PREOPERATIVE VIDEO EDUCATION	                                                                                      1
PREOPERATIVE VIDEO EDUCATION 		30


Preoperative Video Education to Increase Comprehension and Satisfaction in General Surgery Patients

Sarah M. Sievers
College of Nursing, East Carolina University
Doctor of Nursing Practice Program
Dr. Megan Dillon
July 15, 2023
















Abstract 
Objective:  Preoperative education has numerous benefits for patients, providers, and healthcare systems. Preoperative education is a proven intervention to improve surgical outcomes, increase patient satisfaction, reduce preoperative anxiety, enhance recovery, and reduce healthcare expenditure. An additional intervention was needed at the project site to enhance the surgical education process and ensure patient understanding and compliance with critical preoperative guidelines. 
Methods: An educational video containing the preoperative instructions were created and distributed to patients via QR code and Epic MyChart Messages. A seven-question dichotomous survey was distributed via QR code and MyChart to quantify patient perception and response to the intervention. 
Results: Twenty-two patients responded to the survey. Responses were overwhelmingly positive, and 95 percent of patients reported that the video helped them prepare for surgery. 
Conclusion: Based on the review of the literature and the findings replicated in this project, it is concluded that preoperative video education is a cost-efficient, convenient, accessible, and effective method of helping patients better prepare for surgery that should be considered for every surgical patient in all healthcare systems. 
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Section I.  Introduction
Background
	The General Surgery Service provides operative care to numerous patients across North Carolina. Notably, an essential part of this academic medical center’s mission statement is to provide affordable care to the uninsured population. In addition, the hospital also serves as a tertiary care center for patients too complex to be considered for operations at other facilities. Whether the upcoming procedure is a cholecystectomy, colostomy, or herniorrhaphy, all patients must receive education to successfully navigate the preoperative period. The surgeon is responsible for informing the patient of the risks and benefits of the procedure. However, the nursing staff must ensure patients understand the correct way to prepare for an operation and follow basic preoperative guidelines to safely undergo surgery. Failure to follow these instructions can result in canceled procedures and unnecessary delays in surgical care, which could be detrimental to the patient’s health status.
Organizational Needs Statement
	 In 2021, the general surgery service performed 676 elective outpatient operations at the project site (Business office analyst, personal communication, July 12, 2022). Consequently, this means at least the same number of educational encounters between surgery clinic staff, nurses, and patients. Currently, nurses perform oral preoperative teaching for all indicated consults and present the patient with a supplemental written handout at the end of the clinic visit. The patient is given the opportunity to ask questions, and the teach-back method, an educational technique in which the patient repeats information in their own words to verbalize comprehension, is utilized as much as possible. Most nurses spend about fifteen minutes reviewing the preoperative booklet with the patient and reviewing basic pre-procedure instructions.  While this is a straightforward and uncomplicated way of performing patient education, there are limitations to the current workflow process. Barriers to successful education utilizing the traditional verbal/written method include patient hesitation or reluctance to ask clarifying follow-up questions, clinic time constraints, and patient literacy status.  
	 With such a high number of patients presenting for elective surgery, it is no surprise that the surgery office should expect to receive some calls and questions regarding the surgical process. However, telephone calls inquiring about presurgical information have increased dramatically in recent months. Numerous patients are phoning the office inquiring about material previously addressed in the consult visit, such as NPO status, medication holds, and surgery arrival times. According to an administrative assistant who has worked with General Surgery for over twenty years, “So many patients are calling the office with questions about the information that I know the nurses went over. I guess it is because we are busier than ever” (Surgery Administrative Assistant, personal communication, June 22, 2022). The number of calls to the complaint response department, known as Patient Relations, has also increased when patients cannot get an expedient callback from the surgery office.
	It is evident that the current preoperative teaching method is not meeting patient educational needs. An initial lack of understanding of the perioperative process results in continued patient confusion and dissatisfaction with the surgical experience. Comprehension of instructions is needed to ensure a patient can safely proceed with the planned surgery. An avoidable delay in care could lead to increased morbidity and mortality for the operative patient. In addition, frustration resulting from postponements, long callback wait times, and patient confusion affect how patients perceive their surgical experience and results. Achieving patient satisfaction is crucial as it has become increasingly tied to reimbursement with the rise of pay-for-performance programs within Medicare and Medicaid and a renewed focus on patient-reported outcomes (Eastwood et al., 2019). 
	A brief review of the literature reveals scant work regarding best practices or the development of nationally standardized guidelines regarding preoperative education. However, data suggests that patients who receive more enhanced preoperative education before surgery self-report better patient outcomes and higher satisfaction with the operation and operative process (Eastwood et al., 2019). Patients undergoing surgery who received supplementary video education report significantly lower levels of presurgical anxiety (Ahmed et al., 2019). Additionally, patients who receive additional preoperative information in video format have better cognitive comprehension of the healing process and realistic post-surgical expectations leading to a higher quality of life score postoperatively (Zieren et al., 2007). Ultimately, the consensus from the literature is that regardless of surgical specialty or procedure type, patients undoubtedly benefit from the increased understanding provided by comprehensive preoperative education. Furthermore, a recent scoping review found that 74 percent of studies reviewed reported “positive results arising from the video intervention” (Chatterjee et al., 2021, p. 2196). 	
	While no known local, state, or national benchmarks exist that address the issue of perioperative education, providing preoperative video education does fulfill the central tenants of the Quadruple Aim (Institute for Healthcare Improvement, 2022).  One of these vital areas is enhanced patient experience. Providing general surgery patients with additional preoperative educational resources will make them more prepared for their operation and more satisfied with the surgical process. A recent systematic review found that patients generally respond positively to preoperative educational videos and that the “use of videos to supplement patient education has considerable potential in a preoperative setting”  (Tom & Phang, 2022, p. 1879). Underutilized operating rooms due to surgery cancelations are a significant revenue loss for the hospital, resulting in increased patient costs.  Preoperative video education could significantly reduce costs by ensuring more patients understand how to safely prepare for surgery, resulting in fewer cancellations or postponements. Video education also allows the opportunity to improve the overall health of the surgical population by ensuring that through expanded education, patients experience less pain and anxiety related to their procedure. Finally, preoperative video education can also contribute to the well-being of the healthcare team by decreasing the number of calls and complaints, resulting in a noteworthy workload reduction for clinic staff.
