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CHAPTER I 

INTRODUCTION 

When caring for adults facing the prospect of surgery, 

nurses have frequently been more oriented to the necessity 

for completing tasks than to the fact that the patient is a 

person who, feeling-wise, has not abdicated his entire sense 

of responsibility for himself. Patients have an inherent 

right to participate in their own care and in decisions re

lating to life experiences. Denied this right, he may feel 

anxious, fearful and/or angry. Participation in care leads 

to feelings of usefulness and provides constructive outlets 

for anxiety.1 Patients differ in their emotional reactions

to surgery. One omission in nursing care may be failure to 

prepare the patient for what to expect and when to expect it. 

Based on this premise is the statement made by Levine and 

Fieldler that the postoperative course and successful reha

bilitative progress of the surgical patient is often directly 

related to the type and amount of preoperative preparation he 

receives.2

1Irene Beland, Clinical Nursing:
and Psychosocial Approaches (New York: 
p. 233.

Pathophysiological 
Macmillan Co., 1970}, 

2nale C. Levine and June P. Fieldler, "Fears, Facts,
and Fantasies About Pre-and-Postoperative Care," Nursing 
Outlook, XVIII (February, 1970), 26. 

1 
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Statement of Problem 

The problem of this study was to determine the relation

ship between a supportive preoperative interview and post

operative patient welfare in a select group of patients. 

Purpose 

The intention of this study was to determine if support 

in the form of an interview given by a nurse prior to surgery 

would significantly expedite postoperative recovery as measured 

by certain recovery indices. The questions considered were: 

(1) Are the nurses' activities preoperatively in providing

support and information, as well as the routine required mini

strations, related to the rate of postoperative recovery? (2 ) 

What recovery indices, if any, will be found to be significantly 

decreased in those patients receiving a supportive interview? 

Background and Significance 

It appears to be generally believed that pending 

surgical procedures produce anxiety in most patients because 

there are many unknown elements involving possible discomforts 

and the possible outcomes.1, 2, 3 Anxiety is one of several 

lirving L. Janis, Psychological Stress: Psychoanalytic 
and Behavioral Studies of Surgical Patients (New York: John 
Wiley and Sons, Inc., 1958), p. 357. 

2oorothy w. Smith and Claudia D. Gips, Care of the Adult 
Patient (Philadelphia: J. B. Lippincott Co., 1966), p. 207. 

· 3Levine and Fieldler, p. 27.
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natural responses to illness. It may interfere with the body's 

ability to adapt to stress as well as producing exaggeration 

of physical pain.1 Nursing action in the preoperative period

can be built around the idea of allaying excessive anxiety. 

The energy used by patients postoperatively to cope with 

anxiety could be better utilized for recovery.2 Anxiety is

interpersonally communicated; therefore, it is most effectively 

3and meaningfully reduced by the presence of another person. 

Lines of communication kept open allow patients the opportunity 

to expend energy that has been generated by anxiety. Interest 

in a patient can be communicated by undivided attention, per

haps for a moment, perhaps for an hour or more--but undivided.4

In order to give support, the nurse needs to know what 

the person fears. Carnevali and associates identified 

patients' fears, then compared them to what a group of nurses 

thought these patients were concerned about. Nurses accurately 

perceived basic universal fears of the unknown and concern 

over separation from family, but they did not so readily 

1Gloria M. Francis and Barbara Munjas, Promoting
Psychological Comfort (Dubuque, Iowa: Wm. C. Brown Co., 1968), 
p. 77.

2rbid., p. 78.

3rbid., p. 81. 

4Lillian S. Brunner, Charles P. Phillips, L. Kraeer
Ferguson, and Doris s. Suddarth, Textbook of Medical-Surgical 
Nursing (Philadelphia: J. B. Lippincott Co., 1964}, p. 134. 



identify their patients' fears of pain, death, and destruc

tion of body image.1 Do these fears affect the recovery rate

after surgery? The "Emotional Drive" theory assumes that 

emotions such as fear serve to motivate behavior in threaten

ing situations.2 Fear-motivating behavior can either foster

or disrupt adjustment during the threat.3 Therefore, patients

who are extremely frightened may respond poorly to surgery.4

On the other hand, Janis suggests that a moderate amount of 

preoperative fear leads to optimum postoperative emotional 

adjustment. When the amount of fear exceeds some minimal 

level the individual takes protective action as long as he 

has clear information to guide his behavior.5 Two general

theoretical positions on the relationship between preopera

tive fear and anxiety and postoperative recovery have been 

found in the literature. One shows an inverse linear rela

tionship between the preoperative level of fear and postop

erative recovery. The greater the fear and apprehension, the 

lDoris L. Carnevali, "Preoperative Anxiety," American 
Journal of Nursing, LXVI (July, 1966), 1536. 

2Jean Johnson, James M. Dobbs, Jr., and Howard Leven-
thal, "Psychosocial Factors in the Welfare of Surgical Patients," 
Nursing Research, XIX (January-February, 1970), 18. 

3rbid. 

4smith and Gips, p. 207.

5Johnson, Dobbs, and Leventhal, p. 19.

4 
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poorer the recovery.1 The other theory is a curvilinear rela

tionship between preoperative fear level and postoperative wel

fare with both high and low levels of fear being associated 

with more difficult postoperative convalescence.
2 

Another 

study found that with very few exceptions patients' self-ratings 

of fear and anxiety and their attitudes toward hospitalization 

and surgery were not related to the many different aspects of 

their phy_sical and emotional recovery following surgery.3

Although preoperative information may bear little or no 

relationship to the occurrence of high anticipatory fear, it 

seems to make a sizeable difference as to whether a person 

will experience a moderate degree of anticipatory fear or 

practically none .-4 Kelly used the Self-Analysis form of the

Cattell Anxiety Scale and the Anxiety Differential Test to 

identify stress levels before and after surgery and tried to 

reduce identified anxiety with an information-giving experi

ence of five interviews. The findings indicate that the 

patients receiving the information-giving experience had 

increased anxiety levels, and those who did not have this 

1Janis, p. 826.

2
rbid., p. 274. 

3John A. Wolfer and Carol E. Davis, "Assessment of Sur
gical Patients' Preoperative Emotional Condition and Postop
erative Welfare," Nursing Research, XIX (September-October, 
1970), 410. 

4Janis, p. 357.
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experience had significant decreases in anxiety level.1

Theoretically, the newly admitted patient awaiting sur

gery moves through several stages in his psychological response 

to illness: denial, anxiety and fear, regression and depend

ence, depression, and finally, reintegration or restitution.2

The nurse must ascertain the psychological stage of her pa

tient and attempt to meet his needs at that level. Informa

tion must be pertinent. There is probably little or no gain 

from giving technical information which is not essential for 

conveying a realistic picture of what the patient will actually 

perceive. 3 Degree of information imparted depends on the

patient's ability and desire to comprehend what is told him.4

Some textbooks emphasize that to give information to a patient, 

information about his life and future, is to evoke a response 

from him.
51 6 

When a response comes, one must deal with it,

which means that further interaction, involvement, and re

sponsibility are called for on the part of the nurse. Lines 

1Lois E. Graham and Elizabeth N. Conley, "Evaluation of
Anxiety and Fear in Adult Surgical Patients." Nursing Research, 
XIX (September-October, 1970), 410. 

2H. w. Martin and A. J. Prange, "The Stages of Illness:
A Psychosocial Approach," Nursing Outlook, X (March, 1962), 168. 

3Janis, p. 370.

4Levine and Fieldler, p. 28. 

5rbid.

