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ABSTRACT
In this research study, the effect of structured preoperative
teaching on artxiety.and compliance was examined.

The researcher

hypothesized that patients who received the structured preoperative
teaching would experience less anxiety postoperatively and would exhibit
more compliance to the specific postoperative routines of turning,
coughing, deep breathing, incentive spirometry and ambulation.
study utilized a quasi-experimental research des1gn.

The

Ten subjects,

undergoing a variety of lower abdominal surgeries, were assigned to
either an experimental or a control group.

Demographic data, such as

age, sex, marital status, and amount of education, and subjective data,
including the Sirne preoperative questionnaire and the Zung self-rating
anxiety scale, were obtained preoperatively before teaching was begun.
Subjective data utilizing the Sime postoperative questionnaire and
objective data, using the Tessier cornpliance.to postoperative routines
scale were obtained postoperatively.

Analysis of variance and analysis

of covariance were used to analy"ze the data.
supported.

Both hypotheses were

The results of· the study showed th.at preoperative teaching

did lessen anxiety and did increase compliance to the postoperative
routines.
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Chapter I
The Study Problem
Entering the hospital for any reason is very stressful and anxiety
provoking for a patient (Janis, 1958, Johnson, Dabbs, & Leventhal, 19'70;
Tot as, 19 78).

The stress and anxiety are increased when the admission is for

a surgical problem.

When

a patient

enters the hospital, typically he feels

confused because everything around him is strange and new.

He is removed

from his home and usual role functions; thus, he does not know what is expected
of him.

He is separated from his family and his friends who usually provide

him with. support.

He is also stripped of hi.s identity.

a label on him, as a "patient."

The hospital imposes

He is not a person anymore, with individual

human qualities, but a patient with a diagnosis.

As a result, the patient

becomes anxious and his stress level increases, especially if he does not
know what is happening.
Janis {l958) conducted a study of the psychol_ogical effects of sll:rgery.
In this study, he found that more than 75% of the

pa~ients

expressed a

-moderate to a high degree of preoperative anxiety, and the runol.Ult of anxiety
increased as the .hour of sll:rgery

approa~hed.

This study also documented

that high preoperative anxiety is likely to have mal.ignant postoperative
effects.which may be negated by information given preoperatively.

The· staff

nurse is in a position to decrease the patient's stress and

anxiety by e.xplaini_ng to the patient what is happening aroun'd him and what
is happeni_ng to him.

By providing information to the patient about what is

going on around him and what is goi_ng to happen to him, he can-feel more
comfortable about his hospitalization (Johnson, Dabbs, & Leventhal, 1970).
How.eirer, ·many nurses are busy, establish other priorities, and do not take
the' time to spend with the patient to

e~plain

what is happeni_ng to him in
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order to decrease his stress and anxiety.
~erefore,

many patients who are admitted to the hospital for surgery

are given an inadequate amount of preoperative teaching.

The teaching is

usually limited to the respiratory and circulatory measures that
required postoperatively.

w~ll

be

Much of the time, the patients do not receive any

preoperative instruction and yet they are expected to perform these measures
postoperatively.

Also, a minimal amount of effort on the part ·of the nurs.e

is given to the assessment of the patient's preoperative emotional condition
and attempts to allay any anxiety and stress.

Frequently, nurses do not

take into account· the educational backg.round of the patients, or whether
they understand what is going on around them and what is being done to them ..
What seems to be lacking in .many teaching programs .are the implementation of
mental status exams; the assessment of stress levels, educational background
and teaching modalities related to the type of surgery; and determination of
the patient's ability to comply.

The type a.f illness. and the type of surgery

that the patient will undergo has an effect on the patient's emotional
condition, his level of stress and anxiety and his ability to comply with
the hospital procedures.

These factors influence the type of teaching the

patient receives an.d his. length of hospitalization (Lindeman, 19 72; Schmitt
& Wooldridge, 1973; Wolfer &.Davis,_ 1970).

For purposes of this study, the

term "compliance" is used to describe the· patient's performance in
connection· with
his cooperation with procedures taught preoperatively,
.
.
such as coughing, deep breathing, turning, early ambulation and incentive
spirometry.

Compliance or cooperation with

th~

performance of these procedures

is important for the surgical patient since the performance of these
procedures aids in the decrease of anxiety and aids in the·prevention of
postoperative complications.
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The problem of patient compliance to (lDY type of regimen is a major
unsolved problem in nursing, medicine, and the allied health sciences.
Teaching a patient about his disease process will influence a patient's
compliance to the treatment regimen.

Compliance has been studied

extensively in relation to ·drug re·gimens in any disease process (Linde &
Janz, 1979; Robbins, 1980).

To the author's knowledge, only two studies

have been conducted on a patient's compliance to postoperative procedures
(Lindeman

&Aernam,

&Wooldrige,

1970; Schmitt

1973).

A measure of the

·compliance in both studies was based on the type of preoperative teaching
used.
Purposes of the Study
The purposes of this study were ·to measure:
1.

The effects of structured preoperative teaching on the anxiety

level of the postoperative patient.
2.

The effect$ of structured preoperative teaching on the compliance.

behavior of the postoperative patient.
Need for the Study
Several studies have been conducted on the effects of variables such
- 'i

as the.preoperative teaching of coughing and·deep breathing techniques, the
amount of postoperative analgesics, ·and vital signs on the postoperative
patient's outcome (Johnson, Dabbs,

&Leventhal,

1970; Lindeman, 1972;

Lindeman & Aernam, 1971). .Most of the· studies cited were undertaken in
the early 1970's.

The author found only two studies that. were undertaken

fairly recently, one conducted by Hegyvary and Chamings in 1975 and one
- conducted by Davis in 1981.

Studies have been conducted on compliance in

relation to drug regimens and patient teaching for individuals with diabetes
mellitus

~d

hypertension (Linde

&Janz,

1979; Robbins, 1980).

No published

4.

studies could be located on compliance in relation to the postoperative
patient.

Nurses need definitive data on the relationship between structured

preoperative teaching and the reduc'tion of anxiety in a postoperative patient.
Nurses also need to know whether or not a relationship exists among the type
and amount of structured preoperative teaching, the reduction of anxiety,
and the compliance of the patient to postoperative

routines.

If a

relationship exists among these ·factors, the quality of nursing care
administered to preoperative and postoperative patients will improve through
the use of structured preoperative teaching

m~thods.

Nurses need to look more

closely at their methods of teaching and. its effect on the patients.
Assumptions
For the purpose of this study, the following assumptions were made:
1.

Patients perceive the hospital and impending surgery as a

stressful event.
2.

Stressful events evoke anxiety.

3.

Anxiety·will influence the compliance pf a patient.

4.

Man is capable of learning.
Hypotheses

For the Pl:lrpose of this study, the following hypotheses were tested:
.1.

Patients who receive structured preoperative teaching will

demonstrate less post.opera,ti ve anxiety than patients who receive the routine
preoperative teaching.
2.

Patients who receive structured preoperative teaching will

· d.emonstrate more compliance to the spesific postoperative routines of.
turning, ·coughi!lg, deep breathi!lg, incentive spirometry, and arnbulation than
patients who receive the routine preoperative teaching.
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Definition of Terms
For purposes of this study, the following terms were defined:
1.

Acute surgical health problem is a -condition of less than a month's

durati_on but more than two days duration which requires surgery for its
alleviation.
2.

Adult surgical patient is a patient twenty-one years of age and.

older who entered the hospital for surgery.
3.

Ambulation is body movement when the patient gets out of bed and

walks.
4.

Anxiety is a state of apprehension, dread, foreboding, and a feeling

of uneasiness that is related to an unidentifiable source of anticipated
danger.

In this study, anxiety is measured by the Sime scale and the self

rated anxiety scale.
5.

Coughing is a type of forced expiration in which a forceful

contractipn of the abdominal muscles pushes the abdominal viscera against
the diaphragm, thereby decreasing the thoracic volume suddenly causing a
rapid

expuls~on

6.

of air from the lungs.

Compliance is patient cooperation with procedures presented, such

as coughing, deep breathing, incentive spirometry, ambulation.

Patient

perfonnance evaluated in terms of the patient's behavior, i.e. , how he
reacts to the postoperative routines.

rn·this study compliance is measured

by the Tessier compliance scale as found in Appendix E.
7.

Deep breathing is

flatteni~g

of the dome of the diaphragm during

. inspiration with resulting enlargement of the upper abdomen as air rushed
·in.

The abdominal muscles and diaphragm are consciously contracted during

expiration.
8.

Elective surgery is surgery performed on the wi'shes of the patient

and does not include emergency surgery.
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9.

Incentive spirometry is a device used to encqurage deep breathing

to promote a maximum patient effort in .achieving a slow gradual deep breath,
followed by a two to three second pause at the end of inhalation.
10.

Routine preoperative teaching is the. staff nurses' use of informal

procedures to instruct patients prior to

surg~ry

which usually includes

turning, coughing, deep breathing, and ambulation.
Structured individual· preoperative teachl.ng is the research nurse's

11.

use of

~

previous.ly established outline to instruct the patient prior to

surgery (See Appendix A for the outline).
12.

Turning is the patient moving from side to side in bed.
Limitations

A number of limitations were identified:
1.

Patient teaching may not be the only· indicator of compliance

behavior in postoperative patients.

Future studies need to_ consider th·e

incorporation of many other variables that influence compliance behavior,
such as the demographic features of the patient and the interaction between
. a provider (illld a patient.
2.

Those imposed by the definition of terms and the criteria for .

. selection of patients,
3.

wh~ch

will be included later in this paper.

The sample may not be representative of the total population of

surgical patients .. ·other studies need to be conducted utilizing different
types of surgeries, such as upper abdominal surgeries.
4.

The length of surgery also needs to be considered.

