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Abstract 

The purpose of this study was two-fold: (1) to 

determine if 

pre-operative 

routines; and 

a relationship exists between anxiety level, 

teaching, and knowledge of peri-operative 

(2) to determine if subjects with high trait 

anxiety are affected by pre-operative teaching differently 

than those with low trait anxiety. The sample consisted of 

60 hospitalized patients admitted for gynecologic, 

neurologic, general, or orthopedic surgery. While in the 

admissions office, all subjects completed a two part 

anxiety questionaire (Spielberger's State-Trait Anxiety 

Inventory). Three hours after admission, when the subjects 

were in their hospital rooms, the experimental group (N=30) 

individually 

program while 

instruction. 

state anxiety 

participated 

the control 

Each group 

portion 

in a 

group 

pre-operative education 

(N=30) received no such 

was then again tested using the 

of Spielberger's test and an 

investigator-designed questionaire on knowledge of 

peri-operative routines. 

t-test 

alpha 

Four hypotheses were tested utilizing the independent 

and analysis of variance statistical tests. An 

level of p < .05 was used to determine statistical 

significance. No statistical significance (p = .795) was 

found between pre-operative instruction and change in state 

anxiety level. Pre-operative instruction significantly 

(p = .001) affected knowledge test scores. These findings 
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indicate that while pre-operative 

affect anxiety level, it did 

instruction did not 

affect knowledge of 

peri-operative 

be replicated 

routines. It is recommended that the study 

in a larger sample and that the knowledge 

test be subjected to more rigorous validity and reliability 

testing. 
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A STUDY OF RELATIONSHIPS BETWEEN A STRUCTURED 

PRE-OPERATIVE TEACHING PROGRAM, PRE-SURGICAL 

ANXIETY, AND KNOWLEDGE 

CHAPTER I 

Introduction 

When caring for a preoperative surgical patient, 

psychological as well as physical needs must be 

considered. Many studies (Bruegal, 1971; Egbert, 1964; 

Felton, 1978; Hinshaw, Gerber, Atwood, & Allen, 1983; 

Lindeman & Van Aernam, 1971; Mogan, Wells, & Robertson, 

1985; Quinn, 1986) have examined the relationship between 

pre-operative instruction and post-operative pain and/or 

complications but the literature leaves many questions 

unanswered. Other than the physical responses affected by 

pre-operative teaching, how does teaching relate to the 

patient's psychological status? Does the patient's 

psychological state affect his/her learning in any way? 

It is generally acknowledged that admission to the 

hospital is an anxiety-producing experience. 

Hospitalization-induced stress includes coping with new 

social situations and deprivation of normal freedoms 

1 



2 

(Johnston, 1980). Patients scheduled to undergo a surgical 

procedure have the added stress associated with the surgery 

i.e., mutilation, fear of the unknown, and death (Graham & 

Conley, 1971). 

Purpose 

The purpose of this study is to examine the 

relationship between state and trait anxiety, pre-operative 

teaching, and knowledge of peri-operative routines. This 

study will focus on relationships between pre-operative 

teaching and state anxiety (S-Anxiety) and pre-operative 

teaching and knowledge. If anxiety level influences the 

amount of information a patient can retain, alternate 

teaching strategies may need to be available to accommodate 

the highly anxious individual. 

Variables and Operational Definitions 

The independent variables in this study are 

pre-operative teaching and trait anxiety. The dependent 

variables are state anxiety and knowledge. 

For the purpose of this study, the following 

definitions will be utilized: 

Pre-operative teaching/education program - a structured 

one-on-one interaction between the registered nurse and the 

patient to specifically discuss information related to the 

pre and post operative routine. 

Elective surgery elective 

general, or orthopedic surgical 

gynecologic, neurologic, 

procedure which will be 
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done within 24 hours of admission for any reason other than 

to diagnose or provide a palliative or curative treatment 

for cancer. 

Anxiety Spielberger's (1983) definitions of anxiety 

will be used for this study. Trait anxiety "is the 

relatively stable individual differences in anxiety 

proneness" (p. 1) as measured by Spielberger's State-Trait 

Anxiety Inventory (STAll, T-Anxiety scale. State anxiety 

is the "emotional state existing at a given moment of time" 

(p.1) as measured by the STAI, S-Anxiety scale. 

Peri-operative knowledge is the recall of information 

discussed during pre-operative teaching as measured by an 

investigator-designed 14 item multiple choice tool. 

Research Questions and Hypotheses 

For the purpose of this study, the area of focus will 

be limited to the following research questions: 

1) What is the relationship between anxiety level and 

pre-operative teaching? 

2) What is the relationship between anxiety level, 

knowledge gained, and participation in a pre-operative 

educational program? 

3) Does pre-operative teaching affect those individuals 

with high trait anxiety (T-Anxiety) differently than it 

affects those with low trait anxiety? 
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The hypotheses are: 

1) The S-Anxiety level of patients admitted for 

elective surgery will be lower following participation 

in an individualized pre-operative educational program 

than of those who did not receive pre-operative 

education; 

2) the S-Anxiety level of patients with low T-Anxiety 

will be lowered more than in those with high T-Anxiety 

following participation in an individualized 

pre-operative educational program; 

3) subjects who participate in the individualized 

pre-operative educational program will score higher on 

the knowledge test than subjects who do not participate 

in the educational program. 

4) subjects who have low T-Anxiety will score higher on 

the knowledge test than subjects with high T-Anxiety 

following participation in the individualized 

pre-operative education program. 



CHAPTER II 

Review of the Literature 

Preoperative Instruction 

Carnevali (1966) in a study of 80 patients, found the 

major fears of surgical patients to be fear of the unknown, 

destruction of body image, and separation from their normal 

environment. 

Hartfield, Cason, and Cason (1982) examined the effects 

of information about an impending threatening event (barium 

enema) on the subject's expectations and the intensity of 

their emotional response to the event. Twenty subjects 

were assigned either to sensation or procedure information 

groups. Subjects receiving sensation information reported 

significantly less anxiety (p = .04) and expectations more 

congruent with their actual experiences than did the 

subjects receiving procedural information. 

Healy (1968) studied 321 patients hospitalized for 

elective surgery with 181 in the experimental group and 140 

in the control group. Her research investigated the effect 

of pre-operative instruction on a patient's post-operative 

recovery. Instructions on turning, coughing, and deep 

breathing exercises and an explanation of the surgical 

procedure were given to the experimental group and their 

families. Of the patients in the experimental group, 135 

5 
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date 

home 

while 

6 

three to four days before the expected discharge 

only three patients in the control group were 

discharged earlier than expected. Three patients in the 

experimental group had post-operative complications 

compared to 16 patients in the control group. One hundred 

sixty patients in the experimental group were on oral 

analgesics by the fourth post-operative day while oral 

narcotics were not started until the sixth or seventh day 

for 127 patients in the control group. Frequencies were 

the only statistical measurement included in this study. 

Schmitt and Wooldridge (1973) studied the influence of 

psychological preparation for elective surgery patients 

with a sample of 50 male patients (25 in each group). The 

patients in the experimental group had a shorter hospital 

days) than the control group (11.4 days) stay 

(p < 

had 

group 

(9.7 

.05). Fourteen of the patients in the control group 

urinary retention while only one in the experimental 

had this problem (p < .019). They concluded that 

pre-operative psychological preparation positively 

influenced the post-operative recovery. 

Mogan, Wells, and Robertson (1985) studied the effects 

of pre-operative teaching on post-operative pain. 

Seventy-two adult patients scheduled for elective abdominal 

surgery were included in the study (40 in experimental 

group and 32 in control group). The experimental group 

received pre-operative teaching and were taught a 

5 
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relaxation technique while the control group received 

pre-operative teaching only. They found no significant 

difference (p > .05) between treatment groups for change in 

systolic or diastolic blood pressure, pulse, or 

respirations. Self reported distress was lower for the 

experimental group (p < 0.001). Mogan et al. concluded 

that vital signs, analgesic consumption, and self-reported 

pain sensation were not altered by relaxation training. 

Lindeman and Van Aernam (1971) questioned the effects 

of both structured and unstructured pre-operative teaching 

on the patient's ability to cough and deep breathe 24 hours 

post-operatively, length of hospital stay, and the need for 

post-operative analgesics. Their study involved 261 adult 

surgical patients (126 in experimental, 135 in control). 

The patients in the control group received nonstructured 

pre-operative teaching with the content left up to the 

individual staff nurse as to what, when, and how teaching 

was done. The structured teaching program used with the 

experimental group included 

with a slide presentation. 

a formalized teaching program 

Testing of coughing and deep 

breathing were measured by maximum expiratory flow rate, 

vital 

The 

than 

were 

capacity, and one second forced expiratory volume. 

experimental group scored significantly higher (7.17%) 

the control group. Subjects in the experimental group 

hospitalized 1.9 days less than the control group. The 

mean number of analgesics administered was 0.51 less for 
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the control group. While respiratory functions and length 

of hospital stay were influenced by structured 

pre-operative teaching, a significant difference was not 

found in analgesic requirements. 

King and Tarsitano (1982) replicated Lindeman and Van 

Aernam's 1971 study but deleted the use of post-operative 

analgesics from their project. Forty-nine patients were 

included (22 in experimental group, 27 in control). The 

replication study supported Lindeman and Van Aernam's 

original findings and the value of structured pre-operative 

teaching. 

Wong and Wong (1985) studied 98 subjects admitted for 

elective total hip replacement (51 in experimental group, 

47 in control). Subjects in the experimental group were 

exposed to five learning activity packages which included 

a) anatomy and physiology of the hip joint, b) admission 

procedure, hospital policies, and pre-operative routine, 

c) reasons and importance for deep breathing, leg 

exercises, and log rolling, anatomy and physiology of the 

respiratory 

complications, 

expectations, 

activities. 

significantly 

and accuracy 

system 

d) 

and e) 

Patients 

and possible post-operative 

description of post-operative 

at home post hip replacement 

in the experimental group showed 

higher compliance in regularity, willingness, 

in prescribed activities after surgery 
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including deep breathing, coughing, and leg exercises (p < 

0.001). 

