications are shown in Table 5.

Subgroup analysis of patients with severe complications (Clavien–Dindo grade III, IV,
and V; n = 9) revealed a significantly lower arousal score on the third POD (25.0 vs. 29.3 points,
p = 0.030) compared to patients with mild to moderate or without complications. We
also found a tendency for a lower mood score on the third POD in patients with se-
vere complications, but the comparison did not reach the level of statistical significance
(26.6 vs. 30.0 points, p = 0.071).
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Table 4. Results of multivariable logistic regression: Influence of different factors on development of
postoperative complication.

Parameter Odds Ratio
95% Confidence Interval

p
Lower Upper

Age 0.974 0.917 1.033 0.381

Gender 0.385 0.056 2.638 0.337

BMI 1.047 0.870 1.244 0.665

Type of surgery
- Left hemicolectomy * 0 1.000
- left hemicolectomy * 0 1.000
- Removal of the sigmoid colon * 0 1.000
- Gastrointestinal continuity restoration * 0 1.000
- Ileocoecal resection * 0 0.999
- Recreation of illeotransversostomy * 0 0.999
- Subtotal colectomy * 0 0.999
- Segmental bowel resection Reference Reference Reference

Surgery for the first time 6.399 0.825 49.614 0.076

Surgical access
- Laparoscopic 6.523 0.846 50.277 0.072
- Laparotomy Reference Reference Reference Reference

Pre-existing illness
- Current cancer 0.228 0.025 2.040 0.186
- Previous cancer 8.077 0.984 66.287 0.052
- Cardiovascular disease 0.778 0.173 3.508 0.744

Smoker

- Yes 1.331 0.132 13.462 0.809
- No 0.905 0.177 4.618 0.904
- Quitted Reference Reference Reference Reference

Alcohol

- Regularly 0.220 0.009 5.279 0.351
- Occasionally 0.795 0.141 4.490 0.795
- No Reference Reference Reference Reference

MDMQ preoperative

- Mood 0.942 0.821 1.088 0.434
- Wakefulness 0.945 0.868 1.212 0.430
- Arousal 1.026 0.0784 1.206 0.762

MDMQ 3rd day

- Mood 0.972 0.784 1.206 0.796
- Wakefulness 1.064 0.925 1.224 0.386
- Arousal 1.156 0.904 1.477 0.248

MDMQ = multi-dimensional mood questionnaire; * out of range.

3.4. Influence of Results of Questionnaire on Length of Hospital Stay

Length of hospital stay lasted on average 10 days (range 5 to 22 days). There was
no correlation between the length of hospital stay and the MDMQ results. Patients with
the development of postoperative complications had a significantly longer length of hos-
pital stay than patients without complications (complication: 10.6 ± 3.4 vs. no complica-
tion: 8.6 ± 2.7 days, p < 0.001).
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Table 5. Results of MDMQ in patients with development of postoperative complications compared
to patients without complications.

Dimension of MDMQ Patients with
Complications (n = 46) *

Patients without
Complications (n = 34) * p

Mood

Preoperative (n = 80) 30.2 ±5.5 27.7 ± 8.7 0.373

3rd POD (n = 80) 29.0 ± 5.6 30.3 ± 6.4 0.280

6th POD (n = 60) 30.6 ± 5.4 31.0 ± 6.2 0.238

9th POD (n = 20) 32.0 ± 5.4 33.4 ± 2.5 0.892

Wakefulness

Preoperative (n = 80) 29.0 ± 6.4 26.2 ± 7.7 0.160

3rd POD (n = 80) 24.3 ± 7.3 26.4 ± 7.6 0.230

6th POD (n = 60) 26.6 ± 6.5 30.0 ± 5.8 0.038

9th POD (n = 20) 29.8 ± 6.8 31.5 ± 3.7 0.820

Arousal

Preoperative (n = 80) 24.1 ± 6.7 24.2 ± 7.3 0.904

3rd POD (n = 80) 27.7 ± 6.1 30.3 ± 6.1 0.051

6th POD (n = 60) 29.3 ± 5.1 29.5 ± 6.0 0.971

9th POD (n = 20) 29.3 ± 5.8 31.5 ± 4.7 0.617
* Lower samples sizes on the 6th and the 9th POD due to discharges; MDMQ = multi-dimensional mood
questionnaire; POD = postoperative day.

4. Discussion

Psychological distress is known to affect an individual’s life and is induced by po-
tential life-threatening events such as surgery, but the results of our study suggest that
elective colorectal surgery is associated with only moderate emotional strain. The initial
hypothesis that preoperative psychological distress measured by MDMQ has an impact on
the development of postoperative complications of patients undergoing elective colorectal
surgery could not be confirmed by our results. Nevertheless, the results of this trial are
interesting, showing early postoperative conspicuous scores of arousal and wakefulness in
patients with later development of postoperative complications.