This may have

an affect on both st-ress and anxiety preoperatively and postoperatively
and the compliance.rate postoperatively.
5.

The amount and the type of analgesics required.

6.

Postoperative complications may affect compliance.
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In this chapter, the study

proble~

has beeri discussed.

Purposes for

the study, assumptions;· hypotheses and definition of terms are included
in this chapter.

The next chapter will contain the review of literature •.

Chapter II
Review of Literature
The literature has been reviewed in regard to the concepts of
anxiety, preoperative teaching, and compliance, and their affect on the
surgical patient.

The relationship among anxiety, preoperative teaching,

compliance and the surgical experience is presented be'low.
Anxiety and Surgery
When a patient enters the hospital for surgery, he experiences stress,
which is manifested in various degrees of anxiety.
as a result of entering the hospital environment,

This anxiety occurs
w~ich

is interpreted by

the patient as being "strange"'because of its rules, such as visiting hours
and mealtimes.

Being

~n t~e

hospital and undergoing surgery is a new

experience for the patient because he does not know what will happen to
, him.

In his study of the psychological effects of su,rgery, Janis
i

.

.

found that more than 75% of the

patien~s e~erienced

~egree

and the amo.unt

of preoperative·

~xiety,

approache~.

hour of sll:rgery

(19~8)

.

a moderate to a high

~f anxie~y

increased as the

This· anxiety occurs because sll:rgery has three

.niajor dangers associated w:ith it--experiencing pain, body damage and dying.
•

I

•

•

i
I

As

the patient is awai ti.ng his SU:rgery, he thinks about ·thse dan_gers and

.his anxiety increases.

Janis 1 (.1958) ·study also documented that high·

preoperative. anxiety can ha\re deleterious postoperative effects·· or
complicati.ons but that th¢s.e deleterious ·effects could be alleviated by
information given to the patient preoperatively.
Postoperative compli~ations due to a h.igh degree of anxiety also can
\

.

be preYented by way of a

~borough

assessment of the preoperative patient's

i

emotional condition.

The.[author has observed in her clinical experience,
I

that insufficient attention is given to the assessment of the patient's

9'

emotional state during the preoperative period.

Nurses appear to be t.oo.

busy with the technical or physical aspects of care and fail to take· time
tO perform

ail

aCCUrate aSSeSSment Of the patient IS ·pSyChOSOC~al StatUS

prior to his or her surgical experience.

Nurses also do not appear to

appreciate the fact that by thoroughly· explaining the surgical experience
to the patient his or her. anxiety can be decreased and the patient can be
more comfortable while in the hospital setting (Johnson, Dabbs,

&Leventhal,

1970).
The surgical patient's emotional status and the effect of the
preoperative psychological preparation on the postoperative welfare of the
patient was examined by Wolfer and

D~vis

(1970) in a study which included

gynecological patients·and·male abdominal surgical patients.

The results

o·f the. study indicated that the female patients experienced more anxiety
than male patients but t.here appeared to be no substantial relationship
between the patient's preoperative level of anxiety and any aspect of
their postoperative recovery.

This anxiety could be related to the type-

of surgery, since gynecological surgery may provoke more anxiety than
abdominal surgery.

Even though the patients experienced anxiety, the study

documented that psychological preparation of the patient did decrease
anxiety.
Various forms of preparation can be given to the patient
decrease anxiety

bot~

preoperatively and postoperatively.

Wooldridge (1973) utilized both group

~d

i~_order

to

Schmitt and

individual approaches in

instructing the experimental group patients preoperatively.

The control

·group patients received routine preoperative teaching' given by the .hospital
nurses.

Through th.e author's clinical experience, the routine preoperative

teaching usually. consists of explaining to the patients ·what kind of
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preoperatiye tests will take place, and what . time
the surgery will occur •
p

As stated previously, the nurses tend to be too busy to provide any
additional information to the patient about the surgical experience.
Schmitt and Wooldridge (1973) documented that the extra preparation given
to the patients in the form of group and indi vidualiz.ed instruction increased
the patient's participation in. postoperative procedures (such as. coughing
and deep breathing)' decreased stress caused by tension '!.and anxiety,, and
facilitated a more rapid postoperative recovery.

Preoperative teaching· and

support was found to increase the patient's participation postoperatively
because the individual was knowledgeable about the postoperative procedures,
to decre.ase tension and anxiety because he or she knew what was going to
happen, and to facilitate a more rapid postoperative recovery because of
lessened anxiety about the surgical experience.

Fewer pain·medications were

required and the patients receiving preoperative teaching were discharged from
the

hospit~l

earlier than the patients not receiving preoperative teaching.

The value and effects of structured preoperative teaching involving deep
breathing, coughing and bed exercises on the outcome of the postoperative
patient was studied by Lin.cieman and ·Aernam (.1970).
the researchers used 135 subjects from the

s~e

Over a one year period,

hospital.

They hypothesized

.that structured preoperative teaching would significantly reduce the

aver~ge

· length..
of hospital stay for the surgical patient and that teaching would
.
;

reduce the need for postoperative analgesics ..·. It· was·. found that structured
preoperative teaching did reduce the hospital stay by almost two days.

Also,

the preoperative patients that received the structured preoperative teaching
did not need narcotic pain· relievers after the third postsurgical day and
were entirely free. of analgesics by the time of discharge.

Lindeman .and

Aernam's (1970) study showed the value of preoperative 'teaching, as evidenced
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by earlier discharge and decreased usage of narcotic pain relievers by
those patients receiving the structured preoperative teaching.
A comparative follow.up study on the effect of individual and group
preoperative-teaching on postoperative ventilatory function, length of
hospital~zation,

postoperative need for analgesics and length of learning

time was conducted by Lindeman (1972).

She found that group teaching was just

as effective, if not more effective, than individual teaching of the
preoperative patient.

The results of the study showed that the patients

who received the group method of teaching were able to perform the exercises
correctly after a significantly shorter period of time than those who had
(

received the individual teaching.

Thus, it can be. seen that preoperative

teaching does play a part in decreasing anxiety both preoperatively and
postoperatively.
Compliance to Health Care Regimens·
Compliance to health care regimens
taking care o,f patients.

is a concern to surgical nurses

St:udies have been conducted in relation to the

factors that influence a person's compliance to drug regimens.,
regimens, or exercise regimens,

diet

however, none has adequately addressed

compliance to postoperative procedures.

The results of the studies

examining compliance tend to be inconsistent. · Ozuna. (.1981) stated that the
inconsistency of findings in this area may. be due to the many variables ·
impi.nging on a person's

psychologic~!

e·xpectancies and previous learning.

makeup, such as values, ·.needs,
The author's clinical experience has

shown that compliance to any. type of regimen, including compliance to
postoperative routines, depends·upon whether or not the person.believes that
engaging.in the activity will assure him or her good health.

The patient

also needs to have .support systems, in the form of family me.lllbers to. support
him or her thro.ugh the illness.

A patient's compliance to any regimen is inflrienced by_ a variety of
features; some of which include:

demographic characteristics, diagnosis

and severity of the disease, the·length of the therapeutic regimen, types
of patient/therapist interactions and the personality or· the sociobehavioral
manifestations of the patient (Yoos, 1981).

The demographic characteristics

of the patient include the patient's age, s:ex, marital status, race and
socioeconomic status.

Studies examining the demographic features of the

patient are inconsistent, in that,
socioeconomic status are

asso~iated

som~_.studies

show· that age, sex and

with lower compliance to treatment

regimens while other studies show a higher rate of compliance to treatment ·
regimens in relation to these same demographic features (Garnett, et. al.,
1981; Linde & Janz, 1979;0Zl1na, 198.1).

The diagnosis, severity of the disease and the length of the therapeutic
regimen also may affect the compliance of the patient.

The more symptoms a

patient reports, the less likely he or she will·comply to·treatment regimens.
It is the view of the author, that this fact may be due to the patient's
feeling that his or her condition will not improve no matter what is done.
The length of time of treatment either longer treatment or shorter treatment,
influences whether or not the person will comply (.Yoos, 1981).

Whether or

not the patient complies to the treatment may have to do with the therapist/
patien,t contact and-the amount of caring in this contact.
to make a major behavioral

cha~ge,

If a person has

as in a life style alteration involving

cqanging his diet, he is less likely to comply because it is more difficult
to alter an ingrained behavior.

This :also can be applied to preoperative

teaching, because the teachi:ng and the procedures taught are a "new" behavior
for the patient.
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The types of the patient/therapist interaction also .may affect the
compliance behavior of the patient, in that, the nursing profession
characteristic of being a caring profession.

h~s

the

Nurses who demonstrate the

aspect of caring, increase the patient's satisfaction with health care
providers, and also increase the patient's compliance to any type of
regimen (Yoos, 1981).
The personality or the sociobehavioral manifestations of the patient also
influences his or

he~

ability to comply to a therapeutic regimen.

personality:·· of the patient includes his
esteem and anxiety

level~

suggestibi~i ty,

The

dependency, self-

·studies in the area of personality are"inconsistent,

..in that, there are many variables that influence a patient' s· makeup, such
as values, needs, expectancies, and previous learning or experiences with
health care providers.

These personality and sociobehavioral manifestations

are exemplified in the health belief model (Rosenstock, 1966; Becker, 1975)
which explains compliance behavior.

The health belief model will be discussed

in the next chapter.
Keeping these factors in mind, it would seem reasonable to assume that
a way to incorporate all these features is to use a structured teaching tool
designed to influence a patient's compliance to a therapeutic regimen.
Patient education has been shown to have a positive influence on· patient
knowledge and compliance to health care

regime~s.

Linde and Janz (.1979)

conducted a study to determine the effects of a teaching program on knowledge
and compliance of cardiac surgery patients to diet and follow-up appointments.
A variety of teaching materials were used to improve patient understanding
and to increase patient interest, including, models, illustrations and
booklets.

