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ABSTRACT 

This study compared surgical patients who received a structured 

program of pre-operative education as to the number of analgesics 

post-operatively and the number of post-operative days versus patients 

who received an unstructured program of pre-operative instruction. 

The population consisted of orthopedic patients who were to have total 

hip replacement, total knee replacement, lumbar laminectomy, and cervical 

laminectomy. The total sa~ple size was fourteen. 

The Jacobs Structured Patient Education Progra~and the Jacobs 

Pain Medication Instrumentf)were developed for this study by the 

investigator and were used to provide structured pre-operative education, 

collection of demographic data, number of analgesics, and number of 

post-operative days. The Sime Questionnaire was used to report post

operative fear, ·anger and depression during the recovery period. This 

-·-------s~_l_f-:_r_a_!:_i_f1g __ S.~~le w~s completed by the subje.cts and helped to determine 

the level of post-operative anxiety. 

The results of the study were significant in that the experimental 

group received fewer analgesics than the contrpl gro"up. The data did 

·not provide enoug~ evidence to show that the experimental group had 

fewer hospitalized days. The demographic data was similar in both 

groups and therefore not significant. The Sime Questionnaire indicated 

less fear in the experimental group and severe anxiety was equally 

scored by the two groups. 
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The study provided interesting data ~oncerning pre-operative 

teaching and information and-should be con~idered by health care pro

fessionals. It is highly recommended that the study be replicated 

with a larger sample size. 
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CHAPTER I 

THE STUDY PROBLEM 

Pain has plagued mankind $ince the beginning of time. As one of the 

universal human experiences, pain has been a subject of inquiry by almost 

every professional discipline: philosophy, theology, medicine, sociology, 

physiology, psychology, anthropology and nursing, (McCaggery 1979). 

Persons confronting surgery must cope with the fear of pain as well 

as the logical demands. Since the pre-operative period is frequently an 

anxiety-ridden time in the patient's life, nurses should seek to alleviate 

this anxiety. 

Pre-operative education, as one approach to helping patients cope is 

considered to be an important part of the 'nursing process for the patient 

preparing to undergo surgery.~ The stress inherent in the elective sur~ 

gical patient can interfere with a positive post-operative recovery phase 

(Carnevelli, 1966; Levine, 1790; Volicer, 1974). This stress can lead to 

anxiety, fear of th~ unknown and increased pain. A structured pre-operative 

patient education program should have a positive influence on the patient's 

post-operative condition. The patient benefits received through such an 

approach has been reported to be a reduction of the number of post-operative. 

hospitalized days (Egbert, 1964; Healy, 1968; Levine, 1970; Linderman and 

Von Aernam, 1971; Linderman, 1972). 

Statement of the Problem 

The post-operative course and rehabilitative progress of the surgical 
. ~· 

) 

patient is often directly related to the type and·amount of pre-operative 

preparation he receives. One· of the ·concerns of the surgical patient is 
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his immediate care following a surgical procedure. Health car,e profes

sionals share this concern. Several million major surgical operations are 

performed in the United States annually and following most of these 

patients experience pain. 

Fear of pain, of the unknown and of being suddenly dependent is common 

in almost every pre-operative patient (Carnevelli, 1966; Levine, 1970; 

Gtaham and Conley, 1971). ·The resultant anxiety intensifies and poten

tiates the perception of pain. Therefore, if surgical patie~ts are anxious 

about post-operative pain, what is the relationship between the anxiety 

preceding surgery and the pain which follows? 

Significance of the Study 

Effective medical care requires that patients have a better under

standing ·of health information than has been evident in the past. Patients 

have a right to ~ealth information and more patients are demanding these 

rights. Cost containment is a reality in all areas of the health care 

delivery system which also forces patients to play a marked active role 

in their care, thus pre-operative teaching is an essential component of 

nursing care. Pre-operative teaching, by involving the patient in his 

post-operative care, is expected to decrease fear, anxiety and pain, hasten 

recovery and shorten the hospital stay. It can contribute to the utiliza

tion of hospital beds not only by shortening the hospitalized days, but 

also the preventative measures of pre-operative education can decrease the 

incidence of readmissions and encourages the patient to seek medical advice 

before a problem becomes irreversible. Also, patients are having elective 

surgery at older ages which may increase the surgical risks. 



Reports of the incidence of pain following differing types of surgery 
. 

have show~ that up to 90.8% of patients require analgesics for relief of 

discomfort post-operatively (Gildea, 1968). In studies of pre-operative 

anxiety, patients have ranked post-operative pain highly (Carnavelli, 1966; 

Heyward, 1975). Pain after surgery has been researched because of the 

frequ~ncy of its occurrences, the distress and discomfort it generates, as 

well as the affects on other aspe~ts of complications (Dumas, 1972; Gildea, 

1968). 

Will the post-operative period be less painful to a patient who has 

been psychologically prepared for surgery by specific instructions as to 

pre-operative care, post-operative care, pain and analgesics, and antici

pated activities? This question will be addressed in ·this study. 

The purpose of this study is to investigate the effects of a structured 

pre-operative teaching program on post-operative pain. The effects of this 

program on length of hospital stay will be investigated at the same time. 

Assumption 

The following assumptions were made by the investigator: 

1) Pain perception has both a physical and a psychological component. 

2) The threat of surgery acts as a stressor on the pre-surgical patient. 

3) Pre-operative teaching decreases a person's level of anxiety prior to 

surgery and enablBs the person to cope more effectively with stress. 

Hypotheses 

The hypotheses for this study are based upon the research findings of· 

previous studies on the effects of pre-operative teaching. The influence 

of anxiety upon pain perception will affect the amount of analgesics re

quired by patients in the post-operative program. 



4 

The following hypotheses were tested: 

1) There will be a significant difference in the number of post-operative 

analgesics required by the.surgical patient who receives a structured 

program of pre-operative education as compared to those patients who 

receive unstructured pre-operative education. 

2) There will be a significant difference in the number of post-operative 

hospitalized days among surgical patients who are given a structured 

program of pre-operative education as compared to those patients who 

receive unstructured pre-operative education. 

Operational Definitions of Terms 

For purposes of this study the following terms are defined: 

1) Analgesic - any per mouth, intramuscular, or )ntravenous pain 

relieving medication ordered by a physician. 

2) Anxiety - a product of stress and a mediator of influence on 

behavior. 

3) Bed Exercises -·turning (from side to back to other side) and leg, 

knee and foot exercises. 

I . 

4) Coughing - a type of forced expiration in which a forceful contrac

tion of the abdominal muscles pushes the abdominal ·viscera against the 

diaphragm, thereby decreasing the thoracic volume suddenly and causing 

a rapid expulsion of air and/or sputum from the lungs. 

5) Deep Breathing - Diaphragmatic breathing whereby the dome of the 

diaphragm is flattened during inspiration resulting in enlargement of 

the upper abdomen as air rushes into the chest. During expiration,) 

abdominal .muscles an9 diaphragm contract. 
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6) Length of post-operative hospitalization - the total number of days 

spent in the hospital by the patient after surgery; the 24 hours after 

surgery will be counted as day 1, with each additional 24 hour period 

numbered successively. 

7) Number of post operative analgesics administered - the total number 

of PRN (given as needed) doses of analgesics administered to the patient 

from the time of surgery until discharged from the hospital. 

8) Pain - what the patient says it is; a unfque personal experience, 

a complex phenomenon. Basically it is discomfort caused by noxious 

stimuli .. 

9) Post-operative Pain - manifestation of discomfort as a result of 

a surgical incision. 

10) PRN -·~iven as needed, by request of the patient usally. 

11) Surgical Patient- those patients who had orthopedic surgery. 

12) Stress~ changes within~ the body caused by a number of different 

forces called stressors which may be psychological, physiological, 

environmental ·or physical in nature. 

13) Structured pre-operative teaching program - a patient education 

program for the patient with an organized lesson plan consisting of 

behavioral objectives for the patient; teaching method, instruction 

and audio-visual aides are delineated; a time frame for each component 

of the teaching plan is delineated; the location of teaching will be 

specified. In this study the Jacobs pre-operative teaching programs 

for total ~ip replacement, total knee replacement and cervical lami

nectomy and lumbar laminectomy will ·be used. 
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14) Unstructured pre-operative teaching program- a pre-operative 

patient education program delivered to the surgical patient consisting 

of content, method and time frame chosen by the individual nurse who 

is delivering the teaching program. This program is vague and lacks 

consistency. 

-· 
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CHAPTER 2 

REVIEW OF LITERATURE 

A number of authors have suggested that pre-operative education is 

beneficial to the surgical patient. (Dumas, 1963, Healey, 1968; Mezzonate, 

·1970; Linderman, 1971; Sweeney, 1982). Many nurses will agree that sur

gical patients should be given infor~ation about their circumstances and 

prospective treatment and care. One goal of nursing care is the preven

tion, mitigation, or alleviation of stress. Another goal is to minimize 

fears of pain and the unknown. Researchers have shown that the level of 

anxiety correlates to the level of pain. (Beecher, 1957; Bruegel, 1971; 

Heyward, 1975). 

This review of literature will cover the following topics and the 

interrelatedness of these to~ics: (1) anxiety and surgery, (2) stress 

and surgery, (3) fear and surgery, ·(4) pain, (5) pre-operative anxiety, 

stress and fear and post-operative pain and recuperation.· 

Anxiety and Surgery 

Totas (1978) defined anxiety as an emotion aroused when there is a 

threat to ·the intergrity of one's self. It is characterized by feelings 

of uncertainty and helplessness in ~he face of danger. Tollich (1977) 

described it as the threat of non-being emanating from the realities con

fronting humankind; such as death, fatigue, illness, destructive aggression 

and separation experiences. Janis (1958) stated surgery 11 Constitutes a 

stress situation 11 and i$ a 11 combination of three major forms of imminent 
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danger~ the possibility of suffering acute pain of undergoing $Erious body 

- I -damage and of dying. 11 

Types of anxiety - A State and Trait - as postulated by Spielerger 

(1966) identified_ stimulus situation~ which arouse state anxiety and the 

properties of the anxiety. state. The level of transitory or state anxiety 

(A State) is elevated in ·situations that are objectively dangerous, and is 

relatively low _under circumstances in which there is little danger. In 

. contrast, trait anxiety (A Trait) referred to individual differences in 

anxiety proness, a relatively stable personality disposition which is not 

influenced by situational stress. rn a study to evaluate the effects of 

stress associated with imminent surgery on measures of state and trait-

anxiety it was expected that the A-State would be higher.immediately 

prior to surgery than during a post surgery convalescence period, while 

no change in A-State was expected (Spielberger et al., 1972). Twenty-

six male patients were tested for emotional reactions to stress associated 

with surgery. The State-Tr~it Anxiety Inventory and McKinnons Mini Mult 

were given eighteen to twenty-four.hours before surgery, and again three 

to nine days post-operatively, after the patient wa~ informed he was 

recovering without complications. The results were interpreted as indi

cating that the treat of imminent surgery produced elevations is anxiety as 

an emotional state a~d did not affect anxiety proneness as s~en in A-Trait. 

Lazarus and Averill (1972) proposed that an individual experienced 

. anxiety when he/she was uncertain, was unable to anticipate occurrences. 

This anxiety resulted in feelings of helplessness, thus Mandler (1972) 

contended that helplessness is a major component of anxiety. Patients 

~-,-admitted to hospitals for ·surgery may experience anxiety from such 

'I 



con d i t i on s . I t i s understand a b-1 e· that an x i e t y i s a constant c. om pan i on 

of the surgical patient. 
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Bruegel (1971) found that a relationship existed between the patient 1 S 

emotional state before an operation and some aspects of their condition 

after surgery. She investigated the relationship between pre-operative 

anxiety and the amount of pain experi~nced after operation. Contrary to 
~ 

expectations no correlation was found. However, two types of anxiety have 

been described, anxiety characterized by the individual which intends to 

remain fairly constant throughout life and anxiety stimulated by general 

·circumstances, the amount experienced .being determined by the situation

situational anxiety. The IPAY Anxiety Scale used in this study measured 

the characteristic anxiety levels of the subjects, N=85, and concluded 

that situational anxiety is related to the perception of pain. 

1 Bird (1955) emphasized the importance of communication in the 

pre-operative period. He felt the patient should be informed and should 

be able to make requests and ask questions about his condition. He stated 

that anxiety of the patient interferred with comprehension and therefore 

repetition is essential. He contended that the nurse provided the hour 

by hour, day by day physchological assistance to the patient. 

Stress and Surgery 

Similar to other emotions, anxiety is influenced by several variables, 

one of which is stress. This term is not synonymous with anxiety as is so 

often thought. Stress is not satisfactory in describing anxiety because 

it emphasizes what is happening to the patient rather than what is happen-

ing in the patient. Therefore, surgery as a stressor can be considered 

~n objective action, while aniiety is the subjective action (May, 1977). 
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Stress has been described by Seyle (195~) as the changes within the 

body caused by a number of different forces or stressors which may be 

environmental, psychological or physiological in nature. He proposed that 

psychological states, such as anxiety, acted as stressors. The terms 

injury, stress, and trauma are used to denote any treat to a person's 

well-being. Surgery threatens homeostasis and although it is controlled 

trauma it nonetheless elicits the stress response. The stress response 

is a protective mechanism that enables the person to adapt to the stressor, 

surgery, and gradually regain homestasis. 

Johnson (1972) found that accurate expectations about sensations 

reduce distress. Three experimental conditions were formed. Two types of 

preparatory. messages were tape recorded and two types of illustrative 

photographs were prepared. One message described the sensations patients' 

frequently felt during endoscopic examination, the other message described 

the procedure followed the examination. The control condition was the 

third condition in which no iformation was given. Both messages appeared 

to reduce anticipatory distress. Patients who heard the description of 

sensations displayed less tension. Thus the conclusion is that accurate 

expectations about physical sensations a subject is to experience will 

reduce distress confrontation with a threatening event. 

The patient's own interpretation of the situation a~ a threat is an 

'important consideration in the discussion of stress. If he does not per

ceive the situation as stress, then there will be no anxiety responses 

(Spielberger, 1972). 



A surgical patient experiences two types of stress, physical and 

psychological. Physical stressors are stimuli that threaten a patient 

11 

as he anticipates or is subjected to situations that will possibly affect 

his self-~steem (Lamb, 1979). The anxiety of surgery is appreciated when 

physical pain, discomfort and mutilation are considered. 

Fear ~nd Surgery 

Fear of failure is a motivating stimulus for the activation of state 

anxiety stated Atkinson (1964). Under the stress of surgery and hospitali

zation the fear of failure might be related to the individual's fear of 

the stress of such stimuli. 

Izard and Tomkins (1966) do not differentiate fear from anxiety. Fear 

is defined as 11 the most constricting of all the affects ... Fear greatly 

reduces behavioral alternatives and is experienced as apprehension, un

easiness, uncertainty and irrsecurity. The person has the feeling that he 

lacks safety, a feeling of danger and impending disaster. He feels a 

threat to the existence of the person he is; this may be sensed as a threat 

·to the body, the psychological self, or both. 11 

Fear motivated behavior can either foster or disrupt adjustment during 

threat. Janis (1958) applied the 11 emotional -drive 11 theory to the threat of 

surgery. Two types of fear were distinguished, r~flective and neurotic. 

Reflective fear is situationally anchored and arises when a threat signals 

danger. Neurotic fear is aroused from inner danger associated with uncon

scious impulses. 

When patients are forewarned of dangers to be overcome during the post

operative period reflective fear ~s aroused. This fear stimulated the work 
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of worry which in turn prepared patients to cope psychologica(ly with the 

danger .. Janis suggested that a moderate amount of pre-operative fear leads 

to optimum post-operative emotional adjustment, while either extremely low 

or extremely high pre-operative fear interferes with adjustment. 

Johnson et al., (1970) utilized the emotional drive theory, social 

learning theory and concepts about birth order to study patients 1 reactions 

to surgery. Sixty-two female patients were followed through surgery. They 

found that situational aroused fear, chronic anxiety and birth order pre

dicted emotional responses. 

Pain 

Weisenberg (1975) defined the pain experience in a manner that encom

passes the interrelationship of the mind and body in pain: 11 Pain is a 

complex psychological phenomenon that includes cognitive, emotional, and 

affective components. 11 Travalbee (1971) also believed in the interrelated

ness of mind and body. She stated 11 .one aspect of the human organism can 

never be sep~rated from the whole. Even though physical pain can be 

localized in one part of the body, in actuality the individual as a whole 

suffers, not just the body part. 11 

The 11 Gate Control Theory 11
, developed by Melzack and Wall (1975) ad

dressed the neurophysiological theory of pain. The 11 Gate Control Theory 11 

has a care concept a phys~ological gate cbntrol system which modulates 

sensory input from the skin before it evokes pain perception and response. 

This recent theory has primarily replaced the earlier specificity and 

pattern pain theories in physiology (luckman and Sorenson, 1982). The 

11 Gate Control Theory 11 explains the relationship of anxiety and pain by 

hypothesizing that a sensory input or stimulus goes through a process of 
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being "identified and evaluated in terms of prior experience, localized and 

inhibited tefore the action system responsible for pain perception and 

response is activated" (Melzack and Walld, 1975). In addition psychological 

factors such as 11 past experience, attention, and emotion influence 

pain response and perception by acting on the gate control system. 11 This 

theory of pain has led to increased research relative to pain. 

