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CHAPTER I 

INTRODUCTION 

Teaching has been accepted as one of the functions of'the nurs

ing practitioner,l and in recent years there appears to be increased 

opportunity for the nurse to teach patients as well as auxiliary nursing 

personnel.2 This nursing function includes structured teaching, un

structured teaching, and communicative activities. But, according to 

Alt, the value of teaching the hospitalized patient has only just begun 

to be recognized.3 

When teaching is directed toward the patient, the nurse should 

attempt to assist him to achieve his potential toward health.4 To reach

this potential the hospitalized patient must have a clear understanding 

of his own role in regaining health, but often he is left feeling 

llois A. Monteiro, 11Notes on Patient Teaching--A Neglected 
Area,11 Nursing Forum 3 (1964):26; Virginia Streeter, 11The Nurse's 
Responsibility for Teaching Patients , 11 American Journal of Nursing 53 
(July 1953):818; Marguerite 0. Ankenbrandt and Linda K. Tanner, 11 Role
Delineated and Informal Nurse-Teaching and Food Selection Behavior of 
Geriatric Patients, 11 Nursing Research 20 (January-February 19Tl):61; 
Linda Harman Aiken, "Patient Prob·lems are Problems in Learning," Amer-
ican Journal of Nursing 70 (September 1970):1916. �-

. 2Margaret L. Pohl, ''Teaching Activities of the Nursing Practi
tioner, 11 Nurs i nq Research 14 (vJi nter l 964) ; 4. 

•: 3Richard E. Alt, 11Patient Education Progra� Answers Many 
Unanswered Questions," Hospital s 40 (16 November 1966):76. 

4Pohl , "Teaching Activities," p. 11. 

l
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uncertain and anxious regarding his role which may persist even when he 
1 returns home. 1 To help correct this unfortunate situation, the nurse 

must have the skill, knowledge, and understanding necessary to instruct 

the patient in his personal hospital role by being fully competent in 

the teaching-learning process.2 

Pohl 1 s study of two thousand registered nurses showed that they 

had limited teaching skill. Although most of the nurses in the study 

felt that teaching was a nursing responsibility and as important as 

other aspects of their work, a majority lacked understanding of the 

teaching-learning process.3 Aiken supported these findings by stating 

that many areas of patient care requiring teaching have been virtually 

"untouched by nurses, 11 because nurses have a limited perception of their 

role as teachers.4 One such area is teaching to prepare the patient for 

surgery. 5

In a study by Healy, a specific nursing care plan was used to 

instruct patients preoperatively in deep breathing, coughing, turning, 

1Alt, "Patient Education Program," p. 76; Luther Christman,
"Assisting the Patient to Learn the 'Patient Role' , 11 The Journal of 
Nursing Education 6 (April 1967):17. 

2Eleanor C. Lambertsen, "Nurses Must Be Teachers and Must Know 
These Principles , 11 Modern Hospital 110 (February 1968) :126; Barbara K. 
Redman, 11Patient Education as a Function of Nursing Practice," Nur�i..0.9. 
Clinics of North America 6 (December 1971):573. 

3Pohl, 11Teaching Activities," p. 9. 

4Aiken, "Patient Problems in Learning," p. 1917. 

5Ibid. 
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and other procedures used by the patients following surgery. This par

ticular teaching was done through conversation, demonstration, and ·rein

forcement. Those patients in the experimental group went home three to 

four days prior to the expected date of discharge, began oral narcotics 

earlier than the control gro�p, and had fewer postoperative complica

tions than the control group.1

In Mezzanotte's study involving preoperative teaching, the 

theory of group 1 earning to prepare patients for surgery was employed. 

Six groups averaging four patients each were given detailed preoperative 

instructions including general information, hospital policies concerning 

surgical patients, suggestions for controlling postoperative pain, and 

various activities that would promote a satisfactory recovery. In an 

interview following surgery, the majority of the patients stated that 

the instruction had been beneficial and that they gained the ability to 

participate properly in activities following surgery.2 Several authors 

stated that it is important for the surgical patient to beiome a partic

ipant in his care not merely a passive recipient.3 Furthermore, Culbert 

and Kos suggested that allowing the patient to participate actively in 

lKathryn M. Healy, 11 Does Preoperative Instruction Make a Differ
ence?" American Journal of Nursing 68 (January 1968):62-67. 

2El izabeth Jane Mezzanotte, "Group Instruction in Preparation
for S.urgery, 11 American Journal of Nursing 70 (January 1970): 89- 91. 

3Barbara Johnston, "Supportive Therapy for the Surgical 
Patient, 11 The Canadian Nurse 60 ( July 1964): 663; Phyllis A. Tryon, 
"Patient Participation vs. Patient Passivity," Nursing Forum 3 (1963): 
57.
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his care will increase his motivation for learning.1

Lindeman and Aernam demonstrated through their study of surgical 

patients that a structured teaching program before surgery benefits the 

patient postoperatively. The patients who received the structured pre

operative teaching maintained better pulmonary function, and stayed 

fewer days in the hospital than the patients who did not receive the 

instruction.2 These authors also asked the nursing personnel and 

patients their opinions of this form of preoperative preparation. The 

response was that there were fewer frustrations for nurses and patient 

and that they could work together more effectively. Another important 

finding revealed that the patients balieved they had learned and were 

able to do some things to aid in their recovery.3

The value of preparing a patient for surgery was further empha

sized by Baudry and Wiener who stated that it is important for the 

patient to know _what to expect after surgery, because knowledge of 

rather than non-awareness of a new or stressful situation helps the 

patient to adapt. When the reality of the situation is relayed to the 

lpamela A. Culbert and Barbara A. Kos, "Aging: Consideration 
for Health Teaching," Nursing Clinics of North America 6 (December 
1971):610. 

2carol A. Lindeman and Betty Van Aernam, "Nursing Intervention 
with the Presurgical Patient--The Effects of Structured and Unstruc
tured-: Preoperative Teaching, 11 Nursing Research 20 (July-August 1971 ) : 
332, 327-30. 

3Jbid., p. 330. 
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patient, the unrealistic expectations of surgery are decreased.1 Janis

suggested that the most effective preoperati�e preparation is to provide 

the patient with a detailed factual account of outstanding experiences 

that wi 11 most likely occur following surgery. 2 Dodge supported Janis, 

Baudry, and Wiener in a study of patients' perception of their cognitive 

needs. She found that the patients desired information concerning diag

nosis, results of tests, and care they would receive postoperatively.3

Another method of preparing a patient for surgery other than 

providing information through teaching has been studied \vi th a variety 

of results; that is, preparing patients psychologically for surgery. 