Linde arid Janz (1979)

foun~

that the patients had an increased

knowledge base and that this knowledge base. increased their compliance.
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Patient non-compliance with medication regimens contributes to increased
health care costs and avoidable hospital readmissions, because if patients
do not take their medications, they have to see their physicians more
frequently _and they are admitted to the hospital more frequently than those
patients who do take their medication.

Garnet and associates (1981) studied

the effects of telephone followup on medication compliance.

Each patient

that was included in the study was contacted by phone to determine if they
were still taking their medication.

The researchers found that the telephone

call improved patient compliance and that the telephone call generated an
increase in compliance equal to that of written or oral instruction regarding
the taking of medications.
Studies also have been conducted on the relationship of compliance to
exercise programs.

Mulder (1981) investigated the extent to which patients

complied with the prescribed exercise programs according to their disease.
Patients with different disease states such as diabetes mellitus, neuromuscular. diseases, obesity, hypertension, and cardiac disease, were included
in the study.

The patients were contacted by telephone on a regular basis

every four to six weeks to determine the time spent exercising,· the types
of exercise activity, and the pulse ·rates of each of the patients.

Any

problems with the exercise routine such as difficulty with the exercises or
physica~

ailments also were discussed with the patients.

The results of

the study showed that many of the patients could be expected to be compliant
to home exercise programs·, if the program is individualized and

eva~uated

at

regula.r intervals for intervention and modification of the program.
Through this review of literature, the author has concluded that anxiety
is a COJlllllOn emotion experienced by the surgical. patient arid that this anxiety
can·be lessened by preoperative teaching in the.form of either group of
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individualized instruction.

.Many studies have documented the fact that.
pati~nt

the preoperative teaching given to the
anxiety (Johnson, Dabbs,

&Leventhal,

will reduce his or her

1970; Lindeman,.1972; Lindeman

&

Aernam, 1971; Schmitt & Wooldridge, 1973; and Wolfer & Davis, 1970).

The

effect of many different variables on the patient's postoperative welfare
has been examined; some of which include, the amount of anesthesia, pain,
the length of hospital stay, coughing 'and deep breathing, anxiety, and the
type of preoperative teaching provided.

The author has concluded that the

.amount of anxiety experienced by the patient
postoperatively.

c~n

affect his behavior

But to date, only two.studies have been conducted on how

the amount of anxiety affects _a patient postope.ratively. .To date, the
studies conducted also have used a predominately male population.

So, the

author cannot conclude if the results can be generalized to the entire
population.

Therefore, this study wiil examine the e'ffects of individualized

structured preoperative teaching on the

anxi~ty

and the

co~pliance

of

both male and female patients of the postoperative procedures of coughing,
deep breathing, incentive spirometry, turning, and· ambul.ation.
\

.

In this chapter the literature was

ex~ined

of anxiety, pre.operative teaching and compliance.

in relation to the concepts
Re~earch

is based on a

sound theory and conceptual framework explaining the relationship among the
concepts.

In the next chapter, the .conceptual framework of this study will

be discussed.

Chapter III
Conceptual Framework
When a person ex.Periences·an illness, he-experiences both psychological
and physical phenomena.
of his body.

Physical illness affects the structure and function

The psychological effects include stress which is manifested

by anxiety.
The conceptual-framework for this study includes the concepts of
anxiety and compliance.

Each of these concepts will be discussed separately ..

Compliant behavior is exemplified in the health belief model.

The researcher

will then discuss how each of these concepts relates to this study.
~Anxiety

Almost everyone has experienced anxiety at one point or another in
their 'lives.

Anxiety is an emotion."aroused when there is a ·threat to the

integrity of oneself.

It is one of the few certainties of life and is

characterize·d by feelings of uncertainty and helplessness in the face of
danger"

(Phippen~

1980; Totas, 1978, p. 27).

people entering the hospital,

especial~y

Anxiety is expressed by

when the hospitalization is for

surgery. ·Janis (1958) stated that surgery is a stressful situation that
evokes anxiety because surgery has· three major· dangers associated with
it--the possibility of suffering acute pain, of undergoing serious body_
I

damage, and of dying.

Besides coping with these fears, the patient must

deal with the anxiety.associated with the strange environment and routines
of the hospital, which are designed for efficiency, not comfort.

The

patient is asked·to conform to certain rules, such as visiting hours.

Also,

the patient's ties with the outside world are altered because he is· separated
from home and loved ones in the strange environment o£ a hospital.

I
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,

Anxiety is a characteristic human response to the stresses and
conflicts a person faces in ordinary life.

This anxiety can be produced

by any situation that represents a threat to the person's self-concept,
body image, and security.
to produce

anx~ety,

Any change in the person's life has the potential

depending upon how the person perceives the change.

Anxiety affects how the person will
in his life situation.

be~ave

in response to a change

The amotmt· of anxiety that. a person feels when he

is hospitalized will affect how he behaves or -re-sponds to the hospital
environment.

If the person's anxiety level is too high, it will influence·

his ability to learn anything taught to him about his surgery and his
recovery period.

In this case, the person will not be able to understand

anything taught· to him because his anxiety level is. too high·.

And so, the

amount of anxiety the patient is experiencing will influence his reaction
to the hospital experience and will affect how he behaves.
Compliance and the Health

Bel~ef

Model

The problem of patient compliance to any type of regimen is a major
unsolved problem in

n~rsing,

medicine and the _allied health sciences.

Compliance will be discussed according to the health belief model which
was developed by Rosenstock in 1966 and was based on motivation theory and
used motivation as an emotional arousal that occurs in response to a health
matter.

This model explained preventive health behavior.

adapted this

mode~

Becker (1974)

to explain the compliance behavior of patients on

therapeutic regimens.. The health belief model assumes that a person is not
likely to take any health action unless:
--he believes himself susceptible to the disease in 'question.
--he believes·the disease would have serious effects on his life
should he contract it.
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--he is aware of certain actions that can be taken and believes
that these actions reducethe-likelihood of contracting the
disease or reduce the severity of_it.
--he believes that the threa.t to him of taking the action is not
as great as the threat of the disease itself- (Ozuna, 1981, p. 2).
The health belief model assumes that the patient will not seek
preventive hea-lth care unless he believes the disease or illness will cause
him any bodily harm.

the health belief model explains a person's behavior

in relation to health and illness.

A patient will not seek health care

unless he is experiencing signs and symptoms of a disease.

_The intensity

of these symptoms experienced by a person influences his decision to seek
health care.

Patients decide to_seek health care when their symptoms are

interfering with their

u~ual

life-style,

when a lump has grown larger than before.

~uch

as any pain experience4, or

This component of the health

belief model is what Becker calls the degree of perceived threat.

The

degree of perceived threat is determined by the feeling of vulnerability to
the specific illness, the perceived extent o·f bodily harm, the extent of
possible disruption of-social roles, the presence of symptoms and past
experience with symptoms.
that in

th~

The value of compliance is based on the probability

patient's view, compliance will reduce the perceived threat and

not be too costly in money, time, and emotional energy (Becker, 1979).
The likelihood that a pers·on will take action relative to a health
condition is determtned both by

the-~ndividual's

psychological state of

readiness- to take that action and by the perceived benefit of the action
weighed against the perceived costs or barriers involved in·the proposed
action (Rosenstock, 1966).

The person's psychological state of readiness

to take action is determined by both perceived severity of the consequences

19

of contracting the condition.

Action will not occur unless the individual

believes in both personal susceptibility and the serious repercussion of
illness, should it occur.·
Becker in Mikhail (1981) stated that "a perceived benefit of taking
action is the individual's

e~aluation

of the advocated action in terms of its

feasibility and efficacy in reducing the threat (perceived susceptibility
to/and severity of the condition).

The perceived benefit ·Of an action is

weighed against the perceived psychological, physical, financial, and other
cost or barriers of taking action (p. · 67).

He also stated that "even if an

individual is ready to act, the likelihood of taking action will depend on
beliefs ·about the probable effectiveness of the action in reducing the. health
threat and about the difficulties that must be encountered if such action is
taken (p. 6 7).
A group of modifying factors serve to condition the person's perceptions
of susceptibility, severity, and benefits of taking ·action.

These factors,

according to Becker (1974), include demographic variables, structural
variables, such as the complexity and side effects· of the regimen, attitudinal
variables, such as· satisfaction with the hospital staff and the procedures,
interact ion variables, such as the quality and the type of patient-provider
relationship and
pressure.

enablin~

variables, such as the sources of advice and social

These factors and their interaction: are shown in Figure 1.

Becker's (1974) health belief model showed

~hat

a person is ready to

undertake compliance behavior when he is motivated to do so, when the illness
threat is

reduced~

and when ,he believes that compliant: behavior will reduce

the threat of the illness.to allow him to be healthy again.

Motivations are

described as a concern about health matters in general, a concern about
getting sick, a willingness to seek medical diagnosis or direction, positive
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Figure 1
HEALTH BELIEF MODEL
Readiness to Undertake
Recommended Compliance
Behavior

Modifying and
Enabling
Factors

Compliant
Behaviors

Demographic/Social

Likelihood of:

Age, sex, race,
marital status,
income;, education

Compliance. with
preventive health
recommendations
and·prescribed
regimens

Motivations
Concern about health
matters in general
Concern about getting
sick ·
Willingness to seek
medical diagnosis/ .
direction
Positive health
activities
Intention to c9mply
Value of Illness
Threat Reduction
Perceived threat posed
by illness or
condition
Vulnerability to
illness
Susceptibility to
illness
Worry about illness
Seriousness about
illness
Severity of present
problem--possible
bodily harm/interference with social
functioning
Perceived Probability.that Compliant
Behavior will Reduce
the Threat

-7

Structural
Perceptions of
regimens, safety,
complexity, cost
a,ccessibili ty·,
duration,
difficulty
Enabling
Prior experience
with action, condi tion:·or. regimen
Extent of.family
problems
Interaction
Length, depth,
continuity mutuality of.e.xpectation,
quality and type
of.relationship;
physician or nurse
agreement with
patient; feedback
to patient

Faith in doctors and
medical care
Perceptions of the
proposed regimen's
efficacy to prevent,
delay or cure the
problem
Feelings of control
over the problem ·
Taken from:
Behavior.

