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ABSTRACT 

Preoperative anesthesia education constitutes a fundamental component of perioperative care, 
significantly contributing to the protection of patient autonomy through informed consent, reduction 
of preoperative anxiety, and promotion of clinical safety. Despite its importance, current clinical 
methodologies are often disjointed and overly procedural, inadequately addressing patient-specific 
concerns. This article synthesizes evidence from the literature and clinical case analyses to identify 
patients’ primary informational needs, elucidates the essential function of preoperative anesthesia 
education in fostering humanistic care, optimizing patient safety, and strengthening the therapeutic 
alliance. It further outlines a standardized educational framework complemented by tailored 
approaches to meet individual patient requirements. The article concludes with actionable 
recommendations to overcome prevailing barriers, advocating for the integration of preoperative 
anesthesia education as a cornerstone of patient-centered, humanistic healthcare. 
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1. INTRODUCTION 

1.1. Research Background and Significance  

Cognitive distortions and psychological distress related to anesthesia among surgical patients have 

emerged as significant challenges in perioperative care. A national survey of 3,000 surgical patients 

revealed that 72.3% reported unfamiliarity with anesthesia procedures, 68.5% expressed 

apprehension about not regaining consciousness post-anesthesia, and 53.1% experienced moderate to 

severe preoperative anxiety due to insufficient anesthesia-related knowledge. These misconceptions 

and negative emotional states not only compromise patients’ psychological health but may also 

precipitate intraoperative physiological stress responses, such as acute hypertension and arrhythmias, 

thereby complicating anesthetic management. 

Within the evolving landscape of perioperative medicine, preoperative anesthesia education is 

undergoing a paradigm shift. Historically, it was considered an ancillary aspect of anesthesia practice, 

primarily aimed at securing informed consent. Contemporary medical practice, however, prioritizes 

a patient-centered model, positioning preoperative anesthesia education as an integral element of 

comprehensive patient care. This approach redefines education as an interactive, emotionally 

supportive process that mitigates patient anxiety and builds trust through expert communication. This 

transition mirrors the broader shift in healthcare from a purely technical focus to an emphasis on 

humanistic values, highlighting the importance of patient dignity and autonomy [1]. 
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1.2. Current State of Research Domestically and Internationally 

Globally, the development of preoperative anesthesia education began earlier and has resulted in well-

established, standardized frameworks. In Europe and the United States, preoperative anesthesia 

education is embedded within standardized perioperative patient education protocols. For instance, 

the American Society of Anesthesiologists (ASA) has issued Preanesthesia Visit Guidelines 

mandating that anesthesiologists deliver structured education—including anesthesia plans, risk-

benefit analysis, and preoperative instructions—within 24 to 48 hours prior to surgery. The “teach-

back” method, which requires patients to reiterate key information, is utilized to confirm 

understanding. The UK’s National Health Service (NHS) has developed anesthesia education 

modules tailored to specific surgical procedures, incorporating illustrated guides, brief educational 

videos, and interactive Q&A checklists. These resources are accessible via hospital applications, and 

preoperative consultations are designed to address individualized patient concerns. Data demonstrate 

that institutions adopting standardized education protocols have achieved a 34% average reduction in 

preoperative anxiety scores and a 28% improvement in postoperative patient satisfaction. 

In China, research initiatives commenced in the early 2000s, initially emphasizing the standardization 

of anesthesia consultation procedures. More recently, the focus has shifted toward evaluating 

educational outcomes and enhancing patient experience. Some tertiary hospitals have piloted 

interventions such as anesthesia information booklets and preoperative WeChat Q&A groups to refine 

educational delivery. Nonetheless, several critical gaps persist: first, educational content remains 

fragmented, often restricted to isolated topics such as preoperative fasting or anesthesia modality 

selection, lacking comprehensive perioperative coverage; second, there is a deficit in individualized 

education, with insufficient adaptation for pediatric, geriatric, or less-educated patient populations—

for example, elderly patients continue to receive dense written materials, disregarding age-related 

cognitive decline; third, outcome assessment mechanisms are lacking, with most studies relying 

solely on patient signatures as proof of educational completion, without evaluating knowledge 

retention or anxiety alleviation. Compared to international benchmarks, preoperative anesthesia 

education in China requires further advancement in standardization, personalization, and evidence-

based practice. 

