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A B S T R A C T

Background: Patients undergoing invasive cardiothoracic procedures are prone for pre-procedural anxiety and
depression. Patient education is known to reduce anxiety. This study was performed to assess the effect of Virtual
Reality (VR) as a means to educate patients to reduce pre-procedural anxiety in adult patients undergoing
percutaneous closure of a patent foramen ovale (PFO) or atrial septal defect (ASD).
Methods and results: We randomly assigned 60 patients (48% male; age 44 � 11 years) with an indication for
percutaneous PFO or ASD closure to receive pre-procedural education by their cardiologist (control) or to receive
additional education through a VR information film depicting the day of the procedure (intervention). The pri-
mary outcome was change in the pre-procedural anxiety as assessed using the State Trait Anxiety Inventory (STAI)
and the Amsterdam Pre-operative Anxiety and Information Scale (APAIS) questionnaires, filled-in during the
outpatient clinic visit (baseline) and one week prior to the procedure (follow-up). At baseline patients in both
groups experienced equal levels of anxiety (STAI state anxiety: control 40 � 10 vs. intervention 39 � 9; p ¼ 0.70).
During follow-up, anxiety increased in the control group, but remained unchanged in the intervention group (45
� 11 vs. 38 � 7, p ¼ 0.02). No differences were found for the APAIS anxiety scale.
Conclusion: Patient education using Virtual Reality is effective in reducing pre-procedural anxiety in patients
undergoing percutaneous PFO or ASD closure. General introduction of VR for a large population of patients
undergoing invasive cardiac procedures should be considered to reduce anxiety in this already fragile population.
1. Introduction

Up to 80% of patients awaiting cardiothoracic surgery or trans-
cutaneous cardiac interventions experience preprocedural anxiety [1,2].
Preprocedural anxiety is associated with adverse psychological and so-
matic outcomes, such as decreased quality of life and patient satisfaction,
prolonged postoperative recovery, increased re-hospitalization risk, and
decreased adherence to medication and rehabilitation schemes [1–5].
Moreover, increased anxiety is associated with higher use of anesthetics
during the procedure [1,3]. To reduce pre-procedural anxiety, pharma-
cological interventions, and patient education are used with mixed re-
sults [6].
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In general, thorough patient education decreases preoperative anxi-
ety and feelings of depression [7]. Media that most accurately present a
precarious situation seem most effective in anxiety reduction, both in
patients undergoing an invasive medical procedure and in patients with
debilitating phobias [5,8–10]. Providing audio-visual information prior
to the operation reduces anxiety for various types of surgery [11–14],
with even higher efficacy if patients are familiarized with the surgical
environment, and with the steps undertaken during hospitalization [15].
Taking video a step further, such as using 360-degree Virtual Reality (VR)
film to provide patients with a more immersive, and interactive experi-
ence [10], could demonstrate to further help reduce anxiety [6,16–18].

Previous studies on VR as a means of patient education were
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performed in surgery, dentistry, paediatrics, and psychiatry [19–21].
Many cardiac patients require invasive interventions for diagnostic or
treatment purposes, with subsequent risk of pre-procedural anxiety.
Therefore, we hypothesize that patient education using a 360-degree VR
film reduces preprocedural anxiety in patients undergoing elective
transcutaneous patent foramen ovale (PFO) or atrial septal defect (ASD)
closure.

2. Methods

2.1. Trial design

This study was designed as a prospective, single-center, randomized
controlled trial performed at the Amsterdam University Medical Center,
the Netherlands. The study complied with the Declaration of Helsinki and
the study protocol has been evaluated and approved by the local Ethics
Committee. Every patient provided oral consent prior to randomization.
2.2. Patient selection

Eligible patients for inclusion were adult patients planned for trans-
cutaneous PFO or ASD closure, irrespective of the closure indication. This
patient population was specifically selected as they are young, and pre-
dominantly without prior interventions or surgery. All patients planned
for informed consent visit with their cardiologist at the outpatient clinic
Fig. 1. Stills from Virtua
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were screened and, if found eligible, requested to participate in the study.
Exclusion criteria were the inability to read, speak or understand the
Dutch language, age younger than 18 years old, and mental or physical
incapability to fill out the questionnaires.
2.3. Randomization and intervention

At the outpatient clinic visit, patients were randomly assigned to
either the intervention group or the control group, based on 1:1
randomization blocks of 4. Inclusion was performed from March 2019 to
October 2020. The control group received routine oral information on
the procedure from their treating cardiologist during the outpatient clinic
visit, and received an informative flyer on the upcoming procedure. The
intervention group received similar oral information on the procedure
from their treating cardiologist, and the informative flyer, followed by an
additional viewing of a 5-min educational VR video.

