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Abstract

Background: Preoperative anxiety in children is highly prevalent and is associated with adverse outcomes. Existing psychosocial
interventions to reduce preoperative anxiety are often aimed at distraction and are of limited efficacy. Gradual exposure is a far
more effective way to reduce anxiety. Virtual reality (VR) provides a unique opportunity to gradually expose children to all
aspects of the operating theater.

Objective: The aims of our study are (1) to develop a virtual reality exposure (VRE) tool to prepare children psychologically
for surgery; and (2) to examine the efficacy of the VRE tool in a randomized controlled trial (RCT), in which VRE will be
compared to care as usual (CAU).

Methods: The VRE tool is highly realistic and resembles the operating room environment accurately. With this tool, children
will not only be able to explore the operating room environment, but also get accustomed to general anesthesia procedures. The
PREoperative Virtual reality Intervention to Enhance Wellbeing (PREVIEW) study will be conducted. In this single-blinded
RCT, 200 consecutive patients (aged 4 to 12 years) undergoing elective day care surgery for dental, oral, or ear-nose-throat
problems, will be randomly allocated to the preoperative VRE intervention or CAU. The primary outcome is change in child
state anxiety level between baseline and induction of anesthesia. Secondary outcome measures include child’s postoperative
anxiety, emergence delirium, postoperative pain, use of analgesics, health care use, and pre- and postoperative parental anxiety.

Results: The VRE tool has been developed. Participant recruitment began March 2017 and is expected to be completed by
September 2018.

Conclusions: To our knowledge, this is the first RCT evaluating the effect of a VRE tool to prepare children for surgery. The
VRE intervention is expected to significantly diminish preoperative anxiety, postoperative pain, and the use of postoperative
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analgesics in pediatric patients. The tool could create a less stressful experience for both children and their parents, in line with
the modern emphasis on patient- and family-centered care.

Trial Registration: Netherlands Trial Registry: NTR6116; http://www.trialregister.nl/trialreg/admin/rctview.asp?TC=6116
(Archived by WebCite at http://www.webcitation.org/6ryke7aep)

(JMIR Res Protoc 2017;6(9):e174) doi: 10.2196/resprot.7617
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Introduction

Fifty to 70% of children experience elevated levels of anxiety
and distress prior to surgery [1,2]. Preoperatively, anxious
children are more often agitated, sad, emotional, less
cooperative, and more resistant compared to children who are
not anxious [3,4]. Preoperative anxiety is also associated with
a higher incidence of emergence delirium, more intense and
prolonged pain postoperatively, and poorer recovery [3,5,6]. A
child’s operation is also a stressful experience for parents and
parental fear has been shown to intensify children’s preoperative
anxiety [7,8]. Anxious children undergoing surgery, as well as
their parents, are even at risk for a posttraumatic stress disorder
[9]. These adverse outcomes underscore the urgent need to
develop effective strategies to minimize preoperative anxiety
in children.

Education programs have proven to be effective in reducing
children’s preoperative anxiety. Nonetheless, a recent systematic
review by Copanitsanou and Valkeapää indicated that education
seems to have a negative effect on younger children’s anxiety
[10]. Other complementary methods for reducing preoperative
anxiety in children predominantly focus on distraction, for
instance, watching a video, listening to music, playing video
games, or distraction by clowns [11-14]. However, scientific
literature shows that gradual exposure is a much more effective
way to reduce anxiety in children than mere distraction [15].
Due to busy clinical practices and the daily use of surgery
rooms, exposing children to all pre- and postoperative aspects
is often not feasible.

Virtual reality exposure (VRE) offers the possibility to expose
children of different ages to a highly realistic virtual
environment that mimics the operating theater of a hospital.
Children can get accustomed not only to the operating
environment, but also to the procedures associated with
anesthesia. VRE has already been shown to be effective as a
treatment for specific phobias in children, such as a fear of
heights or a fear of flying [16]. To the best of our knowledge,
the efficacy of VRE to prepare children for general anesthesia
and surgery has not yet been studied. Furthermore, Cochrane
reviews showed that most studies examining interventions for
induction of anesthesia in children are small and of poor quality
[17,18]. As such, high-quality randomized controlled trials
(RCTs) are needed.