This has been done by giving the patient positive encouragement, coun

seling, emotional support, empathy, and/or drugs.4 Dumus and Leonard

successfully lowered the incidence of postoperative vomiting through 

lFrank. Baudry and Alfred Wiener, 11 Preoperative Preparation of 
the Surgical Patient, 11 Surgery 63 (June 1968):886; Dale C. Levine and 
June P. Fielder, "Fears, Facts, and Fantasies about Pre- and Post-
operative Care, 11 Nursing Outlook 18 (February 1970) :27. 

2Irving L. Janis, Psychological Stress (New York: John Wiley
and Sons, Inc., 1958), p. 369. 

3Joan S. Dodge, "Factors Related to Patients' Perception of
their Cognitive Needs," Nursing Research 18 (November-December 1969): 
506. 

4Jacquelyn Peitchinis, "Psychological Care of Patient Important 
to Surgery's Outcome," HOSP.ital Topics 43 (November 1965):113; Orville 
T. Bonnett, "Effects of Positive Suggestions on Surgical Patients,"
Pacific Medicine and Surqery 44·(November-Oecember 1966):297; John Loren
Florell, "Crisis Intervention in Orthopedic Surgery" (Ph.D. disserta
tion, Northwestern University, 1971), p. 64; Lawrence D. Egbert,
"Psychological Support for Surgical Patients," International Psychiatry
Clinics 6 (1967):37.
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assessing the patients' emotional stress prior to surgery and then at

tempting to resolve it. In addition, the patients were seen immediately 

before surgery and escorted to surgery by the investigator.1 Although

this was a successful study, many techniques used to provide psycho

logical preparation for surgery are vague, vary from study to study, 

and many are out of the realm of nursing. 

Si�ce techniques for preparing·a patient psychologically for 

surgery vary from study to study, it is this investigator's belief that 

the best way a nurse can prepare a patient for surgery is to instruct 

him in ways to participate in his own care follovJing surgery. Studies 

proving the value of this particular aspect of patient teaching have 

been limited to a few select types of surgical patients or simply 

general surgical patients. This investigator believes that all types 

of surgical patients may profit from preoperative teaching. No study 

was found in the literature which explored the possible value of pre

operative teaching for the patient awaiting a lumbar laminectomy al

though several authors stressed the importance of teaching these 

patients what to expect after surgery.2

1 Rhetaugh G. Dumus and Robert C. Leonard, "The Effect of Nursing 
on the Incidence of Post-operat·i ve Vomiting, 11 Nursing Research 12 
(Winter 1963):17 . 

. , 2o. Patricia Tompkin, "Laminectomy--Nursing Care, 11 Nursing Times 
60 (24 July 1964):950; Lise Moody, "Nursing Care: Patients with 
Herniated Disc, 11 The Canadian Nurse 61 (March 1965):206; Doris T. Musick 
and Mar9uerite MacKenzie, "Nursing Care of the Patient with a Laminec
tomy, 11 Nursing Clinics of North America 2 ( September 1967): 437. 
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Statement of the Problem 

Lindeman and Aernam found that structured preoperative teaching 

in the areas of deep breathing, coughing, and turning hastened the re-

covery rate of general surgical patients, thus, reducing length of 

hospital stay.1 For the patient awaiting a lumbar laminectomy, Musick

and MacKenzie stated that the physician must explain the major facets of 

surgery and postoperative expectation. However, they stressed that 

prior to surgery it is the nurse's responsibility to clarify immediate 

postoperative nursing care and the patient'_s participation in his care.2

This investigator was unable to find studies related to struc

tured preoperative teaching of the patient awaiting a lumbar laminec

tomy. Consequently, the effectiveness of structured preoperative teach

ing on the recovery of the patient following a lumbar laminectomy is not 

known. 

Statement of the Purpose 

The purpose of this study was to evaluate the effects of a 

structured preoperative teaching program on the patient with a lumbar· 

laminectorny in reducing the length of hospital stay and amount of pain 

medication used postoperatively. The preoperative teaching included 

deep breathing, coughing, turning 5 getting out of and into bed, s·itting 

in a �hair, and ambu1ating. 

lL i ndeman and Aernam, 11 Nursing Intervention, 11 p. 330. 

2Musick and MacKenz-ie, "Pat·ient with a Laminectomy, 11 p. 437. 
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Hypotheses 

Two hypotheses were formulated. 

l. There was no significant difference in the length of

hospital stay in the group of patients involved in the teaching program 

and in the group of patients not involved in the program. 

2. There was no significant difference in the amount of pain

medication used by the group of patients involved in the teaching pro

gram and by the group of patients not involved in the program. 

Definitions 

Terms used throughout this study were defined for clarity. 

l. Length of hospital stay--the number of twenty-four hour

periods the patient remained in the hospital following surgery. The 

period of time began at the time the patient returned to his room from 

the recovery room. 

2. Pain medication--any pain relieving medication .given orally

or parenterally to the patient following surgery. 

3. Lumbar laminectomy--a surgical procedure done to relieve the

neurological symptoms caused by one or several herniated intervertebral 

discs located in the lumbar region of the spine. During this surgical 

procedure a portion of the lamina must be removed before the herniated 
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disc can be excised.1

4. Structured preoperative teaching program--an experimental

teaching plan devised especially for the patient awaiting a lumbar 

laminectomy. This plan included teaching the patient deep breathing, 

coughing, turning, getting out of and into bed, sitting in a chair, 

and ambulating. 

Assumptions 

Assumptions made for this study were as follows: 

1. The patient has a right to know what is going to happen to

him and should be included in his plan �f care.2

2. Preoperative teaching is an area of nursing responsibility.3

3. To adapt to a new condition caused by his illness, a patient

must be supported. Careful instruction in new or alternative skills can 

help the patient to adapt to his situation.4 

Limitations 

Limitations found within this study were as follows: 

lLewis Cozen, An Atlas of Orthopedic Surgery (Philadelphia: Lea
& Febiger ) 1966), p. 538; Alfred R. Shands, R. Beverly Raney, and H. 
Robert Brashear, Handbook of Orthopedic Surgery (Saint Louis: C. V. 
Mosby Company, 1967), p. 336; P. Kudeka, "Laminectomy in Lumbar Disc 
Syndrome, 11 The Medi ca 1 Journa 1 of Austra 1 i a 50 (29 June 1963): 1122 . 

.. 2Thelma Ingles, "Do Patients Feel Lost in a General Hospital? 11

American Journal of Nursing 60 (May 1960) :651; Tryon, 11Patient Partici
pation vs. Patient Passivity," p. 57. 

3Aiken, "Patient Problems in Learning," p. 1917.