Becker, M.H. (.ed.)

Th.e Health Belief Model and Personal

Thorofare, New Jersey:

Charles B.

Sla~k,

Inc., 1974; p. 20.

:z 1 .

health activities and an intention to comply.

Reduction qf the illness

threat refe-rs to the preceived threat posed by the illness, a vulnerability
to the illness, a susceptibility to the illness, a worry about the illness,
the seriousness of the illness, and the severity of the present problem
which may cause possible bodily harm or an interference with social
flDlctioning.

The belief that compliant behavior will reduce the threat

refers to the person's faith in doctors and medical care, the perceptions
of the proposed regimen's efficacy to prevent, delay or cure the problem,
and the person's feelings of control over t_he problem.

Becker also

included modifying or enabling factors which may have an effect on \'ihether
or not the person decides to undertake the compliant behavior.

These

factors include demographic or social, structural, enabling and interaction
factors.

Demographic factors inc! ude the person's age, sex and ·educational

level. · Structural factors include the perception of the safety ·of the
regimen, and the cost and duration of the regimen.
a person's prior experience with the
problems.

~egimen

Enabling factors include

and the extent of family

Interaction factors include the type of relationship that the

person has with the medical personnel.

If all these factors are favorable,

the person will most likely comply with the health regimen.
Relationship of Anxiety and Compliance
The concepts of anxiety and compliance predominate.throughout the
patient's hospital experiences and impact on him much more when he undergoes
surgery.
f~r

As Janis (1958) stated, hospitalization is a stressful·experience

a patient.

The hospitalization_ is even more stressful when the patient

is admitted for surgery.

This stress elicits anxiety in the patient

because he does not kno'" what is going on around him, what is happening
to him, and what he is supposed tp do while in-the hospital before and

2.2

after surgery.

The anxiety experienced by the patient will influence

his compliance to the hospital routines.

The patient's compliant behavior

can be increased if he has the knowledge base about what he is supposed
· to do and how he is supposed to perform.

This information is provided

to the patient through the use of·preoperative teaching of procedures
that will be required of him postoperatively in order to recover uneventfully
from surgery.

If the patient

knowledge gained through

possess~s

preoperative teaching, his anxiety will decrease and he will perceive that
the p'ostoperati ve procedures will prevent any problems postoperatively.
The conceptual model for this study (shown in Figure 2) incorporates
the concepts of anxiety·and compliance and shows how through the intervention
of preoperative teaching, the patient's anxiety ·will decrease and his
compliance to postoperative procedures will increase.
Figure 2
RESPONSES OF PATIENTS TO SURGERY AS MEDIATED
THROUGH PREOPERATIVE TEACHING
Environment
Motivations
Availability of
resources
Hospital environment
Modifying and
enabling factors

previous

expe~iertces

I

T

E

A.

P

N

in
T·
hospital ·

~

~RESPONSE~

WITHO'Uf INTERVENTION
of
preoperative teaching
.
'f·d·d~
d
1ncrease
ecrease
anxiety
compliance

Family· and
friends
Demographics
(age, sex,
education)
Readiness to
undertake
reconunended
. compliant
behavior

WITH INTERVENTION
of
preoperative teaching
·\t.
~
:decreased
increased
anxiety
. compliance
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The

p~tient

entering the hospital is affected by his environment

which includes everything inside the hospital as well as outside the
hospital.

Becker (1974) stated that the patient's perceptions are

affected by his previous experiences with hospitalizations, support systems
and the availability of resources.

Becker also stated that the patient's

demographic factors such as age, sex, and educational level will affect
how he reacts to the hospital environment.

Motivations and his· readiness

to lnldertake the recommended compliance b_ehavior have been discussed, and ·
also affect how the patient will react .to the hospital environment.
Through all of these interactions with the environment and the assumption
that hospitalization and surgery are

stres~ful

events, the patient

experiences a stress response in the form of anxiety.

If the patient does

not receive any intervention, he will experience increased anxiety and
decreased compliance.

If intervention_ is given in the form of preoperative

teaching, the patient will experience decreased anxiety and increased
compliance to the hospitalization e.xperience because he knows and
lnlderstands that is going on around him.

Therefore, it seems natural that,

preoperatiye teaching will decrease a patient's postoperative anxiety and
increase his compliant behavior to postoperative routines.
As stated previously, many studies have been conducted in the area
preoperative teaching; anxiety and compliance.
not been studied together.

These three concepts have

Also, most of the studies conducted have not

used both male and females in their samples.

of

And so, as a_result, the

autho·r has studied the relationship among preoperative teaching, anxiety
and compliance and the sample included the concepts of anxiety.
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This chapter has discussed the concepts.of anxiety, preoperative
teaching and compliance and has presented a model based on these concepts
and the health belief model which explains compliance behavior.

The

research design and the instruments used to collect -the data for this
study. will be discussed in the next chapter.

Chapter

IV

Methodology
This study utilized

a

quasi-experimental approach to determine the

effect of structured preoperative teaching on the level of anxiety and the·
degree of compliance to postoperative· procedures in postoperative patients.
The quasi-experimental approach was selected because this design allowed for
more flexibility in decision-making.
practical~

feasible~

&Hungler,

1978).

Quasi-experimental approaches .are more

and may be more generalizable to other settings (Polit

Quasi-experimental approaches utilize two

ingredients~

manipulation and control which were used in this study.
Setting:

This study was conducted in a 600 bed hospital in south-

eastern United States.

Administrative permission to conduct the study was

received through the hospital education and nursing service departments.
,

Data were collected ·from the control and experimental groups over a period
of six weeks.
Subjects:

Ten patients were included in this study.

sampling technique for patient

selecti~n

was used.

A convenience

Patients who met the

following criteria were eligible for the study:
1.

21 years· of age or above.

2.

Admitted 24-48 hours prior to the scheduled surgery.

3.

Scheduled for surgery with a general anesthetic.

4.

Admitted for·surgery for the following lower abdominal surgical

procedures, i.e., the incision will be below the midabdomen, so as there
is little interference with respiratory function.
Herniorrhaphy
Gastrectomy
Vagotomies with a gastrectomy

The procedures included:

Bowel surgeries
Exploratory surgeries
5.

Able to cooperate with the preoperative and the postoperative

procedures.
6.

Expected to remain in the hospital for at least two days post-

operatively.
7.

Able to read and understand the instructions.

Subjects who met these criteria were randomly assigned to either an
experimental or control group.

Five experimental patients received the

structured preoperative teaching and five control patients received routine
preop·erati ve teaching.
Experimental group:·: The experimental group received the structured
· preoperative teaching.

This structured form of preoperative teaching was

given to individual patients in their rooms on the evening before surgery.
A preoperative teaching program for general surgical procedure-s, developed
·by the researcher, was utilized (See _appendix A for teaching program).

This

teaching tool was utiliz·ed to provide consistent, standardized, information
to the presurgical patient in the experimental group.

The patient was given

information regarding hospital proceudres, presurgically.

He was told about

his surgical procedure, what to expect before, during and after surgery,
how his pain would be
operatively.

man~ged

and what he would be expected to do post-

The patient was .taught specific exercises such as coughing,

deep breathing, incentive spirometry and leg exercises, that would be required of him postoperatively, in order to recover uneventfully froni surgery.
Each patient was encouraged to ask questions and was. required to retum the
demonstration of the exercises taught.

Patients also.were asked about their

feelings of the upcoming surgery and about .being hospitalized.

Individual

a·spects of the patient's .surgery were discussed with the patient and
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reinforcement of the information given by the physician was conducted.

Any

special devices such as oxygen; intravenous fluids and/or any other ·special
equipment was discussed with the patient. ·The patient also was told that
p~in

medication would be ordered for him and that if he needed something to

relieve the pain, he could receive the medication.
This teaching program had been informally tested in three different
inst.i tution~ with about fifteen surgical patients and took approximately one
hour to administer.

The. patients who received the preoperative instruction,

according to this teaching tool, knew and performed accurately the exercises
expected of them postoperatively.
Control Group:

The patients in the control group received the routine

instructions for surgery.

These

instructi~ns

were given by the hospital

staff, and included the preparation for surgery,· such as instructions for
coughing and deep breathing.
Techniques for Data Collection
Instruments:

The instruments used to collect the data for the study

were:
1.

Sime preoperative anxiety scale (See Appendix B).

'2.

Sime postoperative anxiety scale (See Appendix C).

3.

Self-rating anxiety scale (SAS) (See Appendix D).

4.

Tessier compliance· to postoperative routines scale (TCPRS) (See

Appendix E) .
. 5.

Background characteristics and chart analysis forms (See Appendix

FJ.
Sime Preoperative Anxiety Scale:

This scale consisted of twenty-three

items relating to the extent of the patient's concern, anxiety or worry
about his or her condition, the upcoming surgery and the recovery period.
The first eight items consisted of 'five descriptive statements relating to
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the patient's degree

~f

concern and anxiety about his

o~

her surgery.

number value of 0 to 4 was assigned to each descriptive statement.

A

The

possible range of scores was from 0 to 33 with a high score representing
high levels of anxiety and fear.

The last fifteen items of the scale

assessed the extent to which patients desired information about the upcoming
surgery.