6Francis and Munjas, p. 65.
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of communication should then be open for patients to express 

feelings. A major antidote to anxiety is said to be truth, 

1 
knowledge, facts, or reason. One study found that the ques-

tions most usually asked by preoperative patients were: 

"Will I have much pain?" 
"Will I have an ugly scar?." 
"Will I be asleep when they operate?" 
"Can my family see me afterwards?"2 

The implications of these questions are revealed in �nether 

study that found fear of the unknown and of being suddenly 

dependent is common in almost every preoperative patient.
3 

Carnevali reported similar anxieties and fears in her studies 

of preoperative patients. Sources of concern reported most 

frequently were pain and discomfort, not knowing what to 

expect, destruction of body image, separation from usual 

environment, death, previous experiences, disruption of 

life plans, loss of control and finances.4 Man appears to

have built-in mechanisms to deal with reality and its 

accompanying anxiety. It is unreality, or the unknown, for 

which he has no defenses.
5 

When realistic information is 

1
Francis and Munjas, p. 65. 

2Francis Elder, "Effective Support for Your Pre-
operative Patient," R.t'\J, XXV (May, 1962), 47. 

3
Levine and Fieldler, p. 27. 

4
carnevali, p. 1536. 

5Francis and Munjas, p. 66.
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given before an operation, it may help to correct the 

patient's unwarranted or irrational anticipation of com

pensatory gratifications and, thus, reduce the chances of 

his becoming disappointed in the authorities for failing to 

grant them. 1

Anxiety is not confined to the mind. Anxiety is an 

all-over sensation felt in the body as well as in the mind.2

Anxiety may be experienced and manifested by different indi

viduals in many and diverse ways according to the psychological 

background and physical makeup of each individual. It is 

experienced on various levels of consciousness and_there are 

many possible combinations of physiological and psychological 

signs of anxiety.3 Anxiety and fear are accompanied by 

similar physiological changes. They are likely to occur 

together in surgical patients bec�use some anxiety and 

distress will be recognized as such by patients, while others 

will experience free-floating anxiety and/Qr undifferentiated 

fear.4 Psychosomatic literature bears out the theory that

1Janis, p. 369.

2surgeon o. English and Gerald H. Pearson, Emotional
Problems of Living (New York: W. W. Norton ·and Co. , Inc. , 
1963), p. 27. 

3Graham and Conley, p. 113.

4rbid. , p. 114.
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many symptoms occurring during hospitalization are conceivably 

manifestations of distress.l Among these symptoms are 

intractible pain, urinary retention, psychic disturbances, 

urticaria, constipation, diarrhea, elevated blood pressure, 

and elevated body temperature.2. Psychological stress is

accompanied by physiological effects which vary according 

to an individual's coping mechanisms and how he perceives 

the stress.3 Nursing is in a unique position to contribute 

significantly to patient welfare through providing relief from 

distress.4 Processes below the level of complete awareness

can be identified by means of physiological measurements.5

It is now known that anxiety releases epinephrine, the 

results are in the nature of biochemical scarring and impair

ment of the physiological functioning.6 Secretions from the

lsmith and Gips, p. 74. 

2Hans Selye, The Stress of Life {New York: McGraw
Hill Book Co., 1956), p. 13. 

3Mortimer H. Appley and Richard Trumbull, Psychological 
Stress: Issues in Research {New York: Appleton-Century-Crofts, 
1967), p. 127. 

4shirley R. Graffam, "Nurse Response to the Patient
in Distress: Development of an Instrument," Nursing Research, 
XIX {July-August, 1970), 335. 

5Richard S. Lazarus, Psycholo�ical Stress and the
Coping Process {New York: McGraw-Hill Book Co., 1966), p. 384. 

6Francis M. C. Evans, Psychosocial Nursing (New York: 
Macmillan Co., 1971), p. 147. 
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adrenal glands have been linked specifically to the emotional 

states of fear and anger.1 Aspects of emotion expressed

through bodily changes result from activation of the auto

nomic nervous system and that part of the hormonal system 

that enables the organism to respond to emergency situations.2

A multiplicity of changes takes place in the body as a result 

of a stress agent. As Selye describes it, the totality of the 

changes is the stress syndrome.3 He further states that stress

is a condition that manifests itself by measurable changes 

in the body.4 To be able to say that a patient is undergoing

a stress reaction, in Selye's terms, means that at all times 

there are changes going on causing adrenocortical stimulation, 

thyrnocolymphatic involution and gastrointestinal ulceration, 

and indications of physical distress due to pain, nausea, 

insomnia and/or anxiety.5

Measurements of certain physiological responses in 

postoperative patients have been used in this study to judge 

the effectiveness of a supportive preoperative interview. 

1 Evans, p. 390.

2rrene Beland, Clinical Nursin :
and Psychosocial Approaches New York: 
p. 231.

3 
60. Selye, p. 

4Ibid. , p. 49.

5Ibid., p. 55.

g Pathophysiological 
Macmillan Co., 1970) , 
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Responses measured were temperature elevation, blood pressure 

changes, increases in pulse and respiratory rates, need for 

analgesic medication, anti-emetics, hypnotics and tranquil

izers. One study has shown that these measures of patient 

welfare are sensitive to change in relationship to increased 

anxiety.1 These measures also indicated differences between

individual patients.2 Statistical analysis in this research

showed that most of the indices of patient welfare which were 

used also had a positive correlation with the attending phy-
• • I 

1 t' 
3 sician s eva ua ion. Several research studies have shown 

that many symptoms occurring during hospitalization are con

ceivably manifestations of distress. Among these symptoms 

are intractable pain, nausea, elevated vital signs (blood 

pressure, pulse and respiratory rates) including body tern

perature.41 5 Stress is intimately related to anxiety. Anxiety

releases ephinephrine. The results seen in the physiological 

functioning of the individual are: increased heart rate, 

increased rate and depth of respirations, rise in arterial 

1Myrtle K. Aydelotte, "The Use of Patient Welfare as
a Criterion Measure," Nursing Research, XI (Winter, 1962}, 14. 

2Ibid.

3rbid.

4Robert Elman, Sur ical Care: A Practical Ph · ic 
Guide (New York: Appleton-Century-Crofts, 1951 , p. 

5uans Selye, The Physiology and Pathology of Exposure 
to Stress (Montreal, Canada: Acta Inc., 195 0), p. 13. 

g ys1.olog 
42. 
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pressure and possibly extreme shifts in body temperature and 

blood pressure readings.1

The physiology of temperature is one of the physiologi

cal responses that is homeostatically controlled by the nerv

ous hormonal, and circulatory systems.2 Excessive amounts of

adrenalin--either administered or secreted--may cause increase 

in body temperature.3 Vital signs fluctuate in direct ratio

to the increase or decrease in temperature readings. Measure

ments of pain have shown no significant differences in people 

as widely diverse as Eskimos, Indians, and whites in terms of 

their pain thresholds.4 However, people do react very dif

ferently to pain.5 The emotional factor has been identified

as being associated with the reaction to pain rather than 

with perceived sensation of pain. Therefore, the ultimate 

perception of pain depends more upon the interpretation in 

the cerebral cortex than upon the characteristics of the 

original stimulus. Another organ system greatly affected by· 

the autonomic system is the gastrointestinal tract. A 

1Benjarnin B. Weybrew, "Patterns of Psychophysiological
Response to Military Stress," Conference on Ps cholo ical Stress 
(Toronto and New York: Appleton-Century-Crofts, 967 , pp. 
324-62.

2Beland, p. 599.
3 Selye, p. 320.
4Arthur c. Guyton, Textbook of Medical Physiology

(Philadelphia: W. B. Saunders Co., 1969), p. 694. 

5rbid.

