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Project Summary 

There is limited research on the medium-term recovery and outcomes of patients three months 
following major upper abdominal surgery. The aim of this study is to explore the functional 
outcomes and lived experiences in adults three months after major upper abdominal surgery at 
Royal Perth hospital in Perth, Western Australia. Data collected from the participants prior to their 
surgery will be compared with data collected from them three months after they have been 
discharged from hospital. The measures will include clinical frailty and functional independence. At 
three months post discharge, information regarding abdominal pain, post-surgical fatigue and 
cognition will also be gathered in order to explore the association between these variables and the 
participants level of functional recovery three months following the surgery. Qualitative interviews 
will also be conducted at this time to explore the participants lived experiences and those of their 
primary carer. 
 
2. Rationale / Background 

2.0  Background 

2.1.  Major upper abdominal surgery 
Upper abdominal surgery (UAS) is defined as any surgical procedure performed to the abdomen 
through an incision that is superior to or extends superior to level of the umbilicus1, 2. Upper 
abdominal surgery involves opening the abdomen in order for a surgeon to examine the contents 
and, where possible, remedy any pathology3. Major upper abdominal surgery (MUAS) is defined as 
an upper abdominal procedure requiring general anaesthetic for more than one hour and a post-
operative hospital length of stay	more than 24 hours4. Common pathologies addressed via MUAS 
include viscus organ perforation, mesenteric ischemia, haemorrhage, cancer related pathologies 
and bowel obstructions2, 5. The risk of internal trauma and associated bleeding is high following 
MUAS, potentially involving organs such as the liver, gallbladder, stomach, pancreas, kidneys, 
intestines and spleen6.  
 
2.2.  Upper abdominal surgery in Australia 
Within Australia, it is estimated that approximately 300 to 500 procedures of abdominal surgeries 
per 100,000 head of population are performed in developed countries per year4. Hence it can be 
extrapolated to predict that approximately 77,080 to 128,466 abdominal surgeries are performed 
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in Australia per year based of the Australian Bureau of Statistics population statement as of 
September 20207. The number of patients undergoing MUAS is rising with a reported increase of 
2-5% per year5. Information on the average age of patients undergoing MUAS is limited, however 
a study done by Boden in Australia between 2013 and 2015 identified the average age of patients 
undergoing MUAS as being approximately 65 years of age.2  
 
2.3.  Serious adverse events following MUAS 
Following MUAS, adults are at risk of serious adverse events, which require medical intervention 
or result in post-operative mortality. Recent research pertaining to the development of serious 
adverse events has focused on post-operative mortality following emergency MUAS7-9. In 
Australia, mortality rates following elective MUAS have not been well documented. However, in 
other first world countries such as Norway and the USA, recent studies have reported mortality 
rates of 3.5% and 3.8% respectively following elective abdominal surgery10, 11. Risk factors for post-
operative mortality include clinical frailty, older age, comorbidities, emergency procedures and 
reoperations5, 12-15.  
 
A recent study carried out in Australia reported a 30-day mortality rate ranging from 5.2-10.5% 
following emergency MUAS8. The risk of in-hospital mortality increases significantly if a 
reoperation is required, with a recent German study reporting an in-hospital mortality rate of 57% 
following emergency major abdominal reoperations5. This is more than double the in-hospital 
mortality rate following initial emergency MUAS reported in this same study (23.8%)5.  
 
Comorbidities such as coagulopathy, fluid and electrolyte disorders and weight loss have been 
found to have the highest impact on in-hospital mortality rates, with reported rates of 17.2%, 9.4% 
and 11.9% associated with each respectively12. In the UK, the association between frailty and post-
operative mortality following MUAS has been extensively researched, with some of these studies 
concluding that high clinical frailty is the strongest predictive factor of post-operative mortality 
following MUAS13-15.  
 
Other post-operative adverse events such as delirium, post-operative pulmonary complications 
(PPC), wound infection, incisional hernias and bowel obstructions are of high prevalence following 
abdominal procedures, prolonging hospital length of stay, increasing health-care costs and 
potentially putting the patient at risk of post-operative mortality1, 16-21. 
 
With such a high prevalence of adverse events during the acute in-hospital period following 
MUAS, more data on functional recovery post-discharge following MUAS is needed to better 
understand the trajectory of recovery following such procedures.  
 
2.4  Recovery following MUAS 
To date, details regarding the post-operative recovery of a person following MUAS are largely 
confined to the acute care stay, with follow-up data beyond the point of discharge from acute care 
rarely reported.  
 