Mersky (1975) reviewed three primary psychological theories of pain: 

pain as a consequence of hostility; pain as a means of communication; 

and· pain as a consequ~nce of a threat to the integrity of the body. 

Beecher (1975) discussed the Marshall-Strong Concept of pain which 

proposes that suffering consists of two discreet components, the original 

sensation and the reactive component. His research on the effect of pla

cebas and morphine indicated that placebas are ten times more effective 

in reliving pain due to pathology than they are in relieving experi

mentally produced pain. His discussion lends support to the concept that 

in a disease state the amount of concomitant anxiety associated with pain 

is greater and that relief is afforded when interventions address the 

anxiety component of the pain experienced. 

Pre-operative Anxiety, Stress and Fear and Post-operative Pain and 

Recuperation . 

Anxiety, stress and fear before surgery and their influence on 

general indices of post-operative physical recovery have been explored 

by several investigators. Dumas and Leonard (1963) gave some corroboration 

to the relationship between pre-operative emotional response and recovery 
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in a quasi experimental study of gynecological patients. Following the 

assessment of pre-ope;ative distress, appropriate nursing intervention 

was instituted and its effect determined post-operatively by the incidence 

of vomiting in the recovery room. In the three phases of the study, 

. persons who received specific measures to decrease distress prior to 

surger~ had less vomiting than those in the control group. 

A study to assess surgery patients 1 recovery was conducted by 

Wolfer et al., (1970). Seventy {70) male and sixty-five (65) female 

patients who underwent major abdominal surgery were given a variety of 

instruments designed to assess their pre-operative fear and anxiety and 

post-operative recovery and adjustment. Fifteen percent (15%) of the 

males and thirty percent (30%) of the females· reported fear and anxiety 

the night before surgery. There was no substantial relationship between 

pre-operative level of anxiety and fear and any aspect of their post-· 

operative recovery. 

Graham et al., {1971) studied seventy {70) surgical patients pre

operatively for evidence of certain signs and behaviors describing 

manifestations of anxiety and fear. Significantly higher proportions of 

female patients and of patients facing possible mutilating·surgery or 

confirmation of mali_gnancy were found among those patients acknowledging 

a moderate to very high feeling of fear or anxiety. 

Carnevalli· {1966) investigated the magnitude of concerns expressed 

by patients faced with serious surgery and compared them to the con-

cerns of patients facing less serious surgery. Three studies and a total 

of eighty-two (82) patients led tb the conclusion that pain and discomfort 
. . -. ~ .. 

; I 
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were mentioned most frequently. Almost as many worried about knowing what 

to··expect, fear of the unknown. As a result of her study, nurses alleviated 

pre-operative teaching, reassurarice and friendliness, and willingness to 

listen and show concern and caring. The majority of the patients reported 

positive results from the nurses/ intervention which allayed their fears 

and anxiety. 

A study to compar~ the order in which forty-five (45) events-asso

ciated with the experience of hospitalization were rated as to stress- · 

producing events and the amount of adaption required to cope was conducted 

by Volicer (1974). She ·found a high concensus among patients on medical, 

surgical, and cancer wards regarding a high rating for stress. Surgical 

patients tended to assign much higher stress scores than either the medical 

or cancer patients. 

The importance of predictions and control as means of reducing help

lessness and therby limiting~anxiety and stress was evident in several 

studies. Janis (1958) found that patients wished to know about the things 

that directly involved them and the situations that directly involved them

selves and the sensations they were likely to experience. He found that the 

sick took more active roles in their recovery, and recommended that the 

patients be given precise and detailed information. Bird (1955) also 

emphas~zed the importance of communication in the pre-operative period. 

In an effort to predict recovery from surgery, Giller (1963) admin-

_istered several psychological tests to fifty (50). male patients undergoing 

an operation. His index of recovery was the mean number of pain reducing 

and sleep reducing medications taken over five post-operative days. Ih 

addition to other pre-operative invento~ies, Giller used a self-report 
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scale of fear of surgery adapted from Janis. Results showed the scale to 

be predictive of the number of pain medications taken, inferring a positive 

relationship between pre-operative anxiety and post-oper~tive pain. 

Investigating the interrelationship of patient characteristics and 

situational factors affecting post-operative responses, Johnson, Dabbs, and 

Lavanthal (1970) examined both chronic and situational anxiety as well as 

mood scores and pain in sixty-two (62) female patients. ·Both types of 

anxiety were foretelling of patient's post-operative emotional response, 

including pain. Chronic anxiety was related significantly to the patient's 

evaluation of "worst pain. 11 

To determine predisposing factors to pain and pulmonary complications, 

Dalrymple, Parbrrok, and Steel (1973) used the Eysenck personality question

naire to measure psychoticism, extraversion,· and neuroticism in fifty (50) 

female patients undergiong cholecystectomy. Post-operative pain was assessed 

by having the patient mark an analogue scale ranging 11 no pain•• to ••bad pain. 11 

Weak positive correlations between the neuroticism pre-operative scale and 

the patient's evaluations of pain was revealed. (Proneness to anxiety is 

the major component in the neuroticism scale.) Using the same design 

Parbrook, Steel and Dalrymple (1973) replicated the study with fifty (50) 

male patients undergoing gastric surgery and found strongly positive cor

relations between the measures cited, as well as the number of post

operative analgesics. Although the limited data available tended to 

support a positive correlation between pre-operative anxiety and post

operative pain, evidence to the contrary cautions that conclusion cannot 

be drawn due to the variation in types of research and measures employed. 

One particularly apparent problem is determining which type of anxiety 



is predictive of the post-operative pain response. Since it has been 

demonstrated that A-trait remains relatively stable in the surgical 

situation, and the A-State rises in response to threat, it might be 

inferred that A-State is the type of anxiety that should be given 

attention. 

11 Pain creates fear which creates tension which intensifies pain - a 
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vicious cycle 11 stated Cody (1976) who is a nurse. Her personal experience 

of a very painful surgical procedure led to the belief that a description 
,. . 

of pain and the rassurance that someone would be there to help would have 

made her pain bearable. She received instructions in pain control after 

surgery when she lost control of herself due to intolerable pain. When 

the nurses who were taking care of Ms. ·cody showed caring for her, she 

was able to bring her fear and pain to a conscious level by following the 

advice of others as to the use of various techniques to alleviate pain. 

She had a second surgery which was less traumatic because she was aware 

of what to expect. She contended that learning and sensativity to others 

is the result of her own painful experience. 

Martinez-Urrutia (1973) called attention to similarities between pain 

and anxiety by noting that both have unpleasant phenomenological experi

ences and physiological patterns of change. Although no cor~elation was 

sought between pre-operative anxiety and post-operative pain, Martinez

Urrutia described patterns of anxiety and pain surrounding the surgical 

episode. Male surgical patients completed anxiety and pain measures the 

day before surgery and ten days after surgery. Nurses and physicians 

were also asked to describe the pain response of. the patients. 



Spielberger's STAI was used to evaluate anxiety and results confirmed 

earlier reports that A-State scores were evaluated before surgery. The 

·self-report pain measures showed a systematic increase in pain from 

before to after surgery as did the nurses rating the pain. Another 

finding was that pain was consistently greater in persons with high 

A-Trait than low A-Trait. No report was given, however, of the relation 

between A-State and pain, nor was ariy description given of the type of 

surgery included in the investigations. 

An attempt to reduce pain after surgery by providing instruction 

and encouragement to reliev€ anxiety in forty-six (46) patients scheduled 

for abdominal surgery was reported in 1964 by Egbert, Battit, Welch and 

Bartlet. Although they made no measure of the patient's level qf anxiety 

before surgery, the experimenters stated that they were ~emonstrating 

the value of having patients talk and understand the source of anxiety. 
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To this end, their experimental group was informed by an anesthetist about 

-the probable occurrence of post-operative pain and were given instructions 

. for relaxing to decrease pain; they also were instructed to request anal

gesics if relief was not obtained by these means. Results demonstrated 

that compared to the control group, the experimental group required only 

half as many analgesics. 

-.Nursing interaction can relieve various undesirable states of patient 

welfare - distress - discomfort - anxiety - pain. A replication in three 

parts of a clinical experiment testing the effect of nursing interaction 

on pain was reported by Diers et al., (1972). Ninety-six (96) patients 

were studied using the categori~s of an interaction analysis scheme, the 

nurse orientation system, the theory which viewed pain as psychosomatic 

phenomenal, partly physical, partly emotional, and partly cognitive. 



It was predicted that patients who received a nursing approach: verbally 

oriented to them as physical, cognitive, and emotional feeling persons 

would experience more relief from pain than persons patients who were 

reviewed as only cognitive and physical or only physical persons. They 

conclu~ed that nursing approaches which take into account the whole 

patient, a feeling and doing person, are more likely to produce more pa·in 

relief than approaches which ~ystematically eliminate one or more dimen

sions. The effect of nursing is greater than ·the effect of medication 

alone, and generally, no matter which nursing approach is used the 

majority of patients will be judged to have had relief. One limitation 
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of this study was the absence of a true control group, patients who received 

no special nursing activity. 

Sweeny (1982) reported data from another study which suggested ''that 

information that included descriptions of the sensory experience was the 

only "intervention that significantly in~reased the rate of recovery, as 

measured venturing out of the house.'' Johnson's research supported the 

need for information about the specific nature of the experience, the 

sensations that clients ·can expect, the influence of time on a specific 

sensation that might be experienced, and interventions that may be em

ployed to counteract and cope with distressing and painful sensations. 

Such inter~ctions are particularly useful when caring for _clients having 

surgery for the first time. 

In addition to the patient benefits inherent in a sound patient 

education program there are many other reasons for its use. Green (1978) 

gave several sound reasons to employ a patient education program. The 

program reduces unpaid bills, reduces malpractice suits and induces the 
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client to seek ea~ly diagnosis and treatment. He also stated ihat patient 

education can contribute to increased patient compliance by ensuring that 

the patient understands the instruction and rationale; has developed the 

skills to implement the regimen, and believes strongly in the importance 

and efficacy of the regimen for improving or maintaining his health. 

Health education can reduce utilization of hospital services as well 

as benefit the patient and his family ai demonstrated in a study by Egbert 

et al., (1964) in which physician influence with patients in a pre

operative session or post-operati.ve experience. The patients in the 

experimental group were given instruction and counseling about the post

operative pain they would experience by an anethetist. The patients in 

the control group were not informed about post-operative pain by the 

anesthetist. The amount of post-operative narcotics required by the 

informed patients was reduced by one-half. These patients were dis

charged by their surgeons (who were unaware of the educational treatment 

the patient had received) an average of 2.7 days sooner than the patients 

in the co~trol group. 

Another early study which reported the impact of pre-operative 

instruction on the outcome of the patient was done by Healty (1968). She 

conducted a comparative study __ Qyer a 4 month period, with 321 patients 

admitted for elective surgery. The expe~imental group (N=181) were given 

individualized pre~op~rative teaching of coughing, deep breathing and bed 

exercises, demonstrations and return techinques were used. The control 

group (N=40) received pre-operative teaching composed of fewer details. 

No specific instruction or demonstration techniques were used. At the 

conclusion of the ~tudy one hundred and thirty-five ( 135) patients _in the 
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experimental gr6up went home three to four days prior to the expected 

date of discharge. In this_group ~f experimental subjects oral narcotics 

were begun on the fourth post-operative~ day without difficulty and they 

were off all medications by the s·ixth post-operative day. Oral narcotics 

were noi begun for one 'hundred and twenty-seven (127) Of the control group 

until the. sixth or seventh post-operative day and thirteen of the subjects 

were still receiving narcotics on the day _of discharge. ·Howe~er, lack of 

comparable control grouping of statistical analysis render this study 

invalid. There was no random selection of subjects, many variables were 

present and the data was not ·test~d for signifi~ance. 

Mezzonate (1970) instructed patiertts twenty-four in groups of four at 

· a time in the usual techn~ques of deep br~athing, coughing and exercising, 

and told them what to·expect pre and post operatively. All were instructed 

the evening -before elective abdominal surgery. Each group session· lasted 

30 minutes. Post-operatively-all but one patient were ~nthusiastic, the 
. . 

patients did seem to recall and use the instructions they received. Post-

operative patients found:the instruction to be beneficial in various ways; 

·--------------·--the ·ability to participate in their .ca_re, to answer questions, to learn how 

to improv~ their ~ate of recovery, alleviation of anxiety deep breathing 

helped to decrease pain. The group instruction-helped the patients to khow 

others shared their feelings. ·.This study was not analyzed statistically, 

doe·s not have a· contra l group and is I i mi ted_ by the sma 11· sample, however, 

it is supported by other studies and gives c~edence to the idea of group 

instruction. 

A comparative investigation of the effect; of strutured and unstructured 

pre-operative teaching of.·deep breathing, coughing and bed exercises upon 



·post-operative ventilatory function, length of hospital stay antl po~t

operative need for analgesics was done by Linderman and Van Aerman (1971). 
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A static group pre-test and post-test_design was used. All surgical patients 

15 years of age and older,. admitted for elective _surgery. (other than ear, 

eye, nose~ throat) receiving a genera~ anesthetic, not on·re~piratory treat-· 

ments and able to tomprehend instructions for the ventilatory function 

tests from May tb June served as the con~rol group, N=125, and receiv~d 

unsttuctuted p~e-operative teaching. All suth surgical patients admitted 

during November .comprised the experimental group,·N=126 and received 

structured.pre-o~erative instructions. 
-

Pre-operative teaching was .conducted by regist~red nurses assigned to 
. I . 

the surgical and pediatric units~ Unstructu~ed pre-operative teaching 

referred to the nurse teaching what she intuitively felt was adequate and 

correct. Structured· pre-o~erative teaching referred to the implementation 

of an ~pproach stan~ardiied f~r content personnel in the approach to be 

followed for instr~ction. The data supported the following;. (1) the 
. ' 

. ability to subject to deep breathe and cough post-operatively-~as sig-

nificantly improved by the structured method, (2) the mean length of 

hospital stay was significantly .reduced by the implementation of the 

structured method, and (3) there was no differential effect upon post

operative need for analgesi_a .. 

This study also show~d invbJved nurse~ were pleased by·the amount 
. ' . '•, . 

of consistency from nur~e to nurse and from unit to unit. They found 

structured pre-operative teaching ·to be more effective, less difficult, 

less frustrating, more personally rewarding, and requiring less time to 

perform. 
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The effectiveness and efficiency of group and individual pre-operative 

teaching was studied by Linderman (1972) as a phase two of the afore

mentioned study Linderman et al., (1971). The same variables were studied 

with the addition of group instr8ction as compared to individualized in-

. struction. The main and interactional effects of age, smoking history 

and incision site were studied. The group method was found to be more 

effective than individualized instruction and the length of hospital stay 

was shorter for those receiving group instruction. Age and smoking.history 

did not affect post-operative ventilatory function and need for analgesia 

but the site of incision did. Age was found to affect the length of 

hospital stay and post-operative need for analgesics; older subjects had 

a longer stay and received fewer analgesics. Subjects, N=30, were patients 

who met the previ?usly described criteria and were randomly assigned. 

Heyward (1975) validated~ the positive effect of pre-operative prepara

tion on post-operative pain in general surgical patients. The preparation 

given to patients in the experimental group included giving information 

about the procedures and conditions which the patient would experience, 

discussion about the pain likely to be experienced and methods of relief. 

The teaching of deep breathing and· leg exercises as well as any matters of 

concern to th~ patient were discussed. In this study the prepared patients 

became relatively pain free more rapidly than the other group and required 

significantly less analgesics than the control group. These patients also 

obtained higher rating on several aspects of physical and psychological 

well being. 

McChesson (1980) studied patients who were visited pr~ and post 

operatively by the operating room nurse. The group consisted of thirty (30) 
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subjects each. The control group was visit~d post-operatively find not 

given any_information ex~ept for what the ward staff or doctors may have 

told them. The experimental g~oup was visited pre-operatively~ given· 

information about the operation, the operating room, pre-operative prep~ra

tion and· anything else th~y wanted to know including anxieties, There 

was conclusive evidence that the patients enjoyed and were helped, in 

differing degrees by pre-operatiVe visits by the operating room nurse. 

They were grateful and pleased to see the nurse again in the post-operative 

period. McChesson· contluded in her study that the demand for the indi

vidual approach has been established. 

Hudson (1977) found- that t~aching breath control eased the patient's 

pain. This emphasis on controlled breathing was inspired by natural child 

birth advocates. She contended that the morbid anticipation of-pain is 

worst th~n_ pain itself. The diversion of the patient's attention from-her 

pain to the act of breathing interrupted the progression from fear, tension 

and pain. The patient wo~ld be in control. ·.This study limited fn that 

it consisted of a small sample size N=20 but the findings have been 

supported by other studies. 

Patients have been found to val~e ·pr~-operative assessment and in

formation. A study by Groch (1979) te_sted thepatient's reponse to pre

operative assessments· on the- un i_t and.· their w~ 11 i ngnes s to pay fo'r this 
. . . 