4christman, "Learn the 'Patient Role' ,11 p. 20. 
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1. The study included only a small sample of patients from one

institution. 

2. The sample included patients with a variety of ages, ethnic

backgrounds, education levels,1 and previous experience in a hospital.

3. No attempt was made by the investigator to control the

information patients received from other sources within the hospital. 

4. The length of hospitalization prior to surgery varied from

patient to patient; therefore, some patients were more familiar with the 

hospital, its routine, and its personnel. 

5. No attempt was made by the investigator to determine the

exact time the patient returned to his room after surgery and of dis

charge� and the time and number of pain medication doses given to the 

patient. 

6. The physicians' postsurgical orders varied with each

patient's age and/or health status. 

lLambertsen, "Nurses Must Be Teachers," p. 126; Stanslav V. Kasl
and Sidney Cobb, "Health Behavior, Illness Behavior, and Sick-Role Be
havior, 11 Archives of Environmental Heal th 12 (April 1966): 540. 



CHAPTER II 

REVIEW OF THE LITERATURE 

Introduction 

A review of the nursing and medical literature involving pre

operatiye preparation of the surgical patient d.isclosed two areas of 

concern; that is, the variables influencing a hospitalized patient in 

the preoperative and postoperative periods and the approaches used in 

preparing a patient for surgery. Three approa.ches to prepare patients 

for surgery were found. 

and teaching approach. 

These included the psychological, informative, 

Each of these approaches seemed to be of value 

to the surgical patient, as demonstrated through studies, but the re

sults of the studies varied greatly. In addition, a variety of infor

mation concerning the preparation of the patient awaiting a lumbar 

1 ami nectomy was found. 

Within this ihapter, the following factors concerning pre-

, operative preparation of the surgical patient will be discussed: 

(1) variables influencing postoperative behavior of surgical patients,

(2) various approaches used in preparing pat'ients for surgery, and

(3) specific preoperative preparation advocated for patients awaiting

a lumbar laminectomy. 

11 



12 

Preoperative and Postoperative Variables 
Influencing the Postoperative Behavior 

of the Surgical Patient 

A large number of dependent variables have been studied to 

determine their influence upon the patient awaiting surgery or recover

ing from surgery. This section will discuss which identified dependent 

variables may or may not influence the patient's postoperative behavior. 

In the fifth of a series of studies designed to examine the 

effectiveness of a specific nursing approach in the preoperative care 

of eight patients awaiting gynecological surgery, Johnson, Johnson, and 

Dumus made a secondary analysis of the data. A number of uncontrolled 

situational factors were examined to determine their relationship to 

the dependent variables. The uncontrolled situational factors studied 

included age, race, diagnosis, time span between the first suggestion 

of surgery and the admission to the hospital, type and duration of 

anesthesia, and the type and duration of surgery of each patient.1

The type of surgery, one of the uncontrolled situational vari

ables studied, was found to be the most influential factor in relation 

to the patient's use of analgesics postoperatively, the occurrence of 

fever or other signs of infection, the length of hospitalization, and 

the degree of anxietye The duration of anesthesia was the second uncon

trolled situational variable found to be an influencing factor on the 

patienf's ability to void, a dependent variable. Race was another 

lsarbara A. Johnson, Jean E. Johnson, and Rhetaugh G. Dumus,
"Research in Nursing Practice," Nursing Research 19 (July-August 1970): 
337-42.
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uncontrolled variable which was related to the amount of analgesics 

taken postoperatively. It was found that Caucasian patients received 

more analgesics than the Black patient. Time lapse between first sug

gestion of surgery and hospital admission, the fourth uncontrolled 

situational variable, was found to relate to the degree of anxiety 

patients experienced on admission. According to their response to a 

postoperative interview question, the patients that learned that surgery 

was advisable within a month of their hospital admission were more 

anxious than patients who knew of their su�gery a month or more before 

admission. The patients who were told of their needed surgery on the 

day of admission tended to be either very anxious or not anxious at 

al 1. 1

In conclusion, these investigators made suggestions for con

trolling situational factors in nursing care studies. These included: 

1) omitting patients from the analysis of data who developed postopera

tive complications such as infection, 2) not combining patients having 

major and minor surgery in the same research example, and 3) lessening 

the gross differences in types of surgery which would assist in con

trolling the duration of anesthesia and operation.2 

In an attempt to correlate anxiety with the patient 1 s sex, age, • 

weight, phys i ca 1 and social status, proposed surgery, previous hospita 1 

experience, and sedative therapy, Norris and Baird questioned and 

l Ibid. , p. 340. 2 Ibid. , p. 341.
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assessed five hundred patients on the day before surgery. The patients 

in this study were admitted to the general surgical, gynecologicai, 

orthopedic, or plastic surgical units. To assess anxiety in surgical 

patients, the investigator classified the patients by several indices 

including patients' replies to questions about their anxiety, facial 

expressions, manner of speech, spontaneous movement of limbs and eye

lids, and the patients' response to a change in environment. A record 

was also kept of the sedative taken at the time of surgery and taken in 

the past.1

Of the 148 males and 352 females in the study, it was found that 

the females a\'Ja i ting surgery were s i gni fi cantly more anxious than the 

males. Age showed no significance in relation to anxiety; weight showed 

significance in the male patients, but female patients weighing over 

143.5 pounds were not usually included in the group of anxious patients. 

In correlating physical status and anxiety, there was a trend toward an 

increase of anxiety with impairment of phys i ca 1 status, but there was no 

significant difference in anxiety as related to social status, nature of 

the surgery, or previous hospital experience. Finally, the incidence of 

anxiety among patients who took sedatives prior to their hospitalization 

and during their hospitalization was significantly higher than among 

those who had not been taking sedatives.2

lWalter Norris and W. L. M. Baird, 11 Pre-operative Anxiety: A 
Study of the Incidence and Aetiology," British Journal of Anaesthesia 
39 {June 1967):503-9. 

2Ibid. 
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Wolfer and Davis studied various ways to assess anxiety in 

patients prior to surgery and compared their findings with the post

operative welfare of the patient. They studied seventy-six white female 

patients who underwent elective major abdominal and/or vaginal gyneco-

1 ogi ca 1 surgery under genera 1 anesthesia, and seventy white ma 1 e 

patients who underwent major abdominal surgery under general anesthesia. 