2. ANALYSIS OF PATIENT REQUIREMENTS AND CURRENT STATUS IN 
PREOPERATIVE ANESTHESIA EDUCATION 

2.1. Fundamental Anesthesia Information Needs of Surgical Patients 

Surgical patients have multifaceted and comprehensive requirements for anesthesia-related 

information, forming the primary objectives of preoperative anesthesia education.   

Essential Needs: Following the principle of informed consent, patients must be informed about 

anesthesia modalities, their indications, procedural protocols, associated risks and benefits, and 

preventive strategies. Information dissemination should prioritize patient comprehension and 

eliminate ambiguity.   

Psychological Needs: Drawing on the “sense of control theory,” patients seek to mitigate specific 

anxieties, such as the fear of not regaining consciousness post-anesthesia. Familiarity with the 

anesthesia team’s expertise can enhance patient confidence in the surgical process and alleviate 

postoperative anxiety stemming from discomfort.   

Individualized Needs: Patient populations differ markedly in their reception and prioritization of 

anesthesia information. Pediatric patients benefit from tangible and visual explanations; geriatric 

patients require simplified, reiterated information, ideally supplemented with written materials; 

individuals with limited educational backgrounds need accessible language, while those with 
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advanced education may seek more detailed content. Distinct surgical procedures also elicit unique 

patient concerns, necessitating customized educational approaches. 

2.2. Adverse Consequences of Insufficient Preoperative Anesthesia Education 

Deficient preoperative anesthesia education can precipitate a cascade of negative outcomes 

throughout the perioperative period and into long-term postoperative recovery.   

Patient Impact: Physiologically, patients may exhibit heightened intraoperative stress responses, 

resulting in greater hemodynamic variability and complicating anesthetic management, thereby 

elevating the risk of perioperative complications. Omission of critical information may directly 

contribute to adverse events. Psychologically, inadequate education can exacerbate postoperative 

dissatisfaction, erode trust in healthcare providers, and diminish patient engagement in recovery.   

Clinical Impact: Insufficient education may reduce intraoperative patient cooperation, extend surgical 

duration, and necessitate alterations in anesthesia plans. It can also undermine the therapeutic alliance, 

increase the incidence of medico-legal disputes, strain healthcare resources, and diminish public 

recognition of anesthesiology as a specialized medical field. 

3. THE FUNDAMENTAL VALUE OF PREOPERATIVE ANESTHESIA 
EDUCATION: ITS ROLE AS AN “ESSENTIAL COMPONENT OF 
PATIENT CARE” 

3.1. A Tangible Expression of Patient-Centered Care: Shifting from “Passive 
Compliance” to “Active Engagement” 

Preoperative anesthesia education effectively dismantles informational barriers between clinicians 

and patients, transforming patients from passive recipients into proactive participants in their own 

care. By providing comprehensive explanations of anesthesia modalities, indications, and the 

respective benefits and risks, patients are empowered to make informed choices, thereby fulfilling 

their intrinsic need for respect and autonomy. For instance, individuals scheduled for hip arthroplasty, 

after learning the distinctions between general and neuraxial anesthesia, can select their preferred 

technique based on their comfort with intraoperative awareness, rather than simply acquiescing to 

medical directives [2]. 

Drawing on the “information exposure theory” from psychology, structured and evidence-based 

preoperative anesthesia education has been shown to markedly reduce patient anxiety. Patients who 

receive detailed education—including procedural walkthroughs and interactive Q&A sessions—

demonstrate significantly lower scores on preoperative anxiety assessments (such as the Hamilton 

Anxiety Rating Scale) compared to those given only standard verbal instructions. Educational 

interventions, such as animated depictions of anesthetic induction and empirical data on recovery 

rates, directly address common fears like “unexpected loss of consciousness” or “failure to awaken,” 

offering reassurance that surpasses generic verbal comfort. 