·service~ A survey of seventy-five patients found the.patient respo~se to 

be favorable. Sixty-eight· percent were willing to pay an additional fee 

for pre-operative interviews. Seventy-~our percent said they would pay 

·$5 or more.. The author cone 1 uded that. patients wanted to understand the 

services they received and the reason for the'services. They wanted to 



participate in the decision making process. This study consisted of 

seventy-five subjects over a six month period. 
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The physiological changes that occur in the post-operative period 

alters the patient's need for fluids and electrolytes. Fear and anxiety 

are also stressors and can intensify or prolong the stress response and may 

be alleviated by providing thorough pre-operative teaching (Marcinek, 1977). 

Levine (1970) reported the pre-operative teaching and information 

program at the New York hospital after a year's implementation. She found 

that simple careful explanations about procedures before, during and after 

surgery do much to alleviate fears. 

Review of the literature gave credence to the view point that anxiety 

is a factor evident in the presurgical patient. Anxiety as an emotional 

response to the stress of surgery (A State) can be predicted to be elevated 

before and decline after sur~ery. A-Trait or characteri.stic anxiety, 

remains relatively stable before and after surgery. 

A relationship between anxiety, fear and pain in the pre-operative 

patient has been ·established as well as the effect of these indices on the 

post-operative course .. 

Studies have shown that the physiological aspects of pre-operative 

preparation have decreased anxiety, number of analgesics received and the 

number of post-operative days. · The psychologic aspect of giving information 

and/or patient education has been·effective. It can be summarized that 

. the psychological preparation for surgery has a positive influence on the 

patient's post-operative course. 



CHAPTER III 

CONCEPTUAL FRAMEWORK 

The complex phenomenon of anxiety has been described, investigated,

and analyzed by nu~erous theori~ts. It is a dominant fact of modern life 

and has attracted increasing attention over the years, especially since 

World War II. Anxiety is depicted in most theories of ·perscinality and 

behavior as causing problems in every day life. There is concensus .·among 

theorists about the importance of anxiety but opinions differ ~s to the 

nature of anxiety. There. are numerbus, diverse viewpoints pertaining to 

the sources-of stimuli which produce anxiety; the contributing variables, 

the manifestation and- the resultarit behavior. 
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Spielberger (1966, 1972) developed the anxiety~as-process theory which 

. postulates the felationship b~tween two elements of anxiety, A-State and 

A~Trait, an~ the phenomena of stress and threat. Stress as viewed by 

Spielberger,. include-s the objective st i mu I us properties of a . situation. 

This situation relates _to variations in environmental circumstances ···ar- con-

ditions. Threat is. defi_ned as an individual's perception of a particular 

situation as phys i ca I qr psycho I og i ca lly dangerous~ . The response of .an 

individual to various stressors .. is idiosyncratic due to.the ~nxiety response 

being readily conditioned to-stimuli with which it is associated. The 

response to a particula~ stressor stimulus will depend on the individual's 

p~evious experience.and·any stimulus can have anxiety-producing effects if 

·it is perceived as threatening or dangerous, irresp~ctive of t~e actual 
. ' 

danger_involved. The ·perception of threat is also determined by an 

.individual's personality, disposition~ and past experiences with similar 

situations. 
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In the instance of stress and threat, state anxiety (A-State) is the 

emotional reaction evoked and. felt by the individual. The A-State is dis

tinguished by subjective, consciously perceived feelings of apprehension, 

and tension accompanied by or associated with activation or arousal of the 

autonomic nervous system. The arousal of A-State involves a process of 

sequence of temporarily ordered events. This process may be initiated by 

an external stimulus, such as the threat of surgery, or an internal cue--a 

thought or sensory representation associated with anger. If the stimulus 

situation is cognitively appraised as threatening then the A~State is evoked 

through cognitive and sensory feedback mechanicsm. 

The A-State may also activate cognitive or motoric defense processes 

that have been effective in the past in reducing A-State by altering the 

Gognitive appraisal of the d~nger situation. The re-appraisal of danger 

may decrease or eliminate the threat and result in a reduction of the level 

of A-State. 

A-Trait is assumed to reflect residues of past experiences that some 

way determine individual differences in anxiety-proneness which is the 
~ 

disposition to see certain types of situation&_as_dangerous_and_to respond 

to them with A-State. Past experiences have the most influence on the 

level of A-Trait. The level of A-Trait is not expected to influence 

A-State response to all stimuli, only certain stimuli. According to the 

trait-state theory of anxiety the most important ~timuli are those .which 

produce differential changes in A-State in individuals who differ in 

A-Trait. 

Spielberger's anxiety-as-process theory states that stressful situa

tions cognitively appraised as threatening by the individual evoke A-State 



reactions proportio~al· to the .degree of threat perceived and the A-State 

persists throughout th~ durating of that perception. A-Trait plays a role 

in an indiv_i~ual's appraisal of a situation as threatening and individual 

differences are assumed to be attributable to ~esiduals of past-experience. 

and childh6od development. Unlike A-State it is an enduring characteristic 

~ith respect to an individual's anxiety proneness or vulnerability to 

differing kinds of stress. 

Anxiety and Surgery: 

The threat of of impending surgery is a psychological stressor to the 
.. 

individual facing surgery. Janis (1958) posits that surgery combines ~hree 

forms of danger common to catastrophic events people encountered; namely 

acute. pain, body damage, and death. Incorporating Spielberger's th~ory, 

then, the individual a~out to undergo surgery appraises the situation and 

A-State arousal persists as long as the surgical event was perceived as 

threatening. A-Trait would not be expected to fluctuate'due to this 

situational stre~sor~ surgery. 

Pain and Surgery: 

28 

Melzack's Gate Control theory·expla~ns the relationship of anxiety·and 

pain hypothesizing that sensory input or·stimulus ~oes through a process of 

being "identified and evaluated in terms of pr-ior experience,· localized, and( 

inhibited before the action system responsible for pain perception by acting 

on the gate control system". 

The components of the pain experfence are primarily the sensation of 

pain its~lf and secondly suffering which is the reactive aspect and the 
\ 

emotional response to pain. (Beecher (.1957). 
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For the patient about to undergo surgery the arousal of the A-State by. 

subjective feelings of apprehension, anxious expectation, impending surgery~ 

threat of altered body image, and helplessness cause that person to set up 

vdefense mechanisms or adjustive processes for avoiding or reducing A-States. 

The pre-operative instruction given by the nurse provides the patient with 

a means to reduce A-State. Knowledge and information allow the impending 

surgery to be· cognitively appraised as non-threatening which reduces· the 

A-State and leads to positive behavior. 

Surgery is a stressful event. When it is appraised as threatening by 

the patient, he/she may r~spond with an elevation in A-State situational 

anxiety. Anxiety is often related to the pain experience. The alleviation 

of anxiety can decrease the perception of pain. 

y . 



EXTERNAL STIMULI 
surgery 
hospitalization 
environment 

1·, 

/ 

sensory and cognitive feedback 
r----~---------------~ 

INTE.RN/\L STIMULI 
thoughts, feelings 
biological needs 

A- TRAIT 
Individual difference~ 
in anxiety proneness 

Subjective feelings of 
apprehension, "anxious" 
expectation 

A-ST/\TE (situational, transitory 
threat of imminent surgery, fear of the 
unknown body image, helplessness 

Activation (arO'usal) of the autonomic 
nervous system 

highly over-~earned responses to threatening· 
stimuli · 

I 
I 
I 

I 
I, 
L_ 

responses to stimuli appraised as nonthreatening 

DEFENSE MECHANISMS 
adjustive processes for 
avoiding of reducing 

A-STATE 
{information to decrease 
defense) 

I.L. ______ _ _ ______________ __. 

alteration of cognitive appraisal by the provision of information 

A trait-state conception of anxiety in which two anxiety concepts, A-trait and 
A-state, are posited and conceptually distinguished from the stimulus conditions 
which evoke A-state reactions and the defenses against A-states. It is hypothesized 
that the arousal of A-states involves a s~quence of temporally ordered event~ in 
which a stimulus that is cognitively appraised as dangerous evokes an A-state reac
tioh. This A-state reaction may then initiate a behavior sequen~e designed to avoid 
the danger s-ituation, or it may evok~ defensive maneuvers which .alter the cognitive 
appraisal of the situation. Individual differences in A-trait determine the particular 
stimuli that are cognitively a~praised as threatening. 

w 
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CHAPTER IV 

METHODOLOGY 
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In this chapter a description wiil be presented of the procedures used 

during the collection and preparation of the date for analysis. Further 

discussion will be focused on the sampling method, research setting, instru

mentation,· and procedure for dqta collection. 

The purpose of this study was to compare surgical patients who receive 

a structured versus a nonstructured program of pre-operative education as. 

to the number of analgesics post-operatively and the number of post-operative 

days. The research design was descriptive in nature since the literature 

review does not determine the effects of a structured pre-operative 

teaching program on the post-operative pain of the Orthopedic patient. 

Variables in the investi~ation were structured pre-operative teaching 

progr~m, post-operative pain, and the number of post-operative days. The 

teaching program was designed for the patient undergoing the following 

Orthopedic surgeries; total joint replacement of the hip and knee; and 

cervical and lumbar laminectomy. 

S~tting 

This study was conducted in a large general area hospital with approxi

mately 350 beds, in a coastal southeastern city of approximately 250,000 

people. Patients included in the study were selected from the Orthopedic 

Unit of this hospital which consists of 40 beds in a Pod System of four pods 

to the unit. The pod concept is relatively new in the design of hospital 

units. Each pod has eight or ten rooms and is equipped to run independently 



32 

with its mini nursing station and supply carts within easy reach of the nurse. 

Each of the rooms have a window which adds to th·e cheerfulness of the rooms. 

Drugs are dispensed from a medicine cart. There are two medicine carts on 

the unit to be used between two pods .each. There is a central nursing station 

with two pods.on either side of the station. 

There are fourteen Orthopedic surgeons and five Neurosurgeons on the 

staff of this hospital. They were each sent a letter explaining the program. 

A copy of the program and the questionnaire was included. They were asked 

to review the program and the questionna~re and to respond if they did not 

wish their patients to be included in the study. They were assured that the 

human rights of the patients would be upheld. All-of the nineteen physicians 

consented to the study. 

Sample 

The sample was divided i~to an experimental and a control group. Ortho

pedic patients who were admitted for surgery during the month of January 

through the month of April and who met the criteria for sample selection 

participated in the study. The following criteria were used for sample 

selection: 

1. fifteen years and older. 

2. admitted under non-emergency conditions. 

3. scheduled for surgery for one of the following orthopedic pro

cedures: 

a. Total Hip Repl~cement 

b. Total Knee Replacement 

c. Lumbar Laminectomy 

d. Cervical Laminectomy 
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4. able to cooperate with the investigator to return demonstratioos of 

the exercises to be taught. 

5. ·able to understand the pre-operative information given 

6. scheduled for general anesthesia 

The experimental group was selected randomly from the operative sched

ule. The medical chart was consulted for the established criteria. Demo

graphic data on each subject was obtained from the patient's medical chart 

by· the investigator. 

The control group consisted of those patients who met the established 

criteria but were not selected for the experimental group. These were the 

patients who, due to the constraints of the investigator's schedule, were not 

included in the experimental group. These patients were chosen at random 

from medical records on a·week.ly basis. The numbers chosen corresponded 

to the number in the experim~ntal group. 

Instrument 

Structured Patient Educa.ti on Program 

This program was developed by the investigator especially for this 

study of the orthopedic patient .who is to have total joint replacement of 

the hip and knee and laminectomy of the cervical or lumbar spine. 

The investigator received input from two orthopedic surgeons and a 

neurosurgeon, as well as her own expertise in this area, in developing 

the program. These surgeons were consulted because the largest percentage 

of their surgery was performed at this particular hospital. A protocol 

for this group of patients was devised and included the following: 

1. Labwork, X-rays, and EKG 
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2. Anticipated night before surgery activities (enema, s~rgical scrub, 

anesthetist visit, time of surgery, and time of pre-operative 

medication, NPO, etc.). 

3. Anticipated morning of surgery ativities (surgical shave and scrub, 

removal of dentures and jewelry, explanation of the effects of the 

pre-operative medic~tion, Ted hose, foley catheter, etc.). 

4. Anticipated pre-surgical-holding area activities (intravenous fluids 

started, cap applied to head, attire of operating room staff). 

5. Anticipated surgery activities (site and length of incision, use 

of blood tra~sfusions, tubes for drainage, oxygen, etc). 

6. Anticipated recovery room activities (coldness of room, monitoring 

of vital signs at frequent intervals, in~r~venous fluids and blood 

transfusions, length ~f time in the recovery room). 

The patient was told that he would be given medication if he has pain 

and would be returned to his room when he was fully awake. He was encouraged 

to ask questions throughout the instruction. 

The patients are taught exercises which they are to do after surgery. 

----------lh~j-~~~-t~ be ~~t~rn demonstrated to the instructor. An anticipated list 

of activities is included which tells the patient about dressings, Ted hose, 

diet, pain, and physical activities. 

The patient was instructed with his family if the family were present. 

A copy of the specific program was given to the patient for future use. 

(see appendix for copy of the protocol) 

Instruments used to collect data 

Two instruments were used for data collection. The Sime questionnaire 



has been used in other research studies.· The Jacobs Pain Medication 

Instrument was developed for this study. 

Sime Questionnaire 
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The Sime questionnaire (see Appendix J) was used to report post

operative fear, anger, and depressio~ during· the recovery period. Dr. Sime 

developed the questionnaire for her thesis for the University of Minnesota. 

Permission to use parts of the questionnaire was granted by Dr. Sime. 

This self-rating scale to be completed by the subjects helps to determine 

the level of anxiety. Scores of 0 to 36 are possible with a sccore of 12 

and above being acceptable as low anxiety and a positive post-operative 

experience. Scores of 11 and below will be accepted as high anxiety and 

a negative post-operative experience. The questionnaire included a section 

to measure information actually received from the medical staff. The 

topics chosen represent the events that the patient was taught during 

instruction and have a score range of 0 to 10. Low scores indicate the 

receiving of little or no information and high scores indicate the amount 

of information received. The subject is asked to give a brief description 

of surprising events in a provided space. The use of negative adjectives 

determine a high score. 

This questionnaire was pre-tested for contact and face validity by a 

group of six nurses in the same so~th~astern area who have a MSN in adult 

nursing. The estimated time for completion is 10-15 minutes. 

Jacobs Pain Medication Instrument 

This instrument consisted of two sections. In the first section, 

demographic data was obtained. This information included age, sex, 
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-
Ethnicity, code number (subject's first and last initial and birthdate), 

marital status, educational level, previous admisSions, date of admission, 

date of discharge, surgical procedure, information- was collected regarding 

pain medication, anti-nausea meqication, and sedatives. A copy of this 

instrument is contained in appendix G. 

Protection of.Human Rights 

Permissions to conduct the study at the selected hospital was granted 

by the President and the Director bf Nurses of the hospital. The rights 

of.the patient were to ·be respected at all times. The orthopedic and 

neuro surgeons of the community gave their consent for having their 

patients included. They also gave support to the investigator. The chief 

of staff and the head of medical records gave permission for use of the 

medical records. 

All patients who took part in the study gave consent to participate 

verbally. The purpose of the study, to provide better patient care, was 

explained to the patient. He was encouraged to ask questions before he 

gave his consent. He was assured of confidentiality. All data was collected 

and confidentiality maintained by the ,investigator. A code was used which 

consisted of the first and last initial and birthdate. The master list of 

this code was destroyed after all pertinent information was obtained .. 

Procedure for Data Collection 

Patients admitted from January through April were used as subjects. 

The experimental group was selected at random from the operative schedule 

the evening before surgery. The medical chart was consulted for the 

established criteria. The demographic data was obtained from the chart 

also. The patients were seen in their hospital rooms the evening before 
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surgery by the investigator. The investigator introduced herself, explained 

study, and asked the patient if he would be willing to participate in a 

study which was being conducted in order to provide better patient care. 

This interaction was structured but informal and conversational. The 

subject was assured of confidentiality. After the subject gave verbal 

consent the investigator proceeded with the Jacobs Teaching Program. 

Subject anonymity was maintained by the use of a code which consisted 

of the initials and the birthdate of the subject. Any information which 

was not obtalned from the medical record was obtained from the patient 

such as educational level and previous admissions and surgeries. This 

data was entered on the Jacobs Pain Medication Instrument. The patients 

were encouraged to ask questions and were assured they would be given pain 

medication when requested. All of the patients contacted agreed to 

participate. They expressed a desire to help others. A copy of the 

teaching program was left with the patient for future use. 

The control group consisted of those patients who met the established 

criteria but were not selected for the experimental group. These were the 

patients who, due to the constraints of the investigator's schedule, were 

not included in the experimental group. These patients were chosen at 

random, from medical records, on a weekly basis. The numbers chosen 

corresponded to the number in the experimental group. 