Each item was assigned a plus or a minus.

The possible range of

scores for this section was -15 to 15, with the extreme minus scores indicating limited information seeking and. extreme plus scores ·indicating ex~en
sive

informati~n

seeking (Sime, 1976).

No estimation of reliability or

validity. was provided by the ·author.
Sime Postoperative: scale:

This scale consisted of thirty-one items

designed to assess the patient's postoperative emotional status concerning
anxiety and fear, anger, and depression.

The first thirteen items consisted

of five descriptive statements relating to the pati·ent.1 s emotional status.
A number value of 0 to 4 was assigned to· each item, 5 representing increased·
anxiety and fear, ang~r, or depression.
52.

The range. of scores was from 0 to

The last sixteen items of the scale measured the amount of preoperative.

information that the patient received.

Each item was assigned a plus or a

minus, a plus signifying that the patient received the information preoperatively.

The possible range of scores for this section was -16 to 16,

with the minus score signifying that. the patient did no receive the information described in the statement (Sime, 1976).

No estimation of reliability

or validity was provided by Sime.
Self-rating Anxiety Scale (SAS):

The SAS was made up of twenty

each relating to a specific characteristic of anxiety..
statements, are·four columns describing

whethe~

item~,

Beside each of the

the patient

e~perienced

the

anxiety none or little of the time, some of· the time, a good part of the time,
or most all of the time.

The patient was asked to put a check mark in the
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columns which most appropriately applied to the statement.

Each column was

assigned a numerical value from 1 to 4 and the patient's score for each statement was totaled.

For example, none or: little of the time would be assigned

the value 1, some of the time would have the value 2, a good part of the time
would have the value 3, and most all of the time would.have the value 4.
raw score was then

convert~d

to an index based on 100.

A low score

The

~ndicated

little or no anxiety and· a high score indicated high anxiety (Zung, 1970).
Tessier Compliance to Postoperative Routines Scale (TCPRS):

A five

point Likert scale, developed by the researcher, was used to determine each
patient's level of compliance. to the postoperative routines.
measured five variables:

This scale.

coughing and deep breathing, incentive spirometry,

turning (per four hours), leg exercises, and ambulation.

Each statement was

assigned a numerical value from one to _five, one indicating a low level of
compliance and five a high level of compliance •. Nurses on the evening shift
who cared for patients in this study were asked to complete this scale on the
third postoperative

day~

Background Characteristics and.Chart Analysis Forms:

Background

characteristics, including the age, sex, marital status, and educational level
were requested of each patient participating in the

st~dy.

A chart analysis

concerning the length and type of anesthesia and the type and amount of
medication received postoperatively was done on·each patient.
Data Collection Procedure:

Data collection began on the day of admission,

usually the afternoon or the evening before surgery.
this study met the criteria previously outlined.

Subjects included in

Subjects were selected

according to the scheduled surgery list which was -posted the day before surgery and were randomly assigned to either the control group or the experimental
group.

Then each subject was contacted upon admission to the hospital for
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agreement to participate in the study.

A written consent form was signed

(See Appendix G).
Once the consent was obtained·, the patient was asked to complete the
SAS index and the Sime preoperative scale·according to the instructions
provided in the cover ietter.

If the patient was in the experimental group,

he received the preoperative instructions according to the developed teaching program •. If the patient was in the control group, he received the routine
preoperative instructions given by the hospital nurses.
The structured preoperative teaching was given to the experimental
group patients in their rooms on the evening before surgery.

A preoperative

teaching program for general surgical procedures; developed by the researcher,
was utilized.
This teaching tool was utilized to provide information to the presurgical patient in the experimental group.

The patient was given general infor-

mation regarding hospital procedures presurgically.

He was told about his

surgical procedure, what to expect before, during and after surgery, how pain
would be managed and what he would be expected to do postoperatively.

The

patient was taught specific exercises such as coughing, deep breathing, incentive spirometry and leg exercises, that would be required of him postoperatively, in order to recover uneventfully from surgery.

He was encouraged

to ask questions and he was-required to return the demonstration of the
exercises taught.

Patients also were.asked about their feelings of the up-

coming ·surgery and about being hospitalized.

Individual aspects of. the

patient•s surgery were discussed with the patient and reinforcement of the
information given by the physician was conducted.
as oxygen, intravenous fluids and/or
with the patient.

·a~y

Any special devices such

other special equipment was discussed

The patient also was told that pain mepication would be
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ordered for him and that if he needed something to relieve the pain, he
could·receive the medication.
The routine preoperative teaching was giveri to the control group patients.
These instructions were given by the. hospital staff, and included the
preparation for surgery, such as instructions for ·coughing and deep breathing.
On the third postoperative day, all patients were seen by the researcher·
and asked to complete the Sime

postop~rative

scale.

A self-addressed stamped

envelope was given to the patient along with the questionnaire in order that
the patient would return the completed questionnaire by the indicated date.

On the same day, the nurse caring for the patient was contacted to complete
the TCPRS compliance scale.

A chart analysis form was completed on each

patient at this time regarding the type and amount of medication, the type
and length of anesthesia received by the patient, the type of surgery and the
day of discharge for each patient.
Protection of Patient's Rights:

Every attempt was made to protect the rights

of each patient participa.ting in the study.
consent from each patient.

The researcher obtained informed

Throughout the study, the privacy and the anonymity

of the patient was considered by the use of the patient's initials and a code
nl.unber.
In this chapter the research design and the instruments used in this
study were

discuss~d.

· The next chapter will contain the analysis of the data.·

Chapter V·
Data Analysis
This study was conducted to determine if preoperative teaching would
decrease anxiety and increase compliance postoperatively.

It was

hypothesized that patients who received structured preoperative· teaching
would demonstrate .less preoperative anxiety as compared with patients
who received routine preoperative teaching.

It also was hypothesized

that patients who received structured preoperative teaching would
demonstrate more compliance to the specific postoperative routines of
turning, coughing, deep breathing, incentive spirometry and ambulation
as compared to patients who received the routine preoperative teaching.
In this study, the sample consisted of ten subjects, both male and
female, undergoing lower abdominal surgeries.

These lower abdominal

surgeries consisted. of exploratory laparotomies, herniorrhaphies,· a
gastrectomy and vagotomy'· a colectomy, an aortic y graft and a femoralfemoral bypass graft.

Demographic characteristics of the subjects in

both the expe-rimental and the control groups are summari:?ed in Table 1.
The age range of the subjects was between 24 and 69 with a mean age
of 49.

The majority of the subjects underwent herniorrhaphies·.and

explor~tory

laparotomies.

Three of the subjects .had a high school education,

two of the subjects had grade school education, three of the subjects had
vocational or technical training beyond high school and two of the
subjects had associate degrees. or higher.
participated in the ·study and four females.
white and two were black.
subject was single.
previously.
diagnoses.

There were sixmales who
Eight of the subjects were

Nine of the subjects were married and one.

The majority of the subjects had been hospitalized

Most of these hospitalizations were for the same or similar
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Data were collected on each subject to measure the effects of
structured preoperative teaching on anxiety and compliance in
postoperative patients.

Preoperative questionnaires and the SAS index·

were administered to each subject in order to determine the subject's
levels of preoperative anxiety.

Postoperative questionnaires were

administered to each subject in order to determine the subject's levels
of postoperative anxiety.

The Tessier compliance to postoperative

routines scale (TCPRS) was administered to each subject in order to
determine the subject's level of compliance to postoperative routines.
In table 2, depicted are the means and standard deviations for various
scales.
The analysis of variance CANOVA) was used to compare group mean··
scores on the dependent variables of anxiety and compliance.· In table 2,
is depicted the means and standard deviations for· various scales.

34

Table 1
DESCRIPTION OF EXPERif\-lENTAL Al~D CONTROL GROUPS
ACCORDING TO SELECTED VARIABLES
1•

Variables

Experimental (N=5)

Control (N=5)

~:

20-29
30-39
40-49
50-59
60-69

0

1

1

2
0

1

0
3

1
1

Educational level:
Grade school
High school
Vocational or
technical
Associate degree

1

1

2

1

1
1

2
1

0
5

4

Marital status:
Single
Married

1

Race:

1--

White
Black

5
0

3

4

2

1

3

1

0

2

1

l
1

2
0

0

1

0

1

2

Sex·

~----·

Male
Female
Type of surgery:
Gastrectomy &
Vagotomy
Herniorrhaphy
Exploratory
Laparotomy
Colectomy
Aortic y graft
Femoral-femoral
bypass
Previous
HosEitalization:
Previous
No previous

4

3

1

2

·-
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Table 2
~ffiA~S (x)

AS

AND STANDARD DEVIATIONS (S.D.) OF THE GROUPS
~.ffiASURED BY THE RESEARCH INSTRUMENTS

Tx=l (N=5)
Control

Instruments
Sime preop scale
Preanxiety
Info. sought
SAS

-

X

20.2
6.00
34.8

Sime postop scale
Post anxiety
Info. gotten

27.2
-8.4.

Compliance

17.4

Tx=2 (N=5)
. Experimental

Total CN=10)

-

-X

S.D.
5.12
6.47
5.73

S.D.
2.38
7. 41
6.83

X

12.6
7.80
30.4

S.D.
4.15
6.09
3.91

5.89
2.60
3.20

15.8
13.6

7. 08
2.60

21.5
2.6

8.59
11.85

22.4

2. 70

19.9

3.84

16.4 .
6.90
32.6

Table 2 has depicted that the higher the mean score, the more anxiety
experienced by the subject.

The level of anxiety was higher in the control

group than the experimental group, both preoperatively and postoperatively.
The amount of information sought preoperatively was higher for the
I

experimental group, as well as, the amount of information received
postoperatively by the experimental group.