The VR video was presented by the researchers (MOP, JH, AK) via the
Oculus GO headsets (Oculus, Facebook Technologies, LLC, Menlo Park,
CA, USA), pre-programmed with the Virtual Reality film. The VR video
initiated with the introduction of the team of physicians involved in the
procedure. During the video patients virtually visited, using 360-degree
views, all locations the patient would visit the day of their procedure
(i.e., the cardiology ward, the catheterisation laboratory, and the re-
covery room, Fig. 1a). In addition, a 3D visualization video of the pro-
cedure was projected within the VR environment to explain the
l Reality (VR) film.



Table 1
Baseline characteristics.

VR group
(n ¼ 25)

Control group
(n ¼ 25)

p-value*

Age (years) 44.5 � 9.9 43.1 � 12.0 0.66
Sex, male 11 (44%) 13 (52%) 0.57
CHD Diagnosis 0.19
Atrium Septum Defect 4 (16%) 8 (32%)
Patent Foramen Ovale 21 (84%) 17 (68%)

FU duration (days) 44.0 (43.0) 31.6 � 17.7 0.07

Data are mean � standard deviation, median with interquartile range (IQR), n
(%). *Group differences were tested with the independent student t-test or with
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procedure in more detail (Fig. 1b). The video ended with a final shot of
the treating physicians, wishing the patient luck with their procedure. To
ensure better understanding of the procedure, the patient's partner
simultaneously viewed the VR-film with a second pair of goggles. All
patients in the intervention group received a Youtube-link for additional
viewing of the film at home.

2.4. Outcome and data assessment

Both groups were requested to fill in two validated questionnaires to
evaluate pre-procedural anxiety, the State-Trait Anxiety Inventory (STAI)
and the Amsterdam Preoperative Anxiety and Information Scale (APAIS).
Patients in the control group were asked to fill in the questionnaire
immediately after their consent consultation with the cardiologist, and
patients in the intervention group filled in the questionnaires after their
consultation and the viewing of the VR-film. Patients received the same
questionnaires digitally during follow-up, which was within one week
prior to the procedure.

The STAI-questionnaire consists of two separate scales, the state
anxiety score, which resembles a temporary condition/current state of
anxiety, and the trait anxiety score, which resembles the more general,
stable and long-standing occurrence of anxiety, with 20 questions per
scale (in total 40 questions) [22]. For the STAI-questionnaire each item is
given a weighted score of 1–4. A rating of 4 indicates the presence of a
high level of anxiety for specific anxiety-related item. Half of the ques-
tions are anxiety-absent questions, for which the scoring is reversed.
Scores can vary from a minimum of 20 to a maximum of 80. A score of 80
indicates the presence of a maximum level of anxiety [22]. A cut-off value
of 40 is used to classify cases as anxious [23].

The APAIS-questionnaire consists of 6 items. Two separate scales
derive from this questionnaire, an anxiety scale (based on 4 items) and a
need-for-information scale (based on 2 items). For the APAIS-
questionnaire each item is given a weighted score of 1–5. A rating of 5
indicates the presence of a high level of anxiety or a high need for in-
formation. Scores can vary from a minimum of 4 to a maximum of 20 for
the anxiety scale, and a minimum of 2 to a maximum of 10 for the need-
for-information scale. A maximum score indicates the presence of a
maximum level of anxiety and/or need for information. A cut-off point of
11 has been suggested to classify cases as anxious [24]. For the APAIS
need-for-information scale a score of 2–4 can be classified as having no or
little information requirements, patients with a score of 5–7 can be
classified as having an average information requirement, and those with
a score of 8–10 as having a high information requirement [24]. Supple-
ment 1.

The anxiety scores, deriving from the state anxiety scale of the STAI
and the anxiety scale of the APAIS were used as primary outcome mea-
sures. The need-for-information scale and the STAI trait anxiety scale are
secondary endpoints.