The patients in both groups were sent the Sime questionnaire seven 

days after discharge. The questionnaire was accompanied by a cover letter 

which explained the study and its purpose. A self-addressed, stamped 

envel6pe accompanied the questionnaire and was to be completed and returned 

at their earliest convenience. Questionnaires were marked as to control 

of experimental group. 
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The medical t~cord~:of both groups were cons0lted.for th~ necessary· 

data need~d to tabu 1 ate. the ana 1 ges i cs ·and numbe·r of post-operative days. 

This information was entered on the Jacobs Pai.n Medication Instrument. 

Summary 

The pres~nt,study wa~ desi~ned to identify to what degree.post~ 

· operative pain in the~orthopedic patient having Total Hip Replacement, 

Total Knee Replacement, Cervical Laminectomy, and Lumbar Laminectomy, is 

alleviated by structured pre-operative teaching. The number of pain 

meditations, number .of··post-operative days, and the variables· of age, sex, 

·ethnicity, marital status, educational status, previous surgerjes~ and 

type of surgery were studied and the relationship to the recovery of the 

patient. 
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ANALYSIS OF DATA 
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The purpose 6f this study was to investigate the effects of a 

structured pre-operative teaching program on post-operative pain in the 

orthopedic patient having Total Hip Replacement, Total Knee Replacement, 

Cervical Laminectomy, and Lumbar Laminectomy. The relationship of the 

number of post-operative days and the number of analgesis were studied. 

The Jacobs pre-operative teaching tools for the specific surgical 

procedures were developed for this study. The patient 1 s pain after 

surgery was evaluated by tallying the number of analgesics received and 

the number of post-operative days. Patients were sent· the Sime Question

naire which was to be filled out and returned to the investigator. The 

questionnaire provided a means of assessment of the subjects for fear, 

anger, anxiety, and the amount_of information actually received.· The 

questionnaire was sent to the patient 1 S home seven days after discharge 

with a cover letter and a pre-addressed, stamped envelope~ 

The results of analysis of data collected during this study are 

presented in this chapter. The t-test which ascertains the difference 

between two independent means was used. The variables tested between the 

two groups were age, sex, ethnicity, marital status, educational level, 

previous surgeri~s, and type of surgery. The numbers of pain medication, 

post-operative days, and the scores of the nine items of the Sime Question

naire were analyzed. 

Data were collected on a sample of fourteen patients over a three 

month period. The control and the experimental group consisted of seven 

patients each. The small sample size is the result.of an unexpected 
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illness of one of the surgeons and the decrease in the speciflc surgeries 

during this study~ 

The t-test was used to determine the significance level between the 

two groups with respect to specific variables. The analysis of data was 

done by Bert Hopkins, Jr. who designed the statistics-applied-user-oriented 

softward package for this study. 

Description of the subjects 

Demographic data was collected on subjects according to age, sex, 

ethnicity, marital status, educational level, previous surgeries, and type 

of surgery. A description of the subjects in the control and experimental 

groups is shown in Table 1. 

The two groups were very similar. In the experimental group, ·two 

patients·were in the 56-65 age range and another two were between 66-85. 

The control group had four patients in the 56-65 range and on in the older 

age level. 

Only one patient in each group had not completed high school. Some 

had completed college. The majority of patients in both ___ gr_oups were ___________ · 

marr1ed. Over one half of _the patients had undergone previous surgery. 

Some patients in the experimental group had experienced previous surgery. 

Most of the patients had a total hip replacement or lumbar laminectomy. 

Jacobs Structured Patient Education Program 

The Jacobs Structured Patient Education Program, developed by the 

investigator, is a program of structured pre-operative instruction for the 

orthopedic patient who is to have total hip replacement, total knee replace

ment, lumbar laminectomy, and cervical laminectomy. The patient was given 

information, in a structured manner, concerning his surge~y and anticipated 
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DISTRIBUTION OF SU~JECTS ACCORDING TO SPECIFIC FACTORS 

FACTOR EXPERIMENTAL GROUP CONTROL GROUP TOTAL 
-------------------------~N=l-~-~--------------N=7--------~---~~-~---~---~-

AGE N N 

---~----------------~-----------~------------------------------------------

26-35 1 44 1 14 02 -14 
36-45 ~ 14 0 00 . 01 

... 
~-- 07 

46-55 1 14 1 14 02 14 
56-65 2' ~9 4 58 06 43 
66-85 2- 29 1 14 03 22 

EDUCATION _______________________________ . ___________ . _________________ ..._ _____________ _ 
GRADE SCHOOL 
HIGH SCHOOL 
TECH/VOC 
COLLEGE 

MARITAL STATUS 

1 I 

4 
0 
2 

14 
57 
00 
29 

1 
3 
0. 
3 

14 
43 
00 
43 

02' 
·07. 
00 
OS 

14 
50 
00 
36 

----~--------------~--------~-~--~~-------------------------------~-~-----

SINGLE 
MARRIED 
DIVORCED 
WIDOWED 

RACE 

BLAC~{ -
WHITE 

PREVIOUS SURGERY 

0 
s 
0 
-2 

3 
4 

00 ' 
71 
00 
29-

43 
57 

1 
4 
0 
2 

. s· 
2 

' . . 

14 
57 
00 
29 

01 
09 
00 
04 

08 
06' 

07 
64' 
00 
29 

57 
43 

--------------------------------------------------------------------------
YES 
NO 

TYPE OF SURGERY 

. ' -

3 
4 

43 
57. 

s 
2 

71 
29 

08 
06-

--------------~-~----------~--------------------~-------------------------

HIP REP 
KNEE REP·. 
BAR LAM 

4 
0 
3 

57 
00 
43 

3 
i 
3 

; . ~. ~ .. 

\I 

43 
14 
43 

07 
01 .. 
06 

5( 
0/ 
4~ 



events following surgery. In Table 2, a t-test for the experimental and 

control groups in the number of post-operative analgesics required, is 

shown a statistically significant difference at the .05 level between 

.the patients who received a structured program of pre-operative education 

as compared to those patients who received unstructured education. 

TABLE 2 

T-TEST FOR EXPERIMENTAL AND CONTROL GROUPS 
IN NUMBER Of POSTOPERATIVE ANALGESICS REQUIRED 

GROUP 

EXPERIMENTAL 
CONTROL 

P (.05 SIGNIFICANT 

N 

7 
7 

. ~ . 

MEAN 

11.00 
23.00 

. OF 

12 

T-VALUE 

02.00 

The t-test for the experimental and control groups with respect to 

the number of· post operative ~ays (table 3) does not provide enough evi-
' 

dehce to show that patients who received a structured program of pre-

ORerative education have significantly less post-perative days in the 

hospital than those patients who received unstructured pre-operative 

teaching. 

GROUP 

EXPERIMENTAL 
CONTROL 

TABLE 3 

T-TEST FOR EXPERIMENTAL AND CONTROL GROUPS 
IN NUMBER OF POSTOPERATIVE DAYS 

N 

.7 
7 

MEAN 

10.57 
12.80 

DF 

12 

P (.05 SIGNIFICANr 

T-VALUE 

0.862 
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Jacobs Pain Collection Instrument(§) 

The Jacobs. Pain Medication Instrument was developed by the investigator 

to collect data pertaining to demographics and medication received. The 

first section of demographic data included age, sex, ethnicity, code number 

(subject's first and last initial and birt~date), marital status, educa

tional level, previous admissions, date of admission, date of discharge, 

surgical procedure, length of stay, number of post-operative days, and 

surgeon. 

In the second section information was collected regarding pain 

medication, anti-nausea medication, and sedatives. 

There were no significant differences noted between the control and 

experimental group in regards to demographics as shown in Table 1. In 

the experimental group, two patients were in the 56-65 age group and 

another two were in the 66-85 group. The control g~oup had four patients 

in the 56-65 range and one in the 66-85 range. One patient in each group 

had not completed high school. Some had completed college. The majority 

of each group were married and over one half of the patients had undergone 

previous surgery. Most of the patients had a total hip replacement or 

lumb~r laminectomy. Table 4 is a t-test for a significant difference 

in the number of analgesics given cumulatively on the third, fifth, and· 
\. 

seventh days to ~he experimental and controf groups. There is not a 

significance noted at the .05 level in each series of days, however, it 

is noted that the mean scores from each group form a pattern. The experi

mental group has a mean score of 8.57, 12.71, and 16.71 consecutively 

which is a difference of 4. In each series of days the experimental groupe 

received less analgesics than the control group. The t-value does increase 

as the days progress although not statistically significant. The small 

sample size may account for the insignificant results. 



ITEM 

POST-OP ANALS-DAY 03 

POST-OP ANALS-DAY 05\ 

POST-OP ANALS-DAY 07 

P (.05 SIGNIFICANT 

Sime Questionnaire: 

TABLE 4 

T-TEST FOR SIGNIFICANT DIFFERENCE 
IN NUMBER OF ANALGESICS GIVEN 

GROUP 
1=EXPERIMENTAL 
2=CONTROL N MEAN 

1 7 06".85 
2 7 08.57 

1 7 08.71 
2 7 12.71 

1 7 10.42 
2 7 16.71 

OF T-VALUE 

12 0.855 

12 1.465 

12 1.737 

The Sime Questionnaire was used to report post-operative fear, anger, 

and depression during the recov~r period. This self-rating scale, to be 

completed by the subjects, helps to determine the level of anxiety. Scores 

of 0 to 36 are possible with a score of 12 and above being acceptable as 

low anxiety and a positive post-operative experience. Scores of 11 and 

below were accepted as high anxiety and a negative post-operative 

experience. The questionnaire included a .section to measure information 

actually received from the medical staff. The topics represent the events 

that the patient was taught_during instruction and have a score range of 

0 to 10. The subject was also asked to give a brief description of 

surprising events in a provided space. The use of positive adjectives 

determined a favorable score. 

In Table 5 scores from the questionnaire showed a significant dif

ference at the .05 level. The experimental group had a mean score of 

31.25 and the control group had a mean score of 17.00. These figures 

represent a total of the nine items on the questionnaire. The scores 
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from the experimental group were 22, 26, 31, and 46. The scores from the 

control group were 12, 14, 19, and 23. The over all scores for the 

control were higher than the investigator expected, but the reason may 

be that the control group had some instruction presurgically, though not 

structured, which alleviated the fear and worry that accompanies surgery. 

Many of the subjects had had a previbus surgery as shown in Table 1. 

P < . 05 SIGNIFICANT 

TABLE 5 . 

T-TEST FOR SIGNIFICANT DIFFERENCE 
IN TOTAL SCORES FROM QUESTIONNAIRES 

p 
1=EXPERIMENTAL 
2=CONTROL N MEAN 

1 4 31.25 
2 4 17.00 

_) 

OF T-VALUE 

6 2.45 

In Table 6, a t-test·foi significant difference in the level of 

anxiety, showed no significant difference statistically. The means of both 

groups are similar in each of the nine areas. The means of both groups in 

many of the areas are similar and other areas are worth noting though not 

significant such as the occurrence of fear. The areas of no fear or worry 

and the expected ,occurrence of experiences were more in favor for the 

experimental group with scores of 1.730 and 1.890 respectively (t- 1.9432). 

There were 14 questionnaires sent out, seven to each group. There were 

only four questionnaires returned from each group. 

Testing of Hypothesis 

Hypothesis I 

There will be significant difference in the number of post-operative 

analgesics required by the surgical patient who receives a structured 



TABLE 6 

T-TEST FOR SIGNIFICANT DIFFERENCE 
IN LEVEL OF ANXIETY 
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---------~---------------------------~--------·------------------~---------GP.OUP 
1=EXP ER I MENTAL . 

ITEM 2=CONTROL N MEAN OF T-VALUE 
--------------------~----------------------------------------~------------

POST-OP FEAR OR WORRY 1 4 02.50 6 1. 730 
I 2 4 04.00 

POsT~op. MOST SEVERE 1 4 03.25 6. 0.000. 
ANXIETY OR FEAP. 2 4 03.25 

OCCURENCE OF FEAR 1 4 02.75 ·.6 1.000 
2 4 03.75 

EXPECTED EXPERIENCE 1 4 02 .. 00 6 1.890 
OCCURENCE 2 4 . 00.25 

INFORMED OF ~ 4 01.25 6 0 .34"7'' 
UNPLEASANT EVENTS 2 4 01.75 

·EXPECTED PAIN 1 4 01.00 6 0.272 
2' 4 01.25 

EXPECTED POST-OP ~ 4 02.50 6 0.333 
RECOVERY. 2 4 02 .. 00 

CONFIDENCE IN 1 4 03.50 6 0.655 
NURSING STAFF 2 4 03. oo· 

' 
POST-OP.CARE ~ 4 02.75 6 0.822 
SATISFACTION ·2 4 03.50 

.. -------------------------------------------------------------------------· .P <.OS SIGNIFICANT 



program of pre-operative education as compared to those patients who 

received unstructured pre-operative education. 

Since the investigator was interested in showing that the mean of 

the experimental group was less than the mean of the control group the 

t-statistic is 1.7613, therefore, the null hypothesis is rejected. The 

researcher concluded that there is a statistically significant difference 

(at the a =(05 level)_ between the patients who received a structured 

program of pre-operative education with respect to the number of post

operative analgesics required. The experimental group received fewer 

analgesics as shown in table 2. 

Hypothesis II 

There will be a significant difference in the number of post

operative hospitali~ed days among surgical patients who are given a 

structured pre-operative edu~ation as compared to those patients who 

receive unstructured pre-operative education. 
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Since the investigator was interested in showing that the mean of the 

experimental group was less than the means of th~ control group, the 

statistic is 1.7613, therefore the null hypothesis is not tejected. The 

r~searcher concluded that the data does not provide enough evidence to show 

that the patients who received a structured program of preoperative 

educqtion have significantly less preoperative days in the hospital than 

the patients who received unstructured pre-operative teaching. - (See 

table 3). 

Review of Chapter 

In this chapter· data were analyzed and interpreted to achieve the 

purpose of this study. Descriptive and differential statistics were 

presented. Significant and non-significant differences in the variables 



of age, sex, ethnicity, educational leveL marital status, previous 

surgery, type of surgery, number of analgesics, number of post-operative 

days, and the results of a questionnaire were discussed under each table 

and statistical analysis presented. 
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CHAPTER VI 

SUMMARY, CONCLUSIONS, RECOMMENDATIONS AND IMPLICATIONS 

In this chapter is presented a brief summary of the study.- The 

findings, conclusions, recommendations for further -research, and impli

cations for nursing are stated. 

S_ummary 

The purpose of the study was to compare surgical patients who receive 

a structured versus a non-structured program of pre-operative education as 

to the number of analgesics post-operatively and the number of post

operative days. The variables in the investigation were structured pre

operative teaching program, post-operative pain, and the number of post

operative days. The population ·consisted of orthopedic patients who were 

to have total hip replacement, total knee replacement, lumbar laminectomy 

and cervical laminectomy. -The total sample was composed of fourteen. 

subjects. 

Data collection consisted of four parts: subjects random selection, 

according to established criteria, from the orthopedic unit of a general 

hospital, subject participation in the study, tallying of the number of 

analgesics after discharge, and the scores of the Sime Questionnaire 

sent to both groups seven days after discharge. The data was collected 

over a three month period. 

The Jacobs Structured Patient Education Program was developed by the 

. investigator for this study of the orthopedic patient who is to have total 

_hip replacement, total knee replacement, lumbar laminectomy, and cervical 

laminectomyi The Jacobs Pain Medication Instrument was developed by 
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the i~vestigator to collect demog~aphic data, type of surgery, ~previous 

surgery, date of admission, surgery, and discharge, number of post

operative days, analgesics, sedatives, and emetics. The Sime Questionnaire 

was used to report post-operative days, analgesics, sedatives, and emetics. 

The Sime Questionnaire was used to report post-operative fear, anger, 

and depression during the recovery period. The questionnaire, a self

rating scale to be completed by the subjects helps to determine the level 

of anxiety. 

Findings 

The findings of this study and interpretation of the data collected 

resulted in the formation of certain conclusions. The Jacobs Structured 

Pain Education Program, the Jacobs Pain Medication Instrument and the 

Sime's Questionnaire are discussed. Subject selection and hypotheses 

are discussed also. 

Jacobs Structured Patient Education Program 

The Jacobs Structured Patient Education Program, developed by the 

investigator, is a program of structured pre-operative instruction for 

the orthopedic patient who is to have total hip replacement, total knee 

replacement, lumbar laminectomy, and cervical laminectomy. The patient 

was given information, in a structured m~nner, concerning his surgery 

and anticipated events following surgery. There was a significant 

difference between patients who received a structured program of pre

operative education as compared to those patients who received 

unstructured education in. regard to information concerning his surgery 

and anticipated e~ents following surgery. There was no difference 

between the. two groups in regard to the ~umber of post-operative days 
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or those patients who received a structured program as compareq to 

those patients who received unstructured instruction. 

Jacobs Pain Collection Instrument© 

The Jacobs·Pain Medication Instrument was developed by the investi

gator to collect data pertaining to rlemographics and medication received. 

The first section of demographic data included ·age, sex, Ethnicity, 

code number (subject's first and last initial and birthdate), marital 

status, educational level, ~revious admissions, date of admission, date 

of, discharge, surgical procedure, length of stay, number of post-operative 

days, and surgeon. In the second section information was collected 

regarding pain medication, anti-hausea mediccition, and sedatives. 