Felton, Huss, Payne, and Srsic (1976) chose 62 first 

time major surgery patients to study the outcome of three 

different approaches in pre-operative preparation on 

frequency of post-operative complications, ventilatory 

function, manifest anxiety level, and the patient's 

perception of psychological well being. The 25 subjects in 

the experimental group received pre-operative teaching 

which included the use of photographs, films, and practice 

breathing, averaging 88 minutes spent with each subject. 

The 25 in the control group received 15 minutes of routine 

pre-operative teaching given by unit personnel. The 12 in 

the "communication group" received 62 minutes of 

therapeutic communication where the "nurse consciously 

attempted to influence the patient into directions and 

actions beneficial to his welfare by creating an atmosphere 

where the patient could verbalize and problem-solve" 

(Felton et al., 1976, p. 88). All groups involved had a 

substantial mean decrease in vital capacity for the first 

three days post-operatively. All groups had a decrease in 

post-operative anxiety but the experimental group had the 

most significant decrease in pre-operative to 

post-operative anxiety (p < 0.01). 

Hinshaw, Gerber, Atwood, and Allen (1983) tested the 

impact of pre-operative teaching on the patient outcomes of 



coping, anxiety, 

satisfaction. 

recovery pattern, 

Their study involved 

patients (54 experimental, 34 control). 

10 

pain, and patient 

88 pre-operative 

Unlike most of the 

other research, their study involved a post-operative visit 

which included a "debriefing" about the patient's operative 

experience. The experimental subjects reported higher 

satisfaction with their care (p = .044) and less 

post-operative 

more slowly 

vomiting (p = .059), yet tended to recover 

(p = .061) and cope less well (p = .092) than 

the control group. 

Eighty-one first time surgery patients admitted for 

or back surgery were the subjects of Shimko's (1981) neck 

study. 

with 

Pre-operative instruction was given to all patients 

anxiety testing done before and after the teaching. 

Sixty-six subjects had a decreased anxiety score following 

pre-operative teaching, 12 increased, and three remained 

the same. There was no difference in the length of 

hospital stay or number of analgesics required in either 

group. The increased anxiety group complained of 

difficulty sleeping, and needing more encouragement to 

ambulate; most required a prescription for pain medication 

at discharge, while none in the decreased anxiety group 

requested a prescription. Frequencies and mean scores were 

the only statistics included. 

Wolfer and Davis (1970) compared 76 

patients undergoing elective gynecologic 

white female 

surgery with 70 
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white males undergoing major abdominal surgery. Each was 

given multiple instruments designed to assess their 

pre-operative fear and anxiety as well as their 

post-operative recovery and adjustment including number of 

analgesics, bedtime sedation, temperature elevations, wound 

complications, and incidents of nausea and/or vomiting. 

The researchers concluded that even though females reported 

more fear and anxiety than males, there was not a 

significant relationship between pre-operative fear and 

anxiety and any aspect of post-operative recovery. 

Ziemer (1983) investigated whether providing different 

types of information to patients prior to surgery promoted 

the use of coping strategies following surgery. Her sample 

consisted of 111 patients undergoing gynecologic or 

gastrointestinal surgery. The subjects were placed into 

one of three groups, each of which received different 

information. Group I (40 patients) received procedural 

information only i.e., information on skin preparation, 

pre-operative medication, insertion of intravenous 

catheter. Group II (34 patients) received procedural and 

sensory information i.e., effects of pre-operative 

medication. awkwardness of IV catheter and tubing but that 

it is not painful, pain medication may cause drowsiness but 

will dull pain sensation. Group III (37 patients) received 

physiologic and psychophysiologic coping strategies in 

addition to the procedural and sensory information. 
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Physiologic coping behaviors included instruction in 

turning, coughing, and deep breathing. Psychophysiologic 

coping strategies included a technique of cognitive 

reappraisal and a relaxation technique. Results showed no 

evidence that the type of information provided 

pre-operatively increased the frequency of coping behaviors 

(p = .46). The three groups also showed no significant 

difference in the length of hospitalization or in the 

number of post-operative analgesics, sedatives, or 

hypnotics. 

Nyamathi and Kashiwabara (1988) selected 60 subjects 

admitted for orthopedic; gynecologic; ear, nose, and 

throat; urological; and general procedures such as hernia 

repairs and removal of lipomas. They investigated the 

effect of pre-operative anxiety on cognitive thinking. 

TWenty-five percent of their subjects had high 

pre-operative anxiety levels; of those with high anxiety, 

75 percent had low scores on critical thinking ability. 

Comparative results were recorded only in percentage. The 

researchers concluded that individuals with high anxiety 

may have difficulty with decision making as well as 

instructional and informational comprehension. 

Gaskey (1987) studied the impact of a videotaped 

explanation of anesthesia procedures on subjects' 

pre-operative anxiety level, cognitive knowledge of 

anesthesia procedures, and total anesthesia experience 



satisfaction. Forty 

gynecologic surgical 

13 

subjects scheduled for various 

procedures were included. All 

patients received a pre-operative visit from an 

anesthesiologist while the experimental group (n=40) also 

viewed a videotape explaining the procedure for 

administration of anesthesia prior to the visit. The 

content of the anesthesiologist's visit was not reported. 

After the anesthesiologist's visit, the subjects completed 

an anxiety questionaire 

knowledge of anesthesia 

and a written test on cognitive 

procedures. On admission to the 

operating room, the investigator assessed the subject's 

anxiety level utilizing verbal expression of 

fear/nervousness, taut or strained facial expression, 

tachycardia, irritability, trembling or shivering, 

hyperventilation, very 

tension, diaphoresis, 

clenching of fists as 

post-operatively, all 

rapid speech, self-sufficiency, 

information seeking from nurses, and 

parameters. Within 24-72 hours 

subjects completed an "interactive 

questionaire". 

questionaire 

subjects in 

The experimental group also completed a 

related to the videotape. Gaskey found that 

the experimental group had a higher level of 

knowledge of anesthetic procedures than those in the 

control group (p < 0.05). No statistical significance 

(p = .258) was found between groups in their level of state 

or trait anxiety as measured by Spielberger's State-Trait 

Anxiety Inventory (STAI). Subjects in the experimental 
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group had fewer physiologic symptoms of anxiety in the 

operating room (23) than did those in the control group 

(47). Seventy-three percent of subjects considered the 

pre-operative visit informative and 50 percent reported it 

to be interesting. 

Quinn (1986) studied 320 subjects scheduled for 

surgery with general or spinal anesthesia. One half of the 

group received preoperative teaching from Post Anesthesia 

Care Unit (PACU) personnel 

frequent 

intravenous 

vital signs, 

administration, 

demonstration of turning, 

which included monitoring of 

dressing checks, oxygen 

fluid administration, need and 

coughing, and deep breathing, 

foley catheters, chest tubes, and nasogastric tubes, use of 

endotracheal tubes, use of restraints, effects of spinal 

anesthesia, when applicable, use of warm blankets, and 

amount of noise heard upon awakening. The control group 

received no teaching from PACU personnel. The instructed 

group required 14 percent fewer analgesics, 15 minutes less 

t~e 

than 

in PACU, and experienced three percent less vomiting 

the noninstructed group. Data analysis was reported 

only in percents. 

Vogelsang and Ragiel (1987) administered Spielberger's 

STAI to three groups (20 in each group) of elective surgery 

patients to quantify pre and post-operative state and trait 

anxiety scores associated with varied visitation in the 

PACU. The control group (10 men. 10 women) received no 
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visitation. Subjects (10 men, 10 women) in the treatment 

group I had visitation by family members or in group II (8 

men, 12 women) by the "familiar" nurse educator. They 

found that women in all three groups scored higher trait 

scores and a greater change in pre to post surgery state 

anxiety mean scores than men (p < 0.01). The difference in 

male mean scores was not significant. 

studies 

surgery, 

study, 

surgery. 

Johnston (1980) reported four different anxiety 

to determine pre admission, pre-operative, day of 

and post-operative anxiety levels. In her first 

she surveyed 20 subjects undergoing orthopedic 

Each subject completed a S-Anxiety questionaire 

on admission to the hospital (two days pre-operatively) and 

daily until five days post-operatively omitting the day of 

surgery. The results were somewhat unexpected in that 

there was no statistically significant change in anxiety 

level for women or for the group as a whole. The male post 

surgery anxiety scores were higher than their pre surgical 

scores. Her second study included 21 subjects undergoing 

major gynecologic surgery who completed the S-Anxiety 

questionaire twice during the week prior to surgery, daily 

while hospitalized, and finally three to seven days after 

discharge. She found that the highest average anxiety 

score was within two days before surgery. Her third study 

included 72 subjects undergoing elective major gynecologic 

surgery. Subjects completed the S-Anxiety questionaire on 



admission day 

post-operatively. 

and 

She 

also on days 2, 6, 

16 

and 14 

found that even though the overall 

post-operative anxiety levels were lower than on admission, 

the difference was significant only on days 6 and 14. 

Study four was specifically designed to explore the effect 

of hospital admission on anxiety. Twenty-three subjects 

admitted for elective surgery completed the S-Anxiety 

questionaire five days before admission, at home on the 

morning of admission, in the hospital the evening of 

admission, and at home the week following discharge. There 

were no significant differences between the three 

pre-operative scores but all were higher than the post 

discharge score (p < .001). Johnston concluded that high 

levels of anxiety begin prior to admission and continue for 

at least five or six days post-operatively. 

A change of anxiety following pre-operative teaching 

was not found in all studies; Graham and Conley (1971) in a 

study O·f 70 patients indicated that patients do not 

experience much anxiety unless surgery involves a major 

threat such as mutilation and/or cancer. Blood pressure 

and verbal expressions were their parameters for measuring 

anxiety. 

Lindeman and Stetzer (1973) studied the effects of 

pre-operative visits to 

from the operating room. 