Problem Statement
	In the General Surgery clinic, nurses perform oral preoperative teaching for all indicated
consults and then present the patient with a supplemental written handout. However, an increasing number of patient calls and complaints inquiring about previously covered material or seeking information about the surgery process reveal that patients are not absorbing the education provided in consult visits. Failure to comprehend preoperative education results in patient dissatisfaction and delays in necessary surgical care. An additional educational medium is needed to address this care gap and ensure patients have extra resources available to understand the surgical process more thoroughly.
Purpose Statement
	The purpose of this project is to provide general surgery patients with a preoperative educational video accessible via a Quick Response (QR) code. The QR code will be posted in the clinic, provided on patient handouts, and printed on business cards. The video will contain essential information to help patients prepare for their upcoming surgery. While the content will be identical to the information already provided to the patient in the surgical handout, delivering this information in a video format offers an alternative to written material that may be more easily comprehended and also offers an additional resource for family members and caregivers. 
                                                        Section II. Evidence
Literature Review 
	A literature search was conducted in June 2022 via the PubMed and the Cumulative Index to Nursing and Allied Health Literature (CINHAL) databases. The search strategy was developed in collaboration with a reference librarian specialist from the university’s Health Sciences Library. Initial key search terms included “preoperative education,” “video education,” and ‘preoperative video education.’ Ultimately, “video education” was eliminated as it yielded too many unrelated results. The search was limited to articles published in scholarly academic journals within the last five years. The search was further refined to studies published in English and conducted in American, Canadian, or European healthcare systems. After applying these criteria, a total of 199 studies resulted on PubMed and 1,520 results on CINAHL databases. 
	For this project to be based on the most valid and scientifically robust studies, the hierarchical levels of evidence must be considered. The levels of evidence classify studies based on their inherent internal validity (Straus et al., 2019). The lowest levels of evidence are studies with a high probability of personal bias, such as expert opinions. The studies with the least likelihood of prejudice and highest reliability are systematic reviews and randomized control trials (Straus et al., 2019). However, surgery is a complex area in which to perform randomized control trials, and critical articles that may be relevant may have a lower level of evidence (Burns et al., 2011). For this project, results from the literature search were filtered by seeking studies with an evidence level of three or higher in pursuit of randomized controlled trials and systematic reviews on preoperative video education, with consideration taken not to overlook important case-control studies. 
	The literature search yielded two major comprehensive reviews of the literature on perioperative education, one considered systematic and another identified as scoping. Sixty-three articles included in these two comprehensive reviews were read in their entirety. One study, performed in 2007, was included despite not being published within five years. This was due to its relevance within the general surgery population and the extent of its impact as an early evaluation of improving patient surgery experience via video education. Additional details on search strategy and MESH terminology can be found in Appendix A.
Current State of Knowledge 
	There is scant literature regarding best practices or nationally sanctioned and standardized guidelines regarding preoperative education, likely because it is so individualized among different healthcare institutions. However, substantial evidence suggests that patients who receive more enhanced preoperative education before surgery self-report better patient outcomes and higher satisfaction with the operation (Eastwood et al., 2019). Patients undergoing surgery who receive enhanced education, or education beyond what is common practice for the institution, typically paper-based, also report lower levels of presurgical anxiety related to a better understanding of their procedure (Ahmed et al., 2019).  Finally, patients with access to comprehensive preoperative education had shorter hospital stays, fewer complications, and fewer readmissions than those without (Edwards et al., 2017). 
	This is unsurprising when it is estimated that most patients can recall less than half of the verbal/written instruction provided during preoperative education or the informed consent process (Villanueva et al., 2018). Furthermore, a recent review found that at least one-third of surgical patients have limited health literacy and the capacity to understand complex medical information involving surgical care (Roy et al., 2018). Therefore, patients who receive supplementary intensive preoperative education are cognitively more optimized for their procedure which benefits both the patient and the hospital system. Among reviewed studies, a great variety in the area of surgical specialty and type of procedures being performed does exist. However, the consensus from the literature review is that no matter the procedure, patients undoubtedly benefit from the increased understanding provided by extended preoperative education (Chatterjee et al., 2021).
Current Approaches to Solving Population Problem(s)
[bookmark: _Hlk136200762][bookmark: _Hlk136200734]The literature review revealed that the most popular approaches to enhancing standardized written or verbal education are the use of websites, online modules or presentations, educational classes, or videos. Most of these modalities were utilized in addition to the patient receiving the institution’s standardized preoperative education. A recent study of cardiac surgery patients revealed that multimedia presentations “improved risk recall and patient’s understanding of the procedure” (Villanueva et al., 2018, p. 2052). The study did note that the more interactive the media was, as opposed to text-based, the better the recall by the surgical patient.
	Another form of preoperative education frequently present in the literature review is a preoperative class or education session typically held a few weeks before the scheduled surgery. Nurses typically teach these classes and sometimes include personnel from other disciplines, such as physical or occupational therapy. A recent study found that for patients undergoing spinal fusion, patients who attended the education session were significantly more satisfied with their surgery compared to the control group, which did not attend (Eastwood et al., 2019). Notably, these patients reported less postoperative pain and also had fewer documented postoperative emergency room visits. Similar results were found in another study in total joint replacement patients who attended a preoperative education session. The intervention group had shorter hospital stays, fewer complications, and a more positive perception of their operation (Edwards et al., 2017).  This study found that the class was most helpful to patients if the presenters were staff involved in treatment staff, utilized visual diagrams and images, and avoided speaking in medical jargon. 
	Websites are also an option for expanding preoperative education but are not as popular in the literature as multimedia modules or educational classes. A recent pilot study found that a website specifically developed to provide additional education to preoperative patients was well received, but the result was not statistically significant.  However, an essential detail of this study was the very positive response from nurses who felt that the website was a helpful resource to provide patients with continued education (Dayucos et al., 2019). There is more robust literature demonstrating the benefit of website-based patient education documented in the mid-2000s.