In the few days following MUAS, people report being limited by moderate to severe pain and also 
post-surgical fatigue22, 23. Acute management focuses on symptom relief via pain medication and 
progressive mobilisation on the ward to minimise complications (i.e. post-operative respiratory 
infections) and return to functional independence to facilitate early discharge24.  
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Hospital length of stay following MUAS can vary greatly depending on the presence of pre-
operative comorbidities or frailty as well as post-operative complications. Some Australian studies 
have reported average hospital length of stays between 2-6 days following abdominal procedures, 
while others exploring outcomes following more major abdominal procedures report an average 
stay of 13-16 days9, 25-27 Functionally, most patients are discharged once they achieve their 
baseline function, which in most cases is independent ambulation.  
 
Research data on longer-term recovery following MUAS is also limited, however, a recent study 
reported that 36% of adults who were six months following MUAS continued to describe chronic 
postoperative abdominal pain28. Those at greatest risk of persistent pain were characterised by 
greater feelings of anxiety and depression. In addition to persistent pain and fatigue, at six-months 
following surgery, 24% of adults also reported faecal incontinence as an important factor that 
impaired their social functioning28. Pre-operative frailty has not been investigated as a predictor of 
long-term outcomes after MUAS. 
 
2.5  Care Giver Burden  
The effect of upper abdominal surgery not only influences the patient but also the care giver. As 
described by Lawrence,20 independence of activities of daily living (ADL’s) was significantly 
decreased after MUAS until 3 months.20 Tasks such as dressing, eating and bathing are just some 
examples of ADL’s in which require larger muscle group recruitment, hence the individual is 
unable to complete these tasks individually and the onus falls to the care giver.20 Numerous 
studies look at care giver burden in the context of cancer with ‘caregiver burden’ being 
categorised as the physical, physiological, social and/or financial reactions which can be 
experienced during care.27 Recovery after MUAS impacts the daily routine of both the patient and 
the care giver which puts them in a position where they have to adapt to a new situation.28 Care 
givers are all unique hence the burden of care on the individual is influenced by various factors 
including but not limited to; age of the caregiver, his/her present illnesses, severity of symptoms 
experienced by the patient and relatedness to the patient.28 In the study by Dundar28 which looks 
at caregiver burden of patients with cancer, the topics brought up include duties such as physical, 
emotional and social support, setting up outpatient appointments, helping with ADL’s and 
indicates that the care givers report difficulties in daily life due to the demand on them physically, 
emotionally, physiologically, socially and professionally.28 If identification of the extent and nature 
of care giver burden researched in relation to patients post MUAS would help to identify areas in 
which the care givers may need extra support. 
 
3. Project Aims / Objectives / Hypotheses 

 
3.1 Project aim: 
In patients who are three months post major upper abdominal surgery (MUAS) at Royal Perth 
Hospital in Perth Western Australia, to 1) explore functional outcomes and 2) explore the lived 
experience, expectations and beliefs of patients who have undergone MUAS as well as people 
identifying as the caregivers of patients who have undergone MUAS will be explored.  
 
3.2 Research questions 

Primary research question 1 
In adults who are three months following MUAS (at RPH), is there a decrement in clinical frailty 
and functional independence when compared with measures collected pre-operatively? 
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Primary research question 2 
In adults who are three months following MUAS (at RPH), do factors such as the magnitude of 
pain, fatigue or cognition influence functional recovery? 

Primary research question 3 
In adults who are three months following MUAS (at RPH), what are the lived experiences of their 
post-operative recovery, regarding symptoms (pain, fatigue), mood (feelings of anxiety and 
depression) and return to activities of daily living?  

Secondary research question 
In people who identify as the primary caregiver for adults who underwent MUAS, what are their 
lived experiences regarding care-giver burden three months following surgery? 

 
4. Project Design 

 
4.1 Study design 

This is a pilot, mixed methods study. The quantitative aspect of the study will involve using validated 
questionnaires to measure frailty, independence in activities of daily living, pain, fatigue and 
cognition. The qualitative aspect of the study will involve explorative interviews of patients who 
have undergone MUAS as well as their carers to identify their lived experiences. 