176 surgical patients by nurses 

They found no difference between 
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patients visited or not visited regarding length of 

hospital stay, number of analgesics, and anxiety level. 

Pre-operative visits by 

continuity of care but 

defined. 

operating room nurses promoted 

any other value was not clearly 

Anxiety 

Many of the above studies utilized Spielberger's 

State-Trait Anxiety Inventory (STAI) to measure anxiety 

(Gaskey, 1987; Lindeman & Stetzer, 1973; Nyamathi & 

Kashiwabara, 1988; Shimko, 1981; Vogelsang & Ragiel, 

1987). The STAI separately measures a subject's S-Anxiety 

and T-Anxiety levels. Spielberger (1983) writes that state 

anxiety is: 

an emotional state (which) exists at a given moment in 

time 

states 

and at a particular level of intensity. Anxiety 

are characterized by subjective feelings of 

apprehension, nervousness, and worry, and by tension, 

activation or 

in contrast to 

arousal of the autonomic nervous system. 

the transitory nature of emotional 

states, personality traits can be conceptualized as 

among people in 

the world in a 

relatively enduring differences 

specifiable tendencies to perceive 

certain way and in dispositions to react or behave in a 

specified manner with predictable regularity (p. 1). 
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Individuals with high S-Anxiety scores tend to perceive 

the same conditions as more threatening than those with low 

S-Anxiety scores (Vogelsang & Ragiel, 1987). 

Totas (1978) defined anxiety as an emotion aroused when 

one's integrity is threatened. Feelings of uncertainty and 

helplessness in the face of danger are seen. Graham and 

Conley (1971) defined anxiety as: 

the apprehensive tension or uneasiness which stems from 

the subjective anticipation of imminent or impending 

danger, in which the source is largely unknown or 

unrecognized. It is an alarm reaction, appearing 

whenever there is a threat to the organism and becoming 

abnormal only in terms of intensity, the cue which 

evokes it, or the form which it takes (p.114). 

Anxiety is related to fear; both produce the same 

physiological responses. Fear is the response to a 

stimulus that poses a direct physical threat; it is the 

adaptive response that mobilizes one's resources to deal 

with an emergency (Highland, 1981). Epstein (1972) 

differentiates the two in that fear is caused by a known 

threat while in anxiety, it is unknown. Anxiety, although 

more vague, is more prevalent in our society (Highland, 

1981). Behind most feelings of anxiety are specific, 

although unacknowledged, fears (Hewitt, 1980). Freud 

(1952) points out that "anxiety relates the condition and 
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ignores the object, whereas in the word fear, attention is 

directed to the object" (p. 103). 

Averill (1976) writes of anxiety as a "state of 

cognitive disintegration clearly referring to the anxious 

person's feeling that his/her cognitive view of the world 

is threatened 

cognition 

Anxiety 

are 

with dissolution" (p. 

related both causally 

118). 

and 

Anxiety and 

effectually. 

is 

cognitive 

triggered by some stimulus that threatens one's 

map and also produces the physiologic effect of 

reducing one's cognitive ability. This loss of ability 

begins with the highest cognitive functions and progresses 

downward as the level of anxiety increases (Highland, 

1981). 

Anxiety 

psychologic 

is manifested by both physiologic and 

signs. Gastrointestinal symptoms, including 

nausea, diarrhea, 

distension, weight 

frequency, urgency, 

symptoms, including 

constipation, indigestion, cramps, 

loss; genitourinary symptoms, including 

amenorrhea, impotence; respiratory 

dyspnea, pressure in the chest; high 

blood pressure; and cardiac complaints such as tachycardia, 

chest pain, pounding heart beat, or premature contractions 

have been identified. Tense, aching muscles; tremors; 

tics; restlessness; perspiration; cold, clammy hands and 

tingling in the hands or feet, are other signs. Headache, 

difficulty in concentrating or remembering, insomnia, and 

irritability may also point to a high level of anxiety 
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(Burgess & Gosselin, 1981; Hewitt, 1984; Slaby, Lieb, & 

Tancredi, 1982). 

Some anxiety is inevitable in any patient; this anxiety 

may often be constructive. Anxiety is a liability only 

when it 

behavior. 

protect 

taken to 

adequate 

defense 

drives 

A 

the patient into 

of coping variety 

integrity 

excessive, exaggerated 

mechanisms are used to 

one's 

the extreme 

adjustment to 

mechanisms 

and sense of security but when 

may actually distort and prevent 

the situation. The unconscious 

of regression, 

intellectualization 

methods of handling 

are the 

stress 

three most 

and anxiety 

denial, 

commonly 

(Hewitt, 

and 

used 

1984; 

Lazarus & Averill, 1972; Lazarus & Opton, 1971). 

As a coping mechanism, one may be receptive to new 

information as a self-protective means of reducing anxiety 

(Hinshaw et al., 1983). Leventhal (1971) expected a 

positive 

to the 

outcome resulting from nurses passing information 

hospitalized patient. The patient was expected to 

be open to this information as a result of his anxiety. 

Abram (1977) summarizes the significance of anxiety on 

the patient's well being as: 

the patient's expectations, his use of denial as a 

major defense mechanism and the presence and intensity 

of overt anxiety are probably the most important 

prognosticators of post-operative psychiatric 

complications ... Anxiety in the pre-operative period 
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plays a major role in determining the post-operative 

psychological adjustment (p. 43). 

Adult Education 

In our society, education is usually associated with 

young people. The adage "you can' t teach an old dog new 

tricks" is an often used excuse of both young and old. It 

is often assumed that education occurs only within the 

school system 

are frequently 

and hence the terms education and schooling 

used interchangably. This assumption is 

incorrect; education and schooling are not synonyms. 

Whether on a conscious level or not, man learns and trains 

himself throughout life (Darkenwald & Merriam, 1982). 

Cross (1982) found there to be evidence that age should not 

be considered a major handicap to learning until quite late 

in life and that this age is steadily moving upward. There 

is some disagreement as to what this exact age may be. 

Cross (1982) believes the age limit is not likely to occur 

until around age 75 when bodily functions begin to 

deteriorate. Thorndike (1928) considered learning ability 

to be at its peak between the age of 20 to 25 years and 

then decline approximately one percent per year from age 25 

to 42. Others (Jones & Conrad, 1933; Miles, 1934) extend 

the upper age limits and feel the one percent per year 

decline begins at age 45 and continues until age 70. 

Although there are many physiologic changes associated with 

aging, changes in reaction time, vision, and hearing are 



22 

considered to be the most likely to interfere with learning 

(Cross, 1982). 

Chronological age is 

indicator in differentiating 

not necessarily 

adults and 

the best 

children. 

Independence is the key issue in establishing who is to be 

considered an adult. Society's adults are those who manage 

their own lives. A difference in the educational direction 

of adults and children is that children are learning to be 

independent social beings while adults have already assumed 

this role. Education must be adapted to meet the needs of 

the individual at each developmental level (Darkenwald, 

1982). 

Darkenwald (1982, p. 9) defines adult education as a 

"process whereby 

characteristic of 

sustained learning 

persons whose 

adult status 

activities 

major social roles are 

undertake systematic and 

for the purpose of bringing 

about changes in knowledge, attitutes, values, or skills." 

Synonyms for adult education are continuing education, 

lifelong learning, recurrent education, non-traditional 

education, and andragogy (Darkenwald, 1982). 

The adult learner is a person who wants something, who 

notices something, who does something, and who gets 

something (Kidd, 1973). Learning involves change; it is not 

only the acquision of new knowlege but also a restructuring 

and reorganization of experiences (Kidd, 1973). This is 

not meant to imply that all learners are experienced in 
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learning a given content; it means that adult learners have 

some experience with or related to their learning (Long, 

1983). Learning involves the acquisition and mastery of 

knowledge, the extension and 

experiences, and the testing 

identified problem (Kidd, 1973). 

clarification of individual 

of ideas related to an 

Learning style is affected by age. Learners less than 

24 years of age prefer "peer associations, working with 

inanimate devices, listening, iconics, and direct 

experience" (Long, 1983, p.224). Learners older than 24 

years of 

including 

age prefer "traditional class organization, 

detail and interpersonal competition, qualitative 

emphasis, and listening and reading activities" (Long, 

1983, p. 224). 

Knowles (1970) felt that pedagogy, the term used when 

referring to the art and science of teaching children, 

unsuitable when referring to the education of adults. 

Andragogy, which is from the Greek 'andr' meaning man and 

'agogos' meaning leading, is the term identified by Knowles 

to deal with the art and science of helping adults learn. 

Andragogy is based on four assumptions about the different 

characteristics of adult and child learners. These 

assumptions are that, as a person matures: 

1. his self-concept moves from 

dependent personality toward one 

self-directed human being; 

one of being a 

of being a 
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2. he accumulates a growing reservoir of experience 

that becomes an increasing resource for learning; 

3. his readiness to learn becomes oriented 

increasingly 

social roles; 

to the developmental tasks of his 

4. his time perspective changes from one of 

postponed application of knowledge to immediacy of 

application, and accordingly his orientation toward 

learning shifts from one of subject-centeredness to 

one of problem centeredness (p.39). 

Bille (1981) found that principles appropriate in 

teaching children may not be appropriate for teaching 

adults, especially hospitalized adults. He also stated 

that most educational theoretical frameworks have focused 

on the healthy learner. Psychologic processes utilized 

during 

injury. 

altered 

the learning process are altered during illness and 

Pedagogic and andragogic theories need to be 

to the needs of learners who are also coping with 

an altered state of wellness. 
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CHAPTER III 

Theoretical Framework 

Peplau's 

utilized as anxiety 

study. Peplau (1963) 

conceptual framework related to 

the conceptual basis for this 

wrote that there is a direct 

relationship between anxiety and illness. According to her 

framework, anxiety is an enerqy which is present from 

infancy through adulthood which is necessary for human 

growth, both physical and emotional. When a value is 

threatened which an individual considers essential to his 

or her existence and security, anxiety results. The threat 

for subjects in this study is admission to the hospital and 

upcoming surgery. Peplau categorized these threats as 

threats to biological integrity, or threats to the self 

system. Maintaining homeostasis is an example of a threat 

to biological integrity whereas threats to the self system 

relate to established views of self and behaviors to resist 

change. Threats to the self system also include 

expectations and needs for prestige, status, and deference 

which are not met. 