A wide variety of measurements and indices of the postoperative condi

tions were examined. These measurements included length of hospitaliza

tion, period of time from bedrest to the ambulation stage, amount of 

physical activity, smoothness of emergence from anesthesia, number of 

narcotics, analgesics and sedatives, intidence of vomiting, number of 

complaints, and other measures. All of these measures were correlated 

with the amount of preoperative fear and anxiety. 1

To evaluate the amount of preoperative fear and anxiety in the 

patient, a "Hospital Reaction Questionnaire" developed from the Palmer's 

Patient Perception Toward Impending Surgery, the Giller's Attitude 

Toward Surgery Scale, and items composed by Wolfer and Davis were uti

lized. The investigators also used the S-R Inventory of Anxiousness and 

"Moods and Feeling Inventory" which was developed by the investigators 

as a short self-report measure for fear and anxiety in the hospitalized 

patient. In addition to these self-report measures, the research nurse 

and evening team leader independently rated emotional distress of each 

1John A. Wolfer and Carol E. Davis, "Assessment of Surgical
Patients' Preoperative Emotional Condition and Postoperative Welfare," 
Nursing Research 19 (September-October 1970):402-14. 
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patient the evening before surgery. Each patient's pain tolerance \vas 

determined by a sphygmomanometer cuff around the calf of the left leg 

and inflating the cuff to the point at which the patient indicated that 

it was painful .1

Pearson's correlations were calculated between all the preopera

tive and postoperative measures and the results showed almo�t a complete 

absence of significant correlations. The investigators suggested that 

this could be caused by the unreliability and invalidity of the measur

ing tools or the intervention of uncontrolled variables such as quality 

of medical and nursing care and individual difference in stress-coping 

· ability of patients. The only variables which did have a significant

correlation with the amount of anxiety was the number of analgesics used

by both the male and female patients and the number of complaints from

the female patients.2

Bruegel also studied the variable, anxiety of the preoperative 

patient, by relating it to the patient's perception of postoperative 

pain. The Institute for Personality and Ability Testing Anxiety Scale 

Questionnaire (!PAT Anxiety Scale) was administered to eighty-five adult 

hospitalized patients who were awaiting major ·intra-abdominal surgery or 

hernia repair. Approximately two to three hours following surgery, a 

rating of pain as perceived by the patient was made by the investi

gators. To do this, the Chamber-Price Modified Pain Scale was used. 

This scale included objective physical evidence such as pulse and 

libid. 2Ibid. 
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respiration, as wel I as subjective patient reports, and objective 

observer's ratings. Another instrument was used to measure pain by 

observing six variables including anxiety, patient report, skeletal 

muscle response, degree of muscle tenseness, facial expression, perspi

ration, sounds made by the patient, and feelings of nausea. Each vari

able was rated on a one through five continuum. Other information 

gathered on each patient included age, sex, socioeconomic status, edu

cation, religion, ethnic groups, number of siblings, marital status, 

previous surgical experience, number of analgesic medications received 

during the first forty-eight postoperative hours, and type of surgery. 1 

These investigators found no-- relationship between anxiety and 

pain perception as assessed by the patient's pain rating and by the 

number of analgesics received postoperatively. On the other hand, 

several other variables related to the patient's perception of pain; for 

example, married persons seemed to experience less pain; persons in the 

upper socioeconomic stratum appeared to receive the largest amounts of 

analgesics; persons who underwent major gastrointestinal surgery had the 

highest mean of quantified pain scores; and those persons with hernior

rhaphies used the least number of analgesics.2

Rothberg studied eighty men between the ages of thirty and sixty 

years who were scheduled for hernia repair. She found that anxiety 

1Mary Ann Bruegel, "Relationship of Preoperative Anxiety to Per
ception of Postoperative Pain," Nursing Research 20 (January-February 
1971):26-30. 

2Ibid.
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levels in individual patients did not influence the recovery rates as 

determined by elevated body temperature and indications of delayed re

sumption of gastric, urinary, and bowel functions. In addition, the 

investigator did not find high levels of anxiety in this particular 

patient sample.1

In conclusion, it appeared that the type of surgery influenced 

the pat-ient I s recovery period, but the amount of anxiety a patient may 

experience before or after surgery did not significantly affect the 

patient's recovery in the studies reviewed. In grouping these previous 

studies, it was found that a variety of measuring tools were used by 

Wolfer and Davis, Norris and Baird, Bruegel, and others.2

Other methods of examining variables in the pre- and post

operative periods included interviewing a p�tient before and/or after 

surgery or using a questionnaire that directly asked the patient what 

he believed was important during his experience in the hospital. Dodge 

analyzed 116 patient interviews to discover factors relating to the 

patient's perceptions of their cogni�ive needs. One-half of these 

patients were males and half were females; 55 percent were medical and 

45 percent were surgical patients. The patients were interviewed midway 

through their hospital experience regarding the kinds of information 

which they believed should be given, and the relative importance they 

1 June S. Rothberg, "Dependence, Anxiety and Surgi ca 1 Recovery, 11 
Nursing Research 15 (Winter 1966):83. 

2wolfer and Davis, ·"Assessment," pp. 402-14; Norris and Baird,
"Pre-operative Anxiety," pp. 503-9; Bruegel, "Postoperative Pain," 
pp. 26-30. 
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attributed to receiving various kinds of information. Following the 

interview, fifty major categories with varying numbers of s ubca tegori es 

were arranged to reflect the various content areas. It was found that 

patients were concerned with questions about diagnosis, results of diag

nostic tests, etiology of their conditions, any temporary activity 

restrictions, and how soon they would be able to go home. In addition, 

the patients stressed the importance of being told the kind of care 

that they would need, the purpose of the care received, and the things 

they could do to help speed their recovery. 1 

Dodge also analyzed differences in patients according to educa

tion, age, nature of involvement, and length of involvement. It was 

found that the well-educated patient (beyond high school) desired infor

mation directed toward a realistic time orientation for recovery. On 

the other hand, the high school graduate stressed importance of knowing 

details of care needed, detafls of surgery, self-care procedures, and 

test results. The patient with less than a high school ed�cation was 

highly concerned with what the prescribed care would do for him and the 

seriousness of his condition. Several variables concerning information 

arose in different age groups. The young adult patients wanted to know 

their progress and expressed no desire for information related to the 

purpose of the care; whereas, the middle-aged patients, forty to sixty 

year� of age, were concerned with the extent of their condition and the 

lJoan S. Dodge, "Factors Related to Patients• Perceptions of 
their Cognitive Needs,'' Nursing Research 18 (Nrivember-Oecember 1969): 
502-8.
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modification the condition would cause in their lives. Lastly, the 

oldest patients were more concerned with details of care. They wanted 

to know details of their surgery, names and effects of medications, and 

how the nursing care would help them. 1

Several differences were found between the surgical and medical 

patients. The medical patients were interested in learning how to par

ticipate in their own care; whereas, the surgical patients were not. 