3.2. A Crucial Pillar of Perioperative Safety 

Preoperative anesthesia education functions as an “invisible safety net” within perioperative 

management. It substantially improves the quality of informed consent by translating complex 

anesthesia-related risks into accessible, patient-friendly information. For example, when discussing 

“anesthetic drug allergies,” the education draws parallels to penicillin allergies, outlines 

intraoperative monitoring protocols, emergency response strategies, and communicates the actual 

incidence rate of 0.03%. This approach elevates patient comprehension of anesthesia risks from 38% 

to 89%, mitigating the issue of uninformed consent and fostering authentic patient collaboration. 
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Furthermore, preoperative anesthesia education demonstrably reduces perioperative complications. 

Patient anxiety can precipitate adverse physiological responses; by proactively informing patients 

that intraoperative hypertension will be promptly managed pharmacologically, and that relaxation 

aids in blood pressure stabilization, the incidence of anxiety-induced intraoperative hypertension can 

be reduced by 40%. Educating general anesthesia patients that mild postoperative throat discomfort 

and agitation are expected and that nursing staff will provide guidance on deep breathing can decrease 

postoperative agitation rates from 22% to 9%. For neurosurgical cases requiring intraoperative 

awakening, preoperative simulation training acclimates patients to cooperation protocols, ensuring 

precise intraoperative collaboration and minimizing errors stemming from miscommunication. 

3.3. A Catalyst for Strengthening the Physician-Patient Relationship 

Preoperative anesthesia education is instrumental in mitigating conflicts in the therapeutic alliance 

and fostering trust. Early, transparent communication preempts potential misunderstandings—for 

example, informing patients undergoing endotracheal intubation under general anesthesia that 

postoperative sore throat is a typical, transient response to mild pharyngeal irritation, resolving within 

24–48 hours, can reduce related complaints by 75%. The interactive Q&A format allows for 

immediate clarification of individual concerns, such as dispelling misconceptions about anesthesia’s 

impact on long-term memory in adults, supported by clinical examples from laparoscopic procedures, 

thereby enhancing communication efficacy. 

Moreover, preoperative anesthesia education exemplifies the medical team’s dedication to 

comprehensive, patient-centered care. For geriatric patients, strategies such as slower speech, the use 

of gestures, and postoperative voice reminders are employed; for pediatric patients, anesthesia masks 

are introduced through play and the process is described in engaging, age-appropriate language. These 

personalized approaches foster a sense of being valued among patients. Consequently, patient trust 

scores in the medical team rise by an average of 35%, promoting greater engagement in postoperative 

recovery [3]. 

4. CHALLENGES AND OPTIMIZATION STRATEGIES IN PREOPERATIVE 
ANESTHESIA EDUCATION PRACTICE 

4.1. Existing Challenges: Practical Barriers to Realizing Educational Value 

4.1.1. Clinical Constraints: The Dual Burden of Time and Workload 

The heavy clinical workload faced by anesthesiologists is the principal limiting factor affecting the 

quality of preoperative anesthesia education. In tertiary care settings, anesthesiologists typically 

manage 8 to 12 surgical cases daily. Beyond administering anesthesia, their responsibilities include 

conducting preoperative evaluations, intraoperative monitoring, and postoperative follow-up. As a 

result, only 10–15 minutes are available per patient for preoperative consultations. Within this 

restricted timeframe, clinicians often prioritize essential safety assessments—such as airway 

evaluation and cardiopulmonary risk stratification—while patient education is reduced to a cursory 

review of consent form provisions. Sixty-eight percent of providers acknowledge that “time 

constraints prevent them from thoroughly addressing patient inquiries,” and, in some cases, patients 

are instructed to “sign first and discuss concerns postoperatively” to maintain surgical throughput. 