	Finally, one of the most popular educational interventions is a presurgical video. There is strong evidence backing this medium and multiple studies supporting the use of videos as an effective educational intervention.  Patients who underwent enhanced preoperative education often reported more realistic expectations of surgical outcomes, lower postoperative pain scores, and higher quality of life scores post-operatively (Zieren et al., 2007). Video education also significantly reduces patient anxiety before the procedure (Ahmed et al., 2019). A recent systematic review concluded that there is significant evidence that video-based preoperative education is a worthwhile intervention of undeniable benefit to surgical patients and that traditional pamphlet-based education is insufficient (Tom & Phang, 2022). An additional recent scoping review concluded that video-based preoperative education significantly improves patient outcomes and experiences (Chatterjee et al., 2021).
	Consulting with the project site stakeholders, it was determined that a multimedia presentation or PowerPoint was too similar to the current written material provided to be effective. It was further determined that many surgery departments have their own websites where partial preoperative information can be found. While these may need improvement or updating, this project should focus on creating a new resource for surgical patients. While the idea of a presurgical class certainly is backed by sound data suggesting its efficacy, forming a class would require numerous logistical challenges, including funding staff to teach the sessions and procuring a location to host the class reliably. Therefore, this option was eliminated. The most feasible approach to enhancing presurgical education for patients at the project site is creating a preoperative video.
Evidence to Support the Intervention
[bookmark: _Hlk136200699]A preoperative education video was determined to be the best fit for the project site. Again, the literature supporting preoperative video education is undeniable. Numerous benefits have been shown in multiple studies to have been derived from video education, including lower levels of pain and anxiety in addition to higher patient satisfaction scores (Tom & Phang, 2022). Developing a professionally styled video is a cost-effective option that can easily be integrated into the General Surgery clinic. Providing patients with a QR code or link to an educational video does not increase clinic nurse workflow or workload. It also does not require additional time from clinicians in an already busy workplace. Division nurses already send patients a myChart message with preoperative instructions a few days before their procedure, so adding a link to a video would not be a hindrance.  An added benefit of a video is that it gives non-clinical administrative staff a resource to refer patients if they have questions.
	Additionally, another strength of video-based education is its accessibility to most patients. Attending in-person classes would require spare time and access to transportation, which may not be possible for many patients. However, viewing a video on a phone or computer is achievable for 85 percent of Americans who own smartphones (Pew Research Center, 2021). The patient can review the video at any point to find answers to common preoperative questions allowing for greater flexibility. The video medium will enable patients to educate themselves when convenient and consume the educational material at their own pace (Tom & Phang, 2022).  Patients can use replay and rewind functions to rewatch segments to gain additional clarity and watch the video as frequently as desired.  
	Video education is also an excellent fit for the project site because the video can be integrated into the electronic health record. A majority of patients in the health system utilize the patient access portal, known as the MyChart feature on Epic. Patients who visit the surgical clinic could have the preoperative video automatically posted to their MyChart for viewing. Finally, video education is the best intervention for this project site because it can affect large-scale change. If the project is successful and patients respond positively to the video, then the project could easily be expanded to ensure that all preoperative patients within the healthcare system undergoing surgery with any specialty, not just general surgery, receive video education.
Evidence-Based Practice Framework
	This project will be executed according to the well-known Iowa Model. The University of Iowa initially developed the framework in the 1990s as a pathway for nurses pursuing to promote change through evidence-based practice (Iowa Model Collaborative [IMC], 2017). The framework is frequently used for quality improvement projects. There are seven basic steps in the Iowa Model. The first step is to identify the issue or opportunity for improvement, which could be an issue identified by a patient, clinician, accrediting agency, or national initiative (IMC, 2017). In this case, an influx of patient calls inquiring about previously reviewed preoperative information led to the formation of the research question, which is the second step of the Iowa Model.  The model's first decision point is between the second and third steps, asking if the topic is a priority. After discussion with clinical staff, it was determined that the issue of preoperative education was crucial to the patient population’s safety and satisfaction. 
	The IOWA model’s third step is forming a team of committed stakeholders who want to impact change and find a solution to the identified issue (IMC, 2017). This was accomplished by compiling a team of invested surgeons and clinical administrators. The project team is discussed in greater detail below in the section titled “Project team.” The fourth step is to assemble, appraise, and synthesize the body of evidence. Therefore, a comprehensive literature search on the topic of preoperative video education was performed. Next, another decision point must be considered. The decision point asks if there is sufficient evidence and, if not, to consider research on the issue. There was considerable research on preoperative and video education, with positive data supporting the efficacy of preoperative video education.  Therefore, the decision was made to continue to step five.
	 The fifth step is designing and trialing the practice change, which involves creating an implementation plan, considering resources, gaining necessary approvals, promoting adoption, and evaluating the post-pilot data (IMC, 2017). This stage will be underway, with the preoperative video in development. The project has been mapped out, stakeholders assembled,  project site expectations determined, the literature reviewed, and organization support formalized. Data collection will begin in early 2023 by disseminating the video via QR codes and MyChart, along with the survey evaluating patient responses to the video. 
	The final decision point follows after the completion of the fifth step. The final decision point asks if the change is appropriate for adoption in practice. If yes, the sixth step in the Iowa model is to integrate and sustain the practice change (IMC, 2017). If successful, lasting impact and sustainability are considerable strengths of this project- as the video will exist without upkeep and can likely be automated to populate into a patient’s electronic portal resources. The project, if successful, would also be easy to expand by initiating preoperative video education in other surgery clinics throughout the entire health system. Thus, the project has the potential to make a large-scale institutional change and provide enhanced preoperative education for all surgical patients at the academic medical center while meeting quadruple-aim initiatives.  