V q 
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patient's emotional condition can trigger numerous physiolog

ical responses pertaining to gastrointestinal functioning.1

In one study, patients who had had the opportunity to explore 

with the assistance of the nurse the meaning of surgery to 

them and to ask questions concerning the surgical experience 

are compared with a control group who had received only 

routine care limited largely to the physical aspects of pre

paration for surgery. A far lower incidence of postoperative 

vomiting occurred in the first group than in the second.2

Conversely, another study found no significant effect on 

postoperative vomiting by variables analyzed such as stress 

and anxiety preoperatively.3 Stress can be defined as "any

force that tends to distort a body.114 Stress effects are

the opposite of relaxation, therefore inhibiting normal pro

cesses such as sleep. Interrupted sleep prevents patients 

from obtaining the rest necessary for complete rehabilitation.5

1smith and Gips, p. 676.

2Rhetaugh G. Dumas and Robert C. Leonard, "The Effect
of Nursing on the Incidence of Postoperative Vomiting," 
Nursing Research, XII (Winter, 1963), 16. 

3Barbara A. Johnson, Jean E. Johnson and Rhetaugh G.
Dumas, "The Problem of Uncontrolled Situational Variables," 
Nursing Research, XIX (July-August, 1970), 342. 

4nertha Harmer and Virginia Henderson, Textbook of
the Principles and Practice of Nursing (New York: Macmillan 
Co., 1955) , p. 500. 

5Ibid. , p. 501.
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Any one of the preceding factors alone or in combination 

contribute to the physical discomfort of the postoperative 

patient. If the patient is uncomfortable, agitated, or irri

tated, more vomiting and feelings of nausea can arise. This 

adds to an already existing degree of discomfort and anxiety, 

thereby creating a cyclic repetition of anxiety, stress, and 

physical discomfort.
1 

One of the primary functions of a nurse 

is to determine and to help alleviate the distress a patient 

is experiencing in his immediate situation. Implicit in the 

theory on which this approach is based is the belief that 

alleviation of distress constitutes improved patient welfare.2

Hypothesis 

Patients who receive a supportive preoperative inter

view will have a less stressful postoperative period, as 

measured by certain recovery indices, than those patients 

who do not receive the experimental preoperative interview. 

Definition of Terms 

The following definition of terms has been used to 

fulfill the purpose of this study: 

1valentine G. Fischer and Arlene F. Connolly, Promotion
of Physical Comfort and Safety (Dubuque, Iowa: Wm. C. Brown 
Co. , 19 7 0) , p. 5 8. 

2 
Barbara J. Anderson, Hilda Mertz and Robert c. Leonard, 

"Two Experimental Tests of a Patient-Centered Admission 
Process," Nursing Research, XIV (Spring, 1965), 151. 
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1. Supportive interview is an interview that allows the

patient an opportunity to express feelings related to pending 

surgical procedure. The interview consisted of factual, per

tinent information adapted to his level of understanding. 

This information included nursing procedures he could expect. 

preoperatively as well as postoperatively. 

2. Recovery indices are those factors that have been

found to be effective criterion measurements for assessing 

patient postoperative discomfort. They are the amount and 

frequency of a) analgesics, b) hypnotics, c) anti-emetics 

and d) tranquilizers given postoperatively. Also changes in 

vital signs within a twenty-point range on a daily basis were 

listed and a frequency count made. Temperature elevation 

(100 degrees and above at least twice daily) was charted. 

Limitations of Study 

This study was subject to the following limitations: 

1. Variations in past life experiences of patients.

2. Lack of consistency of nursing service personnel

in their interpersonal relationships with selected patients. 

3. The nursing personnel's interpretation of patient's

need for analgesics, hypnotics, antiemetics and tranquilizers. 

4. Inability to control anesthetic agents administered

during surgery. 
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Summary 

This chapter has attempted to show the intimate rela

tionship that exists between mind and body. Under mental 

stress precipitated by the anxiety inherent in an operative 

procedure, the individual will manifest a number of measurable 

physical and physiological responses. A study has been pro

posed to show how certain of these responses can be decreased 

in intensity and/or frequency as the result of a preoperative 

supportive interview. Chapter II will present a review of 

current literature pertinent to the problem. Population used 

and procedure for collection and treatment of data will be 

described in Chapter III. Chapter IV will consist of analysis 

and interpretation of findings. A summary of the study, along 

with possible usage of findings, is contained in Chapter V 

as well as recommendations for future research projects. 



CHAPTER II 

SURVEY OF LITERATURE 

Introduction 

A review of literature related to psychological 

preparation of patients for surgery seems to indicate the 

desirability for some type of preoperative support. Some 

authors suggest that only the attending surgeon is quali

fied to give information and support to his patients. Others 

suggest that this is the particular obligation of the anes

thesiologist. Stanley King of Harvard has said, "A good 

nurse makes the patient feel that he is being taken care of 

in a manner unmatched by any other health professional." 1

Dumas, Anderson, and Leonard further state that the chances 

of an uneventful postoperative course for any patient are 

greatly influenced by his care, particularly his preoperative 

care.2; Consideration of preoperative support reviewed here 

is from the viewpoint of the three members of the health team 

most closely associated with the surgical patient; surgeon, 

ls. H. King, Perceptions of Illness and Medical Practice 
(New York: Russell Sage Foundation, 1962), p. 244. 

2R. G. Dumas, B. J. Anderson and R. o. Leonard, "The
Importance of the Expressive Function in Preoperative Pre
paration," Social Interaction and Patient Care, ed. J. K. 
Skipper and R. C. Leonard (Philadelphia: J. B. Lippincott 
Co • , 19 6 5 } , p • 18 • · 

17 
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anesthesiologist, and nurse. Also, some remarks and studies 

by psychologists and physiologists are included. 

Studies and Comments by Psychologists and Physiologists 

Janis and Selye's studies are quoted frequently to 

show that relatively brief stints of stress, below the in

tensity that most people ordinarily experience at some time 

in their lives, can provoke pathological change in our 

bodies.11 2 Therefore, it is not unusual that those responsi

ble for postoperative care are seeking ways of coping with 

the stress precipitated by expectations of a surgical pro

cedure. Smith has written that: 

In preparation for a treatment, if a patient's emotions 
are properly dealt with ... that is, he is given some 
understanding of, and help in coping with his feeling ••• 
much can be done to reduce the emotional complications 
of illness.3

Meeting the psychological needs of preoperative patients 

involves establishing a relationship. A relationship which 

the supportive person is committed to a process of listening, 

questioning, and above all, maintaining a sensitive intake 

1Hans Selye, "Stress, It's a G.A.S.," Psychology Today,
(September, 1969), 25. 

2Janis, pp. 267-76.

3sidney Smith, "The Psychology of Illness," Nursing 
Forum, III (November, 1964), 43. 
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of the meaningfulness which perceptions, values, and feelings 

have for others.1

Joan Dodge, psychologist, stated that with the increas

ing shortage of qualified medical personnel, patients needed 

a better understanding of health information which would 

enable them to be more active in their own care.2 Therefore,

she designed and implemented a study measuring the cognitive 

needs of a sample of patients from the viewpoint of the pa

tients themselves. Patients were interviewed midway in their 

hospital experience regarding the kinds of information which 

they themselves felt they should have been given and the 

relative importance they attributed to receiving various kinds 

of information. 3 An open-ended interview was designed to 

collect the data. Items were ranked according to priority 

given them by patients. Highest priority item was concerned 

with questions of diagnosis with estimates of general condi

tion, aside from current illness, being next in line. They 

also gave high priority to questions about routine care and 

what to expect immediately before or after surgery. Patients 

1B. Phelps Mathews, "Measurement of Psychological 
Aspects of the Nurse-Patient Relationship," Nursing Research, 
XI (Summer, 1962) , 154-62.