Of all patients eligible, almost 80% of patients were able to complete pre- and third-day
postoperative questionnaires, implying a good response to MDMQ. The sample size for
evaluation of the primary aim of this trial, the comparison between preoperative MDMQ
results and the results on the third preoperative day, was accomplished, but the response at
day 6 and day 9 was clearly decreased, making especially the ninth POD hard to evaluate.
Therefore, the results might not reflect the reality of the psychological distress of patients at
day 6 and day 9. It can also be assumed that patients in poor general or physical condition
are not interested in participating in the study. The MDMQ results of our study might,
therefore, be better than reality. The main weakness of the questionnaire is the five-point
scale implying error of central tendency. However, in a publication by Hinz et al., the
MDMQ was told as a good alternative for cross-sectional studies and trend evaluations [30],
and it has become a commonly used questionnaire in German-speaking countries [28,29,35].
To our knowledge, this is the first survey evaluating psychological distress measured by
MDMQ in surgical patients, which is why empirical data is lacking and a comparison to
the previous results of surgical patients is not possible. Comparing the MDMQ results of
surgical patients to the results of the normal population, the surgical patients’ mood and
arousal before surgery appear to be lower (mood: 29 vs. 30 points, arousal: 24 vs. 28 points)
whereas wakefulness is higher (28 vs. 26 points) [27,30]. The results of other trials using
MDMQ to capture the mental state of young healthy adults tend to show even higher scores
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of mood (33–35 points) and arousal (27–30 points) [28,29]. In comparison with the MDMQ
scores of the normal population and the results of other trials, our results emphasize a
slight preoperative emotional distress in surgical patients. Postoperatively, the mood and
arousal scores of surgical patients exceeded the results of the normal population, whereas
wakefulness scores tended to be lower than the normal population, especially during the
early postoperative course. The postoperative results appear to reflect the feeling of relief
after surgery as well as expectable postoperative fatigue. Nevertheless, the transferability
of results is limited, as the perception of psychological distress depends on various factors
such as education, personality, faith, experience, and origin [36–38]. The partially high
standard deviation of our results show the broad dispersion of psychological distress in
our patients. The individual differences in reaction to stress emphasize the necessity of
respect, as it is an individual’s burden.

Generally, the human body is exposed to a massive stress event in case of surgery,
and the amount of surgery-provoked distress is known to affect the long-term outcome of
patients [1,3,23,39]. To date, little is known about the impact of psychological distress on
early postoperative outcomes. In daily clinical routine, many surgeons are aware of the bad
feeling before surgery, which is provoked by the assumption that the patients could not
be able to recover after surgery due to his/her mental state. Recent research suggests that
depression and anxiety are associated with worsening long-term outcomes after surgery.
Perski et al. found a significantly higher rate of cardiac events in the 3-year follow-up
after coronary bypass grafting in preoperatively distressed patients [39]. McHugh et al.
reported that higher preoperative levels of depression and anxiety were associated with
lower levels of physical health 6 and 12 months after total hip replacement indicating a
poor recovery in these patients [40]. Similar results were found one year after a total knee
replacement as the quality of life and function was worse in patients with preoperative
higher levels of psychological distress [41]. Amaral et al. divided patients undergoing
elective lumbar spine surgery into two groups, one group with mild and the other one
with moderate psychosocial problems. They reported an impact of psychosocial distress as
patients with higher distress had worse postoperative outcomes [42]. In cancer patients,
depression appears to be one of the crucial factors in deciding treatment adherence and
cancer-related outcome [43]. It is assumable that the postoperative treatment adherence
after orthopedic surgery is decreased in patients with depression, which might be causative
for the weak long-term outcome results of patients with preoperative distress. In our
trial, almost 8% of the patients showed mood scores lowered by more than two standard
deviations. It is assumable that these deviations are not only explained by surgery-driven
psychological distress as about 10% of the adult population in Germany suffers from
affective disorders [44]. The frequency of distinct psychological distress in our trial is in
line with results of other trials showing levels of depression and anxiety in about 10% of
patients undergoing urological surgery [9].

Psychological and emotional aspects appear to be neglected in surgical research as
only a few publications engage the role of mental health in surgical recovery. The first steps
to recognize the impact of surgery-driven psychological distress on the long-term outcome
of patients are completed, but further research has to elucidate the biopsychosocial network
to potentially enable new approaches to prevent postoperative complications and worse
long-term outcomes.