There were no significant differences noted between the control and 

·experimental 'group in regards to age, sex, ethnicity, marital status; 

educational· level, previous surgery, and type of surgery. In the experi

mental group, two p~tients were_ in the 56-65 age group and anothe~ two 

w~re in the 66-85 group. The control group had four patients in the 

56-65 range and one in the B6-85 range. One patient in each group had 

not completed hi~h school. Some had completed college. The majority 

of each group were married and over one half of the patients had under

gone previous surgery. Most of the patients had a total hip replace

ment or lu~bar laminectomy. There is not statistically significant 

difference in the number of analgesics given cumulatively on the third, 

fifth, and seventh days to the experimental and control groups. It'is 

noted, however, that the mean scores from each group form a pattern. The 

experimental group has a mean score of 6.85, 8.71, and 10.42 consecutive

ly with a diff~rence of 4. In each series of days the experimental 

group received less anlagesics than the control group. There is an 
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increas~ in the +-value as the days progress although not signfficantly. 

The small sample size may account for the insignificant results. 

Sime Questionnaire: 

The Sime Q~estionnaire was used to report post-operative fear, anger, 

and depression during the recovery period. This self-rating scale, to be 
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completed by the subjects, helps to determine the level of anxiety. Scores 

of 0 to 35 are possible with ~ score of 12 and above being acceptable as 

low anxiety and a positive post-operative experience. Scores of 11 and 

below were accepted as high ahxiety and a neg~tive post-operative 

experience. The questionnaire included a section to measure information 

actually received from the medical staff. The topics represent the events 

that the patient was taught during instruction and have a score range:of 

0 to 10. The subject was also asked to give a brief description of 

surprising events in a provid~d space. The use of positive adjectives 

determines a favorable score. 

Scores from· the Sime questionnaire showed a "significant difference 

at the .05 level. The experimental group had a mean score of 31.25 and 

the control group had a mean score of 17.00. These figures r~present a 

total of the nine items on the questionnaire~ The scores from the 

experimental group were 22, 26, 31; and 46. The scores from the control 

group were. 12, 14, 19, and 23. The over all- scores for the control were 

higher than the investigator expected but the reason may be that the 

control group had some instruction pre~urgic~lly, though not stfuctured~ 

'which alleviated the fear and worry that,accompanies surgery. Many of 

·the subjects had had a previous .surgery. 

A t-test for significant difference in the levei ·of anxi~ty, showed 

no significant difference statistically. The means of both groups are 



s'i mi 1 a r in each . of the nine areas. ·. The means of both groups in many of 

the areas are similar and other areas are worth noting though not sig-· 

nificant such as the occurrence of fear. The areas of no fear or worry 

and the expected occurrence .. of exp~riences were more in favor for the 

experimental group with scor:es of 1.730 and 1.890 respectively (t-1.9432). 

There were 14 questionnaires sent out, seven to each group. There were 

only four questionn~ires returned from each group. 
. . 

It is interesting that the post-operativ~ most severe anxiety or 

fear experienced ( i tern 2) was th same for both ·group (3. 25). The 

occurrence of fear was· less for the experimental group (item· 3-2. 75) than 

the control group (3.75). This maj be the result of structured events. 

Item 5 of the questionnaire· addresses information as to unpleasant events .. 

The experimental group scored at 1.25 with the:control group scoring at 

1.75. T~ere may have been information given by l~y and medical persons 

as to the unpleasant aspect~ of~surgery. Expected pain and expected 

post-bperative recovery may ~ave.been rated as they were because most 

peop I e expect pain ·a'fter surgery and most people expect to. recove·r from 

surgery. Additionally, the person would have recovered reasonably we.Ii 

to. have been disch.arged .. ~ome .. _It.e,m 8, confidence in nursing staff, 

expefimental ~3.50 and control 3~00 may b~ the. result of excellent nursing 

care. Item 9~ satisfaction.of care pos.t-operative ~as less for the 

e~perim~ntal group -2.75 .with the'tontrol group at 3.50. It may be that 

the control group expected le~s and therefore has less to ·be displeased 

about. 

Questi9n 10 asked for surprising experiences after surgery. The. 

experimental group answered respectively, none, positive experience, no 

· answer given, and 11 getting a shot when I first came back from surge.ri'. 
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, 
The la~t comment Was interpreted ~s positive as the subject 1 s overall 

score was 22._- The control group ans-wered -as follo'!V, "pain in leg and 

foot not expected",· "nurses were super 11
, rio answer given., and one subject 

noted a high fever, high bogd sugar, and mind wandering .... 
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The s~ction on_information actu~lly r~ceived had a better response 

from the experimental -group. Three subjects answeres positively for a. 

score of 1 0 e·ach and ·one subject did not camp 1 ete this section at a 11. The 

control group· left _this s~ction unansw~red with the exception of one sub

ject who answere par~ially. This la-ck of respqnse may be because the 

subjects did not feet they had actually re~eived informatton to the: 
' . 

specific areas list"ed such.as locatiO'n of incision, IV fluids, etc. 
. ' . 

Subjects in both. groups--left areas unanswered with a higher compliance 

. among the experimental group. The subjects of the control ~roup answered 

the nine initia,l questions and omitted the other·sections of surprising 

events and information actually r~ceived. The failure of subjects ·to 

return the questionnaires may have been 'corrected by a followup letter. 

The small sampl~ size of 14, severi in each group with only 4 responding, 
----- ---·----~·-··----- ----· -- -·- --------

rerstricts ~h~ tip~ of ~onclU~ions which can be drawn. · The questions may . 

have been too lengthy.· It.may have been more effec~ive to have the· 

investigator help the patient·to fill out the questionnaire. Once the 
' . 

patient gets home al_l of his ·energies are expended trying to adapt to home 

life again and a questionnaire may have low priority. 

Conclusions 

The conclusions resultihg from statistical analyses of data rea sum

marized by hypohteses. The ·categories ?nalyzed were demographic data which 

included age, sex, ethnicity, marital status, educational level, previous 
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surgeries, and type of surgery. The numbers of pain medication (analgesics),· 

post-operative days, and the scor~s of the Sime Questionnaire were analyzed. 

The demographic data was similar for the experimental and control 

. groups and was not found to be significant. 

Hypothesis I 

The hypothesis that there will be a significant difference in the 

number of post-operative analgesics required by the surgical patient who· 

receives a structured program of pre-operative education as compared to 

those patients who received unstructured pre-operative education is 

supported. There was found to be a statistical difference in. the two 

groups of pat~ents. These results support the views-found in the litera

ture. Lazarus and Averill (1972) suggested that an .individual experienced 

anxiety when he or she was uncertain. Many patients admttted to the 

hospital for a surgical operation may experience anxiety resulting from 

lack of control and feelings uf helplessness. Fear of pain and of the 

unknown are often expressed by patients awaiting surgery (Carnevelli, 1966; 

Levine, 1970; Graham and Conley, 1971). Janis (1958) found that pati'ents 

wished to know about things that directly involved t~emselves and the 

sensations they were likely to experience thus minimizing anxiety and 

limiting stress. Beecher (1958) related the role of fear and anxiety and 

th~~relation to pain. A positive relation~hip was found betwe~n pre

operative anxiety and post-operative pain by Heyward (1975). He found 

that information concerning the procedures and conditions which the 

patient would experience, discussion about the pain likely to be ex

perienced and the methods of relief led to a significant difference in 

analgesic requirement. Several 6ther studies support his findings (Egbert, 

1964; Healy, 1968). Linderman (1971) and Linderman and Van Aernam (1972) 



found that structured pre-operative teaching decreased the numBer of. 

analgesics required post-operatively. 

Hypothesis II 
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The hypothesis that there will be a significant difference in the 

number of post-operative hospitalized days among surgical patients who are 

given a structured program of pre-operative eduation as compared to those 

patients who receive unstructured pre-operative education was rejected. 

The non-significant results obt~i~ed are contrary to the literature. 

Egbert et al (1964) found that patients went home an average of 2.7 days 

sooner than patients in the control group. The experimental patients in 

Healy's (1968) study were discharged 3-4 days sooner. 

Recommendations 

On the basis of evidence produced in this study the follow~ng 

recommendations are made: 

1. A replication of this study should be conducted to include a 

larger sample. 

2. A replication of this study is conducted which includes only the 

ortho~edic patient having a total joint replacement or cervical or 

lumbar laminectomy because of the inherent differences in these 

. two groups of patients. 

3. Conduct a study in.which the patient is assessed presurgically for 

pain tolerance then post-operative pain tolerance. 

4. Utilize the Sime Questionnaire with the interviewer present to 

assist the pati~nt with questions. 

5. Give the Sime Questionnaire to the patient for completion before 

discharge. 
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Implications for Nursing 

Although the results of this study cannot be generalized to a larger 

population of orthopedic patients, orthopedic nurses in clinical practice· 

may take into consideration some-·of the factors found to be important in 

this study.. The i,nformation pertains to-the orthopedic patient who is 

scheduled for surgery however it can be:utilized to include any presurgical 

patients. 

Nurses _must see themselves as the professional group which takes 

responsibility for t~aching patients, answering questions, and giving them 

emotional support throughout hospitalization. This support correlates 

with patient recovery. One reason for some nurses not delivering this 

type of care is that they may not feel that they are a support system-for 

the ·patient~ The rank of pre-operative teaching may be low among patient

care priorities_ .. _The _presurgica~ patient has many orders to be-carried 

out such a~ lab work, x-fays,~ EKG, preps, and scrubs. The nurse may be so 

caught up with these activities that the pre-operative ·teaching ~O!llPO_nent 

of care may not be considered as important in relation to the other factors. · 

The patient who 1 ies quietly in bed and does not 11·bother 11 any~ne may be 

the most anxious of her patients. The influence of anxiety on patient 

welfare must be stressed in order.to have this anxiety alleviated. A 

surgical operation is a joint venture with the patient's welfare as· the 

ultimate objective .. It is only right for the patient to pa-rticipate in 

this venture whenever possible and that he should be given enough informa

tion to antici~ate events intelligently. Nurse~ must be aware of the 

undesirable physiological and psychological concomitants of anxiety Which 

have a direct bearing on the quality of care provided. 

The investigator found that patients were craving for the opportunity 

to discuss their surgery, what tb expect, when and the whys and hows~ Many 
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used-the teaching period to express family and financial concerns. Many 

of the phYsicians had prepared the patient for his surgery with the 

essential information but the patient felt the· need to be assured by the 

nurse who would have a longer period.of time with him and-he viewed himself 

as dependent upon her as his cafe giv~r~ 

The use of a structured progra~ of patient teaching is effective in 

that it allows for the covering of all areas and the instruction sheet 

helps the nurse to·remain qn track when she or the patient digresses. The 

teaching is also benefi-cia'! fo'r the family as it allows for the family to 

ask questions and have their a~xiety alleviated. The~instrtiction sheet 

is left with the patient after ·the information is given and provides a 

checkpoint for the patient-and the family. The investigator is aware of 
, . . 

the demands ·upon time for the staff n~r~e however the literature supports· 

group instruction and has shown ·th~s method to be eff~ctive (Linderman, 

1972; Mezzonate, 1970). 

The best care that a nurse can give are those measures which assist . 

the p·atient to become involved in his own progress in the healing process 

as· . early as possible. Th~ instruction of the patient in proper care 

before, during, and after·sufgery help to prevent complications and promote 

a speedy return to normal, healthy, functioning. This return to n~rmal, 

healthy functioning is the objective of the orthopedic nurse and other 

nurses. 

Research has an tmportant role in the development of a high quality of 

patient care. The ultimat~ aim_ of nursing research ~ust be to examine the 

effects of various procedures and variables ·an'patient welfare. The pro

c~ss of nursing involves the assessment of variables and the evaluation of 



these factors in relation to the patient. Quality of care is a ~ulti

faceted process and the interactions between these factors may exert more 

influences than the factors themselves. 

It is hopes that the present study _will make a small contribution 

towards the quality_of nursing care of the surgical patient. 
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Date: April 30, 1982 

To: 

From: 

Mr John T. Carpenter, President 

Norma Jacobs /Q~, Head Nurse 6 North 
;: 

Gi 

Subject: Thesis 

. This letter is to confirm your ·consent for me to do the research 
for my thesJs, "Preoperative teaching to alleviate post operative pain", 
on the 6N unit of this hospital. 

Again, I assure you that the patients' rights will not be violated 
in any manner. The patient will have the right to informed consent, 
freely given; the right to withdraw consent from the study, and the 
right to privacy. The patient will~not be exposed to demeaning or· 
dehumanizing conditions, physi"cal abuse, or physical risks. He will 
not be denied any treatment wh~ch.is necessary.· Pain medicine will 
not be withdrawn. The number of times that he receives pain medication 
·will. be counted,·· only. 

I will consider your idea of video~taping a session of pre-operative· 
teacning-to~be··-us·e·d--an·-closed ci"rcuit T.V. for all pre-Burgical patients. 

cc: Regina Manning, PhD 
Medical College of Georgia 
Augusta, Geor_gia 30902 

NJjea 

School of Nursing 

153 REYNOLDS STREET Sr\V.,\NN/\l{GEORGIA (912)354-9211 
~ 11 r ~ '~" • .\ 1 ' ' 'lD r: cc. 1 >r ' 1 ).( W ()'7~7 c.:;,\V·\ :\1 :'\!-'\ l I (~EC )!{( ilt\ 3141:2 
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Alice Marilyn Sime. PhD. 
University of Minnesota 
School of Nursing 
11inneapolis, ~'I;innesota 

Jear Dr. Sime: 

713 Dyches Drive 
Savannah, Georgia 31401 
S~ptember 28, 1982 

[ am a graduate student at the Medical College of G~orgia. As a part of my 

::-equirements for graduation, I am conducting a study for my thesis,' "Preoperative 

reaching to Alleviate. "Postoperative Pain". I ... am interested in the tools that you 

leveloped for your doctoral disertation. I request your permission to use the 

)ection on information actually received and the :posto:perative questionnaire. 
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~hese tools will be mailed to the control and experimental groups seven days after 

lischarge from the hospital. 

?lease advise me of your consent at your earliest convenience. I appreciate any ideas 

tnd suggestions that you may have to offer. Please enclose a phone numb~r where I may 

~all you in the future. 

)incerely Yours, 

LJl \:j~~ !JdVv'~ ~r~ . 
~erma Jacobs . (J. 
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UNIVERSITY OF MINNESOTA School ot Nursing 
TWIN CITIES 5-140 Unit F 

October 15, 1982 

Norma Jacobs 
713 Dyches Drive 
Savannah, Georgia 

Dear Ms. Jacobs: 

308 Harvard Street 
Minneapolis, Minnesota 55455-0342 

(612) 373-3462 

31401 

You have my permission to use any part or all of the instruments I 
developed for my thesis "the relationship of preoperative fear, coping 
and information to rec6very from surgery." I ask only that authorship 
be recognized. 

I would appreciate a summary of. the results of your research. 

Best wishes. 

Sincerely, 

. /1 - ZJ.--' . 
{.. t)' · /<.7 u~~-~77'"' 
A. Marilyn Sime, Ph.D., R.N. 
Professor 
612-373-8216 

Ire 

HEALTH SCIENCES 
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~0 : 

'rom: 

)o • '"". 

January 18, 1983 

Virginia Daniels, Hanager of .. Hedical Records 

JJ2 -
Norma Jacobs; r.N., Head Nurse-6N 

Use of the medical·' record to obtain information for the research study, 

"Preoperative Teaching to Alleviate Postoperative Pain." 
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As per our conversation, I will need to make use of the patient chaxt to gather 

Lnformation on those patients who have had total joint replacement of the hip or knee 

3..nd cervical or lumbar laminectomy. The information, date of admission, date of disCharge, 

3-ge, sex, and address, can be obtained from the front sheet or another source where this 

information is stored. 

The patient will be sent a ~uestionnaire which will refer to_his hosp~tal experience. 

~ cover letter will be sent to explain ~he questionnaire and the patient is assured that r 
I 

~rill not be identified in the use of the data and he has the right to refuse to participai: 

Letters have been sent to the neuro-surgeons and orthopedic surgeons on our staff 

informing them of the study. They have been sent a copy of the ~uestionnaire and the 

cover letter. I have asked them to notify me if they do not wish their patients to 

participate in the study. 

Thank you ·:ror- your help • 

enclosures : 
questionnaire,cover letter, and letter to physicians. 
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September, 1982 

Dear --------------------------------
I am a graduate nursing student at the Medical College of Georgia. As part of my 

requirements for graduation, I am conducting a study for my -t.hesis--"Preoperative 

Teachh1g to Alleviate Postoperative Pain".The control group and the ~xperimental 

group will be mailed a questionnaire seven (7) days after they are dismissed from 

the hospital. 
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The enclosed questionnaire was developed by Alice Marilyn Sime, Ph.D., to be used in 

her doctoral dis~::ctation. This tool was not tested for content validity. I am asking 

you and several other nurses with a r£N in AdUlt Nursing to validate this tool for me. 