The self rating anxiety scale

(SAS) showed higher mean scores for the contro-l group.
'demonstrated increased anxiety preoperatively.

The control group

The compliance scale

showed that the experimental group demonstrated more compliance to the
postoperative routines (a higher score indicating more compliance), than
the control group.
In table 3, the ANOVA for postoperative anxiety is shown.

There was

a significant difference between the control and experimental groups in
postoperative·anxiety .. Those subjects receiving preoperative instruction,.
experienced less preoperative and postoperative anxiety·.
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Table 3
ANOVA:

Source of

POSTOPERATIVE ANXIETY (N=10)

ss

Variat~on

df

Main effects

324.9

1

Residual

339.6

8

p

F

MS

324.9

7.65

.024

42.45

In table 4, the ANOVA for_compliance is depicted.
differences between the two groups on compliance.

There were significant

The group who received

the preoperative teaching (experimental group) demonstrated increased
compliance to the postoperative routines.
Table 4
ANOVA:

Source of Variation

COMPLIANCE (N=lO)

ss

MS

F

p

62.5

7.102

.029

df

Main effects

62.5

1

Residual

70.4

8

8.80

Analysis of covariance (ANCOV.A) was also used to compare the group mean
scores on the dependent variables (of anxiety and compliance), while
controlling for the effects of preanxiety and SAS.

In table 5, is depicted

the ANCOVA for postoperative anxiety as measured by pre anxiety and SAS.
There were significant differences between the two groups.

The group who

received the preoperative instruction (experimental group) demonstrated ·
decreased postoperative anxiety.
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Table 5
ANCOVA:
i

~ource

of Variation

l
~xplained

POSTOPERATIVE ANXIETY

ss

qf

p

MS

F

5.034

475.55

3

158.51

188.94

6

31.49

.045"

:

~esidual

In table 6, is shoWn the ANCOVA for compliance as measured by
p~eanxiety

groups.

and SAS.

There were significant differences between the two

The experimental group, who received the preoperative instruction,

I

d~monstrated

increased compliance-to the postoperative routines.
Table 6
ANCOVA;

i

Source of Variation
I

Explained

ss

COMPLIANCE

df

p

MS

F

4.803

93. 828

3

31.276

39.072

6

6.512

.049

!
I

•

Res1.dual
I

In this chapter, the data analysis has been discussed.

The next chapter

will contain the findings, conclusions, and the recommendation for further
research.

Chapter VI
Findings,

Conclusions and Recommendations
Findings and Conclusion$

This chapter will include the findings resulting from the tested
hypotheses, the findings' relationship to the conceptual framework and any
additional observations of the researcher.
in this study.

Two main hypotheses were tested

It was.hypothesized that patients who received structured

preoperative teaching would demonstrate less preoperative anxiety as compared
with patients who received routine preoperative teaching.

lt was also hypo-

thesized that patients who received struc~ured preoperative teaching would
demonstrate more compliance to the specific postoperative routines of turning, coughing, deep breathing, incentive spirometry and ambulation as cornpared to patients who received the routine

preopera~ive

teaching.

The first hypothesis was significant-at the .024 level.
this hypothesis was supported.

Therefore,

The subjects who received the structured

preoperative teaching (See Appendix A) demonstrated lessened anxiety preoperatively and postoperatively.

This.finding is consistent with the find~

ings of Johnson, 1972, and Lindeman and Aernarn, 1972.

From a nursing

perspective, the time and energy spent with patients preparing them for
surgery is effective.
The researcher also examined the relationship of preoperative anxiety
(as measured by the Sirne preoperative scale and the self-rating anxiety
scale-.:·:SAS) and postoperative anxiety (as rne·asured by the Sirne postoperative
scale).

The ANCOVA model of effects was supported. ·The probability level

was p=.045.
ANOVA model.

This ANCOVA probability level was not better than the simple
Whether with the addition of more subjects to the study this

probability would have improved is not known and further study is warranted.
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The second hypothesis was significant at the .029 level.
this hypothesis.also was supported.

Therefore,

Because this hypothesis was supported,

it can be assumed that the level of compliance can be altered by structured
preoperative teaching.

Studies have supported the contention that compliance

is influenced by the amount of teaching given to a patient (Linde
1979; and Robbins, 1980).

&Janz,

But because of the small s~mple.size, this hypo-

thesis cannot be gene!alized to the total population.

Here, too, further

studies need to be conducted utilizing a larger sample.
Cross tabulation studies were performed on the demographic features
of·each subject.

The correlation between the age of the subject and his

preoperative anxiety level was significant at the .03 level.

A similar

correlation was demonstrated between the age of the subject and his postoperative anxiety level.
level.

This correlation was significant at the .024

It can be assumed that the older a person becomes, he or she becomes

less anxious.

This correlation can be .·explain~d by the fact that older
-

.

people have .been through many experiences and have developed better coping
strategies.
~

Correlation studies also were performed between the sex of the subject

and his preoperative anxiety and postoperative anxiety levels.
lation showed that females were more anxious than males.
be due to the fact of the socialization process.

This possibly could

Males are socialized to

believe that they cann.ot express any type 9f emotion.
is true for females.

The corre-

Whereas, the opposite

These correlations are based on a small sample size,

and need to be further studied in order to predict conclusively whether
or not these findings will occur in the total population of surgical patients.
Another correlation was found between the amount of education and the
amount of nausea and vomiting experienced by the subject.

It was found that
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those subjects who had more education had more nausea and vomiti_ng.

No

explanation can be offered for this finding.
These findings are consistent with other studies conducted in the area
of anxiety, preoperative teaching, and compliance.

A patient who enters the

hospital and undergoes surgery will experience some degree of anxiety.

But

·the patient's anxiety both preoperatively and postoperatively can be lessened
through the use of a structured preoperative teaching plan and reinforcement
of this teaching plan.

This study also supported the health belief model, "in

that, through patient instruction, the nurse can increase the patient's compliance to postoperative routines.

Even though, this study contained a small

sample of subjects, the results showed that there is a significant relationship among structured preoperative teaching and'- the patient's anxiety level,
and his or her compliance to postoperative routines.
Implications for Nursing and Recommendations
This study showed that there exists a relationship among structured preoperative teaching, anxiety and compliance.

Nurses need to look more closely at

their methods of teaching and its effect on their patients.

By utilizing a

structured preoperative teaching program, nurses can significantly decrease
the·patient's anxiety both preoperatively and

postoperati~ely

and influence

the patient's compliance postoperatively.
Based on the findings of this study, the researcher recommends that
future research be conducted on the use of a structured preoperative teaching
plan with:
1.

A larger sample size.

2.

All patients have the same types

3.

A comparison of patients with lower and upper abdominal surgeries.

4.

Use of the self-rating anxiety scale both preoperatively and
postoperatively.

o~

surgeries.
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5.

Persons of the same age group.

6.

The use of both physiological and psychological measures of
anxiety.

Several other factors may affect the amount of anxiety a person experiences
preoperatively and postoperatively-and his ability to comply to the postoperative
procedures.

These factors include the person's previous coping patterns arid

support systems, the amount of pain that he is experiencing, the type and
amount of analgesics required postoperatively and any.postoperative complications.
These factors need to be studied in the future in order to determine whether
or not they influence a person's anxiety and compliance.
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Pre and Post-Op Teaching Guidelines ·
I. Assessment
A.

Psychological
1.

D~termine

what the patient knows about surgery and reinforce

teaching.
2.

Determine how he feels about being in the hospital and about his
surgery~

3.

Determine whether or not the patient has undergone previous
surgery and what his reactions were at the time.
Assess anxiety level.

5.

Assess orientation to time, place, and person.

6.

Assess beliefs and attitudes toward health and illness.

7.

Assess coping mechanisms in response to stress.

8~

Assess thought processes and verbal behavior.

9.

Ass.ess awareness and handling of feelings.

10.

Assess nonverbal behavior.

11.

Assess support systems.

B.

Physical

C.

II.

4.

1.

Physical exam done and health history.

2.

Lab work completed and on chart.

Legal
1.

Operative permit signed.

2.

Patient has full understanding of operation including complications.

3.

Identification bands on and correct.

4.

Preop orders, including anesthesia, written.

Preoperative Teaching
\

A.

Preoperative.phase
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1.

Hospital routines
a.

Call light·

b.

Vi tal signs

c.

Valuables policy-valuables home with family or to cashier's
office

d.

Visiting hours-between 11 a.m. and 9 p.m.

e.

Smoking policy-no smoking in rooms unless a doctor's order.
No smoking with oxygen in room.
of a responsible adult.

Smoking only in the presence

May smoke·in waiting rooms.

f.

Television and radio controls.

g.

Mealtimes
(1)

Breakfast - between 8 a.m. and 9 a.m.

(2)

Lunch - ·between 12 p.m. and 1 p.m.

(3) .·Dinner - between 5 p.m. and 6 p.m.
2.

When surgery is scheduled, how long it will take and how long he
will be in recovery room.

3.

Allow patient to ask questions.

4.

Determine if patient's family will· be there.

5.

Explain where family can wait, in room or waiting room.

6.

Explain that the operating starting time is often one hour after
the patient leaves the room.

7.

Doctor will talk with family after operation is over.

B.

Skin preparation
a.

Patient may shower with an antibacterial soap to reduce to a
minimum the bacteria on his skin.

b.

The skin may be scrubbed with an antiseptic soap.

c.

The patient's skin may be shaved in the area of the operation.
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9.

Gastrointestinal tract preparation
a.

Patient will be NPO after midnight and his water pitcher will be
removed to prevent vomiting during surgery which could lead to
aspiration pneumonia.

b.

Patient may have an enema or bowel prep.

This is done to prevent

contamination of the peritoneal cavity from spillage of fecal
material during surgery.
c.

An NG tube may be inserted in order to remove gastric contents or
or intestinal contents.