Interpersonal process is another key concept in 

Peplau's model (1952). By interacting with the patient, 

the nurse can facilitate "the patient's ability to 

25 
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transform symptom bound energy into problem solving energy" 

(Reed 

this 

& Johnson, p. 

study is the 

37.). The interpersonal process in 

individualized pre-operative education 

program. 

Peplau (1963) sees anxiety as affecting biochemical 

and physiological functioning, the ability to observe and 

focus attention on the contents of awareness, learning and 

biochemical effect of anxiety identified adaptation. 

by Peplau 

is anxious. 

The 

is the release of epinephrine when an individual 

Physiologic manifestations include: increased 

heart rate; increased rate and depth of respiration; rapid, 

extreme shifts in body temperature, blood pressure, 

menstrual flow; urinary urgency; dryness of mouth; loss of 

appetite; diaphoresis; dilation of pupils; and release of 

sugar by the liver. Generally, these effects are dependent 

upon the degree of anxiety; mild to moderate anxiety 

increases the use of capacities, whereas severe or panic 

stages of anxiety may paralyze or overtax capacities 

(Peplau, 1963). 

Peplau (1963) classifies anxiety into four stages: 

mild, moderate, severe, and panic. Someone with mild 

anxiety is alert with the ability to see, hear, and grasp 

more than previously. In the person with moderate anxiety, 

the perceptual field is narrowed; the ability to see, hear, 

and grasp 

person will 

are lessened unless specifically directed. This 

focus on immediate concerns and block out 
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anxiety, the 

perceptual field is 

specific detail or 

greatly reduced; the focus is on a 

many scattered details. The individual 

is focusing on gaining relief rather than problem solving 

and is unaware of other environmental stimuli. When the 

panic level has been reached, there are feelings of dread, 

awe, and terror; details have often been distorted out of 

realistic proportion. The individual finally loses control 

with random and chaotic behavior focusing on anything that 

will gain immediate relief. 

Peplau (1950, 1963) stated that anxiety level is 

related to learning, in some cases negatively. Mild to 

moderate anxiety will motivate learning and the patient can 

utilize all of the steps in the learning process i.e., 

observation, description, analysis, formulation of meanings 

and relationships, validation, testing, and integration and 

usage of the learning process. Those with a severe or 

panic stage of anxiety will be focused on obtaining 

immediate relief and will use automatic behavior requiring 

little or no thought to relieve, reduce, or prevent further 

anxiety. 



CHAPTER IV 

Methodology 

Research Design 

A test-retest comparative design was used to measure 

changes in S-Anxiety. A one time baseline measure of 

T-Anxiety was obtained during the initial testing period. 

Knowledge of peri-operative routine was measured one time 

only during the second testing period. Subjects were 

categorized as high T-Anxiety or low T-Anxiety based on a 

median split of STAI T-Anxiety score. 

Research Setting 

This study was conducted in a 196-bed private 

community hospital in the Southeastern United States. 

Subjects were admitted to either the general surgery floor, 

the orthopedic/neurosurgery floor, or a general 

medical-surgical floor. 

Sample 

The sample consisted of 60 individuals, between the 

ages 

to 

of 

have 

20 and 70 years, who were admitted to the hospital 

assignment, 

experimental 

an elective surgical procedure. By random 

30 of the subjects were placed in the 

group (receive preoperative teaching) and 30 

served as controls. For ease in testing, the sample was 

limited to those individuals who could read, and who did 

28 
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not have substantial hearing or visual impairment. By 

reviewing the surgeon's or anesthesiologist's order sheet, 

and by questioning the potential subject, patients who 

anticipated the use of spinal anesthesia or patient 

controlled analgesia (PCA) post-operatively were excluded 

from the study. 

Instruments 

Spielberger's State Trait Anxiety Inventory (Form Y) 

was used to measure anxiety (see Appendix A). The STAI 

consisted of two 20-item instruments; one measured state 

anxiety (S-Anxiety scale), and the other measured trait 

anxiety (T-Anxiety scale). The S-Anxiety scale measures 

how the subject is feeling at a particular moment in time, 

indicating a transitory level of anxiety subject to change 

according to circumstances. The T-Anxiety scale measures a 

subject's disposition to respond to stressful situations; 

how a person generally feels. The T-Anxiety scale is 

predictive of a subject's anxiety proneness and general 

level of arousal and is unaffected by situational stress 

(Spielberger, 1983). 

A four point Likert scale format is used, for scoring 

responses with the possible score on each STAI tool ranging 

from 20 to 80. Higher scores indicate a higher level of 

anxiety. On the s-Anxiety scale, subjects describe the 

intensity of their feelings using the options: (1) not at 

all, (2) somewhat, (3) moderately so, (4) very much so. 
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Subjects indicate how they generally feel by rating the 

frequency of their feelings on the T-Anxiety scale as (1) 

almost never, (2) 

(Spielberger, 1983). 

sometimes, (3) often, (4) almost always 

Spielberger (1983) 

S-Anxiety scale first 

together. He stated: 

recommended administering 

if both tools are to be 

the 

used 

Since the S-Anxiety scale was designed to be sensitive 

to the conditions under which the test is administered, 

scores on this scale can be influenced by the emotional 

climate that may be created if the T-Anxiety scale is 

given first. In contrast, it has been demonstrated 

that the T-Anxiety scale is relatively impervious to 

the conditions under which it is given (p. 4). 

Spielberger (1983) used working adults (n = 1838), college 

students (n = 855), tenth grade high school students (n = 

424), and military recruits (n = 1964) as the normative 

subjects on STAI Form Y (Spielberger, 1983). 

Test-retest reliability information for the instrument 

was collected on a sample of 855 undergraduate college 

students and 424 tenth grade students. The test-retest 

correlations for T-Anxiety for college students ranged from 

.73 to .86; for the high school students, the range was .65 

to .75. For the S-Anxiety scale, stability correlations 

for both groups were relatively low, ranging from .16 to 

.62 with a median of .33. This is to be expected if the 
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S-Anxiety scale is a valid measure reflecting situational 

factors (Spielberger, 1983). 

Because anxiety states are transitory, using the alpha 

coefficient as a measure of internal consistency is more 

meaningful than the test-retest correlation. Alpha 

coefficients 

modified by 

coefficients 

ranging from 

psychological 

for S-Anxiety computed by Formula KR-20 as 

Cronbach ranged from .86 to .95. The alpha 

for T-Anxiety were also consistently high 

.89 to .91. When given under conditions of 

stress, alpha coefficients are generally 

higher for the S-Anxiety scale (Spielberger, 1983). 

To provide evidence of construct validity, Spielberger 

(1983) compared S-Anxiety scores of neuropsychiatric 

patients (x = 47.74, S.D. = 13.24) with that of normal 

working adult subjects (x = 35.72, S.D. = 10.40). 

T-Anxiety scores of the neuropsychiatric patients (x = 
46.62, S.D. = 12.41) were also compared to those of normal 

subjects (x = 34.89, S.D. = 9.19). 

The median correlation between Form Y S-Anxiety and 

T-Anxiety scales for normative subjects of working adults, 

students, and military recruits was .65 (Spielberger, 

1983). "Persons high in T-Anxiety tend to be higher in 

S-Anxiety, even in relatively neutral situations" 

(Spielberger, 1983, p. 15). For females, the correlation 

between the T and S-Anxiety scales is between .11 and .53 

with a median reliability coefficient of .30. In males, 
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the correlations varied between .37 amd .67 with a median 

reliability coefficient of .47 (Spielberger, 1983). 

Correlations between the S-Anxiety and T-Anxiety scales 

are typically higher under conditions that pose some 

threat to self-esteem, or under circumstances in which 

personal adequacy is evaluated; and correlations are 

lower in situations characterized by physical danger. 

Moreover, changes in S-Anxiety evoked by threats of 

physical danger appear to be unrelated to level of 

T-Anxiety (Spielberger, 1983, p. 15). 

Correlations 

trait anxiety 

Institute for 

of the T-Anxiety test with other standard 

instruments has been well documented; 

Personality and Ability Testing (!PAT) 

Anxiety Scale (.75 to .77); Taylor Manifest Anxiety Scale 

(.79 to .83); and Affect Adjective Checklist (.52 to .58) 

(Spielberger, 1983). This correlation information is 

available on Form X only; the manual does not mention 

T-Anxiety correlation data specifically about Form Y. 

Spruill's Knowledge Test of Peri-operative Routines 

Knowledge level of peri-operative routines will be 

tested using an investigator-developed 14 question multiple 

choice test (see Appendix B). Content validity of the 

instrument was established by critique by a panel of three 

surgical head nurses and three pre-operative educators. To 

screen for reliability, prior to data collection, the ~est 

was given to a group of four patients, all who had met the 
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study participation. Questions on the 

were based on information included in the 

pre-operative education program. 

Protection of Human Subjects 

Permission to recruit subjects was arranged with the 

hospital administrator (see Appendix C) and admitting 

physicians. Potential subjects were obtained by reviewing 

the operative schedule for the following day. To ensure 

the protection of human rights, the human subjects protocol 

was approved by the Medical College of Georgia Human 

Assurance Committee (see Appendix D). 

Study Protocol 

Each potential subject was approached by admission's 

office personnel while in the admissions office and invited 

to participate in the study. It was stressed both verbally 

and in writing that refusal or agreement to participate in 

the study would not affect their hospital care in any way. 