Please study the questions to test for anxiety, fear, and worx:y as related to hospit

alization and surgery. ~here are several questions to check for inforntation received 

also. 

I am willing to answer any questions that you may have in regards to this questionnaireo 

Please feel free to call me~9Z5-3757 (hbme) -356-6069 (work). Any co"mments that you wish 

to share will be greatly appreciated. 

Please reply at your earliest convenience in the self-addressed, stamped eM~elope. 

Thank you for your time and your help. 

S i~c erely : .:'\ 1 

!lr:i!/lvn~LrA_ /\ .. ,~_,.:__.L,i..J 
Norma J a6o bs /;J ------· 

' 
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. ' 

Js.nuary 1983 · · 

Dear -------------------------
1 am a graduate student at the Medical College of Georgia .•. As part of my requirements 

for· graduation, I am conducting a study for my thesis "Preoperative Teaching to alle

viate Postoperative Pain". Th~ group to be studied consists of orthopedic patients 

having total joint replacement of the hip or knee and cervical or lumbar laminectomy. 

The e~erfumen,j:;a1_:.groti.p will be gi'ten pre-op ·teaching the evening· :prior to surgery. 

Th~ control group and the experimental group will_be mailed the enclosed ~uestionnaire 

seven '(7) days after they are dismissed- from the hospital. 

The q1J,estions are to test for anxiety,· fear, and worry as related to hospitilization 

and su,rgery. There are several. questions to_ check for information received also.· The. 

patient rrill receive acover letter explaining the questionnaire and its purpose. 

Participation is voluntary. 

I am willing· to answe.r any questions that you ·may have in regaxds ·to thi?_ ques.tionnair~~ 

Please feel free to call me. at .Candler '!Ge~eral Hospital-6N- 3.56-6069. Any comments that 

you wish to share·will be greatly appreciated. Please inform me if you do not wish your. 

patients .to be included in the study. 
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PATIENT EDUCATION PROGRA.H 

I. Sett:..ng 

A. Patient's room 

B. Environmental considerations 

1. calm, relaxed, informal atmosphere 
2. unhurried presentation of material in a structured manner 
J, give a clear statement of the patient's role in participation 

with the study 
4, provide for absence of interruptions 

II. Method 

A. Individual pa t.ient interview 

B. Guided discussion 

(1 
v. Presentation of patient teaching hand-out 

A. A patient education hand-out is used to tell the patient what to expect 
pre and post operatively. It lists equipment and procedures. 

IV. Objectives 

Following the presentation of the patient education teaching program the 
patient will be able to perform the following: 

A. Explain the scheduled surgical procedure in his own words 

B. State the time of surgery 

C. State the procedures to be expected preoperatively 

D. Discuss his/her role in assisting with post-operative recove~ 

E. State the procedures to be expected post-operatively 

V. Program 

A. Orientation 

l, Introduction to charge nurse on the unit including statement of 
purpose 

2. Introduction to patient's nurse including statement of purpose 
J. Confirmation of date and time of surgery 
4. Confirm pre-surgical screening 
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VI, Pre operative procedu.....-res 

A. Skin prep-scrub and shave 

l, rationale 
2. procedure 

B. Fluid and food restriction 

1, rationale 
~. procedure 

C. Bowel prep-enema 

1. rationale 
2. procedure 

VII. Operative procedure 

A.· Underlying pathophysiology 

B. Review of scheduled surgical procedure 

C, Patient or family member to sign operative penni t 

VIII. lnstruction and preventive aspects 

A. Turn, cough, and deep breathe . 

B, ,Exercises in bed 

c. Splinting of incision 

IX. Sit up, get up, and ambulation 

A. Rationale for'above 

B. Procedure for above 

X. Tberapeutic devices and measures that may be used post-operatively 

A. Oxygen G. Casts 

B. Transfusions H._ Traction 

c. Drains I ... l. :V. · Fluids 

D. Hemovacs J. Frequent vital sign monitoring 

~. Catheter K •. Dressings 

F. Nedications L. Fluid and/or d~et restriction 

~1. Surgical stockings 
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XI, Other considerations 

A. Visiting regulations 

B, Approximate average length of hos:pi taliza tion 

c. Patient role in post-operative recovery 

81 



82 
PATI2l·iT EDUCATION TCOL 

PRE Ai:TD POST OPSRATI~ TEACHING GUIDELII-iES 

The aL~ of the procedure is to transmit the maximQ~ amoQ~t of relevant 

information under conditions conducive to retention and storage. This pro-

vision of information allay fear and anxiety in the pre-surgical patient. 

Retention of verbal information tends to be insufficient. A handout of per-. 

tinent information and instructions is provided for the patient and his family 

to refer to. 

Personal Introduction: 

"Good evening, my name is I I I I I I am conducting a study on people's 

response to coming into the hospital and having an operation. To do· this I 

am asking the cooperation of patients having certain operations. This process 

involves asking you some initial questions, folloHed by an interview and pre 

and postoperative instructions. You are encouraged to ask questions as you feel 

necessa~J • I will be in touch with you during your hospital stay. The kno~-rledge 

gained from this study Hill help"!nurses to provide better patient care in the 

future. vlould you care to participate?" 

If the patient is agreeable continue with the program, The interaction w·i th the 
-· 

patient, through structured, should be as conversational and informal as possible. 

I. 'Preparing the patient prior to surgery. 

A. Assess patient needs according to five specific areas. 

1. Psychological aspects 

a. Detennine what the patient knoHs about his surgery and reinforce 
the teaching. I·11ake corrections as necessar.r. 

b. Determine hoH the patient f~els about being in the hospital and 
hovr he feels about his surgerJ, fears, misgivings, etc. 

c. Determine vThether or not the patient has undergone previous 
surgery and what his reactions were at the time. 

· e. Explain the visiting policies, hospital routines, mealtL~es 
to the patient and his family. 



f. Tell the patient }Then surgery is schecl~uled, esti."TLa te qoH 
long it vrill take, and a bout hovr long he Hill be in the 
re·covery room. 

g. Explain to the patient what to expect in the operating rooB 
· and the recovery room without introducing new fears or 1-rorries. 

1. An operating room transporter will take him to the 
operating room suite or to the holding areas Hhere 
he will have an I.V. started and a nurse Hill re
vieH his chart to ensure that he is adequately pre
pared, 

2. If he desires his family and/or a nurse may accompany 
him to the door of the operating room, 

J, Describe some sounds heard in the operating room. 
Tell the patient that the room is usually cold, but 
he 1-rill be kept comfortable. 

4. The anesthesiologist will 1:e at his head, He Hill 
take his pulse, respirations, and blood pressure 
when he enters the O.R. and will continue to monitor 
them throughout the surgery, The anesthesiologist 
can see the patient better by being.positioned at his 
head and he will riot be in the Hay of the surgeon, 

5. His arms vrill be tucked into his sides. (unless the 
surgery involves~ an extremity) 

6, He will awaken in the recovery room and may be cold, 
Biankets are available for his comfort, 

7, He will have oxygen for a short time to help him to 
Hake up. 

8. The nurse will monitor his vital signs (pulse, res
pirations and blood pressure) at frequent intervals. 

9, He will be given pain medication if he is in pain. 

10, He will be taken to his room Hhen he is fully aHake. 

11. He may be taken to surgery in his bed and Hill return 
in his bed also, 

h. Allow the patient to ask questions about the operation and the 
post-operative period. 

i. Explain to the family to }~it in the room for the patient. The 
physician vTill come to the room to talk to them after surgery. 

j. Explain to the patient that the operation starting time is 
often one hour after they last see /the patient. 
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2. ~egal espects 

a. Letermine whether or not an operative per.ni t has been 
sigr.i.ed,. 

b. Determine w-hether or not an anesthesia perrai t has teen 
signed, 

c, Patients must have a full explanation of the operation 
before they sign the.permit. 

d. The anesthesia permit must be filled out, questions 
ansv-re:ted, and signed by the patient. 

e. Patients must be told about possible complications of 
surgery. 

f. ID bands must lJe on and correct. 

3. Physiological aspects 

a. The chart must have pertinent data according to hospital 
policy prior to surgery. History and physical, CBC, SH .. -\6, 
STS, U/A, and if over 35 the patient must have a chest 
x-ray and an EKG. 

b. Check the"assessment sheet for abnormalities. Perform a 
physical assessment if indicated. 

4, Instruction and preventive aspects 

a. Teach patients using return demonstration hoH to: 

1. turn, cough, and deep breathe 

2. support abdominal incision when coughing 

3. breathe deeply every hour postoperatively 

4. exercise actively by moving legs in bed, (if surge~J 
to an extremity may move .·the u...1J.affected leg. 

5. participate with passive range of motion exercises 

6. sit up, get up and ambulate Hith and l·rithout assistance •. 
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b. · Explain therapeutic devices and measures that may be used as they . 
apply. 

1.-
2. 
3. 
4. 
5. 
6. 
7. 

oxygen 
transfusions 
drains 
hemovacs 
catheter 
casts (L~obilizing 
traction 

8. 
9. 

10. 
- 11. 
'12 

devic~s) 13: 

I.V. fluids 
frequent vital sign monitoring 
dressings 
medications 
fluid and/or diet restriction 
surgical stockings 



c, Pain medication '\•rill be orC.ered and given as he r..eeds 

d. He sould avoid touching his incision 

e. Explain the irnportance of early ambu.lation to avoid 
postoperative complicatioLs such as pneQmonia and throm
bophlebitis, 

f. Self care is encouraged as MUCh as is applicable. 

II. Preparing the patient on the eve of surgery 

A, SI\:in preparation 

"0 .u, 

("l 
v. 

1, Patient may sho1·rer vrith an antibacterial soap to ·minLrnize bacteria 
on the patient's skin. 

2. The skin may be scrubbed several times Hith an antiseptic soap, 

Preparing the gastrointestional tract 

1. Patient Hill be NPO after midnight and his 1-ra ter pitcher vrill be 
removed, This is done to prevent vomiting during suerge~J and 
aspiration pne-umonia. 

·2. Patient may have an enema or other bowel preparation. This is 
done to· prevent contamination of the peritoneal cavity from 
spillage of fecal matter during surgerJ. 

J, Patient may have a nasog~stric tube inserted to remove gastric 
contents or intestinal contents. 

Preparing the patient for anesthesia 

1. The patient will fill out an anesthesia form that questions hil11 about 
allergies, past and present smoking habits, respiratory and lung 
problems, past responses to anesthesia, etc. 

2. The patient is told that the anesthesiologist Hill visit him, 
examine hi.rn for evidence of problems as stated in the anesthesia 
sheet, and ahsHer questions, 

3. He Hill discuss the type of anesthesia he plans to use and why, the 
sensations he vrill experience as he undergoes anesthesia, and any 
fears and misconceptions that the patient may have concerning 
anesthesia. 

4-. The anesthesia sheet vrill help anesthesia to have knovrledge of 
specific problems of the patient. 

5e The patient Hill sign the anesthesia sheet after his .questions have 
been ansHered~· 

D. Promoting rest and sleep 

1. Explain that may receive medication to help him sleep, 
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III, ?re2aring the pctient on the day of surgerJ 

~\ 1 ~c.rly morning ca:r-e 

1. Explain to the patient that his temperature, pulse, respirations, 
and blood pressure Hill be taken so that the anesthesiologist Hill 
h , 1 • d. . + h. h t , J. ., • ave oase_lne :rea· lngs agalns ._ H ~lc , o compc-.re ..l..a ver reamngs. 

2. The patient may have a skin shave and prep by .the prep .tea..rn. He 
may have sterile to1·Tel drapes placed over the: sc-rubbed area, 

3. Explain that he Hill empty his bladder prior to going to surger'J. 

4 I Explain that he Hill Hear an open backed hospital go1·m. 

5. All valuables will be removed, If he desires ,a ring may be 
secured to his finger with tape or gauge. 

6. All dentUl~s, glasses, contact lenses, and protheses will be 
removed before goi11g to surger-J. 

7. Remove nail polish~ jerrelry, -and hairpins. 

8. Surgical stockings Hill be applied to aid in circulation, 

B. Preoperative medications 

1. Explain the reason :tor pre-medication 

a, allay anxi~ty 

b, decrease the flow of pha~jTigeal secretions 

c. reduce the amount of anesthesia to be given 

d. create a~nesia for the events that precede surgery 
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A. :~:oug!:'li11g and deep breathing- to pronote secretions from the l1.u1g, to 
increase the flm-r of air in the llli'1GS, 2.nd L11prove circcl.2.tion. 

1. ~aise head of the bed to 45° 

2. TI,ver.J hour take 3 deep breaths, upon the third breath - ·cough 

3, Ya-vm at frequent intervals 
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These exercises can be done more freq_uently than ever-J hour, Patients having back 
surgery Hill ::ca.ise the head of the bed to tolerance. 

:S. Incentive Spirometer - measures the patient's deep breaths Hhile exerting 
his maximlli~ effort. 

l. The respiratory therapist will vist 3 or 4 times a day to assist 
with therapy after surgery. 

2. Complications involving the lungs can be prevented v-rhen the air sacs. 
are open. 

C. Turning- circulation is stlinulated, deepe~ breathing encouraged, and press~~ 
areas are relieved when the patient is encourag-ed to move from his back to 
the side lying position. You should turn every 2 to 3 hours at least. 

1. A nurse Hill assist you 1-rith turning until you can turn alone. 

to i.TJlprove circulatiqn, prevent circulation, and prevent muscle 
c:ra.mps, 

1. The nurse Hill instruct the patient in the specific exercises for his 
surgery and the regimen as per protocol. 

E. Elastic Stockings - to promote circulation in the legs. 

1. Stockings are -vrorn for the length of the hospital stay, 

Fe Physical therapy - to help the patient v-rith exercises, ambulation, and 
strengthening of muscles. 

1. The physical therapist will be H±th the patient as indicated by the 
surgery and the physician. 

G. Noving and out of bed activities 

1. The nurse Hill instruct you in hoH to get out of bed in the ma!'l..ner "best 
sui ted for you, You Hill be taught hoH to vralk 1-ri th or Hi thout an 
assistive device. 
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Data .Collection Schedule 

Name --------~---------~-------------~---------------- Sex ---- Race -~-----~-

Age ---- Code # ----- Marital stat~s ~--- SMWD --- Education------------------

Previous admissions ~------ Date of admission --~-- Date of discharge-------~--

Previous surgery --------------------~-----

Surgical procedure ---------:---------~---- length. of stay -------~--------Days 

DAY DATE PAIN MEDICATION DOSAGE ROUTE TIME GIVEN AM/PM . COMMENTS N/V 

TOTAL NUMBER PER DAY 

DAY 1 

DAY 2 

DAY 3 

DAY 4 

DAY 5 

DAY 6 

DAY 7 

-· 

TOTAL UPON D/C --

ANTIEMETIC DATE ___ 

-
--

-·--

. SEDATIVE @ H.s.· 

DAY 1 
UAY ~ 

DAY 3 
DAY.4 

--f) OSAGE_ -T-I-Mg__ __ _coMMENT 
RGOTE 

.. 
; 
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PR.EOPZRATIV'S I~'TSTRUCTIOl"T 

II-;TRODUCTIOi·J: 

The follo1·ring information about your surge~J and the period of recoverJ and 

rehabilitation has been :prepc:.red to help mai~e your hospitalization as easy c.s 

possible. The info~ation may va~J but should not be a cause for alarm as your 

care is especially tailored to meet your needs. 

A:IXliSSION: 

The reasons for bringing you to the hos_:pi tal several days in advance of yo~r 

surgery are to alloH ample ti1·ne for the doctors to completely evalu~te your general 

health and any spec·ific problems that Ray affect your surgery, to run lab tests and 

x-rays, and for the nursing staff to instruct you, The physical therap~st may 

instruct you also. 

:NIGHT BEFORE SURGERY: 

You may or may not receive an enema before surgery. You ·vrill be asked not to eat 

or drink any thing after midnight until you come back from surgery. The doctor Hho 

vrill put you to sleep will come to visit you in the evening prior to surgery, 

The nurse will instruct you to scrubb your knee in preparation for surgery. If you 

are unable to scrub your k.11ee the nurse or her assistant ·Hill scrub it for you, 

HOPJ·TING OF SURGERY: 

You.will have your leg shaved by the shave technician. H~/she will then scrub the 

area and put sterile tO"tofels over the area, You should do the folloHing: 

1. Remove dentures, partial plates, Hatch, contact lens, glasses, 
jewelry and rings, If you 1-rish your rings may be taped on. 

2. Empty your bladder and put on a clean hospital go1,rn. .A nurse or 
her assistant Hill help you, 

The nurse or her 2ossistant vrill put elastic stockings on your leg, 

About an hour before your o:peration, you ;;-rill be given an injection vrhich vrill relax 

you and make you sleepy, This injection vrill make your mouth drJ also. The operating 

room transporter Hill come to take you to the operating room by stretcher. Your 
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About an hour youx operation, you Hill be given an injection nhich ~·rill 

r2lax you e..r:d :na:·~e you sleepy, This injection. ~·rill ~ake your mouth d::i:"J, also. 