2.5. Statistical analysis

Descriptive data were summarized as number with percentage, mean
� standard deviation, or median with interquartile range (IQR). Baseline
and follow-up data, compared between the two randomization groups,
were tested with the independent student t-test (normally distributed
data) or Chi-square test (non-normally distributed data). Data has been
tested for normal distribution using the Shapiro-Wilk test. Statistical
analysis of baseline and follow-up data within the randomization groups
itself, were performed by paired Student t-tests (normally distributed
data) or Wilcoxon signed-rank tests (non-normally distributed data). All
statistical analyses were performed using SPSS 24.0 (SPSS, Inc., Chicago,
IL, USA). A two-tailed p-value of 0.05 was considered statistically
significant.
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3. Results

3.1. Patient characteristics

In total 60 patients undergoing transcutaneous PFO or ASD closure
were enrolled and randomly assigned to either the control or interven-
tion group, using a 1:1 randomization ratio. The mean age was 43.4
years�10.7; 29 (48.3%) patients were male; and mean duration between
the baseline visit and follow-up (i.e. within one week prior to the pro-
cedure) was 40.2 days �32.8. Baseline characteristics were equal for
both groups (Table 1). Ten patients did not complete follow-up (n ¼ 3
intervention group, n ¼ 7 control group). The primary reasons for lost to
follow-up were: (i) patient did not complete the second set of question-
naires (n¼ 9) and (ii) the cardiac intervention was not performed within
the follow-up duration of this study (n ¼ 1). Baseline characteristics of
the patients lost to follow-up did not differ from those who completed
follow-up. Further analysis has been performed with the 50 patients who
completed follow-up. Fig. 2.
3.2. Anxiety scores

At baseline the control and intervention group scored equally on the
STAI state anxiety scale (control group 38.0 � 9.0 vs intervention group
39.1 � 9.6; p ¼ 0.70), and indicate low to intermediate levels of anxiety
after receiving the information related to the planned procedure. Similar
scores were observed in the APAIS anxiety scale, as no difference was
found for baseline scores between the two randomization groups (10.3�
4.2 vs 11.0 � 3.0; p ¼ 0.83, Tables 2–3).

During follow-up a significant increase in anxiety levels in the control
group was observed (Δ þ5.2 � 10.3; p ¼ 0.02), whereas no change in
anxiety levels in the intervention group was observed (Δ �0.2� 7.3; p ¼
0.87). At follow-up a significant difference in anxiety levels between both
groups was found (control 45.3 � 10.6 vs intervention 38.8 � 7.3; p ¼
0.02) (Fig. 3). During baseline 23 patients (46%, 11 intervention vs 12
control patients) scored above the threshold of 40 for the state anxiety
score, during follow-up this was increased to 26 patients (52%, 9 inter-
vention vs 17 control patients).

For the APAIS anxiety scale, no changes in anxiety during baseline
were observed within groups (10.3 � 4.2 vs 10.2 � 3.1; p ¼ 0.94).
Subsequently, there was no difference between the control and inter-
vention groups at follow-up (10.8 � 3.3 vs 10.6 � 3.0; p ¼ 0.83). During
baseline 25 patients (50%, 15 intervention vs 10 control patients) scored
above the threshold of 11 points on the anxiety scale, while during
follow-up 27 patients (54%, 15 intervention vs 12 control patients)
scored above the threshold of 11 points on the anxiety scale.
3.3. Secondary outcome measures

The STAI trait anxiety scale demonstrated different scores between
groups at baseline (control 39.1 � 8.8 vs intervention 30.0 � 11.0; p ¼
the Chi-square test. CHD ¼ Congenital Heart Disease, FU ¼ Follow up.



Fig. 2. Consort diagram of the RCT. Sixty-six patients were assessed for eligibility, of whom 60 were randomized. Fifty patients were included in the final analyis.

Table 2
Results within groups.