10.

Patient may have intravenous fluids started the night before surgery
or the morning of surgery.

11.

Patient will have medication ordered for sleep.

12.

Prepare the patient for anesthesia.

I.

The anesthesiologist will visit him and examine him. for evidence
of:

II.

1.

Pulmonary problems or upper respiratory infection.

2.

Smoking habits.

3.

Past responses to anesthesia.

He will discuss with the

pat~ent

the type of anesthesia he plans

to use, the sensations he will experience as.he undergoes
anesthesia and any fears the patient has concerning anesthesia.
13.

Before going to the operating room.
a.

Patient's vital signs will be taken for baseline readings to compare with later findings.

b •. Patient will empty his bladder before surgery.

.

c.

He will

d.

He will remove all valuables .

.,

p~t

on a hospital gown.
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e~

He will remove dentures, partial plates, and glasses before going
to surgery.

f.

He will remove all jewelry, nail polish, and hairpins.,

Wedding

bands may be taped to finger.
g.
14.

B.

Surgical stockings may be applied.

Preoperative medication given to:
a.

Allay anxiety.

b.

Decrease the flow of secretions.

c.

Reduce the amount of anesthesia to be given.

d.

Create amnesia for events preceding surgery."

Perioperative phase
1.

Patient will go to the operating room via stretcher.

2.

An aide will transport him to the operating room, suite or to a
holding area until the operating room is made readyi

3.

Describe some sounds in the operating room.

4.

He will be transferred to the_operating room table.

5.

Anesthesiologist will take his pulse, respiration, and blood
pressure when he gets into the operating room and will take them
throughout the operation.

The anesthesiologist can s·ee the patient

better by being at his head.
6.
C.

Arms will be tucked into his sides.

Postoperative phas_e
1.

He will awaken in the.recovery room and he will feel cold.
Blankets will be_provided as necessary.

2.

He will have oxygen.

3.

He will have intravenous fluids.

4.

The nurse will take his pulse, respirations and blood pressure
frequently.
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III.

5.

He will be given pain medication if he is in pain.

6.

He will be transferred to his room when he is fully awake.

7.

Explain to the patient any th~rapeutic devices used p~stoperatively.
a.

oxygen

b.

NG tube

c.

intravenous fluids

d.

transfusions

e.

drains

f.

catheters

g.

t-tube

h.

dressings

B.

His vital signs will be taken frequently.

9.

Pain medication will be ordered.

10.

Dressings

11.

NPO.

12.

Avoid touching incision.

13.

Encourage self-care.

A.

Diaphragmatic breathing - the dome of the diaphragm .is flattened
during inspiration resulting in the enlargement of the upper
abdomen as the.air rushes into the chest •. During expiration,
abdominal muscles and the diaphragm contract.
1.

Assume a semi-fowler's. position.

2.

Place both hands over lower ribcage; make a loose fist and
rest the flat surface or the fingernails against the chest.

3.

Exhale gently and fully; ribs will sink downward and inward
toward the midline.

4.

Inhale deeply through mouth and nose;

p~rmit

abdomen to rise
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as 'lungs fill with air.

B.

s.

Hold this breath through a count of five.

6.

Exhale and let air out through mouth and nose.

7.

Repeat 15 times with a brief rest following each group of five.

B.

Practice this twice each day preoperatively.

9.

To be done hourly postoperatively.

Incentive spirometer-measure his· deep breaths while exerting his
maximum effort.
1.

Use this about ten to twelve times an hour.

2 ~,

Respiratory therapy will explain how to use this device.

3.

Atelectasis and other pulmonary complications can be prevented
when alveoli are patent.

C.

Coughing-promotes the removable of the secretions.
1.

Interlace the fingers and place the hands over the proposed
incision site; this will act as a splint during coughing.

2.

Lean forward slightly while sitting in bed.

3.· Breath, using the diaphragm.
4.

Inhale fully with the mouth slightly open.

5.

Let out three or four sharp "hacks."

6.

Then, with the mouth open, take in a deep breath and quickly
give one or two strong

7.

co~ghs.

Secretions should be readily cleared from the chest; splinting the
incision will reduce the pain and will not harm the incision.

D.

Turning-circulation is stimulated, deep breathing encouraged, and
pressure areas are relieved when the patient is encouraged to move
from his back to the side lying position.
until he can perform it on his own.

The nurse will assist him

E.

Leg exercises-to improve circulation
1.

While lying on the back, bend the knee and raise the foot-hold it
a few seconds,· extend the leg and lower it to the bed.

2.

Repeat above for about five times with one leg and then do it
with the other.

3.

While lying on the side, exercise the legs by pretending to pedal
a bicycle.

F.

Early ambulation-prevents thrombophlebitis and pneumonia.
improves overall circulation.

It also
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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 on patients' responses
to going into the hospital and having surgery.
to complete the attached questionnaire.

The

Will you please take the time

ques~ions

in the questionnaire

relate to your past hospital experiences and feelings about the present operation.
The questionnaire takes approximately

minutes to complete.

The potential benefit of this study is the gathering of needed .information
which may help nurses provide better patient care in the future.
I will be glad to answer any questions that you may have about the study.
telephone number is
in any use of the data.

You will not be personally identified
Please do not put your name on the questionnaire.

Participation in the study is voluntary.
your help.

However, !·would deeply appreciate

Please complete this questionnaire before you go to surgery.

·will pick up the questionnaire when I visit you after surgery.
Thank you for your time and participation.

Sincerely,

My

I

Instructions
The following pages contain questions about some of the experiences
and feelings reported by patients who are about to have an operation.
There are no right or wrong answers.

Let you own personal feelings

determine how you answer the questions.
Each question is followed by a number of statements or

cho~ces.

Read each question and decide which one of the choices provided best
describes your feelings or experiences.
your

choice~

Mark an "X" on the line next to

If none of the choices seems to apply exactly, please

select the one which comes the closest to your feelings or experiences.
Please answer every question.
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1.

How many operations have you hac;l up until now?

--- None;
One.

this will be my first.

---Two.
--- Three.
More than three.

----

2.

At the pres~nt time, what is your opinion about operations in general?
Operations are
--- Modern
--- Althoughscience
there

safe, routine procedures.
has removed most of the dangers from operations.
is still some .risk involved, operations are safer
--- than they used to
be.
____ Operations are still quite unsafe.
____ Operations are definitely dangerous, uncertain procedures.
3.

Which of the following statements best describes your idea of how the
operation will affec.t you during the first two days of the recovery period?
operation will remove· the discomfort I have had; I will feel
--- The
better than ever after the operation.
operation will not affect me much one way or the other; it is
----- The
just part of my treatment for getting well.
The operation will probably slow me down a little, but I will still
--- be able to do many things for myself.
·
I will probably be fairly helpless after the operation and have to
--- relay
on the nurses for most of my needs.

--4.

!·expect to be disabled and pretty much .at the mercx of the hospital
staff after the operation.

How much pain or discomfort do you expect to experience the first two days
after the operation is over?
severe pain or discomfort.
--- Extremely
Considerable amount of pain or discomfort.
--- Moderate amount of pain or discomfort.

--- Slight
--- Hardly
---5.

amount of pain or discomfort.
any pain or discomfo.rt.

How often have you thought over or repeated in your mind some of .the unpleasant experiences that you think might occur in connection with your
operation?
Many times.
--- Occasionally.
----A few times.
Once or twice.
--- Not
at all. ·

---

6.

Which of the following statements best describes your reaction to the
thought of undergoing this operation?
I really dread it. It is. certain to be an unpleasant experience.
I am not looking forward to it, but I know it has to be done.
I am not too concerned: I am sure that I will be able to handle it.
I have not given it much thought one way or the other.
- - - I am rather looking forward to it . . I will enjoy the care and
attention· afterwards.

-------

7.

Before an operation, many people experience some concern about it.
When you think about the operation, do you feel at all afraid or worrieq?
Not at all afraid or worried.
Slightly afraid or worried.
--- Fairiy afraid or worried.
-=---afraid or worried.
--- Very
Extremely afraid or worried.
~--

---

8.

How often today have you felt worried or concerned about the operation?
During most of the· day.
- - - Duri"ng a good part of the day.
Occasionally during the day.
Once or.twice during the day.
- - - Not · at all during ·the· day.

---

---

Please vary in the kind of information· the)" would like to ha:ire before
an operation.

For each statement,

~ndicate

if you definitely

would~'

definitely would not ·want, 9r are unsure ,,if you would want that kind of
information~

Would
Would
want not ·wartt ·unsure
9.

10.
11.
12.

13.

14.

A general idea about the events that will
probably occur during and after the
oQ_eration ....
A general idea about the unpleasant
events that are likely to occur ....
Specific details about the mildly·unpleasant events that may·occur ... ~ ·
Specific details about all of the unpleasant events that may occur, even if
they are unlikely to·ha.ppen~~~~ ·
A general idea about the care that will
be available after the operation ....
Specific details about the care that
will be available after· the· ope·ration ....

.

.

..

.

.

Before an operation, some people ask their doctor and the nurses for
information about the operation and recovery period.

For each statement,

indicate if you have asked or have not asked for that kind of information.
Please check have asked about only if you have actually asked questions about
that topic.

If you received information about a topic but did not actually

ask any questions about it yourself, please

check~

not asked.that.
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Have asked
Have not
asked about ·
about
15.
16.
17.
18.

Where the incision will be located .. ·..
The size of the incision ...•
How long the operation will take ....
Whether or not I will be asleep duriJl,g·
the operation ....
19. Whether or not I will have any pain or
discomfort· the first. few days after the
operation ....
20. How much pain or discomfort I can expect
after the operation ....
21. Whether or not there are any complications
that might. occur in connection with the
operation ....
:
22. What kinds of medications and treatments
I will receive after the operation.·...
23. ·When I can expect to be discharged from
the hospital ....
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Dear

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

! am a graduate nursing student at the Medical College of Georgia.