The surgical patients were, however, interested in instructions related 

to realistic estimates of long- and short-term time involvement and the 

kinds of restrictions that would be placed on their mobility during 

convalescence.2 

Differences also arose between the long-term and the short-term 

patients. The long-term patients were concerned with knowing what they 

could do to help in their own care; whereas, short-term patients were 

interested in what happened during surgery and what would happen imme

diately before and after surgery.3 

In conclusion, Dodge suggested that the patients' main cogni

tive needs were concerned with information which would enable them to 

meet life 1 s requirements and to solve problems imposed by the objective 

reality of illness and hospitalization. They did not concentrate on ir

relevant details; nor did their questions appear to reflect a distorted 

perception of reality.4 

Weiler used a questionnaire-type interview involving one hundred 

1 Ibid., p. 509. 2Ibid., p. 513. 
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patients who recently had open heart surgery to disclose what these 

patients believed were important facts to know before surgery. Several 

patient variables that one must consider in preparing a patient for 

surgery were identified. Some patients wanted to know more about re-

actions to the surgery such as hallucinations and depression; many 

patients wanted more instruction about pain; an� several wanted to know 

about the progressive stages of care following surgery, from intensive 

care to discharge. Many of the patients expressed the importance in 

understanding how to deep breathe and cough, and emphasized that oppor

tunities should be provided to practice the techniques of coughing and 

deep breathing. During the postoperative interview some of the patients 

requested explanations concerning pain, pain medication, use of the 

oxygen mask, and how often to turn in bed. Informing the relatives 

about the patient and his progress was also included as an important 

aspect to preoperative preparation. Since a large variety of requests 

and variables were disclosed, Weiler suggested that preoperative prep

aration should be highly individualized.1 

In a study utilizing two hospitals, Dodge asked patients what 

they expected to learn or to be told by the doctor, nurse, or other 

hospital personnel prior to surgery. She also developed a questionnaire 

to be answered by the doctors, nurses, and/or hospital staff as to what 

they thought was important for the patient to know. Ninety-three 

lsister M. Cashel Weiler, "Postoperative Patients Evaluate Pre
operative Instruction," American Journal of Nursing 68 (July 1968):1465-
67.
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patients, 136 registered nurses, and 206 doctors completed interviews in 

the flrst hospital; and 138 patients, 157 registered nurses s and twenty

four physicians completed the interview in the second hospital. The 

results showed that there was a difference between the physicians• 

attitude toward the importance of nurses communicating medical informa

tion to-the patient, and the nurses' and patients• attitudes toward 

communicating information. According to the physicians, the only infor

mation the nurses should give to a patient is an explanation of their 

nursing care; however, the nurses and patients agreed that it was rela

tively important for the nurses to communicate to the patient this 

information as wel1 as other pertinent i'nformation. Dodge suggested 

that this data may show that the patients do not always receive the 

information they want. If the physician does not agree that the infor

mation is important for the patient to know, it is unlikely that it will 

be communicated to them. When deciding how much a patient needs to be 

told other than the information he would like to receive, the nurse 

should consider the following factors: 1) does the patient have the 

ability to comprehend the information? and 2) what possible effect can 

this information have on his psychological and physical well being? 1

Alt interviewed 450 patients to determine what patients wanted 

to know while hospitalized. Of the total number of patients inter

viewed, 130 were medical patients, 250 were surgical patients, fifty-two 

1 Joan S. Dodge, 11 How Much Should the Patient Be Told and by 
Whom? 11 Hospitals 36 (16 December 1963):66-67, 70, 74, 76, 79, 125. 
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were obstetrical patients, and eighteen were specialty patients. In an 

interview schedule of forty-four questions, twenty questions related to 

the patient's admission and nineteen questions were related to the 

entire hospital stay. After the interview, the patients revealed that 

they disliked the casual responses and evasions of their questions by 

doctors, interns, and nurses. They wanted to know what was done to 

them and why. Sixty-four percent of the 450 patients said they were 

. given no time for instruction; 16.7 percent said they were given one to 

five minutes for instruction; 17 percent said they were given over five 

minutes for instruction. Alt also found that the patient was not recep

tive to information when he was in pain or under the effects of seda

tion. In addition, he found that patients frequently forgot even the 

most detailed spoken instructions; therefore, written instructions 

should also be given and explained.1

Approaches Used in Preparing 
a Patient for Surgery 

Although there are a large number of variables influencing a 

patient before and after his surgery, many i nvesti gators advocate pre

paring a patient for his surgery. Some use a psycho l ogi cal approach,

others use an ; nformative approach, and still others use a teaching

approach. Each of these approaches seems to influence the patient's

recover}' in some manner.

1Alt, 11 Patient Education Program, 11 pp. 76-78, 166.
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The psychological approach 

According to Egbert, persons awaiting surgery are under stress 

and are looking for support to reduce the emotional pressure; therefore, 

it is important to provide support and confidence even if the relation

ship with the patient is short.l Peitchinis and Johnston support this 

concept. They suggest that the nurse becomes a supportive person by 

helping the patient adjust to surgery when she considers the patient as 

an individual, makes him part of the team planning for his needs, and 

attempts to realize how the patient perceives his experience in the 

hospital.2 

Dumus and Leonard conducted a study on fifty-one gynecological 

surgery patients to determine if a particular pre-operative psycho

logical nursing approach would reduce the incidence of postoperative 

vomiting. The nursing approach was directed toward helping the patient 

attain a suitable psychological state for surgery. The steps used in 

this approach were as follows: l) the nurse explored with the patient 

the observations of the patient's behavior to determine whether he was 

experiencing distress, 2) the nurse explored further to firid out what 

was causing the distress and to determine what was needed to relieve 

the distress, 3) the nurse used the information elicited in the first 

two steps to select an appropriate course of action to relieve the 

lEgbert, "Psychological Support," pp. 37-51. 

2Peitchinis, "Psychological Care of Patient," pp. 113-14; John
ston, 11 Supportive Therapy, 11 p. 663. 
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distress and, finally, 4) the nurse checked with the patient to ascer

tain whether this course of action did in fact relieve the patient l s 

distress. In addition to these activities, the nurse visited the 

patients one hour before surgery, accompanied them to the operating 

room, and remained with them until they were put on the operating table. 