	The last step in the IOWA model is to disseminate the results of the studied intervention (IMC, 2017). Total data generated during the spring of 2023 will be studied and analyzed during the summer of 2023. The findings and the intervention will be assessed for accuracy, consistency, and impact. These findings will then be disseminated to faculty and peers at the University. As previously discussed, no national standards exist for preoperative education. Therefore, project effectiveness will be determined by how well the intervention meets the tenants of Quadruple Aim. Additionally, the intervention will be assessed for maintenance or long-term implementation, which is predicted to be a strength of this project.
Ethical Consideration & Protection of Human Subjects
	Educational modules from the Collaborative Institutional Training Initiative (CITI) were completed as a precursor to the formal approval processes. The mission of  CITI is to promote integrity and professional advancement for students at colleges and universities and learners at healthcare systems, research organizations, and governmental agencies (CITI, n.d.). The modules provided an in-depth review of the federal legislation designed to protect research participants and the federal regulations governing research conducted on human subjects. Important topics from the completed modules included: the ethical implications of informed consent, research considerations in vulnerable populations, and protecting subject confidentiality and privacy ( CITI, n.d.). The modules also explained the differences between quality improvement, which seeks to improve processes/outcomes, and research, which seeks to generate new data. Completing these modules provided further insight into conducting legal research that is mindful of ethical implications and participant safety.
	A formal request for approval by the project partner’s institutional review board (IRB) was submitted through their extensive online application system. The IRB at the project site determined that the project did not constitute research on human subjects and did not require full approval but could proceed under quality improvement designation. In addition, the project proposal was also evaluated at the University via a Qualtrics survey. It was concluded that the project could proceed under the quality improvement designation; therefore, formal IRB approval was not needed. 
	This project's main potential for patient harm is the mishandling of protected health information, including names, birth dates, and surgery dates. To mitigate the risk of potential protected health information exposure, the post-education surveys given to patients will not contain identifying personal health information, such as a patient sticker or date of surgery, as it is not needed for data analysis. 
	 This project's most significant ethical consideration is ensuring that the video will be accessible to the diverse patient population served by General Surgery, especially patients who speak a language other than English.  The QR code for the video will be provided to all patients regardless of age, gender, or surgery type. To ensure equal access, once the script for the video is developed with the surgery team, collaboration with interpreter services will begin to translate the video into multiple languages using closed captioning. Another potential access issue is patients who do not have the needed technology to access the internet. However, it is estimated that 85 percent of Americans own a smartphone, and 75 percent own laptop or desktop computers (Pew Research Center, 2021). Finally, even if patients do not have access to a smartphone from which to access the video via QR code- the goal is that the video will be embedded into EPIC so that if the patient has access to a computer of any kind, the video will be able to be viewed. 
				 Section III. Project Design 
Project Site and Population 
	The project site is a large, public, academic medical center in central North Carolina that serves as a tertiary care center. While the immediate environment of the medical center is urban, many patients from surrounding rural communities utilize this facility for healthcare needs.  Within this medical center, the specific project site is located in the General Surgery Clinic, which serves as the outpatient surgery office operated by faculty physicians. Advantages of implementation at this site include a propensity towards research and employees of all levels being willing to support nursing research and quality improvement projects. A barrier to implementation at this site is that locating and identifying appropriate managers and authority figures can be challenging in such a large setting with numerous chains of commands. Systematic change can be slow because of the institution’s size, and the pace of response can be slow to non-urgent issues.   
Description of the Setting
	The project site setting is the General Surgery Clinic within the larger academic medical center. This clinic is located within the hospital and serves as the outpatient surgical clinic for seeing patients in preoperative consult and postoperative follow-up. The clinic consists of 25 individual exam rooms, four physician workrooms, and three nurses’ stations. Clinics occur Monday through Friday, and attending physicians, resident physicians, physician’s assistants, and nurse practitioners all serve as providers. Multiple separate clinics may run simultaneously with multiple providers seeing patients. Depending on the number of general surgery providers in the clinic, between 10 and 45 patients can be expected on the daily schedule.  In addition, down other hallways of the clinical setting, a concurrent and separate clinic may be held by providers of different specialties, such as GI Surgery, Burn Surgery, or Cardiothoracic Surgery. The clinic employs nurses and medical assistants to triage, take vitals, and room patients. The faculty surgeons have personal nurses who also work in the clinic on the days the surgeons attend. These nurses function to assist in the flow of the clinic and to help by providing preop education, scheduling surgeries, and assisting with minor procedures. 
Description of the Population
	The population served by the project are patients receiving care in the General Surgery clinic. These are adult patients over eighteen and typically residents of North Carolina. Patients seen in the General Surgery clinic are a miscellaneous sample of the general population and have diverse differences in educational status, financial means, cultural beliefs, and ethnic backgrounds. Typically, these individuals either attend the clinic as a preoperative consult before surgery or as a postoperative patient following a recent surgery. Common procedures performed include appendectomy, cholecystectomy, colectomy, colectomy reversal, hernia repair, and excision of lipomas, cysts, or pilonidal disease. Many individuals evaluated in this clinic are medically complex with various comorbid conditions rendering them too high risk for surgery at community hospitals and requiring access to a higher level of specialist care that a tertiary center can provide. In addition, the general surgery clinic serves a sizeable indigent population, providing care to patients without insurance or the ability to pay for their healthcare expenses. The clinic also sees a high number of Spanish-speaking patients. 
Project Team
	The project team consists of this author, the project leader, and academic faculty at the University, including two doctorally prepared nurse practitioners. The role of the project leader is to research the current problem, identify the best solution, design the clinical intervention to address the issue, and oversee the implementation of the intervention. The project leader also collects the relevant data to evaluate the response to the planned intervention, in this specific instance, a perioperative educational video. The academic faculty serves to support the project leader in the actualization of the project and the documentation of the project through scholarly writing via class assignments, meetings, and graded feedback. The site champion, an essential advocate for the project, is an attending surgeon and assistant professor at the project site. The role of the site champion is to provide support and backing for the project in addition to clinical expertise and interest in the project subject and intervention. Another critical project team member is an additional general surgeon who serves as the Division of General and Acute Care Surgery Chief and the Institute of Global Health Surgical Director. The role of this distinguished surgeon is to provide leadership when navigating complex discussions with healthcare executives and promote unified divisional support for the project. The final member of the project team is the Associate Director of Outpatient Services, a nurse with a Master’s in Nursing Education who is nationally certified in nursing professional development. Her role is to ensure that the project complies with health system policy and procedure and help the project leader identify health system resources and contacts that could be utilized towards project development and realization.  