2Joan s. Dodge, "Factors Related to Patients' Perceptions
of Their Cognitive Needs," Nursing Research, XVIII, No. 6
(November-December, 1969), 502.

3rbid., p. 504. 
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seemed to need information that would enable them to plan 

realistically for their immediate situation as well as future.1

In a very recent study, Dodge further explored infor

mation given from patients' viewpoint contrasted with nurses' 

expectation. In a 172-bed community general hospital, 139 

patients and 62 nurses were asked to rate the importance of 

various kinds of information on a 60-item questionnaire. 

Nurses and patients agreed that it is highly important that 

patients be informed about what is wrong with them and how 

long the illness is likely to involve them. The next item 

that they agreed on most often was how they can participate 

in their own care while in the hospital. Both said it was 

important, although somewhat less so, that patients be in

formed of what symptoms to expect and the kind of care they 

would need. Moderate agreement was found in knowing certain 

specific details of what to expect. Little importance was 

attributed by either group to information regarding the cost 

of care. In general, nurses saw expectancies of care as more 

important than details of seriousness and etiology of a 

patient's condition.2

1Ibid., p. 511.

2 
Joan S. Dodge, "tvhat Patients Should Be Told: Patients' 

and Nurses' Beliefs," American Journal of Nursing, LXXII, No. 10 
(October, 1972), 1852-54. 
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Preoperative Support by Surgeon 

A study was initiated by a surgeon to evaluate the 

results of strong, positive suggestions which influence the 

patient's attitude toward surgery and the postoperative re

covery period. He said, "All patients, if given the oppor

tunity, ask questions regarding what they may anticipate dur

ing and after surgery. 111. Basically, these questions were 

aimed toward the following points: "Will I die?," "How much 

will I hurt?," and "How soon will I be back to normal? 112 His

hypothesis was that if these questions are answered in a posi

tive, uncomplicated manner, the patient's hospital stay can 

be more pleasant as well as shortened. Another idea of ex

treme importance is to impress the patient with the fact that 

his operation will be an unique experience and should not be 

compared with operations by his friends or relatives. Bonnett's 

study consisted of fifty-five consecutive cases of elective 

surgeries in adults involving abdominal and abdominal wall 

procedures. Cesarean sections and nonelective surgeries were 

excluded. Cases as identical as possible to the test series 

were selected as a control group. Preoperative suggestions 

1orville T. Bonnett, "Effects of Positive Suggestions
on Surgical Patients," Pacific .Medicine and Surgery, LXXIV,

No. 6 (November-December, 1966), 297. 

2rbid.
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were given to an experimental group to cover every phase of 

recovery. The suggestions seemed effective in eighty-five 

per cent of patients as reported by the author.1 He con

cludes that the results obtained by a particular surgeon can 

never be strictly independent of the personality and attitude 

of the surgeon himself.2

Fisher says that every practicing surgeon has had ex-

periences with psychological events arising within the patient 

and impinging upon him that can bring rapid evolvement of 

operative and postoperative complications.3 Changes in smooth

muscle tone, vascular or visceral, are the usual complications 

during and after surgery. Theoretically these facts are based 

on knowledge of pathways of the visceral-conditioned reflexes 

4 
that are beyond the efferent system. The establishment of 

these visceral pathways are early in life and once established 

are tenacious. Years later they may be excited by sudden 

application of the stimuli which originally evoked them. In 

this set of observable physiological happenings there is 

1Bonnett, p. 300.

2Ibid.

3
Albert L. Fisher, "Psychiatric Aspects of the Pre-

and Post Surgical Patient," Psychosomatic Medicine, XI (July-
August, 1970), 347-51. 

4G. H. Parker, The Elementary System (Philadelphia:
Lippincott, 1919), p. 183. 
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significance for understanding of psychosomatic disorders.1

It has been found in cases of postoperative psychosomatic 

disorders that little or no explanation was given the patient 

concerning what the operation was to accomplish. Patient and 

family may react to this communication gap with resentment 

and by mobilizing long repressed hostility capable of altering 

the bodily responses at visceral levels.2 Anti-recovery

processes can be set in motion by depression. Guilt-laden 

conflicts in these patients can often be identified in their 

3 
personality structure prior to surgery. Some surgeons be-

lieve that it is their responsibility to develop the art of 

establishing a therapeutic rapport with patient calculated 

to support the patient's wish-fulfilling expectancy that re-

1. f d 
. ' 4 

ie an repair are upcoming. In this way, complications 

of the type which are carried out through the conditioned

reflex pathways may be avoided.
5 

Sutherland, who has made 

extensive studies of patients with cancer, is quoted as 

1Fisher, p. 34 7.

2rbid., p. 350.

3Harry S. Abram, "Psychiatric Aspects of Surgical
Practice," Hospital Medicine, Vol. V, No. 8 (August, 1969) , 
22-23.

4Fisher, p. 351.

5
rbid. 
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stating: 

The investment of a small amount of professional time 
preoperatively in helping the patient to discard mis
conceptions in allaying his fears and :i.n discussing future 
convalescent plans, pays enormous dividends postopera
tively. The rapport that this preoperative investment 
creates remains an asset forever.l

Most of the articles written by physicians concerning observa

tions on pre- and postoperative care discuss psychological 

values of preoperative instructions. These instructions may· 

be nonspecifically spelled out or of a very definitive nature, 

such as those given by Zollinger and associates. They state: 

Every patient having a surgical procedure, except for 
an acute emergency condition, should be instructed in 
advance in the use of the urinal and bedpan and, if 
possible, in methods of getting out·of bed.2

Preoperative Support by Anesthesiologists 

A group of anesthesiologists reported that preoperative 

anxiety appears to sign.;i.ficantly affect the patient's physi

ological status at the time of operation, which suggested 

that a high level of anxiety can be more disruptive physio-

1 . 11 th . f . d 3 ogica y an is o ten recognize . An extension of this

study was done one year later by the same group in an attempt 

lR. H. Blum, The Management of the Doctor-Patient
Relationship (New York: McGraw-Hill Book Co., 1960), p. 257. 

2Robert M. Zollinger and Ronald Passi, "Observations on
Pre- and Postoperative Care," American Journal of Surgery, 
CXII (November, 1966), 717. 

3J. G. L. Williams and J. R. Jones, "Psycho-Physiological
Responses to Anesthesia and Operation," Journal of American 
Medical Association, CCIII (December, 1968), 415. 
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to verify their findings by developing a reliable and quanti

tative measure of anxiety. A 2cc/minute infusion of 2.5 per 

cent thiopental sodium was administered to ten female patients 

on the afternoon preceding, and again immediately prior to, 

operation. The dosages required to cause stabilization of 

spontaneous skin conduction responses were found to correlate 

significantly both with IPAT Anxiety Scale questionnaire scores

and with the points of disappearance of the eyelid.reflexes. 

It was concluded that the IPAT Anxiety Scale could serve as 

a reliable physiological measure of anxiety.
1 

This study 

emphasized that there is a need for adequate management of 

the patient's preoperative anxiety, not only in order to re

duce the dosage of thiopental sodium required for induction 

of anesthesia, but more generally, to optimize his overall 

physiological status. 