This procedure was carried out in a pilot study of eleven patients of 

which 50 percent of the six patients in the control group vomited, and 

none of the five patients in the experimental group vomited.1

The study was refined to include a patient interview with the 

nurse investigator two to three days following surgery to clearly de

fine the preoperative stress. Twenty patients participated, ten in the 

experimental group and ten in the control group. In this study, 30 per

cent of the patients in the experimental group vomited in contrast to 

60 percent of the patients in the control group.2 

The study was refined further to include postoperative observers 

who were unaware of which patients were in the control group and which 

were in the experimental group. Twenty patients participated, ten in 

the experimental group and ten in the control group. In this study, 

only 10 percent of the patients in the experimental group vomited; 

whereas, 50 percent of the patients in the control group vomited. Once 

the three experiments were combined statistically, the significant 

loumus and Leonard, 11 Incidence of Post-operative Vomiting, 11 

pp. 12-15. 

2 Ibid. 
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difference between the control group and experimental group was at the 

0.01 level.1

Egbert and others explored the psychological value of a pre

operative visit by the anesthetist in a study of 440 private surgical 

patients. First, the value of receiving pentobarbital sodium preopera

tively was compared to a preoperative visit in 218 patients and 

secondly, the effects of two types of preoperative visits were compared 

in 231 patients. To evaluate the patient's preoperative psychological 

condition, a nurse technician, who was unaware of the patient's prepara

tion, interviewed the patient just before the anesthesia was adminis

tered. She then recorded whether or not the patient stated he felt 

drowsy, relaxed or nervous, and the patient's appearance of drowsiness 

or anxiety as the nurse perceived it. All patients in this study re

ceived four tenths milligram to six tenths milligram of atropine intra

muscularly about one hour before surgery.2

In the group of 218 patients, a random selection of forty-four 

patients merely received pentobarbita l sodium one hour before surgery. 

Sixty-two other patients were visited by an anesthetist who discussed 

with each patient his condition, time for surgery, the nature of the 

anesthesia, his previous experience with anesthesia, and what he should 

expect in the days fo 11 owing surgery. A third group of fifty-seven 

1 Ibid. 

2Lawrence E. Egbert and others, "The Value of the Preoperative
Visit by an Anesthetist," Journal of American Medical Association 185 
(17 August 1963):553-54. 
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patients were neither visited by the anesthetist nor did they receive 

the pentobarbi ta 1 . The fourth group, fifty-five patients, received both 

the medication and the visit. It was found that the calming effect of 

pentobarbital sodium was not significant; however, a visit made by the 

anesthetist was found to be calming to the preoperative patient.1

Egbert and others also compared two types of preanesthetic 

visits involving 231 preoperative patients.. One type of preoperative 

visit was an informative visit providing the patient information about 

the preoperative sedative, fasting, anesthesia, and the time of the 

operation. An attempt was made to give the information in a colorless 

manner. The other type of preparation was a supportive type which at

tempted to reassure the patient. It was found that there was no signif� 

i cant difference between the informative and the supportive types of 

preanesthetic visit. The investigator suggested that this was caused 

by a bias in intervie\•ling the patient, and continued to believe that 

emotionally supportive preoperative visits are of more value than infor

mative visits. He also stated that he could not rule out that a patient 

may gain confidence and reassurance when given information concerning 

the day of his surgery by someone other than the investigators.2

Another method of preoperative preparation used as a psycho

logical approach was developed by Bonnett in his study of 110 surgical 

patients. Strong positive suggestions were given to the preoperative 

patient to influence the patient's attitudes toward surgery and the 

1 !bid. 21bid., pp. 554-55.
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postoperative recovery. This investigator's approach began in the 

presurgical phase and was carried out through the postoperative phase. 

In the presurgical phase, preparation began by making statements which 

emphasized to the patient that he was going to have the opportunity for 

a short, pleasant hospital stay; that he did not have to have pain fol

lowing surgery; and that his operation was a unique experience. The 

investigator attempted to show the patient that his recovery was under 

the patient's control. While under the influence of anesthesia, the 

patient was given positive suggestions concerning every phase of his 

postoperative recovery such as, "You will have absolutely no trouble 

whatsoever. 11 During the postsurgical phase more positive suggestions 

were used augmenting the ones given previously. Each patient was told 

that his incision would be less painful if he were active. The investi

gator did consider the possibility that statements made by hospital 

personnel, relatives and other patients could influence or neutralize 

the positive statements.1

Fifty-five patients in the experimental group were given this 

positive approach and fifty-five patients in the control group were 

not. It was found that forty-three experimental patients used less 

narcotics postoperatively than the corresponding control patients. Only 

eight patients in the experimental group were considered 1

1failure 11 by 

Bonnett because of their poor attitudes and their large use of narcotics 

lsonnett, "Positive Suggestions, 11 pp. 297-98. 
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postoperatively. Finally, it was found that the use of positive sugges

tions was effective in 85 percent of the patients in the experimental 

group. 1 

Although it appears that the psychological approach is helpful 

in preparing a patient for surgery by decreasing postoperative complica

tions, each investigator gave psychological support using different and 

vague techniques. This approach also seems vulnerable to the many vari

ables that can possibly influence a patient's recovery.· 

The informative approach 

Baudry and Hi ener stated that the task of preoperative prepara

tion was a dual one which was to give the patient some information as 

to what he may expect and to correct the misconceptions which lie behind 

the irrational element. According to these investigators, preoperative 

preparation is necessary, because surgery entails realistic frustrations 

and stresses which a patient must deal with by his "customary modes of 

adaptation." Therefore, by giving information to the patient about 

surgery and events following surgery, he can attempt to overcome the 

fright of the unknown. A reliable member of the family as well as the 

patient should be prepared for the events before, during, and after 

surgery.2 Ravitch supported this suggestion by stating that the patient's 

family should be told the time of the operation, when the patient will 

libid. 

2Baudry and Hiener; 11 Preoperative Preparation, 11 pp. 885-89.
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return to his room, and what types of equipment the patient wi 11 be 

using following surgery.l Levine and Fielder advocated that preparation 

of the surgical patient and his family should include simple, careful 

explanations of procedures and equipment used for the patient pre- and 

post-operatively. The goals in giving the patient and his family this 

type of information is to assure the patient I s _acceptance of procedures 

and equipment and improve the patient's cooperation with the hospital 

staff. 2

Several studies have been conducted which support the value of 

providing the patient with information about surgery and events to fol

low surgery. Janis showed the value of providing information to 

patients preoperatively by studying the patients' postoperative emo

tiona.l disturbance. Seventy-seven patients who had major surgery were 

given a survey questionnaire to determine if they received information 

prior to surgery. It was found that there were twenty-six uninformed 

patients who had recei�ed no information from hospital personnel; that 
.

' 

is, they were told absolutely nothing about unpleasant experiences, 

pain, or unpleasant events that occur after surgery. Fifty-one patients 

were found to be informed about negative features of an operation and 

about ·unpleasant things which may occur following surgery. The informed 

,.1Mark M. Ravitch, "Prepare Your Patient for Operation , 11 Medical 
Times go· (May 1966): 628-30. 