5. Conclusions

Pre- and third-day postoperative psychological distress measured by MDMQ did
not affect the postoperative complication rate of patients undergoing elective colorectal
surgery. However, the results of this trial are interesting, showing early postoperative
conspicuous scores of arousal and wakefulness in patients with later development of
postoperative complications, which should be addressed in future trials. Additionally,
further research has to clarify the impact of psychological distress on long-term outcomes
after colorectal surgery.
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13. Kuzminskaitė, V.; Kaklauskaitė, J.; Petkevičiūtė, J. Incidence and features of preoperative anxiety in patients undergoing elective

non-cardiac surgery. Acta Med. Litu. 2019, 26, 93–100. [CrossRef] [PubMed]
14. Sorel, J.C.; Veltman, E.S.; Honig, A.; Poolman, R.W. The influence of preoperative psychological distress on pain and function

after total knee arthroplasty. Bone Jt. J. 2019, 101-B, 7–14. [CrossRef] [PubMed]
15. Wilson, T.J.; Chang, K.W.C.; Yang, L.J.-S. Depression and Anxiety in Traumatic Brachial Plexus Injury Patients Are Associated

With Reduced Motor Outcome After Surgical Intervention for Restoration of Elbow Flexion. Neurosurgery 2016, 78, 844–850.
[CrossRef] [PubMed]

16. Jackson, K.L.; Rumley, J.; Griffith, M.; Agochukwu, U.; DeVine, J. Correlating Psychological Comorbidities and Outcomes After
Spine Surgery. Glob. Spine J. 2020, 10, 929–939. [CrossRef] [PubMed]

17. Papaioannou, M.; Skapinakis, P.; Damigos, D.; Mavreas, V.; Broumas, G.; Palgimesi, A. The Role of Catastrophizing in the
Prediction of Postoperative Pain. Pain Med. 2009, 10, 1452–1459. [CrossRef]

18. Fulop, A.; Lakatos, L.; Susztak, N.; Szijarto, A.; Banky, B. The effect of trimodal prehabilitation on the physical and psychological
health of patients undergoing colorectal surgery: A randomised clinical trial. Anaesthesia 2021, 76, 82–90. [CrossRef]

19. Li, C.; Carli, F.; Lee, L.; Charlebois, P.; Stein, B.; Liberman, A.S.; Kaneva, P.; Augustin, B.; Wongyingsinn, M.; Gamsa, A.; et al.
Impact of a trimodal prehabilitation program on functional recovery after colorectal cancer surgery: A pilot study. Surg. Endosc.
2013, 27, 1072–1082. [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/8173310
http://doi.org/10.1002/jso.24814
http://www.ncbi.nlm.nih.gov/pubmed/28873505
http://doi.org/10.1016/S0002-9610(02)00866-8
http://doi.org/10.1097/01.JAA.0000654368.35241.fc
http://www.ncbi.nlm.nih.gov/pubmed/32039951
http://doi.org/10.1016/j.iac.2010.09.010
http://doi.org/10.1016/j.wneu.2019.02.211
http://doi.org/10.1007/s11136-016-1264-z
http://doi.org/10.1016/j.urolonc.2017.08.006
http://doi.org/10.1097/00006842-198905000-00010
http://doi.org/10.6001/actamedica.v26i1.3961
http://www.ncbi.nlm.nih.gov/pubmed/31281222
http://doi.org/10.1302/0301-620X.101B1.BJJ-2018-0672.R1
http://www.ncbi.nlm.nih.gov/pubmed/30601044
http://doi.org/10.1227/NEU.0000000000001086
http://www.ncbi.nlm.nih.gov/pubmed/26516821
http://doi.org/10.1177/2192568219886595
http://www.ncbi.nlm.nih.gov/pubmed/32905726
http://doi.org/10.1111/j.1526-4637.2009.00730.x
http://doi.org/10.1111/anae.15215
http://doi.org/10.1007/s00464-012-2560-5


J. Clin. Med. 2022, 11, 2712 11 of 11

20. Tsimopoulou, I.; Pasquali, S.; Howard, R.; Desai, A.; Gourevitch, D.; Tolosa, I.; Vohra, R. Psychological Prehabilitation Before
Cancer Surgery: A Systematic Review. Ann. Surg. Oncol. 2015, 22, 4117–4123. [CrossRef]

21. Chen, A.M.; Hsu, S.; Felix, C.; Garst, J.; Yoshizaki, T. Effect of psychosocial distress on outcome for head and neck cancer patients
undergoing radiation. Laryngoscope 2018, 128, 641–645. [CrossRef]