In another study, anesthesiologists interviewed a 

group of patients preoperatively and explained the sequence 

of their care plan for the next day. These patients were 

subsequently compared with others who had not been visited 

by an anesthesiologist. The experimental patients were found 

1J. G. Williams and Barbara Williams, "Physiological
Measure of Preoperative Anxiety," Psychosomatic Medicine, XXXI

(November-December, 1969), 526. 
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to be markedly calmer during pentobarbital induction.1 Egbert

. reported two similar studies emphasizing the results when 

anesthesiologists failed to communicate with patients prior 

to surgery. In one hospital, thirty-eight per cent of all 

patients interviewed reported that they did not feel apprehen

sive just before induction of anesthesia, despite the fact 

that they had received only a placebo for premedication. The 

second study reported that sixty-four per cent of the patients 

receiving only saline for premedication said they were not 

anxious. Each of these patients had been interviewed ·prior 

to surgical procedure.2

Preoperative Support by Nurses 

Who should give supportive preoperative care? In many 

respects, according to Bird, the psychological care of patients 

"is the 'no man's land' of surgery. Every one has a claim on 

it, but no one really owns it.113 He believes that the main

responsibility should be shared by the surgeon and the nurse.4

1L. D. Egbert, G. E. Battit, H. Turndorf and H. K. Beecher,
"The Value of the Preoperative Visit by an Anesthetist," 
Journal of American Medical Association, CLXXXVIII (August, 1963), 
553. 

2L. D. Egbert, "Psychological Support for Surgical
Patients," International Psychiatry Clinics, IV (1967), 44. 

3B. Bird, "Psychological Aspects of Preoperative and 
Postoperative Care," American Journal of Nursing (June, 1955), 
685-87.

4Ibid.
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Through the use of therapeutic communication, a nurse is able 

to clear the way and support her patient in making h�s own 

decisions and in coming to his own conclusions. Fear and 

anxiety use up a patient's energy. The nurse who helps a 

patient verbalize such feelings and bring them into the open 

can help him redirect his energies to the goal of establishing 

good health.1 Ideas presented to the patient whose attention

is intently focused on himself can act like post-hypnotic 

suggestion. Telling a patient what to expect and how to re

spond can pave the postoperative way for recovery.2 It has

been shown that the simple relaxation obtained from such 

"rehearsal techniques" can relieve as much as forty per cent 

of discomfort or pain postoperatively.3 According to Davis,

the treatment of post-anesthetic vomiting is as much pre

operative as postoperative, thus showing the influence of 

reassurance given by the nursing staff in the reduction of 

emesis� 4 In discussing the kind of information patients 

should be given preoperatively, Janis comments: 

lphyllis Golding and Barbara Russell, "Therapeutic 
Communication," American Journal of Nursing (September, 1969), 
1928. 

2Bertha Rodgers, "Therapeutic Conversation and Post
hypnotic Suggestion," American Journal of Nursing (April, 1972), 
714. 

3rbid. , p. 716.
4R. Davis, "Some Factors Affecting the Incidence of

Post-Anesthetic Vomiting," British Medical Journal, II 
{October, 19 4 1), 578-80. 
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To.be well prepared, a patient needs relatively little 
of the informational and theoretical packground of the 
scientific expert. Rather, the type of information 
that makes for successful emotional inoculation is 
likely to be much more superficial descriptive material 
which conveys a concrete, personalized picture of the 
outstanding danger events as the person will actually 
perceive them. l

Sister Weiler studied a group of patients scheduled 

for cardiac surgery. They were instructed preoperatively 

by operating room nurses and postoperatively asked to evalu-

ate instruction in terms of importance to them. The general 

conclusion was that information should be highly individualized.2

Another group of operating room nurses developed criteria for 

preoperative interviewing. On a rotating basis they visited 

every other patient scheduled for surgery. Their guide for 

interview was as follows: 1) Be sure patient knows that he 

is scheduled for surgery; 2) introduce yourself and state pur

pose of visit; 3) plan ahead an outline of what you are going 

to say, using about twenty to thirty minutes, staying longer 

if patient has fears or anxieties to dispel; 4) avoid dis

cussion of surgical technique or anesthesia, refer to surgeon 

or anesthesiologist; 5) listen, volunteering little information, 

1Janis, p. 374.

2sister M. c. Weiler, "Postoperative Patients Evaluate
Preoperative Instructions," American Journal of Nursing, LXVIII, 
No. 7 (July, 1968), 1465-67. 
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but answering honestly; 6) have a friendly but professional 

manner; 7) look for non-verbal clues to non-spoken anxieties.1

Staff nurses, who later cared for these patients, commented 

that patients receiving preoperative visits were "more co

operative" and "easier to care for. 112 Also, they complained

less about pain and required less medication. By the third 
<) 

day none of the patients in the experimental group required 

meperidine or morphine sulfate. Milder analgesic once or 

twice a day was needed for approximately one-half the patients. 

Results varied with which staff member made the preoperative 

visit. It was concluded that the most recent graduates or 

those continuing their education, being better informed on 

current concepts of patient care concerning psychological 

aspects and problem solving techniques, were most effective.3

Lindehan researched surgical patients postoperatively 

to ascertain just what does the patient want to know. The 

patients were asked: 1) Do you have questions unanswered? 

2) What are your questions? 3) Did you ask questions of the

staff? 4) Whom did you ask or why didn't you ask? 5) Was 

there anything you wish you had asked your doctor? 6) How 

do you think you can go about getting answers to your questions? 

lMary G. Shelter, "Operating Room Nurses Go Visiting," 
American Journal of Nursing {July, 1972), 1266. 

2Ibid.

3rbid., pp. 1268-69. 
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Primarily the patients' questions centered on pain, reactions 

to anesthesia, progressive care, and future disability. Usu

ally the nurses or auxiliary personnel were asked questions.1

Another study found that preoperative group counselling 

could also be very effective in alleviating anxiety. These 

groups used the non-directive approach. Attention was focused 

on feelings felt here and now. This sharing of common con

cerns proved effective in decreasing preoperative anxiety.2

Summary 

Studies reviewed are representative of research in the 

area of supportive preoperative interviews and physiological 

results as seen by nurses, surgeons, anesthetists, and psy

chologists. Results were consistently positive for some type 

of preoperative support. Who is responsible for .. giving 

preoperative support varies with the discipline discussing 

the subject. People under stress are looking for support to 

reduce the emotional pressure. This support can be given in 

a relatively short interview by a concerned member of a 

health care team, thereby performing a service of tremendous 

1oorothy T. Linehan, "What Does the Patient Want to
Know?," American Journal of Nursing, LXVI (May, 1966), 1066-70. 

2Patricia Langlois and Vinnie Teramoto, "Helping 
Patients Cope With Hospitalization," Nursing Outlook, XIX,

No. 5 (May, 1971), 334-36. 
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value to patients. Failure to communicate to a patient, upon 

admittance, a simple timetable of events that lay ahead within 

the next twenty-four hours can result in much psychological 

suffering.1

1cyri1 Cunningham, "Traditional Nursing: A Harsh
Regime?," Nursing Mirror, CXXXII, No. 4 {June, 1971)., 38. 



CHAPTER III 

METHODOLOGY 

Introduction 

Patients conveniently selected from a typical surgical 

unit in a moderately sized general hospital were studied using 

an experimental design. Criteria regarding age range, body 

image and surgical procedure used in the sample was an attempt 

to prevent these variables from influencing results. Each 

patient in the experimental group was interviewed preoperative. 

Preoperative interview was of a supportive as well as infor

mative nature. Postoperatively, patients, both experimental 

and control, were interviewed to assess what needs were unmet 

preoperatively. Recovery indicators were compared from both 

groups by use of t-test scores to determine if significant 

differences did exist between those receiving supportive 

interview and control group. 

Design of Study 

The design used in this study was experimental. Classi

cally, in this type of design the investigator selects two 

groups from his population to study. Alternate selection 

for control and experimental group was seen as a means of 

32 
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equalizing the possible variables. The experimental group was 

exposed to an independent variable. After a selected period 

of time, the effects of the independent variable on the two 

groups were compared in terms of criterion measurements. 