The o:pera til1g roo1:1 transporter l·rill come to. teJce you to the operating roon by 

st:r..--etcher. Your rela~ives should Hait in yoUJ:' room, The doctor Hill talk to 

them there afer the surgery is completed, The surgei'iJ Hill usually take about 

tvro hours and you ·Hill be in the recovery room for about one hour. 

SURGERY: 

The incision is usually made on the side of the I~ee. It is abo~t 5 inches long 

and is curved. Your joint is replaced by one made of metal and plastic, The 

Imee prothesis ·is cemented in place with a special cement, after the L~plant 

has been tested Hi th the prothesis •. 

VITAL S IG1TS : 

After surgery, your blood pressure and pulse ·Hill be taken frequently. The inter-

vals will lengthen as tines goes on. You Hill continue to be checked through the 

night. 

X-RAY: 

An x-ray Hill 'be taken the day after surgei'iJ or befol."'e you go home. 

DRi\INAGE Tu.3E:S AND DRESSINGS: · 

During your operation the doctors w-ill place one or tHo plastic tubes called 

"hemovacs" in your knee, These tubes Hill be in place about 48 hours and are used 

to drain excess blood and fluid from the area of your incision, They are attached 

to a small suction container made of plastic. The nurse Hill check this container 

several t:L11es a day and will empty it about three· times a day, Your d:.ressing Hill 

consist of several layers of gauze, cotton ·Hadding, and an elasticized i·r.cap, A 

knee llmnobil~zing splint i·rill be used to splint and support your knee. You Hill 

uear this splint for several ·days, An ice bag may be place.d on your knee for 24 

or 48 hours. 

I I v. s AND BLOOD TRA.NSFUSIOITS: 

Don't be alarmed if you aHake after surgery and find that you are receiving blood. 

You may :ceceive blood during surgery c.nd after surgel."'Y• The aTilount you receive 

depends on the af.lount that you need. You Hill receive intravenous solutions until 
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you e.:ce eating and taking liauicls adequately, 

.Anti0iotics .e.,re given routinely as a :preventive neasure to Illost :9atients i·rho have 

this su:cgerj. They 1·rill "be given as :prescribed by your doctor, "IV" for the first 

day or tHo and then by mouth. 

PAIL-~ EEDICATIONS: 

l~n injection for pain Hill be :prescribed for you afte:!' surge~J. 'Jhen you are in 

pain please ask the nurse and she Hill give you the medication. The nedication 

can be given eve"".f:\J three (J) to four (4) hours if you need it, \:Tithin a couple 

of days you Hill probably· be taking a pill for pain in place of injections. Remember 

to let the nurse knoH Hhen you are in :pain. You will feel more comfortable doing 

your exercises if you are free of pain. 

A s·tool softener may 1::e given to you in order to prevent constipation. 

80UGHIEG AND DEEP BREA TniNG: 

It is important for you to take deep breaths and cough freg_uently •. Ever'J hour 

take (3) three deep breaths: upon exhaling on the third breath-cough, Yanning 

also helps to expand your lungs and prevent complications. Your doctor may order 

a respiratory therapist to come to help you to breathe deeply. He/she Hill bring 

a rr.achine to encourage you to breathe deeply, 

EXEHCIS~S: 

The nurse nill teach you exercises before surgery-that you Hill do after su:cgery, 

One that you can start.doing soon after surgery is to Higgle your toes on both 

feet and move your feet up and dov-rn using a circular motion. 

EXERCISES~ 

Quadraceps setting -: tighten knee as tight as possible - hold for a, 
count of 5 then let go. Do 10 times each hour to tolerance& 

J?lexion and Extension - bend foot tm·rard foot of bed and then toHard 
the head~ Hith operative knee straight and opposite knee bent, "lift 
operative leg stra.ight off the bed, Do 10 ti.rnes each hour to tolera.nce. 



sxercise one leg and then the otl:.er. These exercises \·rill be done 
before c.nd ·=~fter su:cz;e:cy. 

Gluteal exercises - pinch buttocT:s together - hold for a cQtmt of 
5 then rel2.:x, Do 10 tL11es each hour to tolerance, 

Tu::cning - a nurse Hill assist you Hi th turning until you can tur.(l. 
yourself. Turning Hill hel:p your circulation and breathing. It 
Hill also :prevent pressu_-re to your si:in. You should turn eve1.··y 2 
to 3 hours. 

Use your arm to maintain muscle strength and arm motion Hhile in bed. 

DT?T: 

Usually the day of surgery you Hill receive liquids and then progress according to 
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your tolerance to a select diet. If you have trouble Hith your food please let the 

nurse _knovr. 

:CIJASTIC STOCKINGS: 

You Hill be l·iearing elastic support stockings to promote circulation in yotrr legs. 

You vrill lrear them on the l.ll10perated ·leg only for a feH days and then on both legs. 

You Hill ·Hear them until you leave the hospital, The nurse. Hill rer.wve the stockings 

1-rhen you have your bath for a short t}-rne. If you have any burning or heel sore-

ness please report it to your nurse. You may receive aspirin or another medication 

to prevent problems 1·Ti th your veins. 

PHYSICAL THERAPY: 

The physical therapist ·v.rill teach you hou to do additional exercises and how to Halk 

vTi th a walker or crutches,· He/ she Hill tell you hoH much Height you are to put on 

the operative leg. The therapist and your nurse -vrill work together to prepare you 

to go home. 

i,~OVING . AND ACTIVITI!~S: 

Nurses 1·rill be present to encourage and. support your activities during your stay, 

Hhich is usually t-vro "Het:ks. Increa.sed activities Hill take hard 1-rork and con-

-centration on your part. Your rate of activity 1-rill be determined by your })rOsTess, 

your tolerance, and your doctor. 
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'I\3nt2. ti ve Schedule ::or the :?a tient to :\nticipc::te ?.egarding Care-Total I·:nee .Re:place~eEt: 

l. Head of bed say be elevated to comfort. 

2. I~nee iii'Znobilizer Hill be vrorn until discb .. are;e - it Hill be removed at intel~v.::..ls 

for dressing checks and changes and exercises. 

3. Pain medication Hill be given for pain relief, 

4. Approximately the fourth day, you Hill start to ·Halk 1-rith assist;i.ve device. 
Hill bear no Height on the operative side, 

5. ,~.pproxL.'ila tely the third de.y, you Hill be helped to sit up in a chair Hi th the 
operative leg elevated. 

6. You Hill receive intravenous solutions 1.u1til you are eating a.nd taking liauids 
adequately, 

7. Blood transfusions i·rill be given as needed. 

8. Clear liquids ·Hill be given after s1.1.rgery. 

9. Soft diet Nill "be given the second day after surgery. 

10, Select diet Hill be given on the third day after surgery and there after as 
tolerated, 

11. An ice bag Hill be applied to the Imee after surgery for the next 48 hours. 

12. You will 1:e placed on the bowel prograra (stool softeners) in order to assure 
norm.s.l bo1·rel fnnctioning, 

13. :Slastic stockings vrill be vrorn until discharge. 

lLr, The patient Hill 1)8 }?laced on the bor,.;el program in order to assure normal 
boHel functioning. 

15. Discharge planning is in progress. ?hysical thera~y Hill tes-ch you hoH to 
dress yourself, sit in a chair and on a commode as Hell as hovr to ambulate 
on stairs and tu1level surfaces. 
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.PREOF2HATIVE INSTRUCTION 

TOTAL JOINT ~PLACEi~IENT - HIP. 

INTRODUCTION: 

The following information about your surge~J and the period of recovery and 

rehabilitation has been prepared to help make your hospitalization as easy as 

possible. The information may vary but should not be a cause for alarm as your 

care is especially tailored to meet your needs, 

AD~1IISSION: 

The reason for bringing y.ou to the hospital several days in advance of your surgery 

are to allol-T ample for the doctors to completely evaluate your general health and 

any specific problems that may affect your surgery, to run lab tests and x-rays, 

and for the nursing staff to· instruct you, The physical therapist may instruct 

you also. 

NIGHT. BEFORE SURGERY: 

You may or may not receive an enema before surgery. You will be asked not to eat 

or drink anything after midnight until you come back from surgery. The doctor Hho 

will put you to sleep will come to visit you in the evening prior to surgery. 

The nurse will instruct you to scrub your hip in preparation for surge~J. If you 

---are unable to scrub you hip the nurse or her assistant will scrub it for you, 

~10RNll\fG OF SURGERY: 

You will have your hip and leg ~haved by the shave techniciana He/she will then·scrub the 

area and put sterile toYTels over the area. You should do the follm-Ting: 

1. Remove dentures, partial plates, watch, contact lens, glasses, 
jewelry and ~ings. If you wish your rings may be taped on. 

2. Empty your bladder and put on a clean hospital 'gown. A nurse or 
her assistant will help you. 
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The nu_~e or her s.ssistant ',·rill put elastic stockings on your leg .. 

. ~_bout an hou~ "cefo:..~ your opention, yo'J. will be given an injection Nhich Hill 

relax you and make you sleepy. This injection will make your mouth d_ry also. The 

operating room transporter will come to take you to the operating room by stretcher. 

Your relatives should wait in your room, The doctor Hill talk to them there after 

the surgery is completed, The surgery will usually take about two hours and you Hill 

be in the recovery room for about one hour. 

SURGERY: 

The incision is usually made in the back of the hip or the side of the hip. It will 

be about 8 inches long and is curved. Your joint is replaced by a hip prothesis 

made of metal and plastic. The hip prothesis is cemented in place with a special 

cement, after the joint mobility has been tested with the prothesis. 

VITAL SIGNS: 

After surgery, your blood pressure and pulse will be taken frequ~ntly. The interval 

will lengthen as time goes on. You will continue to be checked through·out the night. 

X-RAY: 

An x-ray may be taken ·the _day after surgery or before you go home, 

DRAINAGE TUBES AND DRESSINGS: 

During your opera.tion the doctor will place one or two plastic tubes called "hemovacs" 

in your hip. These tubes will be in place about 48 hours and are used to drain 

excess blood and fluid from the area of your incision. They are attached to a small 

suction container made of plastic. II'he ·nurse will check this· contai"ner several times 

a day and will empty it about 3 times a day. Your dTessing will consist of several 

layers of gauze and may be secured by an elastic device to hold it in place. This· 

elastic bandage will provide support and splint your hip. An ice bag may be placed 

on your hip for 24 or 48 hours-. 

IVs AND BLOOD TRANSFUSIONS: 

Don't be alarmed if you·aHake after surgery and find that 1you are receiving blood. 

You may receive blood during surgery and after your surgery. The amout you receive 



depends on the amount that you need, You Hill receive intravenous so2.utions until 

you 2~r8 eati!1g and taking liquids adequatelyQ 

ANTIBIOTICS: 

Antibiotics are given routinely as a preventive measure to most patients Hho have 

this surgery. They will be given as prescribed by your doctor, IV for the first 

day or tHo and then by mouth, 

PAIN I:1lEDICATIONS: 

An injection for pain will be prescribed for you after surgery, ~·lhen you are in 

pain, please ask the nurse and she will give the medication. rhe medication can 

be given every 3 to 4 hours if you need it. '!:lith in a couple of days, you 1-rill. 

probably· be taking a·pill for pain in place of the injections. Remember to let 

the nurse know when you are in pain. Yo-u will feel more comfortable doing your 

exercises if you are free of pain, 

BO~~JEL PROGRA11: 

A stool softener may be given to prev~nt constipation. 

COUGHING AND DEEP BREATHING: 
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It is important for you to take deep breathe and cough frequently. Every hour take 

(3) three deep breaths: upon exhaling on'the third breath-cough. Yawning also 

helps to expand your lungs and prevent complications, Your doctor may order a 

respiratory therap~st to come to he~p you to- breathe deeply, He/she will bring a 

mach~ne to encourage you to breathe ~eeply. 

EXERCISES: 

The nurse will teach you exercises before surgery that you vrill do after surgery. 

One that you can start doing soon after surgery is to wiggle your toes on both feet, 

and move your feet up and down using a circular motion. 

EXERCISES: 

1, Quadraceps setting - tighten knee as tight as possible-hod 
for a cout of 5 then let· go. Do 10 tL~es each hour to 
tolerance. 



2. Flexion and Extension - bend foot to1·1ard foot of ood and then 
toHard the head. r:ri th opera.tive knee straight and opposite 
1~~ee bent, lift operative leg straight off the bed. Do 10 
times each hour to tolerance. 

J. Exercise one leg and then the other - these exercises Hill be 
done before and after surgeX"J. 

4. Gluteal exercises - pinch buttocks together - hold for a cou.Ylt 
of 5 then relax. Do 10 tL~es each hour to tolerance. 

5. Turning - a nurse will assist you with turning until you can 
turn yourself. Turning will help your circulation and breathing. 
It l'fill also prevent pressure to your skin. You should turn 
every 2 to 3 hours, 
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Use your arm to maintain muscle strength and arm motion while in bed. 

DIET: 

Usually the day of surgery, you will receive liquids and then progress according to 

your tolerance to a select diet, If you have trouble with your food, please let the 

nurse know, 

ELASTIC STOCKINGS: 

You will be wearing elastic support stockings to promote circulation inyyour legs. 

You 1·rill wear them on the unoperated leg only for a feH days and then on both legs. 

You will Hear them until you leave the hospital. The nurse Hill remove the stock-

ings when you have your bath for a short time, If you have any burning or heel sore-

ness please report it to your nurse. You may receive aspirin or another medication 

to prevent problems 1·Ti th your veins. 

PHYSICAL THERAPY: 

The physical therapist will teach you hoH to do additional exercises and hoH to walk 

with a walker or crutches. ·He/she will tell you .how much weight you are to put on 

the operative leg. The therapist and your nurse will 1-rork together to prepare you 

to go home. 

!10VING ACTIVITIES : 

Nurses will be present to encourage and support your activities during your stay, · 

1-1hich is usually two weeks. Increased activities will take hard rmrk and concen-

tration on your part. Your rate of activity Hill be determined by your progress, 

your tolerance, and your doctor. 



TENTATIVE SCI-iEDl.JT.uE FOR PATIENT TO ANTISlPATS REG."'~RDIHG CARE: 

1. Flat in bed 'Hi th or without abduction pilloH for three days, head may be 
up 20- 30°. 

2. Pain medication Hill be given for :pain relief. 

3. You will not be able to turn unless pillow is in place, limited to 40° to 
other side. 

4. Approximately the 3rd day, you will be able to sit on the side of the bed 
or stand at the side of the bed according to your doctor. 
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5. Approximately the 4th day, you will be able to begin to walk with an assistive 
device. 

6. Intravenous fluids will be given 3 days. 

7. · Transfusions .will be given as needed. 

8. Clear liquids will be given after surgery. 

9. Soft diet Hill be given the second day after surgery. 

10. Select diet will be given on the third post-operative" day and thereon if 
tolerated. 

11. An ice bag will be on the hip after the surgery and for the next 48 hours. 

12. Elastic stockings will be worn until discharge. 

13. You will be placed on the boNel program (stool softeners) in order to assu:re 
normal bowel functioning. 

14. Discharge planning is in progress. Physical therapy will teach you how to 
dress yourself, sit in a chair and on a commode as well as hoH to ambulate 
on stairs and unlevel surfaces. 
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PHEOPERA.TIVE INSTRUCTION 

LUNBAR Ll ... i•:INS8TOi1Y 

INTRODUGTION: 

The folloi·Ting information a bout your surgery and the period of recovery and 

rehabilitation has been prepared to help make your hosP.italization as easy as 

possible. The information may vary but should not be a cause for alarm as your 

care is especially tailored to meet your needs. 

AD!1ISSION: 

The reasons for bringing you to the hospital several days in advance of your 

surgery are to allow ample for the doctors to completely evaluate yotir general 

health and any specific problems that may affe.ct your surgery, to run lab tests 

and x-rays, and for the nursing staff.to instruct you. 

NIGHT BEFORE SURGERY: 

You amy or may not receive an enema before surgery. You will be asked not to eat 

or drink anything after midnight until you come back from your surgeT"J. The 

doctor who will put you to sleep for your surgery will visit you in the evening 

prior to surge~J. 

SURGICAL SCRUB: 

You will have a scrub to your back the night before surgery by a nurse or her 

assistant. A antiseptic so~p will be used to decrease the chances for infection. 

HORNING OF SURGERY: 

You will have your entire back shaved by the shave technician. He/she will then 

scrub your back with an antiseptic soap. You may have sterile toviels placed over 

the scrubbed area. You should do the follo-vring: 

1. Remove dentures, partial plates, watch, rings, and other jewelry, 
contact lens, and glasses. ·rf you vTish your rings may be taped on. 

2. Empty your bladder and put on a clean hospital gown. A nurse or 
her assistant will help you. 
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The nurse or her assistant Hill put elastic stockings on you at this ti~e. 

About an hour before your operation, you Hill be given an injection which 

Hill relax you and make you sleepy. This injection HilJ.. make your mou.th dry 

also, The operating room transporter will come to take you to the operating room 

by stretcher. Your relatives should Hait in your room, The doctor will talk to 

them there after the surgery is completed, The surgery will usually take about 

two hours and·you will be in the recovery room for about one hour, You will be 

placed on your bed in the operating room after surgery and will return to your 

room in your bed, 

SURGERY: 

The incision is usally six to eight inches long and is in the center of your back 

near your waist. 