The aims of the PREoperative Virtual reality Intervention
toEnhance Wellbeing (PREVIEW) study are (1) to develop a
VRE tool to prepare children for surgery; and (2) to conduct an

RCT to test the effectiveness of the VRE tool in children
undergoing elective day care surgery.

Methods

Virtual Reality Design
The VRE tool encompasses a highly realistic virtual
environment that replicates the operating theater of the Erasmus
MC-Sophia Children’s Hospital, Rotterdam, the Netherlands.

A multidisciplinary team, consisting of child life specialists,
child psychologists, a child psychiatrist, anesthesiologists, a
three-dimensional (3D) acting director, and a 3D project
manager designed the script of the VRE. Working together with
specialized virtual reality (VR) developers and animators,
multiple 3D characters, asset, and environment artists created
the scenery and character modeling.

During the design and development phases, team meetings were
held to review the process and make any necessary adjustments.
Overall, the main goal was to create a dynamic and interactive
environment that will prepare children for surgery under general
anesthesia, in a realistic and child-friendly manner. Once the
VR software was created, it was pilot tested in healthy children
(N=10). Based on the observations and responses of the pilot
test, final adjustments were made.

Technical Specifications

Hardware Details
All 3D characters in the virtual environment were modeled after
pediatric anesthesiology employees who had undergone motion
capture recording with professional Vicon Motion Systems Ltd
equipment (Vicon Motion Systems Ltd). Vicon Vantage cameras
were used for body motion capture and the Vicon Cara system,
including 4 high resolution high speed cameras and a custom
head rig, were used for facial motion capture.

The virtual environment is presented via an HTC Vive headset,
using room-scale technology, which allows the user to navigate
naturally. Real world awareness is created through a 110 degrees
field of view for captivating immersion. The Vive features 32
sensors for 360 degrees motion tracking, a 2160 by 1200
combined resolution, and a 90 Hz refresh rate. With 2 wireless,
motion-tracked handheld Vive controllers, each containing 24
sensors, users can interact with precision and experience
immersive environments. The headset is connected to a custom
computer with an Intel Core i7-5820K processor and a NVIDIA
GeForce GTX 1080 graphics card.
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Software Details
All software used is of professional quality and well known in
the film, game, and VR industry. Vicon Blade II software, which
is compatible with the Vicon camera systems, is used for body
motion capture, whereas Vicon Cara Live and Vicon Cara Post
are used for facial motion capture. Blade II provides real-time
visualization, in which multiple range of motion sequences, and
thus multiple people, can be captured simultaneously. Cara Live
is used during setup and capture, while Cara Post automatically
identifies and tracks the markers, applied on a human face, over
time, creating a 3D point representation of the markers.

With RealityCapture, accurate and realistic 3D models are
created out of photographs. 3ds Max and Maya 2016 are digital
tools used for creating complex 3D animations and models.
Autodesk MotionBuilder 2016 Service Pack 1 is also used for
3D character animation. Mudbox 2016 and Zbrush 4R7 are
tools used for high resolution 3D sculpting. Everything comes
together in the game engine Unreal Engine 4.13.

Virtual Reality Storyline
The duration of the VRE intervention is approximately 15
minutes. We developed one version for 4- to 7-year-old children
and one for 8- to 12-year-old children such that the explanations
of the procedures can be attuned to the child’s developmental

level. We used 8 as the cut-off point between the versions
because this age represents a key period in children's brain
development with respect to cognitive flexibility and information
processing [19].

The VR storyline begins in the holding area, where the child is
sitting on a hospital bed (Figure 1). A receptionist welcomes
the child and shows him/her a video with extra information on
a virtual tablet. The video explains that one of the child’s parents
will stay with him/her all the time and shows the hospital gowns
the child and parent will be wearing to surgery. After the video,
the child in the hospital bed is transported into the corridor of
the operating theater by an anesthesiologist and a nurse
anesthetist (Figure 2). The bed is taken into the operating room
via the surgery preparation room. The child can point at different
instruments, such as the oxygen saturation monitor, blood
pressure cuff, and anesthesia mask, with a motion tracked
controller so that the nurse anesthetist can explain what they
are used for (Figure 3). Next, the child moves itself onto the
surgery bed where the anesthetic preparation takes place. These
preparations are explained at this stage. The program is able to
show both intravenous and inhalational induction. After
induction, the operating room fades out and the recovery room
fades in (Figure 4). Finally, the anesthetist nurse shows another
video on a virtual tablet, which explains what kind of feelings
the child might experience after surgery, such as pain or nausea.