Setting and Population 

The setting for this study was a 268-bed general hospi

tal located in a North Texas city of 100,000 population. It 

is a city-county hospital serving a cross-section of socio

economic groups. All the surgical patients were obtained 

from a single surgical unit. This unit consists of 24 beds 

in semi-private rooms. Registered nurses, licensed vocational 

nurses and nursing assistants are employed in proportionate 

numbers on all three shifts. Structural-functional nursing 

is practiced by every shift of nursing personnel. Consistently 

nursing assistants admitted patients and dealt with the ques

tions of the preoperative patients. Vital signs were taken 

by the nursing assistants on each shift. Decisions related 

to administration of medications were made by registered 

nursing staff and medications were then administered by li

censed vocational nurses. 

Samp.ling Technique 

Sample was conveniently selected from those patients of 

the population meeting the following criteria: Male and 
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female, age range from eighteen to sixty-five, who are admit

ted for elective intra-abdominal surgery, and eliminating 

those patients scheduled for a surgery procedure known to 

create a psychological threat to body image such as amputation 

and/or removal of sex-related organs. 

Limiting sample in study to those patients admitted to 

only one unit decreased the variety of personnel coming in 

contact with sampled group. Psychological and physical care 

given to both control and experimental groups tended to be 

more consistent, thereby minimizing as much as possible this 

environmental factor as a variable. The investigator also 

attempted to identify and minimize other factors, such as 

surgical procedure and age of patient, that were most likely 

to have a distorting effect on the dependent variables 

(recovery indices). Johnson, Johnson and Dumas, in a recent 

research study of the problem of uncontrolled situational 

variables, found that the type of surgical procedure per

formed had greatest effect on the largest number of dependent 

variables.1 
'

For this reason, study was limited to those

patients having intra-abdominal surgery. Furthermore, surgi

cal procedures that posed a threat to the patient's self-image, 

lJohnson, Johnson, and Dumas, p. 341.
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such as hysterectomies and colostomies, were foQnd by Janis 

to create more anticipatory fear and would introduce an addi

tional stress not ordinarily present in general surgical 

patients.1 Selecting only those patients having elective sur

gery eliminated the anxiety created by an emergency situation. 

Only adults between eighteen and sixty-five years of age were 

considered due to the special problems, both psychological and 

physiological, associated with the geriatric and adolescent 

patient.2 Following surgery, patients suspected of malignancy

and those with complications were omitted from sample and re

placed by other patients meeting the outlined criteria. With 

the above limiting factors in mind, every other patient ad

mitted to designated surgical unit was selected for experimen

tal group with the alternate patients being placed in control 

group. Sample consisted of forty patients, twenty in control 

group and twenty in experimental group. 

Instrument 

The instrument used was a patient-centered supportive 

preoperative interview developed and conducted by investigator. 

Interviewing is defined as a conversation with a purpose. 3

lJanis, p. 280. 

2Irene s. Palmer, Perceptions of Patients to Imminent
General Surgery (Abstract: Doctoral Dissertation, New York 
University, 1963), p. 174. 

3 Evans, p. 110.
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The main objectives of each interview were: 1) to gain in

formation concerning patients' fears and fantasies about 

proposed surgery, 2) to give information needed by patient to 

realistically prepare him for probable postoperative period, 

3) to motivate patient toward a positive attitude concerning

his postoperative recovery period. The usual preoperative 

interview is for the purpose of obtaining from a patient such 

facts as pertain to their medical history, chief complaint 

and allergies. Any type of support given to patients in con

trol group was incidental according to the personality and 

attitude of nursing assistants routinely assigned to provide 

the physical preparation of a patient according to the 

scheduled surgical procedure. 

Description of Data Collected 

A flow-sheet indicating vital signs and medications 

given for pain, nausea, and insomnia was maintained for each· 

patient in control and experimental group. These measurements 

were recorded for a seventy-two hour period immediately post

operative. Flow sheets are comprehensive records of time of 

day, frequency and amount of medication along with correspond

ing vital sign readings.1 Flow sheets were used to facilitate

the comprehension and interpretations of multiple interrelated 

1L. L. Weed, "Medical Records that Guide and Teach,"
New England Journal of Medicine, CCLXXVIII (January-March, 
1968), 593-600. 
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and changing variables. Postoperative discomforts are usually 

1,2 
most evident within the first seventy-two hours. Keats 

stated that the first twenty-four hours after surgery are the 

most difficult for the patient and that pain of sufficient 

severity to require narcotics disappears after forty-eight 

hours.
3 

Each patient in control and experimental groups were 

interviewed by investigator at the end of three hospital days 

(seventy-two hours postoperative) to determine what preopera-

tive information they would have found most beneficial. They 

were asked to recall information given them preoperatively in 

terms of its usefulness to them both preoperatively and post

operatively. 

Procedure for Treatment of Data 

Data collected from individual patients' charts in 

both control and experimental groups were compiled and 

presented in appropriate tables. Statistical arithmetic mean 

was obtained for each of the dependent variables over a 

seventy-two hour period. The arithmetic mean is the most 

1Mary Ann Bruegel, "Relationships of Preoperative
Anxiety to Perception of Postoperative Pain," Nursing Research, 
XX, No. 1 (January-February, 1971), 30. 

2  

11 
• 

Carl N. Brownsberberg, Emotional Stress Connected With 
Surgery," Nursing Forum, IV (November, 1965) , 46. 

3Arthur s. Keats, "Postoperative Pain: Research and 
Treatment," Journal of Chronic Disease, IV (July, 1956), 72. 
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widely used measure of central tendency·. Means of each 

variable from experimental groups was compared with means 

from control group by use of the test of significance of 

differences between any two means which is_ the t-test. This 

test is applicable to samples of any size, drawn at random 

from a normal population. The aim was to evaluate whether 

the values of the summary measures obtained for the alterna

tive groups are different. The decision as to the level of 

significance below which a hypothesis will be accepted was 

arbitrarily set at the five percent level. 



CHAPTER IV 

ANALYSIS OF DATA 

Introduction 

Data were collected during the early spring and early 

fall covering a time period of approximately four months. 

Every other patient meeting the criteria was selected for 

experimental group with alternates in control group. Tables 

show percentages of various surgical procedures broken down 

into average age according to experimental and control 

group, frequency curves and averages of recovery indicators, 

and t-test scores. 

Flow sheets kept on each patient participating in 

research made trends show up early in study. It was evident 

that the frequency of hypnotic administration would not be 

significant. Hypnotics, although ordered as needed, were 

not given by nursing personnel during the first seventy-two 

hours after surgery. Tranquilizers and anti-emetics could 

not be separated as to the purpose of their administration. 

Since drugs commonly used to -alleviate anxiety and/or 

nausea have similar pharmacological actions, it could not 

be known what was the primary purpose when this type of 

drug was administered. An attempt was made to elicit this 

39 
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information from nurses• notes by noting patients' reactions 

prior to and after drug administration. Nursing notes sel

dom had sufticient observations usable for making a valid 

conclusion. Frequently a drug such as a phenothiazine 

derivative would be ordered given with each injection of 

analgesic. This further complicated analysis of whether 

a patient would or would not have experienced nausea if the 

drug had not been given. Therefore, the investigator treated 

frequency of administration of tranquilizers and/or anti

emetics as one indicator statistically. The drug used for 

analgesia in 90% of both samples was meperidine in the 

amount of 100 milligrams. When a lesser amount was given, 

the period of time between injections was �hortened. Another 

trend readily discernible was the unreliability of respira

tory rate as a recovery indicator. Respiratory rate in all 

but one patient remained consistently in the normal range 

of 16 to 22 respirations per minute. There is a possibility 

that respirations had not been actually counted in most 

instances but simply charted within the normal range. The 

one exception was a patient who had an abdominal approach 

to repair of hiatus hernia. Due to the nature of the 

surgical procedure, increase in respiratory rate would be 

expected.1 Respiratory rates were excluded from statistical

analysis. 