Questionnaires VR group (n ¼ 25) Control group (n ¼ 25)

Baseline Follow-up Δ intervention
group

Within group p-
value

Baseline Follow-up Δ control
group

Within group p-
value

STAI (State Trait Anxiety Inventory)
State Anxiety score (20–80) 39.1 � 9.6 38.8 �

7.3
�0.2 � 7.3 0.87 38.0� 9.0 45.3 �

10.6
5.2 � 10.3 0.02

Trait Anxiety score (20–80) 30.0 �
11.0

32.5 �
9.0

�0.7 � 5.9 0.56 39.1� 8.8 39.2 �
10.3

0.1 � 4.7 0.90

APAIS (Amsterdam Pre-operative Anxiety and Information Scale)
Anxiety score (4–20) 11.0 � 3.0 10.6 �

3.0
0.4 � 3.1 0.54 10.3� 4.2 10.8 � 3.3 0.5 � 2.2 0.25

Need for information score
(2–10)

6.3 � 1.6 6.5 � 1.5 0.2 � 1.9 0.69 6.9 � 2.0 6.9 � 1.8 1.0 � 1.9 1.0

Data are mean � standard deviation, or median with interquartile range (IQR). Δ ¼ mean change in scores during follow-up (FU - BL).

Table 3
Results between groups.

Questionnaires Baseline Follow-up

Δ between
groups

Between
group p-
value

Δ between
groups

Between
group p-
value

STAI (State Trait Anxiety Inventory)
State Anxiety
score (20–80)

�1.0 �
13.1

0.70 �6.5 �
10.3

0.02

Trait Anxiety
score (20–80)

�5.9 �
12.3

0.04 �6.7 �
13.3

0.02

APAIS (Amsterdam Pre-operative Anxiety and Information Scale)
Anxiety score
(4–20)

�0.1 � 5.6 0.94 �0.2 � 4.2 0.83

Need for
information score
(2–10)

�0.6 � 2.5 0.28 �0.4 � 1.9 0.40

Data are mean � standard deviation. Δ ¼ mean change in scores (intervention -
control).
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0.04) and follow-up (control 39.2 � 10.3 vs intervention 32.5 � 9.0; p ¼
0.02). No significant change was found for the mean difference in STAI
Trait scores between baseline and follow-up within the individual groups
4

(control 0.1 � 5.2; p ¼ 0.90, vs intervention �0.7 � 5.9; p ¼ 0.56).
At baseline, patients in the control and intervention group had the

same average need for information requirement based on the APAIS
need-for-information scale scores (Table 2) (control 6.9 � 2.0 vs inter-
vention 6.3 � 1.6; p ¼ 0.28), which remained unchanged during follow-
up (6.9 � 1.8 vs 6.5 � 1.5; p ¼ 0.40). No significant change between
baseline and follow-up could be found within the individual groups
(control 0.0 � 1.8; p ¼ 1.0 vs intervention 0.2 � 1.9; p ¼ 0.69). At
baseline 30 patients (60%, 17 intervention vs 13 control patients) had an
average need for information, while 15 patients (30%, 5 intervention vs
10 control patients) had a high need for information. During follow-up 29
patients (58%, 15 intervention vs 14 control patients had an average
need for information, while 17 patients (34%, 8 intervention vs 9 control
patients) had a high need for information.

4. Discussion

Our randomized controlled trial is the first to demonstrate that in
adult patients undergoing percutaneous PFO or ASD closure pre-
procedural education with a 360-degree VR-film contributes in pre-
venting increasing pre-procedural anxiety. Current progress in VR-
possibilities enables the use this innovative technique to educate our
patients on upcoming procedures at low-cost. Therefore, we recommend



Fig. 3. Boxplot showing State anxiety score in patients in the control and intervention group. A value � 40 is classified as anxious.
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the implementation of VR in the pre-procedural setting to diminish pre-
procedural anxiety, to increase patient satisfaction, and quality of life,
and to decrease the number of adverse events [25,26].

VR allows for an immersive, realistic exposure to the team of physi-
cians, the environment, the procedure, and enhances the comprehension
of the upcoming intervention. The concept that more realistic patient
education diminishes anxiety was already established by Spalding et al.
[15], who lowered anxiety by providing patients an understanding of the
experience during and after surgery, giving the patient an opportunity to
physically meet the staff, and familiarizing the patient with the clinical
and surgical environment. This has paved the way for other means for
realistic patient education, such as 360-degree virtual reality films.
Although this is the first study to evaluate the use of VR-based patient
education to reduce anxiety in patients undergoing a transcutaneous
cardiac intervention, VR has been found effective in several disciplines of
medicine, particularly in the context of anxiety-related psychiatric dis-
orders, such as phobias and posttraumatic stress disorders. In these set-
tings too VR enables realistic exposure therapy by controlled sensory
stimuli, with proven anxiety relieve [19]. In a clinical setting, the effects
of VR seem to be very promising as well. After viewing of a VR-film
patients undergoing elective craniotomy or spine surgery, felt better
prepared for the surgery and had less stress during the preoperative
period [5,7,27]. In the study of Yang et al. [28] patients undergoing
arthroscopic knee surgery experienced less anxiety if they were educated
on their procedure using VR, and Ryu et al. [27] found that the use of VR
to educate children significantly reduced anxiety and improved compli-
ance during the introduction of anesthesia.