Project Goals and Outcome Measures 
	This project aims to enhance the preoperative educational process for General Surgery patients so that education is more fully comprehended and accessible. Thus, leading to higher levels of patient satisfaction with their surgical experience.  This will be accomplished by providing General Surgery patients with a preoperative educational video that can be watched as an adjunct to the traditional verbal and written preoperative education received in the clinic. Patient response and perception of the video will be measured utilizing the preoperative video education evaluation tool, a self-report-style survey. Data will then be collected and analyzed to understand overall patient opinions on the preoperative video. Additionally, data will also be evaluated for any overarching themes relating to video perception and educational background or patient age. 
Description of the Methods and Measurement
	The method developed to assess patient response and opinion to the preoperative video is a simple survey comprised of seven questions. The first three questions ask patients if they viewed the video, found it helpful, and if watching the video was more convenient than reading the preoperative handouts.  These questions are closed-ended and utilize a dichotomous format to quantify patient responses. The following three queries seek information regarding the patient’s age range, level of education, and the platform they used to view the video. These questions are also closed-ended, and patients must select from the options provided. The final question is an open-ended short answer format, where the patient is asked to provide any additional comments they may have about the preoperative video. Utilizing both quantitative and qualitative results enhances the project design and increases available data. 
Discussion of the Data Collection Process 
	The video evaluation survey will be distributed to all post-operative patients seen in the clinic, regardless of the type of procedure performed. Patients will be asked to complete the anonymous survey while waiting to see the provider. Nursing staff will collect the surveys and place them in a designated bin in the physician workroom. Surveys will be collected every week.  An anonymous Qualtrics survey was also created and will not track user IP addresses. This link will be distributed to patients via Mychart message. At the conclusion of the project- the Qualtrics survey link will be deactivated and the survey erased. A master Excel spreadsheet has been created to store and codify patient responses from the video evaluation survey. Each patient survey will be translated into a row with numerals representing their answers for each answered question. Short answer comments will also be transcribed. A total count of positive and negative responses to the dichotomous questions will also be kept to ascertain a general consensus about the video intervention. This spreadsheet will be kept on an encrypted computer at the project site and deleted when the project is completed. This will also be password protected so only the project leader can access the data.
Implementation Plan
	The implementation plan for this project is relatively straightforward. First, administrative and nursing staff within the general surgery clinic have been educated about the upcoming project and the resources they would administer to patients. This was accomplished by hosting a series of educational sessions with staff, reviewing the preoperative video resources and survey, and posting flyers around the clinic. A meeting was also held with the overarching clinic manager to discuss how staff could help deliver and collect project materials. Video distribution is accomplished by providing patients with QR codes on their preoperative packets and posting flyers displaying the code. Patients who present to the clinic for a post-operative visit will be given the video evaluation survey to assess their response to the preoperative video intervention. These surveys will be completed in the clinic while the patient waits to see the provider. These surveys will not contain identifying health information such as name, birthdate, medical record number, or surgery date. Surveys will be collected weekly, and data will be codified into a master Excel spreadsheet recording patient responses. As the intervention is a video, it is unlikely that this tool will be able to be altered or adjusted after the initial editing stage. Therefore, the intervention is static, and patient response to the video will be evaluated for ten weeks until the project’s implementation phase concludes.  This implementation plan follows the steps and decision points outlined in the IOWA model, which serves as the operational framework for this project. 
Timeline
	In May 2022, after brainstorming sessions and meetings with university faculty to discuss potential project content, the project subject of preoperative video education was determined and approved. The project was chosen due to its feasibility to be completed promptly, the potential for impact longevity without oversight, and the potential to make systemic healthcare center change. A literature review was conducted to support the proposed intervention of a preoperative educational video. In June 2022, several informal meetings were held with project site surgeons to assess stakeholder support and gain approval for the project within the General Surgery clinic. Support was unanimous, and one of the surgeons agreed to serve as the project site champion. After meeting with these attending physicians, who serve as the immediate authority within the clinical environment, another series of meetings was held with the director of outpatient services to gain formal health system approval for project implementation. In July 2022, the project proposal was submitted to the institutional review boards at the project site and the University. Both review boards determined that the project did not constitute research and could proceed under quality improvement designation. 
	In August 2022, after determining formal IRB approval was not needed, organizational authorization for implementation was granted by the project site. Interviews were conducted with clinic staff to assess their perception of the surgical education process and understand current process pitfalls and areas for improvement. Between August 2022 and December 2022, the preoperative video education literature review was completed, and compelling evidence was found to support the intervention. The preoperative video was created between October 2022 and December 2022 with the assistance of university videographers, who aided in filming and interpreter services in translation for closed captioning.  During this time, essential project tools were also created to facilitate the implementation of the preoperative video, including the QR code, flyers for staff and patients, and the video evaluation survey. 
	From January 2023 to April 2023, the preoperative video will be distributed via QR code in the General Surgery clinic, and data collection and analysis evaluating response to the video will begin. Data will be collected for ten weeks before the project’s implementation phase closes, and data analysis of overarching trends and dissemination of findings will start in May 2022 at the University. Throughout the entire project timeline, additional meetings were held periodically with clinical faculty to provide updates and assistance. Please see Appendix B for a visual representation of the timeline.
[bookmark: _Hlk129984787][bookmark: _Hlk129982586]Section IV. Results and Findings 
Results
	Unfortunately, the overall response rate to the preoperative video survey was low at 20 percent. Over 100 directed myChart messages were sent to preoperative patients containing the video and video survey. While most of these patients opened the link and viewed the preoperative video, only 23 surveys were completed via Qualtrics or returned to the clinic. No surveys were returned incomplete. The results of individual survey questions are further discussed below. 
Q1- Did you view the video? 
	Of the 23 patients who returned surveys- 22 reported that they viewed the preoperative video for a viewership rate of 96%. 