1 Brunner, p. 580.
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Group Composition 

Experimental group consisted of 13 males and 7 fe

males with an average age of 45.44 years. Control group 

contained 14 males and 6 females with average age of 44.8 

years. The ratio of males to females in each group was 

similar showing a predominance of males, 65% males in 

experimental group and 70% males in control group. Only 

• 64 years. separated the two groups in their average age.

Groups varied widely in representation of each surgical 

procedure. Table 1 presents the number of patients listed 

TABLE 1 

COMPARISON OF PERCENTAGE OF SURGICAL 
PROCEDURE AND AVERAGE AGE 

Surgical Procedure Series Number of Sex Average 
Patients M--F Age 

Cholecystectomy Exp. 10 5--5 51.1 
Cont. 4 1--3 57.8 

Gastric and Bowel Exp. 2 1--1 45.5 
Cont. 4 3--1 33.0 

Hernia Repairs Exp. 5 5--0 50.6 
Cont. 9 9--0 56.2 

Appendectomies Exp. 1 1--0 37.0 
Cont. 1 0--1 28 .. 0 

Miscellaneous Exp. 2 1--1 43.0 
Cont. 2 1--1 49. 0

Totals Exp. 20 13-:-7 45.44 
Cont. 20 14--6 44.8 

% of 
Total 

71.43 
28.57 

33.33 
66.66 

3,5. 71 
64.28 

50.0 
50.0 

so.a 

so.a 
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for each major surgical procedure identifying male-female 

classification, average age, and percentage of a specific 

surgical procedure in each group. A disproportional number 

of the experimental group had cholecystectomies as compared 

to the control group. Another factor affecting results was 

the high percentage of hernia repairs found in control group. 

The obvious difference in the trauma to tissues and length 

of surgical procedure necessitating anesthesia would seem 

to create a variable influencing averages in each category 

of recovery indicators. It was noted that surgical pro

cedures scheduled for patients admitted to general hospital 

had a p�ttern. Two to three surgical schedules in succes

sion would alternate intraabdominal procedures such as 

cholecystectomies, herniorraphies, and hysterectomies. In 

the next few days surgical schedule would consist of minor 

procedures such as hemorroidectomies and cataracts. This 

pattern may reflect a tacit agreement among physicians for 

use of surgical suite. This pattern was not seen to in

fluence composition of groups until all data had been 

collected and tabulation begun. 

Recovery Indicators 

Recovery indicators were analysed on a day by day 

basis. Table 2 graphs frequency of administration of 

analgesic medication by averaging each day and comparing 
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TABLE 2 

ANALGESIC FREQUENCY CURVE 
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1st 
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Control Group, _____ _ 

2nd 
day 

3rd 
day 

these arithmetic means. It is of interest to note that 

the means on first day show an increase in frequency for 

experimental group. Investigator links this with influence 

possibly manifested by predominance of cholecystectomies 

in experimental group contrasted with hernia repairs 

reported in control group. Only in the second day post

operatively did the mean of experimental group fall below
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that of the control group. That patients in both groups 

received similar amounts of analgesic medications is 

evident from this table. 

Table 3 graphs means for the first three days post-

operatively contrasting frequency of tranquilizers and/or 

anti-emetics administration. Consistently the means for 

2-

1-

TABLE 3 

TRANQUILIZERS AND/OR ANTI-EMETICS 
FREQUENCY CURVE 

....... 
....... 

....... 

...... 
....... 

'-.,· ....... 

0--------------------------------

3rd 
day 

1st 
day 

Experimental Group--------
Control Group, _____ _ 

2nd 
day 

.. 
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increase in systolic blood pressure reading using admission 

systolic blood pressure reading as a basis for increase. 

The difference between admission systolic reading and each 

systolic found in that particular day were averaged and 

that average used to compute the arithmetic mean for each 

group. Only increases above admission systolic blood pressure 

readings were noted. If systolic reading decreased or did 

not change a zero difference for that day was computed. This 

graph illustrates that the experimental group's systolic read

ing was above that shown by control group in first and second 

day. This does not correlate positively, as would be expected, 

with increases in pulse rate. Pos�ibly discrepancies could 

be related to inaccurate pulse and/or blood pressure measure

ments. Another possible contributing factor might be in

accurate base reading due to apprehension sometimes reflected 

in vital signs measurements on admission. Table 5 shows 

contrast between group means for pulse variation. Means 

for each group was based on a 20 point over-all increase 

daily in pulse rate from rate found on admission. 
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TABLE 5 

PULSE RATES INCREASE FREQUENCY CURVE 

Pulse rates above a 20 point increase from admis
sion pulse rate computed as a "one" or a "zero." 

--
. -

1st 
day 

2nd 
day 

3rd 
day 

Experimental Group--------
Control Group _____ _ 

Each patient either had an increase and showed a "one" when 

calculating average or "zero" if pulse remained less than a 

20 point increase. In first 2 days, pulse means for experi

mental group were less than control's means. Third day 

arithmetic means were same for both groups. Table 6 illus

trates the contrast of temperature means. Each day's mean 

for both groups was found by counting the number of patients 

who had at least one temperature elevation of 100 degrees 

Fahrenheit or above. The first two days show more patients 

in control group having temperature elevation than those in 

-- -- - -· -
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TABLE 6 

TEMPERATURE ELEVATIONS ABOVE 100 DEGREES 
FAHRENHEIT FREQUENCY CURVE 

__ .. _
--- ................ 

-- ........ 
·- ........ 

1st 

day 
2nd 
day 

3rd 
day 

Experimental Group---�---
Control Group------
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experimental group. Temperature elevati ons decre as e d  

s harply for control group averag es on third da y, dropp ing 

slightly below experimental group. Table 7 presents results 

oft-test statistical score along with probability score 

from a table oft-scores. 



50 

TABLE 7 

Arithmetic Means (M) I t-Test Scores (t) '
and Probability Scores ( ) 

1st Day ·2nd Day

M t p M t p 

Analgesic EXP. 4 0.5 0.4 3.2 0.31 0.4 
CONT. 3.6 

Tranquil- EXP. 1.5 0.33 0.4 0.8 1.5 0.1 
izers and/ CONT. 0.7 1.5 
or Anti-
emetic 

Temper- EXP. 0.3 0.51 0.1 1.5 2.27 0.02 
ature CONT. 2.1 3.0 

Pulse EXP. 0.2 0.5 0.4 0.4 1.29 0.2 
Rate CONT. 0.3 

Blood EXP. 11.4 0.5 0.4 14.2 0.67 0.4 
Pressure CONT. 8.8 11.4 

3rd Day 

Analgesic EXP. 2.6 0.34 0.4 
CONT. 2.3 

Tranquil- EXP. 0.4 1.25 0.2 
izers and/ CONT. 0.8 
or Anti-
emetic 

Temperature EXP. 1.2 0.55 0.4 
CONT. 0.9 

Pulse Rate EXP. 0.4 
CONT. 0.4 

Blood EXP. 2.6 0.64 0.4 
Pressure CONT. 4.4 
Systolic 

Tables were entered at 18 degrees of freedom of n.
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Tables adapted from those compiled from Fisher and Yates' 

Stati•sti"cal Tables ·tor Biological, Agricultural, and Medical 

Research •. 1 Testing the hypothesis that a s_ignificant differ-

ence would be found in the arithmetic means of recovery 

indicators taken from experimental and control samples. 

Each day's arithmetic mean is computed separately for 

probability of x1 - x2 = O. When p (probability) is greater

than 5 per c�nt hypothesis is rejected and alternative that 

means are equal· is accepted. 