In line with previous studies, our results demonstrate the necessity of
addressing pre-procedural anxiety, as both patients in the intervention
and control group experienced moderate levels of anxiety prior to their
procedure [7]. However, awaiting their procedure, anxiety scores in the
intervention group remained unchanged, while anxiety significantly
increased in the control group. We found that general, stable and
long-standing presence of anxiety (STAI trait score) remained unchanged
in both groups. The fact that the APAIS anxiety score did not show any
difference between the intervention and control groups, is likely due to
the general nature of the questions. The scores of both groups were just
below the cut-off value for anxiety, which could be expected since almost
all patients experience some degree of anxiety before their surgery or
procedure [7]. Although both groups stated to have been adequately
informed, as there were no differences in the APAIS need-for-information
scores, additional information using the 360-degree VR-film did relieve
anxiety in the intervention group. This demonstrates that the value of
good patient education is underestimated, both by physicians, and pa-
tients alike.
5

Besides the mental burden of anxiety, there is ample evidence that
preprocedural anxiety has negative physical effects, and leads to reduced
treatment compliance, an increase in readmission rates, and a higher risk
of morbidity and mortality [25,26]. It is known that preprocedural
anxiety is negatively associated with anesthetic outcome measures, such
as medication demand, or duration of anesthesia. Kil et al. [3] found that
patients with increased anxiety scores (both state and trait STAI anxiety
scores) required more propofol during the procedure, thus increasing the
anesthesia duration. The current study was not powered to demonstrate
positive physical effect of VR-based patient education.
4.1. Limitations

Our study had several limitations. The study was conducted at a single
tertiary referral center, and with relatively low sample size. Nonetheless,
we found significant differences between the control and intervention
group in term of change of anxiety. However, the investigators were not
blinded and a possible bias towards the intervention group is possible.
We remain uninformed on the impact of the patient education done by
the patient's physician, as questionnaire were only conducted after per-
sonal consultation had taken place. Due to technical issues related to the
VR goggles at study initiation, followed by the COVID-19 pandemic, in-
clusion of patients in the intervention group was delayed. One would
expect longer follow-up duration to result in increased anxiety. The fact
that we find the opposite strengthens our conclusions. We observed a
relatively large number of patients who did not complete the follow-up.
The follow-up questionnaires were sent via email, and the response rate
was 83.3%, and lower in the control group, despite active contact. Lastly,
the scope of this study is limited to patients undergoing PFO or ASD
closure, specifically selected to obtain a young and homogenous popu-
lation with irrelevant clinical histories. However, as anxiety is a general
finding prior to (cardiothoracic) intervention and surgery, we believe
that anxiety levels of our patient population are representative for car-
diac intervention patients at large. These patients had no prior cardiac
intervention, patients who do have prior cardiac experiences in the
hospital could be less anxious as they know what to expect, or may be
more anxious because of prior, negative experiences. Research has to be
conducted in which patients with cardiac history is included to know
how VR can influence their anxiety levels prior to the cardiac
intervention.

5. Conclusion

Patient education using a 360-degree Virtual Reality experience
depicting every aspect of an invasive cardiovascular procedure prevents
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pre-procedural progression of anxiety in patient undergoing percuta-
neous PFO- or ASD-closure. Our data illustrate the great potential of this
innovative tool to improve education of every cardiac patient undergoing
(surgical) intervention, as anxiety is common and negatively influences
patient outcome. The rapid progression of Virtual reality possibilities
enables swift introduction into clinical practice.
Declaration of competing interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

Acknowledgements

This work was supported by the Dutch Heart Foundation under [grant
number 2018T068] to [M.D. Oudkerk Pool and M.M. Winter].

Appendix A. Supplementary data

Supplementary data to this article can be found online at https
://doi.org/10.1016/j.ijcchd.2022.100332.

References

[1] Tulloch I, Rubin JS. Assessment and management of preoperative anxiety. J Voice
2019 Sep;33(5):691–6.