Q2- Did the video help you prepare for surgery? 
	22 patients out of the 23 patients reported that the video helped them prepare for surgery. The only patient who did not report finding the video helpful in preparing for surgery was a patient who could not view the video. 
Q3- Was viewing the video more convenient or easier than reading the packet? 
	Results were more mixed for the third question. Fifteen patients reported feeling that viewing the video was more convenient or easier than reading the packet. Five patients reported being unsure if the video provided a more accessible media than the traditional perioperative written handout. Three patients felt that viewing the video was not more accessible or more convenient than reading the conventional packet.  
Q4- What sort of device did you use to access the video? 
	Responses varied widely to the fourth survey item. Twelve patients reported that they used a mobile device to view the video. Three patients reported utilizing a tablet for video access. Three patients also reported accessing the video via a desktop computer. Finally, five patients reported utilizing their personal laptops to view the video.    
Q5- What is your age range?
	The survey sample contains patients of different ages throughout the lifespan. Nine patients reported an age range of 60-80, and eight patients reported an age of 40-60. This accounts for the majority of responses. Three patients fell in the age range of 18-40, and an additional three patients were over 80. 
Q6- Level of education 
	The sample contained patients with various levels of educational achievement. Nine patients reported they had completed graduate school, representing the majority in the sample. Five patients report completing an undergraduate degree. Seven patients reported completing high school. One patient reported not feeling comfortable answering this question. This option was given as one of the multiple-choice selections in case patients preferred to opt out of discussing their educational level.
Q7- Additional comments
	Five patients left additional relevant comments in the short answer section of the survey. 
One patient commented that the video was “Very clear. Covers Everything.”  Another patient noted that the video contained “The same information as the MyChart message sent earlier, but different forms may be helpful for some.”  An additional patient noted that the “Video is pretty good and enhances the process.” This patient also noted the need for a resource for other patients and referenced different learning styles.  “Some comprehend and recall better with verbal instructions; some with reading and some, like me, a combination.”  A final patient notes that the video “reinforced other information.” One comment was left that was not relevant to the project, where a patient complained about the timeframe for the preop call.  
Discussion of Major Findings
	Evidence from recent literature suggests that additional preoperative education is associated with better postoperative outcomes and higher patient satisfaction (Ahmed et al., 2019; Chatterjee et al., 2021; Tom & Phang, 2022; Zieren et al., 2007). Ultimately, the results of this project were consistent with the consensus formed from much more extensive studies and the penultimate systematic review on the subject by Tom and Fang (2022).  Overwhelmingly, patients did report that the video helped them prepare for their upcoming operation. Ninety-five percent of patients surveyed reported that the video helped them prepare for their procedure. Notably, the only patient who felt that the video could have been more helpful reported they felt this way due to a technical issue between the video hosting site and their Macintosh computer.  
	Most patients also reported viewing the video was more accessible or convenient than reading through the presurgical pamphlet. Specifically, no correlation was demonstrated between education level and perception of the video as previously hypothesized. Most of the sample comprised patients who had completed an undergraduate degree- but these patients were just as likely as those with a high school diploma to report that they found the video helpful. 
	 In this project, age was another variable that had no demonstrated effect on patient perception of the video. The majority of the patients in the sample were between the ages of 40-80, with three patients under 40 and three patients over 80. Older patients reported that the video was helpful at the same rate as younger patients.  It is important to note that the only patient who reported struggling to view the video was in the oldest age group and was using a MAC desktop computer. 
	Devices utilized to view the video were also highly varied. Most patients used a mobile device to view the preoperative video, but all device types were represented in the sample. There was no correlation between device type and video perception. However, as mentioned previously, an older patient could not view the video on his Macintosh computer. After investigating this issue, it was determined that the video hosting site, Panopto, and the Safari browser he was using were incompatible. Changes were then made to the preoperative MyChart message to alert patients to please view the video using a web browser other than Safari. 
	From the short answer comments, it can be extrapolated that patients generally responded positively to adding the preoperative video as a part of the presurgical education. Notably, two patients remarked that even though they did not necessarily think the video was more helpful than the packet, they understood that people learn and process information differently and that the video was needed. This is an unexpected theme of patients advocating for resources that support alternative learning styles. Ultimately, patient responses indicate that they appreciate the new resource in video format and found that it “enhanced” the preoperative process- precisely what the project intended to do.
			Section V. Interpretation and Implications  
Costs and Resource Management 
	The costs of implementing this project were extremely low. This is because most of the resources are generously donated to the project by the project site and employees. The most significant expense of this project was ink and paper for copy-making- which cost about 20 dollars. The Department of Surgery donated this amount. The video was recorded with a camera and microphone owned by the Department of Surgery.  The filming was performed, and the video was edited with time generously donated by a communications specialist within the department. The video was hosted on a website domain already operated by the project site. Time was also donated by clinical staff to integrate the survey/video into their workflow. The survey was hosted via a free student account on Qualtrics. The QR code was also developed online for no cost. 
	If the organization were conducting the project without the benefit of student labor and donated time of both the student researcher and invested personnel,  the costs for the project would have been exponentially higher. The organization would have needed to hire a professional videographer, actor, and film editor, which would have accounted for a large percentage of the overall expenditure. A local videography service estimated that the total cost of production for a five-minute video with a professional film crew, actor, voiceover, and editing would likely cost between 2,500 and 9,000 dollars (Pascual, 2021). 
	The project site would have also needed to utilize the services of a staff nurse or RN project manager to oversee the design and execution of the project. Based on the time the project leader spent at the project site in person and virtually to supervise the project, this would take about 125 hours. The average compensation for a nurse in North Carolina is 26 dollars an hour (ZipRecruiter, 2023). It should be noted that this number is below the national average salary for a registered nurse. Therefore, completing this project without volunteered time in another state may be more expensive. The cost for RN management of the project would be about 3,250 dollars, estimated by multiplying the projected hours to complete the project by the average registered nurse salary in North Carolina. When combined with the total cost of video production, the project could cost as much as 13,000 dollars. There is a vast difference in the project cost when executed with student labor and when performed with a professional filming crew. However, even the price of a few thousand dollars to film a professionally produced video is minuscule compared to the potential loss of hundreds of thousands in revenue from canceled surgery or rehospitalization for a surgical site infection due to a lack of proper patient preparation. 