This procedural prioritization over patient education is a byproduct of current clinical workflows, 

which fail to allocate dedicated time for comprehensive anesthesia education, relegating it to a 

compressible, non-essential task [4]. 

4.1.2. Patient-Related Factors: Variability in Health Literacy and Psychological Barriers 

Patient-specific factors exert a significant and multifaceted influence on educational efficacy. 

Disparities in health literacy directly impact comprehension: among patients with only primary 
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education or less, 45% are unable to grasp fundamental concepts such as “neuraxial anesthesia” or 

“preoperative fasting,” necessitating repeated explanations using local dialects or lay analogies (e.g., 

“an injection in the back to numb your legs,” or “no food or drink before surgery to prevent choking”). 

Conversely, 32% of patients with a bachelor’s degree or higher pose advanced questions (e.g., “the 

effects of anesthetic agents on fertility”), and inadequate responses from clinicians may undermine 

their confidence in provider competence. A further challenge is the “avoidance mentality” observed 

in approximately 15% of patients, who, due to surgical anxiety, intentionally avoid learning about 

anesthesia, expressing sentiments such as, “Just do what you think is best; the more I know, the more 

anxious I become.” This psychological resistance creates a communication impasse where 

“physicians are willing to educate, but patients are unwilling to engage” [5]. 

4.1.3. Deficient Evaluation: Ambiguous Assessment of Educational Effectiveness 

Currently, the assessment of preoperative anesthesia education in clinical practice remains superficial, 

lacking a robust, evidence-based framework for outcome measurement. Most institutions equate the 

patient’s signature on the informed consent form with completion of education, without verifying 

patient understanding of critical information (e.g., “duration of preoperative fasting,” “postoperative 

pain management options”) or monitoring the actual reduction in preoperative anxiety. Quality audits 

reveal that even after signing consent, 53% of patients cannot accurately identify “the type of 

anesthesia they will receive,” and 38% are unaware of “potential postoperative discomforts.” This 

process-oriented, outcome-agnostic evaluation paradigm impedes the quantification and 

enhancement of educational quality—clinicians remain uninformed about “which topics are most 

frequently misunderstood” or “which educational strategies yield the best results,” leaving 

educational practices dependent on individual experience and initiative. 

4.2. Optimization Pathway: Transitioning from “Resolving Bottlenecks” to 
“Systematic Enhancement” 

4.2.1. Institutional Level: Establishing a “Mandatory Compliance + Incentive-Driven” 
Safeguard Framework 

Integrating preoperative anesthesia education into key perioperative quality management metrics 

establishes the institutional basis for dismantling clinical barriers. This can be operationalized through 

three strategies: First, define temporal benchmarks by mandating that preoperative anesthesia 

education for standard surgical cases lasts at least 20 minutes, and for complex procedures or special 

populations, at least 30 minutes, with these durations embedded in operating room scheduling 

protocols (e.g., allocating dedicated educational buffer periods per case). Second, implement an 

evaluation mechanism by correlating patients’ comprehension of anesthesia information (assessed 

via a rapid Q&A five minutes preoperatively) with physician performance appraisals, assigning a 

minimum weighting of 10%. Third, introduce “special education awards” to acknowledge teams that 

demonstrate innovation in educational delivery or achieve high patient satisfaction, thereby 

incentivizing active participation. 

4.2.2. Resource Integration: Constructing a “Stratified and Segmented” Educational Toolkit 

To accommodate patient heterogeneity, a sophisticated educational resource framework is essential. 

The “stratified educational toolkit” should be structured along three axes: by surgical specialty (e.g., 

orthopedic kits emphasize “post-spinal anesthesia positioning,” while laparoscopic kits focus on 

“managing postoperative nausea and vomiting”); by age cohort (pediatric kits incorporate animated 

videos and toy models, while geriatric kits provide large-print audio guides and synchronized 

instruction cards for caregivers); and by educational attainment (kits for lower literacy levels utilize 

“Q&A” short phrases and pictograms, while those for higher education levels offer QR codes for in-

depth resources). Toolkit development should be a collaborative effort among anesthesiologists, 

nursing staff, and science communicators to ensure both clinical accuracy and user accessibility. 
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4.2.3. Capacity Building: Advancing “Communication + Education” Integrated Competency 
Training 

Enhancing the educational proficiency of anesthesia providers requires structured training initiatives. 