As

part of my requirements for graduation, I am conducting a study on
patients' responses t9 going into the hospital and having surgery.
you please take the time to complete _the enclosed questionnaire?
questions in the questionnaire relate to· rour hospital
The questionnaire takes approximately
potential benefit to this study- is _the
which may help nurses provide better

Will
The

experiences:~

minutes to complete.
gat~ering

patie~t

The

of needed infonnation

care in the future.

I will be glad to answer: any questions that you may have about the study.

My telephone number is

You will not be personally

\

I

identified in any use of the data.

Please do not put your name. on the

questionnaire.
Participation in the
·your help.

stu~y

is voluntary.

Please return the-' completed questionnaire to me in the

self-addressed stamped envelope by

-------------

Thank you for yo"ur time· and· participation.

Sincerely,

However, I would deeply appreciate

Instructions
The following pages contain questions about some of the experiences
and feelings patients report after they have had an operation.
are no right or wrong answers.

There

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 feelings or experienc.es.

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.
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1.

During the first few hours after you woke· .up from the anesthesic,
did you feel at all afraid or worried?
Not at all afraid or worried.
--- 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 intens.e was the
most severe anxiety or fear you experienced?
Extremely intense anxiety or fear.
--- Very
anxiety or fear.
--- Fairlyintense
intense anxiety or fear.
--intense anxiety or fear.
--- Slightly
Experienced no anxiety or fear.
---

3.

How often did you experience any fear or anxiety?
Many times.
--- Occasionally.
---A few times.
or twice.
--- Once
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.
few of the expected experiences did occur~
·
--- AAlmost
none of the expected experiences did occur.
---

5.

Think over the various unpleasant events that occurred immediately after
your operation. How many of these unpleasant events .were you told
about beforehand?
Was
--- Was
----- Was
--- Was
Was

---

6.

told
told
told
told
told

about
about
about
about
about

practically all of the· unpleasant events.
most of the.unpleasant events.
a large number of the unpleasant events.
.a few of the unpleasant events.
practically none of the unpleasant events.

Since the operation, have you felt angry or annoyed about anything
that happened ~n connection with your care?
Extremely angry or annoyed.
---- Very
or annoyed.
--- Fairlyangry
angry or annoyed.
--angry or annoyed.
---- Slightly
Have not felt angry or annoyed.

-----
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. 7.

How much confidence and trust do you have in the nursing staff that
has been giving you your· care?
Complete confidence and trust.
--~---Almost complete confidence and

-------8.

trust.
Fair amount of confidence and trust.
Slight amount of confidence and trust.
Almost no confidence and trust.

In general, how much satisfaction and d:i:ssatisfaction have you had with
your care since the·operation?
complete satisfaction.
---- Almost
More satisfaction than dissatisfaction.
--- About equal amounts of satisfaction and
--- More
dissatisfaction than satisfaction.

dissatisfaction.

---- Almost complete ·dissatisfaction.
9.

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
The
The
The
The

10.

experience
experience
experience
experience
experience

was
was
was
was
was

much worse than I expected.
a little worse than I expected.
about what I expected.
a little better than I expected.
much better than I expected.

Since the operation, have you felt sad or

'depress~d

at any time?

Have not felt sad or depressed.
--- Slightly
depressed.
---- Fairly sadsadorordepressed.
--- Very sad or depressed.
--- Extremely sad or depressed.

----

11.

How often have you felt sad or depressed since the operation?
Many times.
--- Occasionally.

--- A few times.
--- Once or twice.
---Not at all.

12.

How many of the experiences which you have had since the operation
:came as a surprise to you?
Almost ~11 of the experiences came as a surprise.
--- Most
of the experiences came as a surprise.
--- A large
of the experiences came as a surprise.
---- A few ofnumber
the experiences came as a surprise.
--- Almost none of the experiences came as a surprise.
---

13.

Think over the surprising experiences.you had.
experiences were these?

What kind of

Almost all of the surprising experiences were unpleasant.
--- Most
of the surprising experiences were unpleasant.
--- - - Some of the surprising experiences were unpleasant and some
pleasant.
Most of the surpr1s1ng experiences were pleasant.
--- - - Almost all of the surprising experiences were pleasant.
I had no _sur~rising experiences.

14.

If you did have some surprising experiences after the operation, would
you please give a brief description of the two events that had the
greatest impact on you:

This section is about the information you actually received before
your surgery. Please check the appropriate boxes.
Received
information
15.
16.
17.

18.
19.
20.
21.
22.
23.
24.

Where the incision will be ·located ...
The size of the incision ....
How long the operation will take ....
Whether or not you would be asleep
· during the operation ....
Whether or not you would have any
pain or discomfort the first few
days after the operation ....
Whether or not there would be any
complications that might occur in
connection with the operation •...
What kinds of medications and
·treatments you would receive after
the operation ....
When you could expect to be
discharged from the hospital ....
Where in the hospital you would be
taken after the operation was over
Whether or not you would receive
any intravenous fluids after the
operation ....

Did not receive
information

65

Received
information
25.

26.
27.
28.
29.

30.

31.

Did not receive
information

Whether or not you woul'd have
drainage tubes after the operation
(for example, a tube from the nose,
a tube from the bladder) ....
Whether or not any special equipment would be used (oxygen) ....
Whether or not you would have a
dressing ....
When you could get out· of bed ....
What activities you could use to
prevent complications from the
surgery (for example, coughing,
and deep breathing, incentive
spirometry, getting up, leg
exercises) ....
What types of procedures you could
expect before surgery to get you
ready for surgery (for example,.
lab work, chest x-ray, shave and
prep) ....
In general, what kind of information did you receive about the operation?
All of the information was distressing.
Most all of the information was distressing.
- - - Some of the information was distressing and some reassuring.
Most of the information was·reassuring.
--- All
of the information was reassuring.

---

---

66

APPENDIX D

67

SAS INDEX

NAME

DATE
1. I feel more nervous and

anxious than usual
2. I feel afraid for no
reason at all
3. I get upset easily or
feel panickl_
4. I feel like I'm falling
apart and going to
pieces
5. I feel that everything.
is all right and nothing
bad will happen
6. My arms and legs shake
and tremble
7. I am bothered by headaches, neck and back
pains
8. I feel weak and· get
tired easily
9. I feel calm and can sit
still easily
10. I can feel my heart
beating fast
11. I am bothered by dizzy
spells
12. I have fainting spells
or feel like it
13. I can breathe in and out
easily
14. I get feelings of numbness and tingling in my
fingers, toes
15. I am bothered by stomach
aches or indigestion
16. I have to empty my
bladder often
17. My hands are usually dr:x
and warm
18. My face gets hot and
blushes
19. I fall asleep easily and
get a good night's rest
20. I have nightmares

None or A
little of
the time

Some of
the time

Good part
of the
time

Most or
of the
time
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APPENDIX E

COMPLIANCE RATING INSTRUMENT
CODE #

Coughing and
deep breathing

Incentive.
spirometry

Turning
(per 4 hours)

PATIENT NAME

Refuses

Needs
encouragement
quits
<5 times

1
Refuses

2
Needs
,encouragement
quits
<5 times
2
Immobile
Nurse must
turn

1
Refuses

1

Leg Exercises

Ambulation
or OOB

Refuses

2
Immobile
Nurse must
do

1·
Refuses

2
Only gets
to chair

1

2

Needs
encouragement
performs
5-10 times

Needs
reminder
performs
10+ times

3

4
Needs
reminder
performs
10+ times
4
Calls nurse
>q2h

Initiates
self and
splints incision
performs 10+
times <q2h
5
Initiates
self and
performs 10+
times <q2h
5
Turns by self
Turns q2h

4
Calls nurse
>q2h

5
Performs by
self

4
Ambulates
with
moderate
assistance
>10 steps

5
Ambulates
with
minimal
assistance
or none

4

5

Needs
encouragement
performs
5-10 times
3

Nurse·
initiates
with patient
assistance
3

Nurse
initiates
with patient
.assistance
3

Takes 4-10
steps

3

0\
~

/U
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APPENDIX F

I~

BACKGROUND CHARACTERISTICS

Name or,initials:

Hospital #:

Unit:

Code#:

Address:
Religion:
Admission date:

Sex:

Female

Day of surgery:
Check the category
Race:

Male

~hat'best

------------------

describes yourself:

White
Black---American Indian
--Mexican American
Other (please specify)

Present marital· status:
sing~e

married·----widowed
----divorced
separated·---

----

Education:
No formal education.
Grade school. (Circle last' grade completed)
1
2
3
4
5
6
7
8
High school. (Circle last grade completed)
9
10
11
12
Vocational or technical training beyond high school.
Some college.
Associate degree or above.
Chart analysis (do not fill in) ·
Type of surgery:---

---------------------------------------

Type of anesthesia and length:
Day of discharge:

POSTOPERATIVE MEDICAL SCHEDULE
.f

Code #

Medication
·Name

Dosage

Date/Time

Corrunents

'

Totals Eer day
pain

sleeping

nausea

1

2

3
;

- - - - - -

- -

---

"
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Informed Consent Form

I,

, agree to participate in the

study described to me by Judith Tessier.

I understand that this study is

being done to obtain information which may be of help to nurses in providing
improved care to surgical patients.

I understand that my participation con-

sists of completing a questionnaire before surgery and after surgery and that
I will be visited and observed by the nurse investigator after surgery.

I

understand that I can withdraw at anytime.

date

signature

witness

I,

, understand and agree to the fact

that the results of this study may be published.

I have been informed by

Judith Tessier that my privacy and identity will .be·protected in any publication
or report of the results.

date

signature

witness