[2] Delewi R, Vlastra W, Rohling WJ, Wagenaar TC, Zwemstra M, Meesterman MG,
et al. Anxiety levels of patients undergoing coronary procedures in the
catheterization laboratory. Int J Cardiol 2017 Feb;228:926–30.

[3] Kil HK, Kim WO, Chung WY, Kim GH, Seo H, Hong J-Y. Preoperative anxiety and
pain sensitivity are independent predictors of propofol and sevoflurane
requirements in general anaesthesia. Br J Anaesth 2012 Jan;108(1):119–25.

[4] Doyle C, Lennox L, Bell D. A systematic review of evidence on the links between
patient experience and clinical safety and effectiveness. BMJ Open 2013 Jan;3(1).
https://doi.org/10.1136/bmjopen-2012-001570.

[5] Bekelis K, Calnan D, Simmons N, Mackenzie TA, Kakoulides G. Effect of an
immersive preoperative virtual reality experience on patient reported outcomes: a
randomized controlled trial. Ann Surg 2017;265(6):1068–73.

[6] Alanazi AA. Reducing anxiety in preoperative patients: a systematic review. Br J
Nurs 2014 Apr;23(7):387–93.

[7] Yang JH, Ryu JJ, Nam E, Lee HS, Lee JK. Effects of preoperative virtual reality
magnetic resonance imaging on preoperative anxiety in patients undergoing
arthroscopic knee surgery: a randomized controlled study. Arthrosc J Arthrosc Relat
Surg 2019;35(8):2394–9.

[8] Park MJ, Kim DJ, Lee U, Na EJ, Jeon HJ. A literature overview of virtual reality
(VR) in treatment of psychiatric disorders: recent advances and limitations. Front
Psychiatr 2019 Jul;10. https://doi.org/10.3389/fpsyt.2019.00505.
6

[9] Pandrangi VC, Gaston B, Appelbaum NP, Albuquerque FC, Levy MM, Larson RA.
The application of virtual reality in patient education. Ann Vasc Surg 2019;59:
184–9.

[10] Oing T, Prescott J. Implementations of virtual reality for anxiety-related disorders:
systematic review. JMIR Serious Games 2018 Nov;6(4):e10965.

[11] Ayral X, Gicquere C, Duhalde A, Boucheny D, Dougados M. Effects of video
information on preoperative anxiety level and tolerability of joint lavage in knee
osteoarthritis. Arthritis Rheum 2002 Aug;47(4):380–2.

[12] Bayar A, Tuncay _I, Atasoy N, Ayo�glu H, Keser S, Ege A. The effect of watching live
arthroscopic views on postoperative anxiety of patients. Knee Surg Sports
Traumatol Arthrosc 2008 Nov;16(11):982–7.

[13] Mosso JL, Gorini A, De La Cerda G, Obrador T, Almazan A, Mosso D, et al. Virtual
reality on mobile phones to reduce anxiety in outpatient surgery. Stud Health
Technol Inf 2009;142:195–200.

[14] Ganry L, Hersant B, Sidahmed-Mezi M, Dhonneur G, Meningaud JP. Using virtual
reality to control preoperative anxiety in ambulatory surgery patients: a pilot study
in maxillofacial and plastic surgery. J Stomatol Oral Maxillofac Surg 2018 Sep;
119(4):257–61.

[15] Spalding NJ. Reducing anxiety by pre-operative education: make the future
familiar. Occup Ther Int 2003 Nov;10(4):278–93.

[16] Bondy LR, Sims N, Schroeder DR, Offord KP, Narr BJ. The effect of anesthetic
patient education on preoperative patient anxiety. Reg Anesth Pain Med 1999;
24(2):158–64.

[17] Ji L, Zhang X, Fan H, Han M, Yang H, Tang L, et al. drawMD APP-aided preoperative
anesthesia education reduce parents anxiety and improve satisfaction. Patient Educ
Counsel 2016 Feb;99(2):265–70.

[18] Chow CHT, Van Lieshout RJ, Schmidt LA, Dobson KG, Buckley N. Systematic
review: audiovisual interventions for reducing preoperative anxiety in children
undergoing elective surgery. J Pediatr Psychol 2016 Mar;41(2):182–203.