22. Satin, J.R.; Linden, W.; Phillips, M.J. Depression as a predictor of disease progression and mortality in cancer patients. Cancer
2009, 115, 5349–5361. [CrossRef]

23. Horowitz, M.; Neeman, E.; Sharon, E.; Ben-Eliyahu, S. Exploiting the critical perioperative period to improve long-term cancer
outcomes. Nat. Rev. Clin. Oncol. 2015, 12, 213–226. [CrossRef] [PubMed]

24. Matzner, P.; Sorski, L.; Haldar, R.; Shaashua, L.; Benbenishty, A.; Lavon, H.; Azan, Y.; Sandbank, E.; Melamed, R.; Rosenne, E.; et al.
Deleterious synergistic effects of distress and surgery on cancer metastasis: Abolishment through an integrated perioperative
immune-stimulating stress-inflammatory-reducing intervention. Brain. Behav. Immun. 2019, 80, 170–178. [CrossRef] [PubMed]

25. Greco, M.; Capretti, G.; Beretta, L.; Gemma, M.; Pecorelli, N.; Braga, M. Enhanced Recovery Program in Colorectal Surgery: A
Meta-analysis of Randomized Controlled Trials. World J. Surg. 2014, 38, 1531–1541. [CrossRef] [PubMed]

26. Cavallaro, P.; Bordeianou, L. Implementation of an ERAS Pathway in Colorectal Surgery. Clin. Colon Rectal Surg. 2019, 32, 102–108.
[CrossRef]

27. Steyer, R.; Schwenkmezger, P.; Notz, P.; Eid, M. Der Mehrdimensionale. Befindlichkeitsfragebogen (MDBF); Hogrefe: Göttingen,
Germany, 1997.

28. Keicher, C.; Pyrkosch, L.; Wolfarth, B.; Ströhle, A. Psychological Effects of Whole-body Electromyostimulation Training: A
Controlled Pilot Study in Healthy Volunteers. Sports Med. Open 2021, 7, 40. [CrossRef]

29. Stritter, W.; Gross, M.M.; Miltner, D.; Rapp, D.; Wilde, B.; Eggert, A.; Steckhan, N.; Seifert, G. More than just warmth–The
perception of warmth and relaxation through warming compresses. Complement. Ther. Med. 2020, 54, 102537. [CrossRef]

30. Hinz, A.; Daig, I.; Petrowski, K.; Brähler, E. Die Stimmung in der deutschen Bevölkerung: Referenzwerte für den Mehrdimension-
alen Befindlichkeitsfragebogen MDBF. Psychother. Psychosom. Med. Psychol. 2012, 62, 52–57. [CrossRef]

31. Reichel, T.; Boßlau, T.K.; Palmowski, J.; Eder, K.; Ringseis, R.; Mooren, F.C.; Walscheid, R.; Bothur, E.; Samel, S.; Frech, T.; et al.
Reliability and suitability of physiological exercise response and recovery markers. Sci. Rep. 2020, 10, 11924. [CrossRef]

32. Dindo, D.; Demartines, N.; Clavien, P.-A. Classification of Surgical Complications. Ann. Surg. 2004, 240, 205–213. [CrossRef]
33. Clavien, P.A.; Barkun, J.; de Oliveira, M.L.; Vauthey, J.N.; Dindo, D.; Schulick, R.D.; de Santibañes, E.; Pekolj, J.; Slankamenac, K.;

Bassi, C.; et al. The Clavien-Dindo classification of surgical complications: Five-year experience. Ann. Surg. 2009, 250, 187–196.
[CrossRef]

34. Katayama, H.; Kurokawa, Y.; Nakamura, K.; Ito, H.; Kanemitsu, Y.; Masuda, N.; Tsubosa, Y.; Satoh, T.; Yokomizo, A.;
Fukuda, H.; et al. Extended Clavien-Dindo classification of surgical complications: Japan Clinical Oncology Group postop-
erative complications criteria. Surg. Today 2016, 46, 668–685. [CrossRef] [PubMed]

35. Balint, E.M.; Gander, M.; Pokorny, D.; Funk, A.; Waller, C.; Buchheim, A. High Prevalence of Insecure Attachment in Patients
with Primary Hypertension. Front. Psychol. 2016, 7, 1087. [CrossRef] [PubMed]

36. Cao, C.; Zhu, D.C.; Meng, Q. An exploratory study of inter-relationships of acculturative stressors among Chinese students from
six European union (EU) countries. Int. J. Intercult. Relat. 2016, 55, 8–19. [CrossRef]