Those subjects agreeing to participate were then asked to 

sign a consent form (see Appendix E). All subjects were 

randomly assigned to either the experimental group 

(participate in the individualized pre-operative education 

program) or the control group (not participate in the 

pre-operative education program). All subjects were then 

asked to complete both the S-Anxiety and T-Anxiety 

measurement tools while still in the admissions office; the 

S-Anxiety scale was given first per instructions in the 
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STAI manual. Testing was completed by all subjects in 10 

to 15 minutes. All testing tools were given a code number 

to match data sets when testing was complete. Within three 

hours of the first testing when the subject was in his/her 

hospital room, the experimental group participated in a 

structured, individualized, pre-operative educational 

program provided by the hospital's pre-operative patient 

educator. The instruction included discussion of both the 

procedure and rationale for: surgical permit; use of an 

enema; skin preparation; removal of dentures and jewelry; 

voiding before surgery; pre-operative medications; recovery 

room; post-operative tubes and drains; diet and ambulation 

after surgery; turn, 

medication for pain 

family members. The 

hospital protocol 

check 

cough, and deep breathing exercises; 

and/or nausea; and waiting areas for 

teaching content was established per 

to include all material on a 

sheet (see F). The pre-operative 

pre-operative instructor utilized 

Appendix 

the same material and 

teaching techniques for participants in this study as she 

did for all patients receiving pre-operative instruction. 

A transcript from a tape recording of the material is 

included in Appendix G. This pre-operative instruction was 

for a subject scheduled for a cholecystectomy. 

Modifications were made as appropriate for other 

surgeries. Within three hours of the first testing, the 

S-Anxiety scale was readministered to each subject. Also a 
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knowledge test based on the information given in the 

pre-operative teaching session was administered to the 

experimental and control groups. The control group 

received the same pre-operative teaching as did the 

experimental group upon completion of testing. 

Each STAI tool was scored separately and results were 

coded by adding individual scores as directed in the STAI 

manual (Spielberger, 1983). Scores on the knowledge test 

were calculated as the number of correct responses. 



CHAPTER V 

Data Analysis 

Analyses of research data are presented in this 

chapter. Descriptive and inferential statistics were 

performed utilizing ABstat Statistical Program 

(Anderson-Bell Corp., 1986) software program. Descriptive 

data of the sample will be discussed first, followed by a 

summary of data pertaining to hypothesis testing. 

Description of Demographic Data 

The study sample consisted of 60 pre-operative 

gynecologic, neurologic, general, or orthopedic surgical 

patients, ranging in age from 28 to 70 years, with a mean 

of 54.7 years. The mean age was 56 for the control group 

and 53 years for the experimental group. The majority of 

subjects were female (56.7%), with 13 females and 17 males 

in the control group and 21 females and 9 males in the 

experimental group. Overall, the most frequent (23.3%) 

surgical procedure was total abdominal hysterectomy (TAH). 

TAH and inguinal hernia repair were the most common in the 

control group (23% each), and TAH was the most common in 

the experimental group (23%). Ninety percent of the 

subjects had a high school education or higher. A summary 

of demographic data describing gender, age, surgical 

36 
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procedure, and educational level is presented in Tables l, 

2, and 3. 

Table l 

Description of Demographic Data: Subjects by Gender and 

Age Category, for Experimental (n = 30) and Control (n =30) 

Groups and for Total Sample (n = 60) 

Variable 

Gender 

Male 

Female 

Age 

21-30 

31-40 

41-50 

51-60 

61-70 

Range 

Mean 

Total 

Sample 

n = 60 

26 

34 

2 

7 

15 

10 

26 

28-70 

54.68 

% 

43.3 

56.7 

3.3 

11.7 

25 

16.7 

43.3 

Control Experimental 

n = 30 

17 

13 

1 

2 

7 

7 

13 

28-70 

56.07 

9 

21 

1 

5 

8 

3 

13 

n = 30 

30-70 

53.3 
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Table 2 

Description of Demographic Data: Type of Surgery, by 

Experimental (n = 30) and Control (n = 30) Groups, and for 

Total Sample (n = 30) 

Variable 

surgery 

cholecystectomy 

vesico-urethropexy 

total knee 

replacement 

hemorrhoidectomy 

inguinal hernia 

repair 

total abdominal 

hysterectomy 

lumbar laminectomy 

total hip 

replacement 

colostomy closure 

Total 

Sample 

n = 60 

9 

3 

6 

5 

10 

14 

6 

4 

3 

% Control Experimental 

n = 30 n = 30 

15 4 5 

5 2 1 

10 1 5 

8.3 2 3 

16.7 7 3 

23.3 7 7 

10 3 3 

6.7 3 1 

5 1 2 



Table 3 

Description of Demographic Data: Educational Level of 

Subjects, by Experimental (n = 30) and Control (n = 30) 

Groups, and for Total Sample (n = 30) 

Variable 

Education 

<H.S. 

H.S. grad 

Some college 

College grad 

Total % 

sample 

n = 60 

6 

19 

17 

18 

10 

31.7 

28.3 

30 

Normative Comparison 

Control 

n = 30 

4 

10 

8 

8 

Experimental 

n = 30 

2 

9 

9 

10 
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Spielberger (1983) found the normative mean for the 

S-Anxiety score of working adults to be as follows: male 

(x = 35.72, S.D. = 10.40) and female (x = 35.2, S.D. = 
10.61). The mean S-Anxiety score of general 

medical-surgical patients without psychiatric complications 

(based on Form X), was x = 42.68, S.D. = 13.76 with no sex 

differentiation included. The initial mean S-Anxiety score 

for subjects in this study, obtained in the admissions 

office, was 39.72, with a S.D. of 12.37. For male subjects 

in this study, the mean S-Anxiety score on admission was 
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43.03, with a 

obtained three 

for 
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females, the mean was S.D. of 11. 1; 

S.D. of 12.52. The second S-Anxiety score, 

the subjects were admitted to hours 

the hospital, either 

teaching demonstrated 

11.68. 

after 

prior to 

a mean of 

or after pre-operative 

36.62, with a S.D. of 

Spielberger's (1983) normative scores for T-Anxiety of 

working adults for males are: x = 34.89, S.D. = 9.19 and 

for females: x = 34.79, S.D. = 9.22. For the general 

medical-surgical patient without psychiatric complications, 

the mean T-Anxiety score was 41.33, S.D. = 12.55. The mean 

T-Anxiety score for subjects in this study was 36.18, S.D. 

= 10.12. For males subjects in the study, the T-Anxiety 

mean = 33.56, S.D. = 9.15; for females, the mean = 38.41, 

S.D. = 10.42. 

In both S-Anxiety and T-Anxiety, the scores of male 

subjects in this study more closely approximated those of 

Spielberger's working males, whereas the scores of female 

subjects were closer to the scores of Spielberger's 

hospitalized patients. A comparison of Spielberger's 

normative mean S-Anxiety and T-Anxiety scores with those of 

the subjects in this study is presented in Table 4. 
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Table 4 

A Comparison of Normative Scores (Spielberger, 1983) for 

the S-Anxiety and T-Anxiety Tests with the Mean Scores for 

Subjects in This Study 

Normative Spielberger's Mean Scores 

Scores Mean Scores for Subjects 

in This Study 

S-Anxiety Scores mean S.D. mean S.D. 

Working male 35.72 (10.40) 

Working female 35.20 (10.61) 

General M-S pt 42.68 (13.76) 

Hospitalized pt. 39.72 (12.37) 

(Initial testing) 

Hospitalized pt. 36.62 (11.68) 

(Second testing) 

Hospitalized male 35.46 (11.10) 

Hospitalized female 43.03 (12.52) 

T-Anxiety Scores 

Working male 34.89 (9.19) 

Working female 34.79 (9.22) 

General M-S pt. 41.33 (12.55) 

Hospitalized pt. 36.18 (10.12) 

Hospitalized male 33.56 (9.15) 

Hospitalized female 38.41 (10.42) 

General M-S pt. = general medical-surgical patient without 
psychiatric complications 
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Data Analysis for Hypotheses Testing 

In this study, the independent t-test and analysis of 

variance procedures were utilized to test the hypotheses. 

These tests were selected because of their appropriateness 

in comparing 

Cormier, & 

of p < .05 

significance. 

differences between two or more groups (Huck, 

Bounds, 1974; Morrison, 1986). An alpha level 

was accepted as the level of statistical 

Hypothesis 1. This hypothesis stated that subjects who 

participated in the pre-operative education program will 

report lower levels of S-Anxiety than those_who did not 

participate in the program. A comparison of the mean 

initial and second S-Anxiety scores for each group, using 

the t-test, are presented in Tables 5 and 6. A t-test 

comparison of the changes in S-Anxiety scores that occurred 

between the two testings is shown in Table 7. The first 

test was admininstered in the admission's office, and the 

second testing occurred three hours later, while the 

subject was in his/her hospital room. As shown by the data 

in Tables 5, 6 and 7, the between group differences in 

S-Anxiety mean scores were not statistically significant, 

therefore this hypothesis was rejected. 



43 

Table 5 

A Summary of Comparison of Initial S-Anxiety Mean Scores by 

Experimental and Control Groups, Using the t-test 

Variable 

Experimental 

Group 

Control Group 

Table 6 

n X 

30 40.67 

30 38.97 

SD t-value df 

12.98 

.51 29 

11.91 

A Summary of Comparison of S-Anxiety Mean Scores, by 

Experimental and Control Groups, Using the t-test 

p 

.62 

Variable n x SD t-value df p 

Experimental 

Group 

Control group 

30 37.3 

30 35.93 

12.32 

.450 58 .654 

11.18 
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Table 7 

A Summary of Comparison of Changes in S-Anxiety Scores, by 

Experimental and Control Groups, Using the t-test 

Variable n x SD t-value df p 

Experimental 

Group 

Control group 

30 3.2 

30 2.9 

4.11 

.261 58 .795 

3.81 



HyPothesis 2. 

45 

This hypothesis stated that the 

S-Anxiety level of subjects with low T-Anxiety will be 

lowered more following participation in the individualized 

pre-operative education program, than for subjects 

reporting high T-Anxiety. A listing of mean changes in 

S-Anxiety scores in given in Table 8. A comparison, using 

analysis of variance, of the change in S-Anxiety scores of 

those with high and low T-Anxiety scores is presented in 

Table 9. Since there was no significant difference in the 

changes of the S-Anxiety mean scores, regardless of whether 

or not the subject received pre-operative instruction, this 

hypothesis was also rejected. 