 

4.2 Participants 

4.2.1 Number of participants (sample size) 

Recruitment for this study will take place between November 2021 and April 2022. A convenience 
sample of greater than 30 participants is expected to be recruited for the quantitative aspect of 
the study. For the qualitative aspect of the study, patient interviews will be conducted until 
thematic saturation is reached. This number is likely to be much lower than the 30 recruited for 
the quantitative aspect.  
 

4.2.2 Inclusion criteria 

• ≥ 18 years of age. 
• Fluent in written and spoken English.  
• Attending RPH for MUAS, defined as an incision 5cm or longer that extends above the 

umbilicus and the requirement for general anaesthesia ≥ 1 hour   
• Anticipated post-operative hospital length of stay ≥ 24 hours. 
• The medical team deem the patient to be suitable to provide consent 

 

4.2.3 Exclusion criteria 

• Documented evidence of a cognitive impairment. 
• Scheduled for an isolated hernia repair.  
• From supported residential care or high-level care. 
• Prior to surgery, inability to ambulate without physical assistance.  
• Unable to be contacted by telephone following hospital discharge 
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4.3  Data Sources  

• Medical records and surgical notes 

 

4.4  Data to be Collected  

With regard to the first primary research question the outcome measures that will be collected are 
level of functional independence and clinical frailty. The second primary research question will 
involve measuring outcomes related to cognition, and pain and fatigue levels. The measures are as 
follows:  
 

4.4.1 Clinical frailty 
Clinical frailty will be measured using the CFS (Appendix 1), a validated scale used to assess 
frailty and fitness in individuals29. It is a 9-point scale, where a score is derived based on 
clinical judgement, with 1 being very fit, and 9 being terminally ill. A person with a score of 
5 or above is considered frail29. This will be collected at the time of consent as well as at 
the three month follow up call.  
 
4.4.2 Level of functional independence with instrumental ADL 
Level of functional independence will be measured using the Lawton`s IADL scale 
(Appendix 2). The Lawton`s IADL scale is a reliable and validated self-rating instrument that 
assesses independent living skills such as food preparation, house-keeping, and the ability 
to handle finances, medications and laundry30, 31. The scale is a useful tool to measure 
deterioration/improvement in function over time30. This will be collected at the time of 
consent as well as at the three month follow up call. 
 
4.4.3 Pain levels 
Pain levels will be measured using the NPRS (Appendix 3) post-operatively. The NPRS is an 
11-point ordinal scale that measures the intensity of pain in adults32. The scale ranges from 
0 to 10, with 0 representing no pain, and 10 representing the worst pain imaginable. The 
test-retest reliability of the NPRS has been reported to be between 0.67 and 0.96, making 
it a reliable tool for measuring post-operative pain in the study`s participants32. This will be 
collected at the three month follow up call. 
 
4.4.4 Fatigue levels 
Fatigue levels will be measured using the FSS (Appendix 4). The FSS consists of 9 items, 
measuring fatigue severity and interference with functioning.33 Each item is scored using a 
Likert-type scale ranging from 1 (“strongly disagree”) to 7 (“strongly agree”). FSS total 
scores range from 9 to 63, with scores greater than or equal to 36 suggesting clinically 
elevated fatigue33. This will be collected at the three month follow up call. 
 
4.4.5 Cognitive state 
Cognitive state will be measured using the Montreal cognitive assessment via telephone 
(MoCA blind) (Appendix 5). The MoCA blind is a modified version of the original MoCA with 
removal of the two visually presented items34. This allows it to be implemented over the 
telephone making it feasible for this study. It is a valid and reliable instrument used to 
assess orientation, attention, immediate and delayed recall (memory), language and 
abstraction35. A total score of ≥ 18 / 22 is considered normal, and a score below 18 / 22 is 
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suggestive of a cognitive impairment36, 37. This will be collected at the three month follow 
up call.  
 
4.4.6 Patient interviews 
Participants will be interviewed, and data will be collected on their experiences. Interviews 
will be conducted approximately three months after surgery. Interviews will be recorded 
and transcribed verbatim. The number of participants interviewed is dependent on when 
no new themes or codes emerge from the data. At this point data collection will stop and 
data analysis will commence.  

4.4.7 Care giver interview 
Caregivers will be interviewed, and data will be collected on their experiences. Interviews 
of carers will be conducted approximately three months after surgery. Interviews will be 
recorded and transcribed verbatim.  