Formulas used are: 

Ex 
2 

= 1 [ n E x
2 

- ( Ex) 
2 

]

n 

n represents number in each sample group 

t = Xl - X2

(
r.x2 + x2

1 1
n1 + n2 -

2 
Hypothesis must be rejected in each case when the exception 

of second day temperature elevations which show probability 

of arithmetic mean greater than 5 per cent therefore hypothesis 

could be accepted. Consistently probability that arithmetic 

means are equal were computed at the 40 per cent level. 

1Merle w. Tate, Statistics in Educat1on and Psycho
� (New York: .Macmillan Co., 1965), p. 326. 

2 Ibid. , p • 2 8 4 •
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Interview 

Experimental group interviews varied greatly in length 

of time spent with each patient. Some patients needed more 

time to feel comfortable with interviewer. Times varied 

from approximately thirty minutes to slightly over forty

five minutes for the more anxious patients. Anxiety of 

some of the patients was due to unfamiliarity with the 

surgeon scheduled to perform the operation as they had been 

referred by another physician. They were encouraged to 

express this feeling and were reassured about the surgeon's 

competency. Many of the feelings expressed were directly 

related to paft experiences of others having similar pro-

cedure or to an unpleasant former hospitalization. Differ-

ences in current situation and safeguards against repetition 

of unpleasantness were emphasized. Families were encouraged 

to remain in room during interview so that their questions 

could be a part of the discussion. Also it was felt that 

they could very well support the patient in a more positive 

manner postoperatively if better informed. Primarily patients 

asked for information regarding the location of the incision 

and what it would mean to have this particular organ missing. 

What could and could not be eaten after surgery was a popular 

topic for discussion. At least 70 per cent of this group 

had advanced knowledge concerning what to expect postopera

tively. This information came from previous experiences 



53 

and from observations and conversations with friends and 

relatives. A common expression was one of appreciation for 

just having a concerned and knowledgeable person available. 

A sense of security appeared to be the immediate result from 

positive comments given concerning safety factors built into 

hospital facilities such as recovery room resources. Some 

of these subjective observations were noted by changes in 

body language during course of interview. Changes seen 

were relaxation of facial expressions and of body posture. 

Postoperative interviews were shorter in duration, 

averaging about 10 minutes. Patients did not want to talk 

about negative aspects of past events but wished to explore 

their plans for ·future. The patients having cholecystec

tomies generally commented that they were able to cough and 

move about with more ease because of information gained 

preoperatively concerning postoperative procedures. One 

patient expressed regret that he
(

_had not known preoperatively 

about naso-gastric tube insertion. Another felt that mi

graine headaches reoccurring after surgery could have been 

anticipated and planned for by the hospital staff if they 

had asked for more information about her past experiences 

with these headaches. 

Postoperative interviews with control group took 

longer due to explanation of investigator's purpose in seek

ing an interview. These patients usually said that they had 
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had few questions that were unanswered preoperatively. As 

a group they wanted to complain about what was happening to 

them here and now. There were many comments concerning food 

likes and dislikes, lack of nursing service, and the need to 

be repetitious in requesting consideration of their parti

cular idiocyncrasies. It was felt that this response was 

based on a generalized feeling of anxiety by patients who 

did not feel as if they would be heard unless complaining. 

Like the experimental group they were interested in informa

tion about home care. Etiology of surgical problems and 

possibility of recurrence was mentioned as problems by 

approximately 45 per cent of this group. 

Summary 

Data did not show significant differences in any 

of the recovery indicators tested. Variables not antici

pated were felt to contribute to this lack of significance. 

comments by patients indicated an interest in personal 

contact with knowledgeable person not only for informational 

source but as support in a strange, insecure situation. 



CHAPTER V 

.SUMMARY, IMPLICATIONS, CONCLUSIONS AND RECOMMENDATIONS 

Summary 

The purpose of this study was to determine if support 

in the form of an interview given by a nurse prior to surgery 

would significantly expedite postoperative recovery as 

measured by some physiological measurements: 1) frequency 

of analgesics, tranquilizers and anti-emetics administration, 

2) elevation of temperatures above 100 degrees Fahrenheit,

3) increase in blood pressure and pulse rate above admission

readings. Postoperative interviews were carried out with 

experimental and control group to determine what information, 

if any, was of value to patient and what else they would 

liked to have known preoperatively. Each group consisted 

of twenty patients selected alternately as they were admitted 

to a surgical unit. Only patients meeting a specific cri

teria designed to eliminate as many variables as possible 

were used in the sample. Arithmetic means for each day in 

each category of recovery indicators were computed. Means 

were compared using t-test. Statistically, recovery indica

tors were not significantly affected by preoperative inter

views. Disproportionally large numbers of a specific type 

55 
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of surgical procedure in either group might conceivably 

. create changes in recovery indicators. Fifty per cent of 

the patients in experimental group had cholecystectomies as 

contrasted with 20 per cent found in control group. Control 

group contained 45 per cent hernia repairs with only 25 per 

cent of experimental patients having this particular pro

cedure. Extraperitoneal procedures such as herniorraphies 

are not as uncomfortable postoperatively as those procedures 

involving structures intraperitoneal. Despite the incidence 

of more major surgical procedures in experimental group, 

means of both groups when contrasted showed a positive curve 

toward recovery for experimental group. It would be expected 

that patients undergoing intraperitoneal surgery would exper

ience digestive disturbances due to manipulation of intestinal 

viscera. These patients required analgesics and/or other 

central nervous system depressants in no higher proportions 

than those having extraperitoneal procedures. Vital signs 

illustrating reactions to surgery for both groups tended 

to be in the range of expectations with no indications 

that experimental group had had a more extensive surgical 

procedure. 

Implications 

This study would imply that staff development pro

grams in agencies dealing with postoperative patients need 
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to stress a personalized approach in patient care. Pre

operatively patients have need of a warm, accepting person 

with an understanding of interpersonal aspects of patient 

care and of interviewing techniques. Measurements of level 

of wellness in an individual cannot be based on physiological 

observations only. The effects of psychological stress on 

physical well being should be integrated into the education 

of all the health team members as it needs to be an on-going 

process. The patient needs to be met at his own level of 

knowledge about himself and his illness and helped to 

understand what is happening to him as he expresses this 

need by verbal or nonverbal communication. 

Conclusions 

On. the basis of this study it was felt that each 

individual patient should be ·evaluated as to his readiness 

for surgery. This evaluation would take into consideration 

his past experiences, personality type, usual patterns of 

reacting to stress, and present situation bringing him to 

the hospital. This obligation is not confined to any one 

member of the health team but is a shared responsibility. 

Recovery indicators cannot be depended upon to measure 

postoperative �elfare. The anxiety level on admission 

interferes with those measurements so that they are not 

necessarily measuring postoperative discomfort but levels 
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of anxiety. Teaching preoperatively should be based on 

needs as expressed by patients. Time needed for this 

teaching process varies according to the level of stress 

encountered in patient and skill of instructor in establish

ing rapport. Information giving in itself may not be as 

valuable to preoperative patients as a one-to-one relation

ship with knowledgeable, concerned hospital personnel who 

are willing to support patient in his quest for a sense of 

security. 

Recommendations 

·Recommendations for future studies in this area are

as follows: 

1. Sampling process should attempt to match
patients in each group to each other
according to surgical procedure, sex, age,
and culture.

2. An anxiety ranking scale of personality
typing could be used to further clarify
results when evaluating patient's recovery
pattern.

3. Larger samples are advisable to dampen effect
of uncontrollable variables.

4. Longer periods of time could be utilized in
interviews resulting in more depth. A
questionnaire or tape recorder could be used
to provide a mo�e accurate record of interview.
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