Table 8 

A Listing of Mean Changes in S-Anxiety Scores by 

Experimental and Control Groups, Taking into Account 

T-Anxiety Scores 

Sample n X SD 

high T-Anxiety with teaching 12 2.58 4.76 

high T-Anxiety without teaching 17 4.00 3.95 

low T-Anxiety with teaching 18 3.56 3.71 

low T-Anxiety without teaching 13 1.77 2.49 
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Table 9 

A Summary of the Analysis of Variance Related to Changes 

in S-Anxiety Scores, Controlled for the Level of 

T-Anxiety, by Experimental and Control Groups 

Source of 

Variation 

df 

Between Samples 3 

Residual 

Total 

56 

59 

Sum of 

Squares 

43.73 

807.67 

851.4 

Mean of 

Squares 

15.58 

14.42 

F 

1. 01 

p 

.39 
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Hypothesis 3. This hypothesis stated that subjects 

who participated in the individualized pre-operative 

education program would score higher on the knowledge test 

than those subjects who did not participate in the 

educational program. A summary of the t-test comparison 

of the knowledge scores for both subjects who received 

teaching and those who did not is presented in Table 10. 

As depicted in the table, the knowledge scores of those 

subjects receiving pre-operative instruction were 

significantly higher (p = .001) than those who received no 

instruction. 

program of 

This hypothesis was therefore retained; the 

instruction significantly increased the 

subject's knowledge of peri-operative routine. 

Table 10 

A Summary of t-test Comparison 

Experimental and Control Groups 

Variable N X SD 

Experimental 

group 

Control group 

30 12.4 

30 11.3 

* significant p < .001 

1.18 

1.28 

of Knowledge Scores, by 

t-value df p 

3.47 58 .001* 
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Hypothesis 4. Hypothesis four predicted that subjects 

with low T-Anxiety would score higher on the knowledge test 

following participation in the education program than 

subjects with high T-Anxiety. A summary of the t-test 

comparison of knowledge scores in subjects with high and 

low T-Anxiety, who received pre-operative instruction is 

included in Table 11. Because there was no significant 

difference in the knowledge scores of the high and low 

T-Anxiety group when both had received pre-operative 

instruction, hypothesis four was rejected. 

Table 11 

A Summary of t-test Comparison of Knowledge Scores, by High 

and Low T-Anxiety, in the Experimental Group 

Variable n x SD t-value df p 

High T-Anxiety 12 12.33 1.44 

-.23 28 .81 

Low T-Anxiety 18 12.44 1.2 
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Additional Analysis 

Further examination of the data indicate there was a 

difference between the groups in terms of knowledge scores 

and T-Anxiety level. A difference in knowledge scores 

between those subjects in the low T-Anxiety group was found, 

but not for those in the high T-Anxiety group. Tables 12, 

13, 14, and 15 summarize the data. 

Table 12 

A Listing of Knowledge Scores in Subjects with High and 

Low T-Anxiety, With and Without Teaching 

Sample n X SD 

high T-Anxiety with teaching 

high T-Anxiety without teaching 

low T-Anxiety with teaching 

low T-Anxiety without teaching 

12 

17 

18 

13 

12.33 

11.53 

12.44 

10.77 

1.43 

.87 

1.2 

1.36 
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Table 13 

A Summary of the Analysis of Variance Related to Knowledge 

Scores in subjects with High and Low T-Anxiety, With and 

Without Teaching 

Source of 

Variation df 

Between Samples 3 

Residual 

Total 

Table 14 

56 

59 

Sum of Mean of 

Squares Squares 

25.95 8.65 

81.65 1.46 

107.6 

F p 

5.93 .0014 * 

A Comparison of Knowledge Scores, by Experimental and 

Control Group, in Subjects with High T-Anxiety 

Variable 

Experimental 

Group 

Control Group 

n 

12 

17 

X 

12.33 

11.53 

SD t-value df 

1.44 

1.88 58 

0.87 

p 

.07 
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Table 15 
A Comparison of Knowledge Scores, by Experimental and 
Control Groups, in Subjects with Low T-Anxiety Scores 

Variable n X SD t-value df p 

Experimental 

Group 18 12.44 1.2 

3.62 58 .001 * 

Control group 13 10.77 1.36 

To ensure that the experimental and control groups were 

homogenous, between group comparisons were conducted by sex, 

age, surgery, and educational level. Tables 16 through 23 

provide the results of the comparisons to confirm that no 

significant between group differences in S-Anxiety existed 

except for sex; these analyses established the. between group 

homogeneity for subjects in this study. Tables 16 and 17 

indicate that there was a difference in S-Anxiety scores 

between males and females at both times the S-Anxiety test 

was administered, on admission and three hours later with 

the females scoring higher S-Anxiety scores at both times. 

In Spielberger's norms, the S-Anxiety scores of working 

adult males were higher than those of females. S-Anxiety 

scores for college students, high school students, and 

military recruits were higher for females than for males. 
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Several studies (Norris & Baird, 1967; Scott, Chum, & 

Peoples, 1983; Wolfer & Davis, 1970) have reported higher 

anxiety in hospitalized women than in men. 

Table 16 

A comparison, Using the t-test, of Initial S-Anxiety Scores 

by Sex 

Variable n X SD t-value df p 

Males 26 35.46 11.1 

-2.42 58 .019* 

Females 34 42.97 12.46 

Table 17 

A Comparison, Using the t-test, of the Second S-Anxiety 

Scores by Sex 

Variable n X SD t-value df p 

Males 26 33.35 11.12 

-1.94 58 .03 

Females 34 39.12 11.64 

A composite of all data collected may be reviewed in 

Appendix H. 



Table 18 

A Listing of Initial Mean S-Anxiety Scores by Age 

Sample n x SD 

21-30 

31-40 

41-50 

51-60 

61-70 

Table 19 

2 

7 

15 

12 

24 

32.5 

40.43 

40.6 

39.75 

39.54 

17.67 

13.44 

15.19 

9.89 

11.81 
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A summary of the Analysis of Variance Related to Initial 

S-Anxiety Scores by Age 

Source of 

Variation 

Between Samples 

Residual 

Total 

Sum of 

df Squares 

4 120.16 

55 8910.02 

59 9030.18 

Mean of 

Squares 

30.04 

162.00 

F 

.185 

p 

.95 
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Table 20 

A Listing of Initial Mean S-Anxiety Scores by Surgery 

Sample N X SD 

cholecystectomy 9 45.44 7.6 

vesico-urethropexy 3 32.33 12.1 

total knee replacement 6 44.0 13.45 

hemorrhoidectomy 4 40.25 16.88 

inguinal hernia repair 10 33.8 11.18 

total abdominal hysterectomy 14 41.57 11.98 

lumbar laminectomy 7 38.86 14.77 

total hip replacement 4 40.25 10.53 

colostomy closure 3 31.0 14.18 

Table 21 

A Summary of the Analysis of Variance Related to Initial 

S-Anxiety Scores, by Surgery 

Source of 

Variation 

Between Samples 

Residual 

Total 

df 

8 

51 

59 

sum of 

squares 

1201.91 

7548.27 

8750.18 

Mean of 

Squares 

150.24 

148.01 

F 

1.02 

p 

.44 
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Table 22 

A Listing of Initial Mean S-Anxiety Scores by Educational 

Level 

Sample 

Less than H.S. graduate 

High School graduate 

Some College 

College Graduate or more 

Table 23 

N 

6 

19 

17 

18 

X 

40.0 

41.32 

37.77 

39.78 

SD 

13.52 

12.8 

10.47 

13.94 

A Summary of the Analysis of Variance Related to Initial 

S-Anxiety Scores, by Educational Level 

Source of Sum of Mean of 

Variance 

Between Samples 

Residual 

Total 

df 

3 

56 

59 

Squares 

113.91 

8916.28 

9030.18 

Squares 

37.97 

158.22 

F p 

.238 .87 



CHAPTER VI 

Discussion 

An interpretation of the research findings is 

presented in this chapter and implications for nursing care 

are discussed. Also, limitations of the study and 

recommendations for future research are offered. 

Interpretation of the Findings 

The findings failed to support hypothesis one; there 

was not a significant difference in S-Anxiety scores 

following pre-operative teaching. Hypothesis two was also 

rejected; there was no significant difference in the change 

in S-Anxiety scores following pre-operative teaching 

relative to high or low T-Anxiety. From this data, it can 

be 

did 

assumed that, 

not 

S-Anxiety 

make 

level 

a 

in this study, pre-operative instruction 

significant difference in the subject's 

within three hours after admission to the 

hospital, regardless of the subjects T-Anxiety level. 

The research findings support hypothesis three; the 

subjects who received pre-operative instruction scored 

significantly higher on a knowledge test of peri-operative 

routine than those who received no instruction. The 

56 
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results of the data analysis failed to support hypothesis 

four; the experimental subjects with low T-Anxiety did not 

score higher on the knowledge test than those with high 

T-Anxiety. 

This data may be slightly misleading, in that both the 

high and low T-Anxiety scores of subjects in this study 

were less than those Spielberger previously reported in 

hospitalized medical-surgical patients. Both groups would 

be below Speilberger's meanT-Anxiety score. 

A number of reasons are offered to explain why the 

teaching program did not produce significant results. For 

instance, it is possible that three hours may not have been 

enough time for a subject's state anxiety level to be 

affected. It may take several hours from admission to have 

a significant decrease in anxiety level, or in some it 

seems reasonable that anxiety may not be lowered until 

surgery is complete. 

The content of the pre-operative teaching followed the 

standard protocol used with all patients admitted for 

surgery to the institution where the study was conducted. 