For anesthesia trainees, curricula should embed “preoperative education simulation modules” within 

the Anesthesiology program, utilizing standardized patients to rehearse scenarios such as 

“communicating anesthesia risks to anxious patients” and “managing resistant family members,” with 

video debriefing for performance feedback. For practicing clinicians, periodic “communication 

workshops” should be conducted, focusing on competencies like “translating medical terminology” 

(e.g., explaining ‘cisatracurium’ as ‘a medication to relax your muscles’) and “demonstrating 

empathy” (e.g., ‘I understand your concerns about postoperative pain; we will support you in 

managing it’). Only those who successfully complete assessments should be authorized to deliver 

preoperative education. Physicians are also encouraged to participate in “patient education case 

sharing forums” to exchange best practices, such as techniques for engaging patients with avoidance 

behaviors. 

4.2.4. Technological Enablement: Expanding Educational Modalities and Efficiency via 
Digital Solutions 

Harnessing digital technologies can mitigate temporal and spatial limitations and address staffing 

constraints. AI-powered voice assistants can be embedded in hospital applications to deliver 

“automated preoperative notifications 24 hours in advance” (e.g., “Your surgery is scheduled for 

tomorrow; please refrain from eating after 10 p.m. tonight”) and “personalized Q&A” (if a patient 

expresses, “I’m worried about pain,” the system responds, “We will provide a pain pump 

postoperatively, and you can self-administer additional medication as needed”). Online Q&A 

platforms, staffed by anesthesiologists on a rotational basis, enable patients to seek guidance anytime 

from 1 to 7 days pre-surgery (e.g., “I have hypertension; is spinal anesthesia safe for me?”), with the 

system automatically curating frequently asked questions into a comprehensive knowledge repository. 

For emergency cases, a “5-minute rapid education mini-program” can be developed to efficiently 

convey essential information through audio-visual formats (e.g., “Before emergency cesarean section 

anesthesia, inform your physician of your last meal time”) [6]. 

5. CONCLUSION AND OUTLOOK 

5.1. Conclusion 

Preoperative anesthesia education is not a peripheral aspect of clinical practice but a critical element 

of comprehensive patient management. Within the healthcare continuum, it functions as a 

fundamental safeguard for patient safety by ensuring that patients are thoroughly informed about 

preoperative protocols, intraoperative cooperation, and postoperative care instructions. This proactive 

communication mitigates the risk of adverse perioperative events stemming from informational 

deficits, such as aspiration due to inadequate fasting or emergence agitation, thereby enhancing 

overall perioperative safety. Furthermore, preoperative anesthesia education exemplifies the 

humanistic ethos of modern medicine. By upholding patients’ rights to informed consent and 

autonomous decision-making, it shifts the paradigm from a paternalistic, physician-centric approach 

to a collaborative, patient-centered model, transforming technical procedures into meaningful 

therapeutic relationships. 

The indispensability of preoperative anesthesia education is underscored by the synergistic interplay 

of three core values. First, it bridges the knowledge gap by translating complex anesthesiology 

concepts into accessible language, dispelling misconceptions, and empowering patients to progress 

from a state of uncertainty to informed participation. Second, it attenuates psychological distress by 

providing evidence-based information that alleviates preoperative anxiety and intraoperative stress, 

thereby optimizing both physiological and psychological readiness for surgery. Third, it fosters trust 
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and rapport between clinicians and patients. Through comprehensive education, anesthesiologists 

demonstrate clinical expertise and empathetic communication, addressing individual concerns and 

facilitating a transition from skepticism to confidence in the perioperative team. Collectively, these 

values reinforce the indispensable role of preoperative anesthesia education in delivering high-quality, 

patient-centered care. 