2Levine and Fielder, "Fears, Facts, and Fantasies, 11 pp. 26-27. 
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group was less emotionally disturbed when recalling the operation, less 

angry on the day of the operation, and had much more confidence in the 

surgeon than the uninformed group of patients.l As a result of these 

findings, Janis advocated that someone in an authority position can 

influence the patient's reaction to surgery and his recovery by provi d

ing reassurance and accurate information. This authoritative reassur

ance remains in effect in the actual danger situation of surgery rather 

than the patient 1 s own defense mechanisms.2

Roe demonstrated the value of giving the patient information 

preoperatively by studying six hundred patients' use of narcotics post

operatively. The information given to the-patient included the follow

ing: 1) the incision would be securely closed and could not be dis

rupted by coughing or moving, 2) pain is expected fo 11 owing surgery and 

is not abnormal, 3) early mobility and ventilation are necessary for a 

safe and rapid recovery, and 4) 
1

1limbering-up 11 the surgical area despite 

initial pain will reduce discomfort and disability. The patients were 

also given the opportunity to converse with patients who had recently 

had a similar surgical procedure. It was found that the patients• use 

of narcotics was reduced from the usual dosage of fifty or a hundred 

milligrams to a dosage of four milligrams or less. Roe concluded that 

a successful regime of reducing the use of narcotics following surgery 
,: 

required that the patient have a complete understanding of the 

lJanis, Psychological Stress, pp. 352-58.

2 Ibid. , p. 360. 
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situation. 1

Egbert and others had similar results with ninety-seven patients 

who had elective intra-abdominal operations. Forty-six patients were 

assigned to the control group on the evening before surgery; all 

patients were visited the night before surgery. The patients in the 

special care group were informed where they would feel pain, how severe 

it would be, how long it would last, and reassured that having pain was 

normal after abdominal operations. In addition, they were told that 

they could relax the abdominal muscles which would relieve most of the 

pain, but at first they would find it difficult to relax completely. 

They were also taught how to turn while relaxing the abdominal muscles. 

On the afternoon following surgery, the investigators visited the 

patients in the special care group and reiterated what was told the 

patients the day before surgery. This was repeated each day until they 

no longer needed narcotics to control pain.2

On the day of surgery no statistical difference was found be

tween the groups, but for the next five days the special care group 

requested less narcotics than the control group. Not only did the use 

of less narcotics in the special care group appear to show the value of 

providing information to the patient, but an independent observer 

} Benson B. Roe, 11 Are Postoperative Narcotics Necessary? 11 

Archives of Surgery 87 (December 1963):912. 

2Lawrence D. Egbert and others, 11 Reduction of Postoperative Pain 
by Encouragement and Instruction of Patients, 11 New England Journal of 
Medicine 270 (16 April 1964):825-27. 
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recorded that the special care patients appeared to be more comfortable 

and in better physical and emotional condition than the control 

patients.1

Johnson carried out a similar study in a group of tv,enty-eight 

patients who underwent either an elective cholecystectomy or an elective 

tota 1 a�domi na 1 hysterectomy. She attempted to. show that an experi -

mental nursing approach could reduce the discomfort a patient experi

ences postoperatively. Using this approach, the nurse provides relevant 

information about the nature of postoperative discomforts, gives sugges

tions about activities that can be performed to decrease discomfort, and 

offers statements intended to develop the patient's confidence in him

self and in hospital personnel. This nursing approach was utilized with 

patients in the experi menta·1 group before surgery, the day of surgery, 

and on the first postoperative day. The patients in the control group 

did not receive this nursing approach. The only significant difference 

found between these groups was that the hospital length of stay was 

shorter for the experimental than the control group.2

By incorporating support and information into a treatment proce-

dure, Florell found interesting results which further supported the 

value �f preoperative preparation using the informative approach. He 

stated that many professionals, including the nurse, and hospital 

1 Ibid. 

2Jean E. Johnson, "Effects of Nurse-Patient Interaction of the
Patient's Post-Operative Discomfort, 11 Nursing Research 15 (vii nter 1966): 
92.
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personnel must help the patient to adapt to the new surroundings of the 

hospital, and he supported the idea that preoperative preparation is 

quite appropriate. Before this investigator carried out a preoperative 

preparation procedure, he interviewed forty-four orthopedic patients over 

a three month period to learn from the patients what part of the hospi

talization helped or hindered their recovery. It was found that the 

patients wanted to know what would happen to them, whether personnel 

would be available when needed, the schedule they would follow, what 

was expected of them as patients, and how to order meals and make com

plaints. Thirty-six of the forty-four patients felt well informed as a 

result of preoperative teaching. The ihvestigator concluded that a sup

portive relationship was an essential ingredient to recovery. 1 

Another study conducted by Florell was an experimental study 

involving 150 elective orthopedic patients ranging in ages from sixteen 

to sixty-five with various types of surgery including hand, wrist, arm, 

shoulder, knee, ankle, and foot. The study was divided into three parts 

involving three groups of patients. Group one, the control group, con

sisted of fifty patients. These patients were given no extra preopera

tive preparation except that given normally by the hospital. Group two, 

an experimental group, involving thirty patients was given supportive 

preoperative preparation along with the regular preparation given by the 

hospitai. The supportive treatment involved the investigator or 

11 treater 11 who established a relationship with the patient, listened 

lFlorell, "Crisis Intervention," p. 60. 
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sympathetically, and tried to communicate understanding and confidence 

in the hospital and its staff. The 1

1treater 11 also allowed the patient 

to lead the conversation and supported the patient's view of surgery and 

recovery when realistic. Seventy patients in the third group were given 

support as well as information concerning surgery and their recovery. 

The patients in this group were told about the hospital routine, what 

was expected of them following surgery stressing independence, and how 

they could expect pain and depression as a normal postoperative experi

ence. The investigator involved with this group also suggested ways to 

relieve pain and ways for the patient to obtain services. The results 

showed no significant difference in the two experimental preoperative 

procedures, but the postoperative recovery showed significant difference 

between the control group and the experimental groups. It was found 

that the patients in the experimental groups stayed in the hospital one 

to two days less than the control group, used less pain medications, and 

had lower pulse and respiratory rates than those patients 1n the control 

group. 1

Providing information about the postoperative recovery seems 

essential in preparing a patient for surgery. The various techniques 

for doing this include giving information as an authority, as reassur

ance, as an introduction to unp 1 easant things to fo 11 ovJ surgery, or as 

a suppoitive measure. Although the reason or techniques are not quite 

the same in each study presented, all investigators seem to agree that 

1Ibid.; pp. 64-65, 74-98.
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accurate information concerning the postoperative recovery should be 

passed on to the patient before he undergoes surgery. 