The material dealt almost entirely with the physical 

aspects of peri-operative care, based on a pre-operative 

checklist, and included almost no content related to the 

psychological variables associated with surgery. This is 

viewed as a shortcoming of the study, since knowledge of 
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physical parameters alone may not have been enough to 

influence the subject's anxiety level. For future studies, 

the teaching protocol will be revised to include additional 

material related to the psychosocial aspects of surgery. 

Some of the early research done on pre-operative anxiety 

was done in the 1960s and 1970s when the public knowledge 

about surgery was much less than it is today. There is an 

abundance of information available today to the lay public 

in newspapers, magazines, and on television about 

improvements in surgical techniques, safety of anesthesia, 

and advances in medical technology, making the patient more 

informed and possibly not as anxious. There has also been 

information about the critical shortage of nurses in 

hospitals, and 

continue to be 

stay. 

this concern may cause some patients to 

anxious throughout their entire hospital 

Most adults in today's society have either been a 

patient or had a relative or friend admitted to the 

hospital. The public is entering the hospital today with a 

much broader knowledge base than in the past and many 

aspects of hospital care which were once known by only a 

few is now general knowledge. 

Implications 

Subjects 

score as high on 

involved in this study initially did not 

S-Anxiety .tests as the norms found by 

Spielberger. 

fact that no 

This may possibly have contributed to the 

change in S-Anxiety was found. It is also 
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teaching methods such as group 

teaching, the use of audiovisuals, or a self-paced teaching 

packet may have influenced the S-Anxiety scores more. 

Significant results supporting hypothesis three 

strengthen the need for pre-operative instruction to help 

comply with informed consent requirements. Even though 

informed consent has traditionally been the responsibility 

of the physician, nurses frequently have input into the 

information given to the patient. 

The subjects in this study classified as high T-Anxiety 

were well below Spielberger's norm for hospitalized 

patients with high T-Anxiety; the mean T-Anxiety scores 

were closer to those of the general population than to 

hospitalized patients. The difference in mean T-Anxiety 

scores for subjects in this study with high and low 

T-Anxiety was only .11, making it difficult to generalize 

about differences between the two groups. This finding 

supports the notion that the public is coming to the 

hospital with lower S-Anxiety levels than was assessed 

during Spielberger's normative testing. 

Limitations 

The limitations identified in this study are as 

follows: 

1. Spruill's Test on Knowledge of Perioperative 

routines was developed specifically for use in this study. 

Validity and reliability testing of this instrument was, 

therefore, limited. 
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2. There were only two measurements of S-Anxiety. 

S-Anxiety levels may be lowered at a later point in the 

hospital stay than was tested for in this study. 

3. The sample size of 60 may not have been large 

enough to elicit significant between group differences. 

4. The information discussed during the pre-operative 

education program contained material pertaining only to the 

physical aspects of peri-operative care, and did not 

include sufficient material concerning the psychological 

aspects. 

Recommendations 

Based on the results and limitations of this study, 

the following recommendations for future research are 

offered: 

Replication of the study to validate the study findings 

with the following suggested changes in design: 

a. utilize a larger sample size 

b. obtain additional measurements of S-Anxiety, 

i.e., before surgery and post-operatively. 

c. utilize different types of teaching modalities 

i.e., video tape presentations, group teaching. 

d. include information related to the psychological as 

well as the physical aspects of peri-operative care in the 

pre-operative education program. 
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Nurses play a major role in the peri-operative 

experience and have the responsibility to develop and test 

research based interventions to assist individuals in 

coping with hospitalization. 
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Developed by Charles D. Spielberger 
in collaboralion with 

R. L. Gorsuch, R. Lushene, P. R. Vagg, and G. A. Jacobs 

STAI Form Y·l 

Name----------------------- Date-----S __ 

Age---- Sex: M __ F__ T __ 

DIRECfiONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate·circle to the right of the statement to indi
cate how you feel right now, that is, at this moment. There are no right 
or wrong answers. Do not spend too much time on any one statement 
but give the answer which seems to describe your present feelings best. 

I . I feel calm .................................................. . 

2. I feel secure ................................................ . 

3. I am tense .................................................. . 

4. I feel strained ............................................... . 

5. I feel at ease ................................................ . 

6. I feel upset ................................................. . 

7. I am presently worrying over possible misfortunes 

8. I feel satisfied ............................................... . 

~l. I feel frightened 

10. I feel comfilrtable ........................................... . 

I I. I fct;l self-confident .......................................... . 

12. I feel nervous ............................................... . 

13. I am jittery ... : . ................. , ........ · .................. . 

14. I feel indecisive ......................... · .................... . 

15. I am relaxed .................................... : . .......... . 

16. I feel content 

17. I am worried 

18. I feel confused .............................................. . 

19. I feel steady ........ : ............. : ......................... . 

20. I feel pleasant 

Consulting Psychologists Press 
577 College Avenue, Palo Alto, California 94306 
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STAI Form Y -2 

Name -------------'----------------Date---------

DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to in
dicate how you generally feel. There are no right or wrong answers. Do 
not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel. 

21. I feel pleasam ............................................... . 

22. I feel nervous and restless 

23. I feel satisfied with myself 

24. I wish I could be as happy as others seem to he ................ . 

25. I feel like a failure 

211. I feel rested 

27. I am "'calm, cool, and collected" 

(il (il 

(j) (i) 

<D (j) (i) @ 

m (i) 

(i) (i) 

(j) (i) 

28. I feel that difficulties are piling up so that l cannot m·ercome them <D @ (i) f!) 

2!l. I worry too much over something tlwt t·eally doesn't m:tllcr . . . . . . <D (j) (i) <ll 

30. I am happ)' . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CiJ (j) (i) @ 

3!. I have disturbing thoughts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (j) (j) (i) @ 

32. I lack self-confidence . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . <D (j) <il tll 

3:-1. l fcl"l secure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . <D (i) (i) @ 

34: l make dedsions ·easily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .<D (j) (i) @ 
. .' '· : . : '.· . . ' 

35.- I feel inadequ;ue· .·.- .. · ...... · •. ;· .. ; .-: ... : ....... ~-. ;, :.. .. .. .. .. <D .<il .<il @ 
, .. 

36. I am content ................................................ . <D (j) (i) @ 
:: 

37. Some unimportant thought runs through my mind and bothers me (iJ (j) (i) @ 
. . 

38. I take disappointments so keenly that I can't put them out of my 
'· 

mind ....................................................... . 

' . -
3!l. I am a steady person ........................................ . 

'· 
'40. I get in a state of tension or turmoil as I think over my recent concerns 

and interests ................................................ . 

c:up)'Tii(J.i 11168, IV77 b,v C:lwr/r.< /), SJiir/brrgrr, Rr•(mu/urlirm t{lld.< lt•.\1 m· IWY Jmrliuu 1/u·m{ 
/1,\' ''".Y prm·r.~f.ll'iiJwulll'rUirll pt'rllli.l·.fitiU •if U.r P11hl1:~lwr i,( Jlmllibilt•tl. ' . 
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Appendix B 

Spruill's Knowledge Test of Peri-operative Routine 

Please circle True or False to the following statements. 

True False 

True False 

True False 

True False 

True False 

True False 

True False 

1. 

2. 

3. 

You will not be allowed anything 

to eat or drink 

because by skipping 

can sleep longer. 

after midnight 

breakfast you 

You will be shaved before surgery 

to decrease the chance of 

infection at the incision. 

If you have dentures, they will 

be left in during surgery. 

4. The medication you receive before 

going to surgery (pre-op 

medication) is to help relax you. 

5. You will be instructed to empty 

your bladder right before you 

receive your pre-op medication. 

6. While you are in surgery, your 

7. 

family is to wait at the nurse's 

station. 

You will spend the night after 

your 

room. 

surgery in the recovery 
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True False 8. After your surgery, your doctor 

will order pain medication to be 

given every three or four hours 

as you need it. 

True False 9. Turning, coughing, and deep 

breathing after surgery helps 

prevent pneumonia. 

True False 10. The nurses will ask you to cough 

and take deep breaths every 10 

minutes for the first few hours 

after your surgery. 

True False 11. Holding a pillow to your incision 

site while coughing will make 

coughing easier. 

True False 12. Your first meal after surgery 

will be clear liquids only. 

True False 13. Your dressing (bandage) covering 

your incision is to be left on 

for one week. 

True False 14. After your surgery, you will not 

be allowed to get out of the bed 

for two days. 
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Appendix c 

St. Mary's Hospital Authorization 



5AI NT 
MARY'S 
HosPITAL 
1230 BAXTER STREET/ATHENS, GEORGIA 30613 / 404-548-7561 

March 22, 1988 

Ms. Paula Spruill, R.N., ET 
c/o Nursing Education Department 
St. Mary's Hospital 
Athens, Georgia 30613 

Dear Ms. Spruill: 

I have your memo of February 18, 1988. Sister M. Antonette has 
advised me that she has reviewed the details of your research 
study and that she supports and endorses your conducting such a 
study at St. Mary's Hospital. In view of Sister Antonette's 
recommendations and the assurances you have given to the hospital 
in your memorandum of February 18, 1988, you are authorized to 
proceed. Patient privacy and confidentiality are our greatest 
concern, and we understand you will take steps to see that these 
rights are preserved. In addit,ion, you need to add to your 
con'sent form the understanding that this study is not being 
conduct¢d by st; Mary's Hospital, and participation in the study 
is strl~tly voluntary. We also ask you to please understand that 
the hos'pital'niay''withdraw'its' approval at any time. · · · 

EJF/jlh 

very 

E. . Fechtel, 
Administrator 

.. :: :, .. · 



/ 
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Appendix D 

Medical College of Georgia 
Human Assurance committee Authorization 



c&JMCG 
June 20, 1988 

Medical College of Georgia 
Augusta, Georgia 30912-4810 

Human Assurance Committee 
Institutional Review Board 

AA-130 
(404) 721-2592 

RE: PROJECT TITLE: RELATIONSHIP OF A STRUCTURED 
PRE-OPERATIVE TEACHING PROGRAM WITH ANXIETY AND KNOWLEDGE 

FILE NO. 88-6-246 

APPROVAL DATE - JUNE 20, 1988 

Dear Ms. Spruill: 

The Human Assurance Committee has reviewed and approved the 
above project by expedited procedure in accordance with the 
DHHS policy and the institutional assurance on file with the 
DHHS. 