Implications of the Findings
	Implications for Patients
	Overall, preoperative video education has numerous significant positive impacts on surgical patients. The most significant benefit of preoperative video education is that it enhances patient understanding of the surgical process. Through increased understanding, patients are empowered to become active participants in their own preoperative care. Patients have improved adherence to presurgical instructions, which helps ensure that they have safer surgeries, fewer complications, and improved surgical outcomes. 
	Video education can lower presurgical fear and anxiety levels, which can be a difficult and unpleasant experience for many patients. Video education helps replace the fear of the unknown with facts about surgery, an explanation of the preoperative process, and concrete steps to ensure patient safety throughout the perioperative period. Communicating this information empathetically and informally will help alleviate common preoperative distress.
	Additionally, video education can help patients feel more satisfied with their surgical experience. Patients who have a better understanding and are more well-informed about what to expect during the preoperative period are more likely to report a higher level of satisfaction than patients who are confused or intimidated by the preoperative process. Increasing patient satisfaction with the surgical experience creates a more positive relationship between the healthcare team and the patient, fostering a therapeutic relationship of trust and mutual understanding. 
	Finally, video education has the potential to lower costs to the patient by reducing the likelihood of complications resulting in lengthier hospital stays or expensive readmissions. 
Patients should consider choosing healthcare systems that engage in enhanced perioperative education processes, like preoperative video education, to enhance their own comprehension and safety before surgery.
Implications for nursing practice.
Perioperative nurses should be excited about and invested in developing preoperative video education for the surgical patients they serve. Nurses are the primary teachers and points of contact during the preoperative phase. Nurses already work to convey numerous important directions and instructions to patients to help them prepare for upcoming surgery. Therefore, nurses should be responsible for helping to develop and promote these educational resources. Preoperative nurses will have a keen understanding of the best way to communicate this information and which information is most vital to include. Preoperative nurses will also know which points may need further detail and what instructions are most commonly confusing to patients. Nurses should serve as expert consultants and in leadership roles to help develop the most effective preoperative video education that will benefit their patients in having a safer and more satisfying surgical experience. 
	Preoperative video education also benefits nurses themselves. Preoperative nurses are extremely busy prepping multiple patients for surgery, witnessing consents, and executing numerous preoperative order sets initiated by physicians. Preoperative video education offers a way also to save valuable time on patient education. Patients who view preoperative education videos will already have a baseline understanding of the surgical process. Then, they can use their time with the registered nurse to ask more relevant questions or gain additional clarity, rather than having the nurse be responsible for starting the preoperative education from the very beginning. Video education can also be an essential resource for nurses to refer patients who have questions or are unclear on a particular issue. Rather than tying up nurse’s time going over this information on the phone, the nurse could provide the patient with the video link and ask that the patient please call if something still requires further clarification after viewing. 
Impact for Healthcare System(s)
	Preoperative video education could have far-reaching impacts on healthcare systems and should be considered an essential adjunct to traditional in-person preoperative teaching. Video-based education can help patients better prepare for surgery, and healthcare systems can likely reduce canceled elective procedures due to improper patient prep, which can cost the hospital hundreds of thousands of dollars in lost revenue. Additionally, more proper patient preparation will help reduce surgical site infections, resulting in expensive readmission and escalations in care, typically costing hospitals over 20,000 dollars per occurrence (Zimlichman et al., 2013). From an economic perspective, this aligns with the quadruple aim initiative to help reduce healthcare waste and conserve healthcare expenditure. Further, video education is associated with patients self-reporting lower postoperative pain scores and higher quality of life scores post-operatively (Zieren et al., 2007). This is incredibly important when payor reimbursement is increasingly tied to patient report outcomes, patient satisfaction scores, and patient perception of the care experience. Video-based preoperative education offers healthcare systems a chance to provide patients with an inexpensive, convenient intervention that can help increase comprehension, decrease anxiety, set reasonable expectations, and enhance patient understanding of the preoperative process. This increased understanding will thus result in improved patient compliance with the preoperative process and higher patient satisfaction with the surgical experience, ultimately resulting in financial benefits to the healthcare system.
Sustainability
	One of the significant strengths of this project, identified at the outset, was the potential for both sustainability and scalability. The project does not need regular upkeep of oversight to continue providing continued educational benefit and impact to general surgery patients. The video QR code is posted in the clinic, where patients can easily access the media. The video has been integrated into the electronic workflow of division nurses, who send myChart messages to patients a few days before their procedure. The video has been automatically populated into their templated messages and is ready to send within seconds. There is no recurring financial cost to continuing this project, and the total needed to operate the project is minimal. 
	Additionally, due to its scalability, the project has a high probability of long-term systemic impact and reach. Providing the QR code or link to this video with preoperative patients in other surgical specialties would be easy. Patients in other surgical specialties may even find the video more helpful. The organization could consider re-filming a perioperative video for specific instructions relevant to complex specialties that may require more preparation than general surgery, such as cardiothoracic or transplant surgery. Further communication and collaboration are needed to discuss this possibility, but the project expects to expand to other surgical clinics soon.
Dissemination Plan	
	The findings of this project will be presented on July 11th at the University to the faculty of the College of Nursing. The paper will be submitted to the University’s digital repository for scholarly work. In addition, a presentation is also planned in August for invested personnel of the project site to discuss project outcomes and recommendations. The findings of this quality improvement project will also be submitted to the Journal of Perioperative Nursing and Outpatient Surgery Magazine for further dissemination and to encourage other perioperative nurse leaders to consider video education as an adjunct intervention for surgical patients. The findings will also be submitted to the Journal of the American College of Surgeons as these physicians are important stakeholders and part of the multidisciplinary preoperative team. Physician colleagues can use their influence to advocate for effective video education.