 
In addition to these outcome measures, patients contact details will be recorded at the time of 
consent. At patient discharge, the following data will be collected from the medical records: 
indication for why the surgery is being carried out, pathologies associated with the surgery, 
emergency or elective status, pre-operative haemoglobin, pre-operative pH level, pre-operative 
base excess, pre-operative lactate level, P-POSSOM risk score, ANZELA risk score, surgical 
procedure name, length of surgery, complications during hospital stay and length of hospital stay.  

 

4.5 Method 

Participants 
Once written informed consent of the participant has been obtained, the physiotherapist will 
complete the data collection form (see Appendix 6). Details on this form include two methods of 
contacting the patient, the patient’s Clinical Frailty Score (this is already calculated as part of 
routine clinical care) and the Lawton’s instrumental activities of daily living (IADL) scale (see 
Appendix 2). Data collection forms will be stored in a secure, locked cupboard within the 
Physiotherapy Department of RPH. At patient discharge the remaining details of the data 
collection form will be completed (length of surgery, surgery procedure, complications during 
hospital stay, length of hospital stay) by a member of the study team.  
 
Participants will be allocated a unique study number. The participant’s name and study number 
will be recorded in a master log. The master log linking the participant details with the unique 
study number will be securely stored at WA Health (W:\ Drive) and will not be made available to 
Curtin University. Data will be entered into REDCap (central database) in coded format by the 
(site) study coordinator.  
 
At two and a half months post discharge participants will be contacted by telephone to arrange an 
appropriate date and time to have their follow up interview. Participants will be offered the choice 
of completing the remaining questionnaires at the three month appointment (either face to face 
or via video call) or having paper copies of the questionnaires sent to their house along with a 
reply-paid self-addressed envelope. 
 
The three month follow up appointment will collect the following data: CFS, MoCA Blind test and 
for participants who have chosen to carry out questionnaires via video call or in person, the 
Lawton’s IADLs, NPRS and FSS. For participants who are willing to complete the interview as well, a 
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series of open-ended questions regarding their experience during recovery after MUAS will be 
asked. The interview is aimed to take less than 30 minutes. 
 
The data gathered from the questionnaires that were filled in via video call will be entered directly 
into the REDCap system. The data from the completed questionnaires that were mailed back will 
be transferred into the REDCap system within 1 week to allow time for necessary follow-up where 
there might be missing/incomplete data. Interviews will be recorded and transcribed verbatim.  
 
Data integrity and completeness will be optimised by making a maximum of 2 follow-up phone 
calls within a 2 week-period to participants with missing or incomplete data after the post-
operative questionnaires have been mailed. Remaining participants with missing or incomplete 
data after these 2-weeks will be considered non-responders.  
 
Caregivers 
At the two and a half month phone call to the study participant, the study investigator will ask if 
the primary caregiver of the participant would be willing to partake in a shorter interview. Verbal 
consent will be recorded at this time and a written consent form will be mailed with a reply-paid 
envelope attached to the caregiver to obtain formal written consent. Only when written consent is 
obtained will any information obtained be used. If the interview is conducted face to face, a 
consent form can be signed in person. The interview can take place either via video call or in a face 
to face interview and will take approximately 15 minutes. The interview will ask caregivers about 
their experiences caring for someone who has undergone MUAS and any burden this placed upon 
them. The patient will not be present during the interview. 
 
Guiding principles for the interviews 
The interviews will focus on broad categories, informed by the literature, and comprise open-
ended questions exploring functional recovery following surgery. Activities will be grouped as 
basic activities of daily living (e.g. eating, bathing dressing toileting, mobility and grooming) and 
activities that require more complex planning such as more complex activities such as meal 
preparation, domestic chores, paying bills and taking medication. Both perceived barriers and 
enablers to these tasks will be sought. A discussion will be facilitated on points of disagreement 
between the participants and caregiver, with clarification sought to understand the nature of 
these areas of discord in lived experiences. Responses from the participants and caregivers 
interview transcripts will be entered into NVivo10 (QSR International Pty Ltd, version 10, 2012) to 
facilitate data organisation, coding, and management. Data collection and analyses will be 
performed concurrently to monitor the emergence of new themes. Inductive thematic analysis will 
be used to identify codes and themes that reflected participants’ perceptions and experiences. To 
enhance the trustworthiness of the analysis, individual data and interpretations will be 
independently reviewed by a second investigator experienced with thematic analysis.  