Sincerely, 

Georges. Schuster; .D.D~S., PHD. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

jnis 

An Affirmative Action I Equal Opportunity Institution 
'l' 

. .: . 

A unit of the University Systom of Georgia 
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Consent Form 

I have been invited to participate in a study which 
will study how people think and feel about hospitalization 
and surgery. I have been asked to participate because I am 
being admitted to the hospital for elective surgery. 

I will be asked to answer two (2) brief, paper and 
pencil questionaires while in the admitting office and then 
again about three (3) hours after being in my room. 

I understand that I will neither be paid nor charged 
anything for participating in this project. While no 
direct benefits to me are expected from this study, the 
findings may help individuals in the future who face 
hospitalization for surgery. I will not be personally 
identified in any publication or presentation of this study 
and my participation will be kept anonymous. I understand 
that this study is not being conducted by St. Mary's 
Hospital and my participation in this study is strictly 
voluntary. I may withdraw from the study at any time 
simply by refusing to answer the questionaires and that 
withdrawing from the study will not affect my care in any 
way. 

I have read this document and it has been explained to 
me. I have had the opportunity to ask questions and they 
have been answered to my satisfaction. If I have any 
questions about the study, I may contact Paula Spruill, RN 
at 354-3169 or Dr. Sarah Gueldner, RN at 542-7053. If I 
have any questions concerning my rights as a participant in 
this study, I may contact Dr. George Schuster at 721-2592 
at the Medical College of Georgia in Augusta. With this 
understanding, I hereby consent to participate in this 
study. 

Subject's Signature Date 

Witness's Signature Date 

Principal Investigator's Signature Date 
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Pre-operative Check list 
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Appendix G 

Script for Pre-operative Teaching 
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Hello Mr. X., my name is Francis S. and I am a nurse 

from the patient education department. I need to ask you 

some questions about your health, tell you a little about 

your surgery tomorrow and have 

nursing assessment is obtained 

information is not included here). 

you sign your permit. (A 

at this point and this 

You will hear this from a lot of people but I need to 

tell you also, you can not have anything to eat or drink 

after midnight tonight. It's really important that you not 

eat or drink because they may have to cancel your surgery 

if you do. If you need a sleeping pill tonight your doctor 

has one ordered for you if you want one. You just need to 

let the nurses know if you would like to take one. Most 

people don't get a good night's sleep the night before 

surgery without one. In the morning, the nurses will wake 

you up early. 

hospital gowns, 

You can take a shower and put on one of our 

the ones that tie in the back. A nurse 

will come in around eight o'clock to start an IV, that's 

the sugar water they put into your veins. After that it's 

pretty much just waiting until it's time for your surgery. 

About an hour before your surgery, your nurse will ask 

you to empty your bladder and give you a shot to help relax 

you. Your mouth will probably get dry after the shot. 

After they give you the shot, they want you to stay in the 

bed. You will probably get drowsy and we don't want you to 

fall if you try to get up alone. About 30 minutes after 
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this, they will take you downstairs to the operating room 

on a stretcher. While you are downstairs, before your 

surgery, they will shave you. When your surgery is all 

done you will go to the recovery room for about an hour. 

Most people don't even remember being in the recovery room, 

they're still so sleepy. If you wake up and you are real 

cold, you're probably in the recovery room. They can give 

you some warm blankets if you need them down there. 

When you come back to your room, the nurses will be in 

and out the first few hours alot checking your blood 

pressure and pulse. This is normal; we just want to keep a 

close watch on you. You will come back with the IV still 

in your arm. You will have a dressing on your abdomen 

also. Every two hours, the nurses will come in and help 

you turn 

cough and 

to cough 

and get comfortable. They will also want you to 

take some deep breaths. It may be uncomfortable 

but it's really important that you do; if not, 

you will get pneumonia. We don't want you coming in to get 

your gallbladder out and end up with pneumonia. If you or 

the nurses hold a pillow to your incision, it will make 

coughing easier and more comfortable. When they ask you to 

cough, they don't want a little throat-clearing cough. 

What we want is from down deep. Take a deep breath and 

hold it a couple of seconds and then cough. (Nurse and 

subject practice coughing). 
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You probably won't be able to have anything to eat or 

drink the day of surgery. Usually your doctor likes his 

patients to wait until the next day. The nurses will let 

you know when it's OK for you to have something to drink. 

It will start off with clear liquids and your diet will be 

advanced as Dr. Hawk thinks you're ready. 

As far as pain goes, you'll have some after surgery 

but Dr. Hawk will order pain medicine for you. The nurses 

can give you something every three or four hours but you 

need to let them know when you are uncomfortable. We want 

you to be comfortable so take it as you need it, especially 

the first couple of days. 

Dr. Hawk usually wants us to get his patients out of 

bed the evening of surgery. If not then it will be the 

next morning. Don't try to get out by yourself; the nurses 

will help you up when he feels you are ready. 

Your family can come up as early as they want tomorrow 

to wait with you until it's time for your surgery. While 

you're in surgery, Dr. Hawk likes them to wait in your 

room, then he will come up after surgery is over and talk 

with them. If they want to go get something to eat, the 

best time for them to go is right when you go down. The 

first 30 minutes they'll be getting you ready so it's a 

good time for your family to go if they want to. They just 

need to tell one of the nurses if they leave the floor. 
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Do you have dentures? You'll need to take them out 

before you go 

put them back 

enough to ask 

back in. 

downstairs. When you come back up you can 

in as soon as you want. If you're awake 

for them, you're awake enough to put them 

You will have a dressing covering your incision. 

After a couple of days, we will take it off and let you 

know when you can take a shower. 

just 

glad 

Do you have any questions about any of the things I've 

gone over? If you think of any, the nurses will be 

to help you. I hope everything goes well for you 

tomorrow. Good bye." 



Appendix H 

A Composite of Data Collected 

for all Subjects 

89 



90 

Composite Data of All Subjects 

Subj S-1 S-2 Sex C/E Surg Age T-1 Know Ed 

1. 45 39 F E CHOL 65 49 14 1 

2. 61 48 F E HEM 49 35 12 4 

3. 47 40 M c HERN 59 49 13 4 

4. 28 24 F c MMK 41 23 10 3 

5. 25 26 F c HERN 66 23 13 2 

6. 52 48 F E CHOL 65 31 14 2 

7. 56 56 F E KNEE 61 28 12 2 

8. 40 36 F E TAH 46 39 13 3 

9. 66 60 F c TAH 44 48 12 4 

10. 50 46 F E HIP 68 43 12 1 

11. 43 34 F E TAH 46 40 14 2 

12. 20 20 M E HERN 57 25 13 3 

13. 37 31 M c LAM 66 36 8 3 

14. 42 41 F c TAH 40 52 10 4 

15. 46 29 F c HIP 60 47 12 2 

16. 45 40 F E TAH 30 35 14 2 

17. 22 22 F c TAH 45 22 12 2 

18. 40 34 F E TAH 37 33 14 3 

19. 22 22 F E TAH 45 32 13 4 

20. 46 47 F c TAH 47 52 12 4 

21. 40 36 M E KNEE 53 36 12 3 

22. 20 20 M ,.. COLOS 28 20 11 1 ~ 
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Appendix H (cont.) 

Subj. S-1 S-2 Sex C/E Surg Age T-1 Know Ed 

23. 38 37 F E CHOL 35 57 12 3 

24. 49 45 F c CHOL 66 40 12 2 

25. 37 30 M E CHOL 66 34 12 3 

26. 52 49 F E KNEE 57 42 9 3 

27. 34 32 M E LAM 32 33 11 4 

28. 27 27 M c HEM 68 24 13 3 

29. 43 38 F c TAH 49 40 12 4 

30. 20 20 M c LAM 37 20 11 4 

31. 49 49 M c CHOL 61 37 11 3 

32. 36 34 F c TAH 57 29 13 2 

33. 52 47 M c HERN 68 49 10 1 

34. 42 39 M c KNEE 67 40 12 2 

35. 54 51 F c TAH 47 56 11 3 

36. 41 38 M c HERN 54 42 12 3 

37. 65 57 F E LAM 35 35 11 2 

38. 43 41 M c HERN 59 43 11 2 

39. 46 44 F c MMK 54 41 11 3 

40. 47 43 M c HEM 67 42 13 1 

41. 46 40 M E LAM 47 41 13 4 

42. 54 49 F E KNEE 66 49 14 2 
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Appendix H (cont.) 

Subj. S-1 S-2 Sex C/E Surg Age T-1 Know Ed 

43. 26 25 M E HEM 70 24 13 2 

44. 23 20 F E MMK 46 23 12 2 

45. 39 38 M c HIP 69 31 11 2 

46. 58 56 M c CHOL 52 42 11 2 

47. 36 20 M c HIP 67 24 10 1 

48. 26 27 M c LAM 47 25 11 3 

49. 47 44 F E CO LOS 66 47 12 3 

50. 20 20 F E KNEE 66 26 12 3 

51. 35 30 F c CHOL 70 37 11 2 

52. 26 26 M E CO LOS 66 30 11 2 

53. 24 22 M c HERN 60 26 10 4 

54. 31 28 F E TAH 45 25 13 4 

55. 24 24 M E HERN 63 27 10 4 

56. 46 56 M E CHOL 68 46 12 4 

57. 29 21 M E HERN 70 28 13 4 

58. 33 29 M c HERN 57 25 10 4 

59. 44 44 F E LAM 38 36 11 4 

60. 60 60 F E TAH 41 57 12 4 

S-1 = first S-Anxiety score; S-2 = second S-Anxiety score; 
C/E = control/experimental; T-1 = T-Anxiety score; Know = 
knowledge test score; Ed = educational background (1-less 
than high school, 2-high school graduate, 3-some college, 
4-college graduate or more). 