VITAL SIGNS.: 

After surgery, your blood pressure and pluse will be taken frequently. The 

intervals will lengthen as time goes~on. You will be checked through the night. 

DRESSINGS: 

You will have a dressing of several layers of gauze to your back held secure by 
.. 

nylon tape. This dressing is usually tight and will be changed the next day and 

not be as tight. The nurse will check your dressing several times a day to make 

sure it is clean and dry, 

IVs and BLOOD TRANSFUSIONS: 

Don't be alarmed if you awake after surgery and find. that you are receiving blood. 

It may be necessary for you to receive blood during surgery and sometL~es after-

·wards. The amount you receive will depend on your needs. You will receive (IV) 

intravenous fluids until you can take fluids adequately by mouth. 

PAIN r'r~DICATIONS: 

An injection for pain will be prescribed for you after surger"J. Hhen you are in 

paln please ask the nurse and she will give you the medication.· The medication 

can be given every 3 to 4 hours if you need it ... Hi thin a couple of days you will 
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probably be tak~ng a pill. for pain in place of the injections. Remember to let 

the nurse ?..noH Hhe:J. you are in pain. You Hill feel more comfortable doing your 

exercises if you are free of pain. 

BO\·TEL PROGRAH: 

A stool softener will be given to keep you from being constipated. 

COUGHING AND DEEP BREATHING: 

It is important for you to take deep breaths and cough. PerioQ.ically take 3 deep 

breaths; upon exhaling the third. breath, cough. YaHning also helps to expand 

your lungs and prevent complications. Your doctor may order a respiratory thera-

pist to come to help you breathe deeply. It is helpful to splint your incision 

when you cough in order to reduce pain, This is done by having someone hold a 

pillow to your back or help you to lie on your back. 

LAB WORK: 

A blood speciman vrill be drawn the first morning after surgery to check· the amount 

of blood lost, if any. 

EXERCISES: 

The nurse will show you what exercises to do after your ~~:~~:ixgery, One that you can 
"#':_-~ 

start doing soon after surgery is to wiggle your toes on both feet, move your feet 

up and do-vm-;--and make -c-frcuiar -movements with your ankle. You should move your 

legs as if you were riding a bicycle several times a day.~ This will increase 

circulation, prevent complications,. and prevent muscle cramps, 

TURNING A}ID POSITIONING: 

The nurse or an assistant will help you to roll-as-a-log from side to side. After 

the first day or two, you will be able to turn yourself. 

\'Then you are on your back you will find it helpful to bend your knees, with or 

without a pillow. You can also lie on your side with your knees bent and a pilloH_ 

betvreen your legs. These positions relieve pressure in your ·back. 



DIET: 

You will have a liquid diet the firsi surgical day. If tolerated you ;Till progress 

to a select diet. Don't worry if you. don't feel up to eating solid. food.. The 

important thing for you to do is to drink fluids frequently. 

ELASTIC STOCKINGS: 
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You Hill wear elastic stockings to promote circulation in your legs. You 'fill wear 

them until you leave the hospital. ·The nurse or her assistant will remove the 

stockings rrhen you have your bath for a short time. If you have any burning or 

heel soreness please report it to your nurse. 

ACTIVITIES: 

A nurse will be available to encourage and support·your activities during your stay 

which is usually 7 days. Increased activities will take hard work and conceri'tra tion 

on your part. Your rate of activity will be determined by your progress, your 

tolerance, and your doctor. 

\I 
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'Y.SNTATIVE SGHEDULE FOR THE PATIENT TO ANTICIPATE HEGARDING CAR8 - LUHBAR LA~;~INECT:Ji:lY: . 

1. Head of bed will be elevated 20 to 300 
tolerance. 

It will gradually be raised to. 

2. Comfort Hill be prqvided for with pain medication. 

J, Approximately the third day-you will sit on the side of the bed with assistance 
and if tolerated will sit in a chair for a short period. 

4. Approximately the fourth day-will walk in the room with assistance, the hall 
as desired there after. 

5. Intravenous (IV) fluids will be given the first day as needed. 

6. Blood transfusions will be given as needed. 

7. Clear liquids will be given the day of surgery. 

8. Select diet will be given the second surgical day. 

9. · Blood will be drawn the second surgical day. 

10. Elastic stockings will be worn until discharge. Sutures will be removed usually 
the 5th day after surgery. 

11. You will be placed on the bowel program (stool softeners) in order to assure 
normal bowel functioning. 

12. Discharge planning is in progress. The nurse will instruct you in proper body 
mechanics to help you protect your·back. 



INTRODUCTION: 

PREOPERATIVE INSTRUCTION 

CERVICAL LAMINECTOMY 

106 

The following information about your surgery and the period of recovery and 

rehabilitation has been prepared to help make your hospitalization as easy 

as possible. The information may vary but should not be a cause for alarm 

as your care is especially tailored to meet your needs. 

ADMISSION: 

The reasons for bringing you to the hospital several days in advance of 

your surgery are to allow ample time for, the doctors to completely evaluate 

your general health and any speci.fic problems that may affect your surgery, 

to run lab tests and x-rays, and for the nursing staff to instruct you. 

NIGHT BEFORE SURGERY: 

You may or may not receive an enema before surgery. You will be asked not 

to ear or drink anything-after midnight until you come back from surgery. 

The doctor who will put you to sleep will come to visit you in the evening 

prior to surgery. 

ANTISEPTIC SHAMPOO: 

You will be given a shampoo with an antiseptic shampoo solution the night 

before surgery. You will have your hair clipped low from the top of each 

ear across the back ·of your head. This is.usually three inches on the back 

of the head. Every attempt is made to remove only the amount of hair 

necessary and the hair cut is not usually noticed from the front of the 

head. 

MORNING OF SURGERY: 

You will have the area in back of your head· from where the hair was clipped 

shaved by the shave technician. This area will then be scrubbed with an 
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antiseptic soap. You should do the following: 

1. Remove dentures, partial plates, watch, rings and other jewelry, 
contact lens, and glasses. If you wish your rings may be taped 
on. 

2. Empty your bladder and put on a clean hospital gown. A nurse or 
her assistant will help you. 

You may have a catheter (tube) inserted in your bladder before you go to 

surgery. This tube will help you pass your urine for the first day or two 

in order to help you to be more comfortable. 

The nurse or her assistant will put elastic stocking on you at this time. 

You will be taken to the x-ray department and have a special needle placed 

in the large vein in one of your arms. You will receive intravenous fluids 

through this vein. This procedure is done in x-ray so that an x-ray can 

be taken to make sure the needle is in the vein correctly. 

About an hour before your surgery, you will be given an injection which 

will relax you and make you sleepy. This injection will make your mouth 

dry also. The operating room transporter will come to take you to the 

operating room by stretcher. Your relatives should wait in your room. The 

doctor will talk to them there after the surgery is completed. The surgery 

will us8ally take about two hours and you will be pl~ced on your bed in the 

operating room after surgery and will return to your room in your bed. 

SURGERY: 

The incision is usually 4 to 5 inches long and is in' the center of your 

neck. 

VITAL SIGNS: 

After surgery, your blood pressure and pulse will be taken frequently. The 

intervals wi11 lengthen as tim~s goes on. You will be checked throughout 

the night. 



DRESSINGS: 

You will have a dressing of several layers of gauge to your neck held 

secure by nylon tape. This dressing is usually tight and will be changed 

the next day and not be as tight. The nurse will check your dressing 

several times a day to make sure it is clean and dry .. 

IV'S AND BLOOD. TRANSFUSIONS: 

Don't be alarmed if you awake after surgery and find that you are receiv

ing blood. It may be necessary for you to receive blood during surgery 

and sometimes afterwards. The amount you receive will depend on your 

needs. You will receive IV fluids ~ntil you can take fluids adequately 

by mouth. 

PAIN MEDICATION: 

An injection for pain will be prescribed for you after surgery. When you 

are in pain please ask the nurse and she will give you the medication. 

The medication can be given every 3 to 4 hours if you need it. Within 

a couple of days you will probably be taking a pill for pain in place of 

the injections. Remember to let the nurse know when you are in pain. 

BOWEL PROGRAM: 

A stool softener will be given to keep you from being constipated. 

COUGHING AND DEEP BREATHING: 
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It is important for you to take deep breaths and cough .. Periodically take 

3 deep breaths; upon exhailing the third breath, cough. Yawning also helps 

to expand your lungs and prevent complications. Your doctor may order 

a respiratory therapist to come to help you breathe deeply. It is helpful 

to splint your incision when you cough in order to reduce pain. This is 

done by having someone hold a pillow to the back of your neck or to lie 

back in bed with your head on a pillow. 
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ACTIVITIES: 

A nurse will be available to encourage and support your activities during 

your stay which is usuall~ 7 days. Increased activities will take hard 

work and concentration on your part. Your rate of activity will be 

determined by your progress, your tolerance, and your doctor. 



'. 
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LAB WORK: 

A blood specimen will be drawn the first morning after surgery to check the 

amount of· blood lost, if any. 

EXERCISES: 

The nurse will show you what exercises to do after your surgery. One that 

you can do soon after surgery is to wiggle your toes on both feet, move 

your feet up and down, and make circular movements with your ankle. You 

should· move your legs as if. you were riding a bicycle ~everal times a day. 

This will increase circulation, prevent complications, and prevent muscle 
., 

cramps. 

TURNING AND POSITIONING: 

The nurse or her assistant will help you to roll-as-a-log from side to 

side. After the fir~t day or two you will be able to turn youself. 

When you are on your back you will find it helpful to bend your knees, 

with or wi~hout a pillow. You can. also lie on your side with your knees 

bend and a pillow between your legs. These positions ·will relieve pressure 

along your neck and._back. A ~mall firm pillow is more comfortable to your 

neck than a large soft pillow. 

DIET: 

You will have a liquid. diet the fiist surgical day. If t~lerated, you will 

progress to a select diet. Don't worry if you ~on't feel :up to eati~g 

solid food.· The important thif!.Q for you· to do is to drink fl'uids 

frequently. 

ELASTIC STOCKINGS: . 

You will wear elastic stocking·s to promote circulation in your legs. You 

will wear them until you leave the hospital. The nurse or h~f·assistant 

will remove the stocking$ ~hen you have your bath for a sho~t·time. If 
~ .I 

you have any burning or heel. soreness, please report it to your nurse. 
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TENTATIVE SCHEDULE FOR THE PATIENT TO ANTICIPATE REGARDING CARE -
CERVICAL LAMINECTOMY: , 

1. Head of bed will be elevated 10 to 20°. It will gradually be raised 
to tolerance. 

2. You will have a small firm pillow or folded pillow under your head for 
the first day or two. 

3. Comfort will be provided for with pain medication. 

4. Approximately the third day - you will sit on the side of the bed with 
assistance and if tolerated, you will sit in a chair for a short period. 

5. Approximately the fourth day- you will walk in the room with 
assistance, will progress to walking around the ward as desired. 

6. IV fluids will be given the first day as needed. 

7. Blood.transfusions will be given as needed. 

8. Clear liquids will be given the day of surgery. 

9. Select diet will be given the second surgical day. 

10. Blood will be drawn the second surgical day. 

11. If a catheter has been inserted in the bladder, it will be removed 
when you get out of oed. . 

12. Elastic stockings will be worn until discharge. 

13. A soft cervical collar may .be used to splint and support your neck. 

14. Sutures will usually be removed the 5th day after surgery. 

15. You will be placed on the bowel program (stool softeners) in order 
to assure normal bowel functioning. 

16. Discharge planning is in progress. The nurse will instruct you in 
proper body mechanics-to help you protect your neck and your back. 



.APPENDIX J 
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Dear former patient: 

I am a graduate nursing student at the medical College of Georgia. As part of 

my requirements for graduation, I am conducting a study ~tL·Candler General Hospital 

on patients' responses to going into the hospital and having surgery. ·.;:ill you please 

take the time to complete the enclosed questionnaire? The questions in the questionnaire 

relate to your hospital experiences. 

The questionnair~ takes approximately 10 minutes to complete. The potential be~efit 

of this study is the gathering of needed information _which may help nurses provide 

better patient care in the future. 

I v-rill be glad to ansHer any questions that you may have about the study. r·Iy telephon,e 

number is -at Candler General hospital. You will not be personally identified 

in any use of the data. Please do not ~ut your name on the questionnaire. 

Participation in the stuiy is voluntary. However, I will deeply appreciate your help. 

Please return the completed questionnaire to me in the self-addressed stamped envelope 

at your earliest coovenience. 

Thank you for your time and participation. 
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PATIENT QUESTIONNAIRE 

AFTER SURGERY 

The following pages contain questions about some of the experiences and 

feelings patients report after they have had an operation. There are no right 

or wrong answers. Let your own personal feelings determine how you answer the 

questions. 

Each question is followed by a number of statements or choices. Read each 

question and decide which one of the choices provided best describes your feel~ 

ings or experiences. Mark an "X" on the line next to your choice.· If"none of 

the choices seems to apply exactly, please select the one which comes the closest 

to your feelings or experience, Please answer every question. 

1. During the first few hours after you woke up from the anesthetic, did you 
feel at all afraid or worried? 

---
---

Not at all afraid or worFied. 
Slightly afraid or worried •. 

--- Fairly afraid or worried. 

--- Very afraid or worried. 

--- Extremely afraid or worried. 

2. During the first few days after your operation, how intense was the most 
severe anxiety or fear you experienced? 

--- Extremely intense anxiety or fear. 
Very intense anxiety or fear. 
Fairly intense anxiety or fear. 

--- Slightly intense anxiety or fear. 

---=--- Experienced no anxiety or fear. 

3, How often did you experience any fear or anxiety? 

--- Many times 
Occasionally 

--- A few times 
Once or twice --- Not at all ---

4. Before the operation, you probably had in mind a number of-experiences you 
expected to happen to you after the surgery. How many of these experiences 
actually did occur? 



_____ Almost all of the expected experiences did occur. 

---- Most of the expected experiences did occur. 
----- A large number of the expected experiences did occur. 

---- A few of the expected experiences did occur. 
---- Almost none of the expected experiences did occur. 

5. Thirik over the various unpleasant events that occured immediately after 
your operation. How many of these unpleasant events were you told about 
beforehand? 

---- Was told about practically all of the unple_asant events, 

---- Was told about most of the unpleasant events, 

----- Was told about a large number of the unpleasant events. 

---- Was told about a few of the unpleasant events. 

--- Was told about practically none of the unpleasant events. 
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6. Before surgery you probably had an idea of how much pain you would have _ 
the first few days of the recovery period. How close did your expec-tations 
come to what you actually·experienced? 

--- Extremely severe pain or discomfort. 

--- Considerable amount of pain or discomfort. 

--- Moderate amount of pain or discomfort. 

---- Slight amount of pain or discomfort. 

--- Hardly any pain or discomfort. 

7~ Before surgery you probably had an idea of how the operation would affect 
you during the first few days of the recovery period. How close did your 
expectations come to what you actually experienced? 

The experience was much worse than I expected. 
The experience was a little worse than I expected, 
The experience was about what I expected. 
The experience was a little better. than I expected. 
The experience was much better than I expected, 

8. How much confidence and trust do you have in the P.~ing staff that has 
been giving you your care? 

Complete confidence and trust. --- Almost complete confidence and trust. --- Fair amount of oonfidence and trust •. --- Slight amount of confidence ·and trust. --- Almost no confidence and trust .. ---
9. In general, how much satisfaction and dissatisfaction have you had with your 

care since the operation? 

Almost complete satisfaction. --- More satisfaction than dissatisfaction. ---
--- About equal amounts of sati~faction and dissatisfaction. 

More dissatisfaction than satisfaction. --- Almost complete dissatisfaction. ---
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10, If you did have some surprising experiences after the operation, would you 
please give.a brief description of the two or th:ree evsnts that had the 
greatest impact on you: 

1. 

2. 

3~. 



This aection is abo~t the ~nforwation you actually received before your s~rgerJ. 

Please check the appropriate boxes. 

1. Location of the incision 

2. 1·lhether or not medication was to be 
given. before going to the operating 
room ••• 

3. Hhether or not you would be asleep 
during the operation ••. 

4. 1ihere in the hospital you would be 
1 taken after the operation was over., 

5. 1·Thether· or not you Hould receive any 
intravenous (IV) fluids after the 
operation ••• 

6, How much pain or discomfort to ex
pect after the operation ••• 

7. Hhat kind of medications and treat
ments you would receive after the 
operation ••• 

8, How soon you would be able to get out . 
of bed.,. 

9, When you could expect to be discharged 
from the hospital ••• 

10. Hhether or not you would have any 
drainage tubes after the operation, 
(for example, a tube in the bladder 
or a t~be from the incision) . 

Received 
Information 

Dl.B. not receive 
information 
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In general, what kind of information did you receive about your operation and the recovery 

period? 

All the information was distressing. 

i'·ios.t all of the information was distressing. 

Some 'of the information was distressing and some reassuring. 

r·1ost. of the infonnation was reassuring. 
: l 

All :df the info:cmation was reassuring. 