37. Vallejo, M.A.; Vallejo-Slocker, L.; Fernández-Abascal, E.G.; Mañanes, G. Determining Factors for Stress Perception Assessed with
the Perceived Stress Scale (PSS-4) in Spanish and Other European Samples. Front. Psychol. 2018, 9, 37. [CrossRef] [PubMed]

38. Chan, K.B. Individual differences in reactions to stress and their personality and situational determinants: Some implications for
community mental health. Soc. Sci. Med. 1977, 11, 89–103. [CrossRef]

39. Perski, A.; Feleke, E.; Anderson, G.; Samad, B.A.; Westerlund, H.; Ericsson, C.-G.; Rehnqvist, N. Emotional distress before
coronary bypass grafting limits the benefits of surgery. Am. Heart J. 1998, 136, 510–517. [CrossRef]

40. McHugh, G.A.; Campbell, M.; Luker, K.A. Predictors of outcomes of recovery following total hip replacement surgery. Bone Jt.
Res. 2013, 2, 248–254. [CrossRef]

41. Utrillas-Compaired, A.; De la Torre-Escuredo, B.J.; Tebar-Martínez, A.J.; Barco, Á.A.-D. Does Preoperative Psychologic Distress
Influence Pain, Function, and Quality of Life After TKA? Clin. Orthop. Relat. Res. 2014, 472, 2457–2465. [CrossRef]

42. Amaral, V.; Marchi, L.; Martim, H.; Amaral, R.; Nogueira-Neto, J.; Pierro, E.; Oliveira, L.; Coutinho, E.; Marcelino, F.;
Faulhaber, N.; et al. Influence of psychosocial distress in the results of elective lumbar spine surgery. J. Spine Surg. 2017,
3, 371–378. [CrossRef]

43. Bortolato, B.; Hyphantis, T.N.; Valpione, S.; Perini, G.; Maes, M.; Morris, G.; Kubera, M.; Köhler, C.A.; Fernandes, B.S.;
Stubbs, B.; et al. Depression in cancer: The many biobehavioral pathways driving tumor progression. Cancer Treat. Rev. 2017, 52,
58–70. [CrossRef]

44. Robert Koch-Institut. Federal Helath Reporting Joint Service by RKI and Destatis How is Germany doing in Europe? Results
from the European Health Interview Survey (EHIS) 2. J. Health Monit. 2019, 4, 62–70. [CrossRef]

http://doi.org/10.1245/s10434-015-4550-z
http://doi.org/10.1002/lary.26751
http://doi.org/10.1002/cncr.24561
http://doi.org/10.1038/nrclinonc.2014.224
http://www.ncbi.nlm.nih.gov/pubmed/25601442
http://doi.org/10.1016/j.bbi.2019.03.005
http://www.ncbi.nlm.nih.gov/pubmed/30851377
http://doi.org/10.1007/s00268-013-2416-8
http://www.ncbi.nlm.nih.gov/pubmed/24368573
http://doi.org/10.1055/s-0038-1676474
http://doi.org/10.1186/s40798-021-00325-7
http://doi.org/10.1016/j.ctim.2020.102537
http://doi.org/10.1055/s-0031-1297960
http://doi.org/10.1038/s41598-020-69280-9
http://doi.org/10.1097/01.sla.0000133083.54934.ae
http://doi.org/10.1097/SLA.0b013e3181b13ca2
http://doi.org/10.1007/s00595-015-1236-x
http://www.ncbi.nlm.nih.gov/pubmed/26289837
http://doi.org/10.3389/fpsyg.2016.01087
http://www.ncbi.nlm.nih.gov/pubmed/27536255
http://doi.org/10.1016/j.ijintrel.2016.08.003
http://doi.org/10.3389/fpsyg.2018.00037
http://www.ncbi.nlm.nih.gov/pubmed/29434563
http://doi.org/10.1016/0037-7856(77)90004-X
http://doi.org/10.1016/S0002-8703(98)70229-7
http://doi.org/10.1302/2046-3758.211.2000206
http://doi.org/10.1007/s11999-014-3570-5
http://doi.org/10.21037/jss.2017.08.05
http://doi.org/10.1016/j.ctrv.2016.11.004
http://doi.org/10.25646/6217

	Introduction 
	Materials and Methods 
	Criteria of Inclusion and Exclusion 
	Questionnaire 
	Outcomes 
	Statistical Plan 

	Results 
	Results of Multi-Dimensional Questionnaire (MDMQ) 
	Postoperative Complications 
	Factors Affecting Postoperative Complications 
	Influence of Results of Questionnaire on Length of Hospital Stay 

	Discussion 
	Conclusions 
	References