5.2. Future Outlook 

Looking forward, preoperative anesthesia education is poised to advance toward greater precision, 

enhanced interdisciplinary integration, and a deeper commitment to humanistic care, thereby 

broadening and deepening patient support. 

The evolution toward “precision education” is a defining trend. By leveraging big data analytics and 

artificial intelligence, preoperative anesthesia education will increasingly be tailored to individual 

patient profiles. By synthesizing data from electronic health records—including allergy histories, 

comorbidities, personality assessments, and cultural backgrounds—customized educational 

interventions can be developed. For instance, patients with heightened anxiety may benefit from 

targeted psychological counseling and exposure to positive surgical outcomes, while those with 

hypertension can receive focused education on anesthetic implications and perioperative blood 

pressure management. For individuals with limited health literacy, information can be conveyed 

through visual aids and audio resources. Real-time comprehension assessments via intelligent 

questionnaires will enable dynamic adaptation of educational content, ensuring that each patient 

receives the most pertinent and comprehensible information. 

Facilitating multidisciplinary collaboration is essential for optimizing the educational process. 

Preoperative anesthesia education should be structured as an “anesthesiology-led, multidisciplinary 

initiative” involving psychology, nursing, and perioperative services. The anesthesiology team is 

responsible for developing and maintaining the educational framework and ensuring clinical accuracy. 

The psychology department can deliver targeted interventions for patients with significant anxiety, 

while nursing staff provide detailed guidance on preoperative preparation and reinforce postoperative 

care instructions. Operating room nurses can conduct preoperative orientation visits to familiarize 

patients with the surgical environment, thereby reducing procedural apprehension. Regular 

interdisciplinary case conferences will address the unique educational needs of special patient 

populations, establishing a seamless continuum of education spanning the preoperative, 

intraoperative, and postoperative phases. 

REFERENCES 

[1] Han Xiaojun. Research and Clinical Practice on the Implementation of Perioperative Anesthesia Health Education 

by Anesthesia Nurses [D]. Shanxi Medical University, 2018.   

[2] Wang Xin, Hu Yue, Huang Chenhong. The Impact of Parental Presence During Preoperative Anesthesia Induction 

and Postoperative Recovery on Children's Pre-induction Anxiety and Emergence Agitation [J]. System Medicine, 

2020, 5(21): 187-189. DOI:10.19368/j.cnki.2096-1782.2020.21.187.   

[3] Jiang Rongge, Jiang Xue, Liu Haibo, et al. A Study on the Pathways of Multimodal Communication in Promoting 

Harmonious Doctor-Patient Relationships [J/OL]. Chinese Medical Ethics, 1-9 [2025-07-23]. 

http://kns.cnki.net/kcms/detail/61.1203.R.20250716.1901.014.html.   

[4] Li Hang, Guan Pengfei, Wang Jiahe, et al. The Role Shift and Practical Challenges of Medical Social Work Based 

on Medical Humanities Care [J]. Modern Hospital, 2025, 25(02): 183-186.   

[5] Wang Jingjing, Luo Honglin, Li Xia. Reflection on Embodied Cognition in Patient Information Reception and 

Feedback: A Case Study of Cataract Surgery Patients [J]. Medicine and Philosophy, 2025, 46(10): 68-72.   

[6] Fleet A, Kaustov L, Belfiore B E, et al. Current Clinical and Educational Uses of Immersive Reality in Anesthesia: 

Narrative Review [J]. Journal of Medical Internet Research, 2025, 27: e62785.   



 

48 

[7] Zheng Jingjing, Yang Xiaolei. Application Effect of Digital Preoperative Education in Day Surgery Patients 

Undergoing Lumbar Discectomy [J]. Contemporary Nurse (Late Edition), 2024, 31(11): 33-38. 

DOI:10.19793/j.cnki.1006-6411.2024.33.007. 

 