[19] Raghav K, Van Wijk A, Abdullah F, Islam MN, Bernatchez M, De Jongh A. Efficacy
of virtual reality exposure therapy for treatment of dental phobia: a randomized
control trial. BMC Oral Health 2016 Dec;16(1):25.

[20] Gujjar KR, van Wijk A, Sharma R, de Jongh A. Virtual reality exposure therapy for
the treatment of dental phobia: a controlled feasibility study. Behav Cognit
Psychother 2018 May;46(3):367–73.

[21] Chad R, Emaan S, Jillian O. Effect of virtual reality headset for pediatric fear and
pain distraction during immunization. Pain Manag 2018 May;8(3):175–9.

[22] Cruz R, Barnes LLB, Harp D, Jung WS. Reliability generalization of scores on the
Spielberger state-trait anxiety inventory. Educ Psychol Meas 2002;62:603–18.

[23] Emons WH, Habibovi�c M, Pedersen SS. Prevalence of anxiety in patients with an
implantable cardioverter defibrillator: measurement equivalence of the HADS-A
and the STAI-S. Qual Life Res 2019 Nov;28(11):3107–16.

[24] Moerman N, Oosting H. The Amsterdam scale (APAIS). Anesth Analg 1996;82:
445–51.

[25] Cser�ep Z, Losoncz E, Balog P, Szili-T€or€ok T, Husz A, Juh�asz B, et al. The impact of
preoperative anxiety and education level on long-term mortality after cardiac
surgery. J Cardiothorac Surg 2012 Dec;7(1):86.

[26] Takagi H, Ando T, Umemoto T. Perioperative depression or anxiety and
postoperative mortality in cardiac surgery: a systematic review and meta-analysis.
Heart Ves 2017 Dec;32(12):1458–68.

[27] Ryu J-H, Park S-J, Park J-W, Kim J-W, Yoo H-J, Kim T-W, et al. Randomized clinical
trial of immersive virtual reality tour of the operating theatre in children before
anaesthesia. Br J Surg 2017 Nov;104(12):1628–33.

[28] Yang J-H, Ryu JJ, Nam E, Lee H-S, Lee JK. Effects of preoperative virtual reality
magnetic resonance imaging on preoperative anxiety in patients undergoing
arthroscopic knee surgery: a randomized controlled study. Arthrosc J Arthrosc Relat
Surg 2019 Aug;35(8):2394–9.

https://doi.org/10.1016/j.ijcchd.2022.100332
https://doi.org/10.1016/j.ijcchd.2022.100332
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref1
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref1
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref1
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref2
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref2
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref2
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref2
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref3
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref3
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref3
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref3
https://doi.org/10.1136/bmjopen-2012-001570
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref5
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref5
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref5
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref5
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref6
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref6
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref6
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref7
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref7
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref7
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref7
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref7
https://doi.org/10.3389/fpsyt.2019.00505
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref9
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref9
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref9
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref9
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref10
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref10
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref11
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref11
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref11
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref11
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref12
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref13
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref13
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref13
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref13
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref14
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref14
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref14
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref14
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref14
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref15
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref15
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref15
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref16
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref16
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref16
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref16
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref17
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref17
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref17
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref17
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref18
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref18
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref18
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref18
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref19
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref19
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref19
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref20
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref20
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref20
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref20
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref21
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref21
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref21
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref22
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref22
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref22
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref23
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref23
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref23
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref23
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref23
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref24
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref24
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref24
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref25
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref26
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref26
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref26
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref26
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref27
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref27
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref27
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref27
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref28
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref28
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref28
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref28
http://refhub.elsevier.com/S2666-6685(22)00015-5/sref28

	Pre-procedural virtual reality education reduces anxiety in patients undergoing atrial septal closure – Results from a rand ...
	1. Introduction
	2. Methods
	2.1. Trial design
	2.2. Patient selection
	2.3. Randomization and intervention
	2.4. Outcome and data assessment
	2.5. Statistical analysis

	3. Results
	3.1. Patient characteristics
	3.2. Anxiety scores
	3.3. Secondary outcome measures

	4. Discussion
	4.1. Limitations

	5. Conclusion
	Declaration of competing interest
	Acknowledgements
	Appendix A. Supplementary data
	References