Section VI. Conclusion
Limitations and Facilitators
	There were numerous limitations and barriers encountered when implementing this project. The first difficulty confronted was navigating complex management hierarchy and chains of command in an extensive healthcare system. Determining which individuals could provide needed permissions and authorizations was time-consuming and convoluted. The Department of Surgery sits at an institutional intersection between the School of Medicine and the Healthcare system, so multiple approvals were needed for the project at different stages. Another limitation was the unexpected but inevitable changes to supporting personnel’s schedules, which caused delays in the filming and editing of the video. An additional unforeseen barrier was the incompatibility of unapproved hyperlinks via the Epic myChart platform- but this was quickly resolved with the assistance of Information Technology staff.  Limitations in the project design kept data collection totals relatively small. Numerous patients eligible for the survey did not receive the paper version in the clinic due to staff error, overlook, ambivalence, or time constraints. A large number of patients also viewed the video via the myChart link but chose not to participate in the post-survey, so their opinions on the video remain unaccounted for. 
	Another limitation was not being able to procure volunteer time from interpreter services to close caption, voiceover, or film an additional Spanish-language video version. This project’s initial goal was to translate the video into multiple languages and procure interpreters willing to film Spanish and American Sign Language adaptations at a minimum. However, due to time constraints on the project, contractual issues between the project site and interpreters supplied by third-party companies, and the availability of already busy project site interpreters, the decision was made to proceed with only the current English-language version.  However, it was suggested by the project site that if the project demonstrated efficacy and patient use, then further discussions could be had about re-engaging interpreter services for translation and filming alternative versions to ensure equal access for all surgery patients.  
	The project was fortunate to have many facilitators invested in its implementation and success. Division nurses from the Department of Surgery were significant promoters of the project, and without their cooperation and enthusiasm, the project would not have progressed. Nurses were excited to have an additional resource to help clear up presurgical confusion related to written instructions and potentially spend less time on the phone re-explaining preoperative directions. Other facilitators included division surgeons looking to assist in finding more educational resources for patients that could potentially reduce terminated elective procedures due to improper patient preparation. These surgeons helped to promote the video and used their authority and influence to convince administrative and managerial staff to approve and support the project. The project was further aided by generous individuals within the Department of Surgery, namely the communications specialist and the administrative assistant, who donated their time to assist with filming and other project tasks. 
	Another unexpected facilitator was the EPIC electronic health record. The project was initially designed to be administered as much via paper QR codes and surveys distributed in the clinic. However, a surprising result was how seamlessly the QR code and survey distribution were via the EPIC platform. Clinic nurses already send preoperative patients undergoing surgery a myChart message about a week from their procedure date. This message contains written preoperative instructions and helps to confirm scheduling. It was quite easy to embed the QR code and the survey as a smartphrase in EPIC so that users only have to type in a short keyword, auto-populating the entire message, including QR Code and Survey, to the intended recipient. Utilizing the electronic health record’s capabilities resulted in nurses saving valuable time, as they can send multiple messages at once. It also leaves an electronic paper trail that helps to validate that preoperative education was provided. This also lessens the paper burden on patients, as they are already presented with many forms to complete at check-in at the clinic. Sending this mychart message in a video serves as another point of contact in the preoperative process and helps to facilitate further communication between providers and patients. 
Recommendations for Others
	This project could be easily replicated by interested parties within another health system. This project would likely be quicker and easier to execute at a smaller health system or private practice where chains of command are less convoluted, and staff may interact daily with system leaders with approval power. However,  it should also be noted that a smaller system may also lack specific resources like videography equipment and an electronic health record with a patient portal that helps facilitate the project. Developers at other sites should plan to start this project earlier than they may initially suspect, as unexpected complications and scheduling delays will arise when coordinating the schedules of numerous individuals. Replicators should plan to meet with representatives from their hospital’s communications, information technology, and interpreter service departments, as these specialties will inevitably need to be involved. Finally, replicators should attempt to automate the video distribution process as this will reduce the workload on clinical staff and increase the project's sustainability.  
Recommendations Further Study
	This project focused on identifying if general surgery patients felt a preoperative educational video helped them prepare for an upcoming surgery and if watching a video was more accessible or convenient than reading a preoperative packet.  Numerous demographic questions were asked, but no correlation was found between age or educational level and positive video perception. It would be beneficial for this to be further studied in a larger sample with lower health literacy rates, potentially in a more rural, underserved area, as this small sample contained a high percentage of college-educated individuals. Other studies performed demonstrated numerous additional benefits of expanded preoperative education. It would be interesting to recreate this study and assess for lower preoperative anxiety, lower postoperative pain scores, and higher overall satisfaction with the surgical experience. Further investigation is also needed to see the impact that preoperative video education could have on different surgery populations. Patients undergoing exceptionally complex subspecialty procedures with cardiothoracic or transplant surgery may benefit even more from detailed preop video education. Future researchers could also consider studying the impacts of video education on families and caregivers or how video education impacts pediatric patients. Finally, future researchers could also consider creating a similar educational video focused on post-operative care and investigate if this type of video helps patients with postoperative pain and anxiety. 
Final Thoughts
	Preoperative education has numerous benefits for patients, providers, and healthcare systems. Preoperative education is a proven intervention to improve surgical outcomes, increase patient satisfaction, reduce preoperative anxiety, enhance recovery, and reduce healthcare expenditure, all of which are consistent with Quadruple Aim initiatives (Ahmed et al., 2019; Chatterjee et al., 2021; Tom & Phang, 2022; Zieren et al., 2007). This small-scale project demonstrated that the majority of general surgery patients shown a preoperative video found that it helped them better prepare for surgery and was more accessible than the traditional preoperative education method of providing verbal instruction and written materials, no matter their age or educational level.  These findings from this project are generally consistent with the overall consensus from recent literature, which is that patients respond positively to video education and should be further utilized. Video education can bridge gaps in care by providing an alternative resource to patients with low health literacy and alternative learning styles that are not accounted for or considered in traditional methods.   Thus, based on the review of the literature and the findings replicated in this project, it is concluded that preoperative video education is a cost-efficient, convenient, accessible, and effective method of helping patients better prepare for surgery that should be considered for every surgical patient in all healthcare systems. 
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