Figure 1. The virtual reality holding area.
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Figure 2. Transportation through the corridor of the operating theater in virtual reality.

Figure 3. The virtual reality operating room.
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Figure 4. The recovery room in virtual reality.

Study Design
The PREVIEW study is a single-center, single-blinded RCT
carried out in the Erasmus MC-Sophia Children’s Hospital, by
the departments of Child and Adolescent Psychiatry/Psychology,
Pediatric Anesthesiology, and Maxillofacial, Dental, and
Ear-Nose-Throat (ENT) Surgery. This RCT involves a
psychosocial intervention (VRE preparation) versus care as
usual (CAU) in 4- to 12-year-old children undergoing elective
day care dental, oral, or ENT surgery (N=200). CAU involves
children being recommended by their anesthesiologist during
the preoperative screening consultation to watch the informative
online movie of the Erasmus MC-Sophia Children’s Hospital
about general anesthesia prior to surgery.

Inclusion and Exclusion Criteria
Eligible participants are all consecutive pediatric patients (aged
4 to 12 years) undergoing elective day care surgery (ie, dental,
oral, or ENT surgery) at the Erasmus MC-Sophia Children’s
Hospital, between March 2017 and August 2018. Exclusion
criteria are mental retardation, inability of parents to read or
write Dutch, epilepsy, visual impairment, or poor general health,
indicated by an American Society of Anesthesiologists (ASA)
classification of IV or more.

Patient Recruitment and Procedure
Eligible patients and their parents will be informed about the
study by phone and, if interested, receive the patient information
folder (PIF) by email. Participation will be voluntary and all
data will be anonymized. Both parents will be asked to provide
written informed consent. Patients who are 12 years old will
also be asked to provide written informed consent themselves.
Children under 12 years old will give their permission orally.

After informed consent is provided, children will be randomly
allocated to the VRE intervention (N=100) or CAU (N=100)
group at hospital admission. Randomization will be stratified

by age group (4- to 7- or 8- to 12-years-old), and type of surgery
(ie, oral and maxillofacial surgeries, tonsil and adenoidectomy,
tympanostomy tubes, or other ear surgeries). The researchers
and operating staff will be blinded to group allocation. The
research assistant will not be blinded, since he/she will be
guiding the intervention. This will take place in a separate room,
in the presence of an accompanying parent. Un-blinding takes
place if patients are excluded from the study and after the final
assessment of the last included patient.

Assessments will be carried out at the following time points:
(1) T1, admission to the hospital, before possible intervention;
(2) T2, after the VRE intervention or after CAU, in the holding
area; (3) T3, during induction of anesthesia, in the operating
room; (4) T4, postoperatively, in the recovery room; and (5)
T5, 3 days after surgery, at home.

Sample Size
To conduct a repeated measures analysis of variance (ANOVA)
with 4 time points (ie, T1, T2, T4, and T5) for self-reported
child anxiety, Cohen f of 0.25, an alpha of .05 (2-tailed), and a
power of .85, a sample size of 200 patients is needed (100
patients per group). To perform regression analyses with 6
predictor variables, a small to medium effect size, and a power
of .85, a sample size of 100 patients in the intervention group
is sufficient.

Outcome Measures
An overview of the study design and variables at each time
point are provided in Figure 5. The primary outcome is change
in child state anxiety level between baseline (T1) and induction
of anesthesia (T3), evaluated by a psychologist trained in the
administration of the modified Yale Preoperative Anxiety Scale
(mYPAS) [20,21]. The mYPAS is a commonly used
observational tool consisting of 27 items divided into 5 domains:
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activity, emotional expressivity, state of arousal, vocalization,
and use of parents.

Multiple secondary state anxiety outcomes will be examined.
Children will indicate their level of anxiety with a Visual
Analogue Scale (VAS) at different time points (T1, T2, T4, and
T5) [22]. Moreover, situational parental anxiety, both pre- and
postoperatively will be self-reported using the state anxiety
form (20 items) of the State-Trait Anxiety Inventory (STAI) at
T1 and T3 [23,24]. Either the psychologist (T1 to T3) or the
recovery nurse (T4) will assess parental anxiety with the VAS.