 

4.6 Duration of Project 

This project is anticipated to last one year 
 
5. Treatment of Participants 

 
5.1 Recruitment 
Potential participants will be identified by a physiotherapist who is a member of the treating team 
at Royal Perth Hospital, either at the Pre-admission anaesthetic clinic or on Ward 6G (abdominal 
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surgery ward) prior to or following their surgery. A physiotherapist will screen for patients meeting 
inclusion criteria daily and consult with the medical team to ensure the potential participants are 
deemed capable of consent. 
 
Participants will be approached by a physiotherapist to consent to participate in the study. Two forms 
of contact will be obtained at this point in order to arrange for the three month follow up interview. 
 
At two and a half months post MUAS, the study investigator will call the participant to arrange a time 
to complete the questionnaires and interview. During this phone call, the study investigator will ask 
if the primary caregiver of the participant would be willing to partake in a shorter interview. Verbal 
consent of the caregiver will be recorded at this time and a written consent form will be mailed with 
a reply-paid envelope attached to the caregiver to obtain formal written consent. Only when written 
consent is obtained will any information obtained be used. If the interview is conducted face to face, 
a consent form can be signed in person. 
6. Assessment of Safety 

 
6.0 Safety 
The risk of emotional discomfort or distress during the interviews due to re-examining feelings of 
pain and fatigue after surgery will be mitigated by having an established participant distress 
protocol (Appendix 7) with relevant contact numbers. Training the interviewers in management of 
situations where a participant may become distressed will also be provided by experienced 
researchers. If participants raise concerns relating to the surgery itself, the researcher will ask 
permission to contact the surgeon and arrange appropriate follow up care.  
 
Confidentiality of data will be managed in a number of steps. Participants will be allocated a 
unique study number. The participant’s name and study number will be recorded in a master log. 
All data will be ‘coded’ before it is entered into REDCap. This means identifiers will have been 
removed and replaced with a code. The master log linking the participant details with the unique 
study number will be securely stored at WA Health (W:\ Drive) and will not be made available to 
Curtin University. Data will be entered into REDCap (central database) in coded format by the 
(site) study coordinator. No identifiable data will leave Royal Perth Hospital. 
 
There is minimal benefit to the participant as their experiences are being used to identify the typical 
challenges and experiences in the recovery following major upper abdominal surgery. However the 
participant will be contributing their data and experiences which will be used in the future to 
improve the recovery of patients recovering from major upper abdominal surgery. Participants of 
this study may also have positive feelings towards participating in this study as they are having their 
story heard and are making an impact. 
 
7. Data Management, Statistical Analysis and Record Keeping 

 
7.1 Statistical methods (including sample size / any planned interim analysis) 
Recruitment for this study will take place between November 2021 and April, 2022. A convenience 
sample of greater than 30 participants is expected to be recruited for the quantitative aspect of 
the study. For the qualitative aspect of the study, patient interviews will be conducted until 
thematic saturation is reached. This number is likely to be much lower than the 30 recruited for 
the quantitative aspect.  

 

7.2 Data Analysis 
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Descriptive statistics will be used to analyse quantitative data. Parametric data will be expressed 
using mean and standard deviation and non-parametric data will be expressed using median and 
interquartile range. Associations will be explored between measures if adequate participant 
numbers allow. Where there is an adequate sample size, subgroup differences will be examined. 
These subgroups will be based on the patient’s presenting category and will likely include 
elective/booked admissions, trauma admissions and emergency admissions. Statistical analysis of 
these groups will be descriptive only due to small sample size. 
 
Responses from the participants and caregiver’s interview transcripts will be entered into NVivo10 
(QSR International Pty Ltd, version 10, 2012) to facilitate data organisation, coding, and 
management. Data collection and analyses will be performed concurrently to monitor the 
emergence of new themes. Inductive thematic analysis will be used to identify codes and themes 
that reflect participants’ perceptions and experiences. To enhance the trustworthiness of the 
analysis, individual data and interpretations will be independently reviewed by a second 
investigator experienced with thematic analysis. 

7.3 Data Management 

Confidentiality of data will be managed by allocating participants with a unique study number. The 
participant’s name and study number will be recorded in a master log. All data will be ‘coded’ 
before it is released to Curtin University. This means identifiers will have been removed and 
replaced with a code. The master log linking the participant details with the unique study number 
will be securely stored at WA Health (W:\ Drive) and will not be made available to Curtin 
University. 
 
Data will be entered into REDCap (central database) in coded format by the site coordinator. The 
Master List with participant details stored against the study ID will be kept separately at Royal Perth 
Hospital. 