Postoperative pain will be reported with 3 different instruments.
The revised Faces Pain Scale (FPS-r) is a self-report measure
designed for children to indicate pain intensity [25]. This
measure will be used at T4 and T5. A recovery nurse, trained
in administering the Face, Legs, Activity, Cry, and Consolability
(FLACC) scale, will assess pain intensity at T4 [26,27]. This
scale assesses nonverbal indicators of pain. The Parents’
Postoperative Pain Measure (PPPM) will be completed by
parents at T5 [28].

Emergence delirium will be measured with the Pediatric
Anesthesia Emergency Delirium (PAED) scale by the recovery
nurse at T4 [29,30]. Finally, information regarding use of
analgesics and healthcare use will be extracted from medical
records.

Several factors associated with situational anxiety will be
assessed because these may influence the efficacy of the VRE.
Putative predictors are socioeconomic status, age, sex, type of
surgery, preoperative child, and parental trait anxiety. Child
trait anxiety will be assessed by parents with the Child Behavior
Checklist (CBCL) at T1 [31]. Parental trait anxiety will be
self-reported using the trait anxiety form (20 items) of the STAI.

Statistical Analyses
To examine the effect of the intervention on the primary
outcome, a repeated measures ANOVA will be conducted with
child state anxiety level at T1 (baseline state anxiety) and T3
(anxiety during induction of anesthesia) as within variables and
group (VRE versus CAU) as between variables.
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Figure 5. Flow chart of the study design with outcomes, instruments, and informants at each time point.

For the secondary outcome measures, repeated measures
ANOVA will be conducted with situational parental anxiety at
T1 and T3 as within variables and group as between variables.
Also, repeated measures ANOVAs will be performed using
postoperative pain at T4 (in the recovery room) and T5 (at home)
as outcomes, with group as between variables. The effect of the
intervention on emergence delirium at T4 will be examined
with an analysis of covariance (ANCOVA). Age and sex effects
will be accounted for in all analysis.

Multiple linear regression analyses will be performed with
change in child state anxiety between T1 and T3 and change in
pain between T4 and T5 as outcomes. Predictor variables (ie,
socioeconomic status, age, sex, type of surgery, preoperative
child, and preoperative parental trait anxiety) will be included

into the linear models to identify which factors influence VRE
efficacy.

Ethical Considerations
This study has been approved by the Medical Ethics Committee
of the Erasmus Medical Center (MEC-2016-626). The study
will be conducted according to the Helsinki Declaration.

Results

The development of the VRE tool was finalized and participant
recruitment began March 2017. The study to evaluate the
efficacy of the VRE will be open for recruitment until September
2018. Data will be analyzed and scientific papers will be
submitted for publication in the subsequent year.
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Discussion

Principal Findings
There is a need to improve the psychological preparation of
pediatric patients, as well as their parents, for surgery since
elevated anxiety levels are highly prevalent. VRE has already
been shown to be effective as a treatment for specific phobias
in children. However, despite the fast-growing field of VR in
medical care, the application of a VRE tool to reduce anxiety
for surgical procedures in children has not been systematically
studied. Since VR is a promising tool for improvement in health
outcomes, high quality studies investigating innovative VR
interventions are needed.

Here, we describe the development of a psychosocial VR
intervention and the PREVIEW trial designed to test its efficacy.
We expect the VRE to optimize the preparation of children for
surgery under general anesthesia and diminish far-reaching
maladaptive consequences, both psychologically and medically.

Strengths and Limitations
In regular medical care, the explanations given to parents and
children regarding surgery and anesthesia are mostly verbal of
nature. VRE is primarily a visual, non-verbal intervention, so
it can have a surplus value for young children, non-verbal
children, and for children and parents who do not speak or fully

comprehend their second language. Creating a less stressful
experience for both children and their parents is in line with the
emphasis on patient- and family-centered care [32]. Moreover,
if VRE is proven to be effective, this easy to use tool can be
implemented into standard medical care, engaging in secondary
prevention. We would like to emphasize that, even with the use
of modern technology, education provided by healthcare
professionals of both pediatric patients and their parents is still
absolutely necessary, especially for older children.