7.4 Data storage and transfer 

The master log linking the participant details with the unique study number will be securely stored 
at WA Health (W:\ Drive). De-identified data will be entered and stored on the secure RedCap 
program (approved for secure data storage by both Curtin University and Royal Perth Hospital).  

 
7.5 Data retention 
All data including participant information and identifying study number will be kept securely for up 
to 7 years at Royal Perth Hospital before being destroyed. 
 
8. Quality Control and Quality Assurance 

 
8.1  Quality 
Trained researchers will assist study investigators in interview techniques and will assist and 
monitor interviews of patients and their carers 
 
9. Ethics 

 
9.1 Ethics 
This project focusses on interviewing patients and their caregivers three months after MUAS. 
Ethical considerations for this study include the time the participants will spend undertaking the 
questionnaires and interviews. The process has been practiced and timed and is likely to take 
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approximately 15 minutes for the questionnaires and less than 30 minutes for the patient 
interview or 15 minutes for the caregiver interview. This will be explained up front to participants.  
 
The risk of emotional discomfort or distress during the interviews due to re-examining feelings of 
pain and fatigue after surgery will be mitigated by having an established patient distress protocol 
with relevant contact numbers (see Appendix 7). Training the interviewers in management of 
situations where a participant may become distressed will also be provided by experienced 
researchers. 
 
Participant recruitment has the potential for the patient to feel pressured into participating in the 
study due to perceived feelings that the decision will influence the level of care they receive. It will 
be explained that their decision to partake in this study will have no impact on the level of care 
they receive at the hospital and partaking is completely voluntary.  
 
Confidentiality of data will be managed in a number of steps. Participants will be allocated a 
unique study number. The participant’s name and study number will be recorded in a master log. 
All data will be ‘coded’ before it is released to Curtin University. This means identifiers will have 
been removed and replaced with a code. The master log linking the participant details with the 
unique study number will be securely stored at WA Health (W:\ Drive) and will not be made 
available to Curtin University. 
 
Data will be entered into REDCap (central database) in coded format by the (site) study 
coordinator. The Master List with participant details stored against the study ID will be kept 
separately at site. No identifiable data will leave Royal Perth Hospital. 
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10. Budget 

 
11. Publication  

 
11.1 Dissemination of results 
Findings of this study will be presented as a report for two Honours' theses. The findings will also 
be written up for publication in a scientific journal. 
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13. Appendices  

 
Appendix 1: Clinical frailty scale: Canadian study on health and aging, revised 200838. 
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Appendix 2: The Lawton Instrumental Activities of Daily Living (IADL) Scale31. 
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Appendix 3: Numerical pain rating scale39. 
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Appendix 4: Fatigue Severity Scale and the Visual Analogue Fatigue Scale40. 
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Appendix 5: Montreal Cognitive Assessment/MoCA-Blind35. 
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Appendix 6: Data collection form 
 

 



Protocol Version/Date:  
Research Protocol Version 1 30/09/2021  Page 21 of 21 

Appendix 7: Distressed participant protocol 
DISTRESSED PARTICIPANT PROTOCOL 

Should the participant become distressed at any time during the interview, the following protocol 
will be followed: 

1. Terminate all questions being asked. 

2. Assess the need for contacting additional services immediately: 
Call 000 in an emergency if you feel someone is at risk of harm 

OR for mental health emergency assessment, support and referral contact 
• Mental Health Emergency Response Line (MERL) 

o Metro callers 1300 555 788 
o Peel 1800 676 822  

o Rural and remote areas 1800 552 002  
• Call after hours GP Helpline (health direct) on 1800 022 222 

• Find a GP after hours clinic near the patient  
• Find the patients nearest public hospital emergency department  

3. Ask if someone is at home or accessible to talk to the participant or offer to contact the 
participant’s GP, treating specialist, or nominated person on their behalf or provide the participant 
with a number of services they can contact. Alternatively the interviewer can offer to contact the 
relevant services on behalf of the participant, including organising an appointment or a follow-up 
call from the services listed above or below.  

• Lifeline:         13 11 14 
• Beyond Blue:        1300 224 636 
• Veterans counselling service:     1800 011 046 

• Men’s Line: Dedicated service for men with relationship and family concerns:  
         1300 789 978 

If the participant ceases the interview and is distressed, the interviewer will attempt further contact 
with the participant to ensure their welfare and to confirm that they have the relevant contact details 
for support services. 

4. Document any advice given, and action taken in the comments section of the interview. 
 
 