A limitation of our study is that it involves children undergoing
elective day care surgery (more specifically, dental, oral, and
ENT surgery). Therefore, the results of this study might not be
generalizable to other types of surgeries.

Conclusion
Preoperative anxiety in children is highly prevalent and there
is a need to develop more effective strategies to reduce this
anxiety. VRE is a promising tool to prepare pediatric patients
for surgery in a child-friendly and efficacious way. We
demonstrated that the development of a highly realistic virtual
environment that replicates the operating theater is possible
with the collaboration of a multidisciplinary team. We are now
examining the efficacy of the VRE tool by means of an RCT.
By focusing on preparing children for anesthesia and surgery
with an innovative VRE tool, instead of distracting them, we
hope to improve clinical and psychological outcomes.

Acknowledgments
This research is funded by the Theia foundation (project number: 2015233) and the Coolsingel foundation (project number: 401).
We would like to thank child life specialists Marieke Bruseker and Birgitta Houman for their input on the VR script and the
contribution of Cyborn 3D Productions for developing the VR software.

Conflicts of Interest
None declared.

References

1. Kain ZN, Mayes LC, O'Connor TZ, Cicchetti DV. Preoperative anxiety in children. Predictors and outcomes. Arch Pediatr
Adolesc Med 1996 Dec;150(12):1238-1245. [Medline: 8953995]

2. William Li HC, Lopez V, Lee TL. Effects of preoperative therapeutic play on outcomes of school-age children undergoing
day surgery. Res Nurs Health 2007 Jun;30(3):320-332. [doi: 10.1002/nur.20191] [Medline: 17514706]

3. Kain ZN, Mayes LC, Caldwell-Andrews AA, Karas DE, McClain BC. Preoperative anxiety, postoperative pain, and
behavioral recovery in young children undergoing surgery. Pediatrics 2006 Aug;118(2):651-658. [doi:
10.1542/peds.2005-2920] [Medline: 16882820]

4. Li HC, Lopez V. Assessing children's emotional responses to surgery: a multidimensional approach. J Adv Nurs 2006
Mar;53(5):543-550. [doi: 10.1111/j.1365-2648.2006.03756.x] [Medline: 16499675]

5. Johnston M, Carpenter L. Relationship between pre-operative anxiety and post-operative state. Psychol Med 1980
May;10(2):361-367. [Medline: 7384335]

6. Lizasoain O, Polaino A. Reduction of anxiety in pediatric patients: effects of a psychopedagogical intervention programme.
Patient Educ Couns 1995 Feb;25(1):17-22. [Medline: 7603929]

7. Fortier MA, Del Rosario AM, Martin SR, Kain ZN. Perioperative anxiety in children. Paediatr Anaesth 2010
Apr;20(4):318-322. [doi: 10.1111/j.1460-9592.2010.03263.x] [Medline: 20199609]

8. Lamontagne LL, Hepworth JT, Salisbury MH. Anxiety and postoperative pain in children who undergo major orthopedic
surgery. Appl Nurs Res 2001 Aug;14(3):119-124. [Medline: 11481590]

9. Ben-Amitay G, Kosov I, Reiss A, Toren P, Yoran-Hegesh R, Kotler M, et al. Is elective surgery traumatic for children and
their parents? J Paediatr Child Health 2006 Oct;42(10):618-624. [doi: 10.1111/j.1440-1754.2006.00938.x] [Medline:
16972969]

JMIR Res Protoc 2017 | vol. 6 | iss. 9 | e174 | p. 8http://www.researchprotocols.org/2017/9/e174/
(page number not for citation purposes)

Eijlers et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8953995&dopt=Abstract
http://dx.doi.org/10.1002/nur.20191
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17514706&dopt=Abstract
http://dx.doi.org/10.1542/peds.2005-2920
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16882820&dopt=Abstract
http://dx.doi.org/10.1111/j.1365-2648.2006.03756.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16499675&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7384335&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7603929&dopt=Abstract
http://dx.doi.org/10.1111/j.1460-9592.2010.03263.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20199609&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11481590&dopt=Abstract
http://dx.doi.org/10.1111/j.1440-1754.2006.00938.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16972969&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


10. Copanitsanou P, Valkeapää K. Effects of education of paediatric patients undergoing elective surgical procedures on their
anxiety - a systematic review. J Clin Nurs 2014 Apr;23(7-8):940-954. [doi: 10.1111/jocn.12187] [Medline: 23581540]

11. Kain ZN, Caldwell-Andrews AA, Krivutza DM, Weinberg ME, Gaal D, Wang S, et al. Interactive music therapy as a
treatment for preoperative anxiety in children: a randomized controlled trial. Anesth Analg 2004 May;98(5):1260-6, table
of contents. [Medline: 15105197]

12. Mifflin KA, Hackmann T, Chorney JM. Streamed video clips to reduce anxiety in children during inhaled induction of
anesthesia. Anesth Analg 2012 Nov;115(5):1162-1167. [doi: 10.1213/ANE.0b013e31824d5224] [Medline: 23051880]

13. Fernandes SC, Arriaga P. The effects of clown intervention on worries and emotional responses in children undergoing
surgery. J Health Psychol 2010 Apr;15(3):405-415. [doi: 10.1177/1359105309350231] [Medline: 20348361]

14. Patel A, Schieble T, Davidson M, Tran MC, Schoenberg C, Delphin E, et al. Distraction with a hand-held video game
reduces pediatric preoperative anxiety. Paediatr Anaesth 2006 Oct;16(10):1019-1027. [doi:
10.1111/j.1460-9592.2006.01914.x] [Medline: 16972829]

15. Kendall PC, Southam-Gerow MA. Long-term follow-up of a cognitive-behavioral therapy for anxiety-disordered youth. J
Consult Clin Psychol 1996 Aug;64(4):724-730. [Medline: 8803362]

16. Rothbaum BO, Hodges LF. The use of virtual reality exposure in the treatment of anxiety disorders. Behav Modif 1999
Oct;23(4):507-525. [doi: 10.1177/0145445599234001] [Medline: 10533438]

17. Manyande A, Cyna AM, Yip P, Chooi C, Middleton P. Non-pharmacological interventions for assisting the induction of
anaesthesia in children. Cochrane Database Syst Rev 2015 Jul 14(7):CD006447. [doi: 10.1002/14651858.CD006447.pub3]
[Medline: 26171895]

18. Uman LS, Birnie KA, Noel M, Parker JA, Chambers CT, McGrath PJ, et al. Psychological interventions for needle-related
procedural pain and distress in children and adolescents. Cochrane Database Syst Rev 2013 Oct 10(10):CD005179. [doi:
10.1002/14651858.CD005179.pub3] [Medline: 24108531]

19. Anderson P. Assessment and development of executive function (EF) during childhood. Child Neuropsychol 2002
Jun;8(2):71-82. [doi: 10.1076/chin.8.2.71.8724] [Medline: 12638061]

20. Proczkowska-Björklund M, Gimbler BI, Ericsson E. Reliability and validity of the Swedish version of the modified Yale
Preoperative Anxiety Scale. Acta Anaesthesiol Scand 2012 Apr;56(4):491-497. [doi: 10.1111/j.1399-6576.2011.02587.x]
[Medline: 22150581]

21. Kain ZN, Mayes LC, Cicchetti DV, Bagnall AL, Finley JD, Hofstadter MB. The Yale Preoperative Anxiety Scale: how
does it compare with a “gold standard”? Anesth Analg 1997 Oct;85(4):783-788. [Medline: 9322455]

22. Davey HM, Barratt AL, Butow PN, Deeks JJ. A one-item question with a Likert or Visual Analog Scale adequately measured
current anxiety. J Clin Epidemiol 2007 Apr;60(4):356-360. [doi: 10.1016/j.jclinepi.2006.07.015] [Medline: 17346609]

23. Spielberger C, Gorsuch R. Manual for the State-Trait Anxiety Inventory (Form Y) (“Self-Evaluation Questionnaire). Palo
Alto, CA: Consulting Psychologists Press; 1983.

24. Van der Ploeg HM, Defares PB, Spielberger CD. Handleiding bij de zelf-beoordelings vragenlijst: een Nederlandstalige
bewerking van Spielberger state-trait anxiety inventory STAI-DY. Addendum 1981. Lisse: Swets & Zeitlinger; 1981.

25. von Baeyer CL, Spagrud LJ. Systematic review of observational (behavioral) measures of pain for children and adolescents
aged 3 to 18 years. Pain 2007 Jan;127(1-2):140-150. [doi: 10.1016/j.pain.2006.08.014] [Medline: 16996689]

26. Merkel SI, Voepel-Lewis T, Shayevitz JR, Malviya S. The FLACC: a behavioral scale for scoring postoperative pain in
young children. Pediatr Nurs 1997;23(3):293-297. [Medline: 9220806]

27. Willis MH, Merkel SI, Voepel-Lewis T, Malviya S. FLACC Behavioral Pain Assessment Scale: a comparison with the
child's self-report. Pediatr Nurs 2003;29(3):195-198. [Medline: 12836995]

28. Chambers CT, Reid GJ, McGrath PJ, Finley GA. Development and preliminary validation of a postoperative pain measure
for parents. Pain 1996 Dec;68(2-3):307-313. [Medline: 9121819]

29. Sikich N, Lerman J. Development and psychometric evaluation of the pediatric anesthesia emergence delirium scale.
Anesthesiology 2004 May;100(5):1138-1145. [Medline: 15114210]

30. Sikich N, Lerman J. Emergence delirium: statistically significant or not? J Clin Anesth 2001 Mar;13(2):157-158. [Medline:
11393159]

31. Verhulst FC, van der Ende J, Koot JM. Handleiding voor de CBCL/4-18. Rotterdam, Netherlands: Afdeling Kinder-en
Jeugdpsychiatrie, Sophia Kinderziekenhuis/Academisch Ziekenhuis/Erasmus Universiteit; 1996.

32. Kuhlthau KA, Bloom S, Van CJ, Knapp AA, Romm D, Klatka K, et al. Evidence for family-centered care for children with
special health care needs: a systematic review. Acad Pediatr 2011;11(2):136-143. [doi: 10.1016/j.acap.2010.12.014]
[Medline: 21396616]

Abbreviations
3D: Three-Dimensional
ANOVA: Analysis of Variance
CAU: Care As Usual
CBCL: Child Behavior Checklist

JMIR Res Protoc 2017 | vol. 6 | iss. 9 | e174 | p. 9http://www.researchprotocols.org/2017/9/e174/
(page number not for citation purposes)

Eijlers et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1111/jocn.12187
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23581540&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15105197&dopt=Abstract
http://dx.doi.org/10.1213/ANE.0b013e31824d5224
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23051880&dopt=Abstract
http://dx.doi.org/10.1177/1359105309350231
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20348361&dopt=Abstract
http://dx.doi.org/10.1111/j.1460-9592.2006.01914.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16972829&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8803362&dopt=Abstract
http://dx.doi.org/10.1177/0145445599234001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10533438&dopt=Abstract
http://dx.doi.org/10.1002/14651858.CD006447.pub3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26171895&dopt=Abstract
http://dx.doi.org/10.1002/14651858.CD005179.pub3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24108531&dopt=Abstract
http://dx.doi.org/10.1076/chin.8.2.71.8724
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12638061&dopt=Abstract
http://dx.doi.org/10.1111/j.1399-6576.2011.02587.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22150581&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9322455&dopt=Abstract
http://dx.doi.org/10.1016/j.jclinepi.2006.07.015
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17346609&dopt=Abstract
http://dx.doi.org/10.1016/j.pain.2006.08.014
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16996689&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9220806&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12836995&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9121819&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15114210&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11393159&dopt=Abstract
http://dx.doi.org/10.1016/j.acap.2010.12.014
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21396616&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


ENT: Ear-Nose-Throat
FLACC: Face, Legs, Activity, Cry, and Consolability
FPS: Faces Pain Scale
mYPAS: modified Yale Preoperative Anxiety Scale
PAED: Pediatric Anesthesia Emergency Delirium
PPPM: Parents’ Postoperative Pain Measure
PREVIEW: PREoperative Virtual reality Intervention to Enhance Wellbeing
RCT: Randomized Controlled Trial
STAI: State-Trait Anxiety Inventory
STAIC: State-Trait Anxiety Inventory for Children
VAS: Visual Analogue Scale
VR: Virtual Reality
VRE: Virtual Reality Exposure
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