The teaching approach 

Although the psychological approach and the informative approach 

appear to be of some value to the preoperative patient, the nurse prac

titioner must focus on the preoperative patient· as a learner and con

sider education of this learner of utmost importance.1

Redman states that teaching is aimed at modifying inadequate 

.behavior; thus, to improve behavior the nurse must ha�e a teaching goal 

directed toward accomplishing particular learning.2 It seems reason

able that a teaching goal of the nurse is to assist the patient awaiting 

surgery to learn behaviors or skills which he would need postoperatively 

to participate actively in his care.3

Pohl encompasses the teaching role of the nurse with the follow

ing definition: 

The teaching.function of the nursing practitioner consists 
of a system of actions, intended to induce learning, which pro
vides activities, materials, and guidance in informal-and 
formal situations; it includes both activities of communication 
and activities of structured teaching; it is directed toward 

lRedman, "Function of Nursing Practice," p. 573. 

2Ibid., p. 576. 

3Kathryn M. Healy, "A Pre-Operative Patient Teaching Program, 11 

Journal of the Association of Operating Room Nurses 10 (October 1969): 
40; Christman, "Assisting the Patient, 11 pp. 17-19. 
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assisting the l�arner to achieve his potential: the patient 
for self direction for health, the coworker for the improve
ment of patient care.l 

In support of this definition, Lambertsen stated that to induce 

learning in a patient the nurse must be aware of the patient's age, 

cultural differences, intellectual capacity, his ability to communicate, 

and his_ degree of emotional involvement. In addition, the nurse must 

also have skill in explaining, demonstrating, interpreting, and teaching, 

in order to communicate with the patirint and his family. In other words, 

the nurse must be competent in the teaching-learning proce;s.2 

By utilizing the teaching-learning process, several nursing 

investigators have prepared surgical patients for surgery show·ing ad

vantages of the teaching approach. In a study by Healy, 321 general 

surgical patients participated in a preoperative teaching program. The 

experimental group of 181 patients received instructions about deep 

breathing, turning, coughing, body mechanics, and an explanation of the 

specific procedures expected with the particular surgery. These in

structions began on the evening before surgery in conversation followed 

by demonstrations, and ended with reinforcement of content and the 

answering of questions. This same protocol was repeated again post

operatively. The 140 patients in the control group were admitted on 

the "busy evenings" and rece·ived reassurance, but the preoperative 
•: 

instructions and explanations lacked explicit details, specific 

lPohl, "Teaching Activities," p. 11. 

2Lambertsen, "Nurses Must Be Teachers, 11 p. 126. 
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instructions, and follow-up practice. 1 

Several definite differences in these two groups were found 

following analysis. In the patient experimental group, 152 had major 

abdominal surgery and of these 135 went home three or four days earlier 

than the expected day of discharge; whereas, only three patients were 

dischar�ed prior to the expected date in the co.ntrol group. In the 

experimental group, 160 patients began oral narcotics on the fourth 

postoperative day and were off all narcotics on the sixth day. In con

trast, 127 patients in the control group did not begin oral narcotics 

until the sixth or seventh day and thirteen patients were still taking 

parenteral narcotics on the day of discharge.2 

There were only three postoperative complications among the 

experimental group of patients which included a case of dehiscence (in 

a person five feet, two inches tall, weighing 278 pounds) and two 

patients who developed pneumonitis. In the control group five patients 

had paralytic ileus, four patients had pulmonary complications and seven 

patients developed thrombophlebitis. Healy al so found that families of 

the patients in the experimental group showed no undue apprehension and 

176 of the 181 patients had families who did not stay at the hospital 

during the night. On the other hand, ninety-six patients in the control 

group of 140 patients had some family member who remained at the hos

pital du:ring the night and two family members insisted on staying at the

lHealy� "Preoperative Instruction, 11 pp. 62-63. 

2Ibid., p. 67. 
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bedside.1

After considering Healy's study, Lindeman and Aernam developed 

a detailed preoperative teaching program to determine if it was the 

content or the method of instructing patients preoperatively that in

fluenced their response when asked to deep breathe, cough and move post

operatively. The subjects were patients who were fifteen years or older, 

admitted under non-emergency conditions, scheduled for a general anes

thesia, able to cooperate for tests of ventilatory functions, and not 

on intermittent pas iti ve pressure breathinQ therapy. There v,ere 135

patients in the control group and an experimental group of 126 patients. 

There was no clinical significant difference between these two groups 

in relationship to ages or the number of females to male patients. 

Classifications of surgical procedures were as follows: 1) major chest 

and neck, 2) minor chest, 3) lower abdominal, 4) upper abdominal, 

5) major vaginal, 6) minor vaginal, 7) genito-urinary, and 8) rectal . 2

Before structured preoperative teaching was conducted, the 

investigators defined and described effective "postoperative stir-up 

regime;" formulated a teaching plan that delineated the content and 

process of preoperative teaching; developed teaching aids for staff and 

patient instruction; and retrained nursing personnel on the surgical 

units. O_nce this preparatory phase was completed, patients were ad

mitted to the experimental group and instructed on the evening prior to 

lrbid.

2Lindeman and Aernam, "Nursing Intervention, 11 pp. 319-22.
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surgery by a registered nurse. The structured preoperative teaching 

included how to deep breathe, cough, and carry out the "stir-up routine" 

which consisted of leg and feet exercises. The methods of teaching in

cluded group instruction, return demonstrations on a one to one patient

nurse basis, an audiovisual program viewed by the patient, and a pam

phlet given to each patient explaining the instruction. The patients 

admitted to the control group received an unstructured form of pre

operative teaching characterized by inconsistency and vagueness with 

each nurse teaching the patients what that particular nurse believed 

was correct.1 

To determine whether structured-preoperative teaching could 

reduce the average length of hospital stay for a surgical patient, a 

test was done on the mean length of hospital stay for the two groups. 

It was significant beyond the 0.02 level. No significant difference was 

found in the use of analgesics during the first seventy-two hours after 

surgery between the control and experimental group. The investigators 

suggested that the use of analgesics by patients may have been influ

enced by the fact that some surgeons wrote the postoperative order to 

give analgesics every four hours regardless of the patients' request.2 

In comparing the patients postoperatively, the experimental 

group patients' abilHy to cough and deep breathe was significantly 

better than the control group. This result was made by analyzing each 

patient's maximum expiratory rate, vital capacity, and forced expiratory 

1Ibid., pp. 323-24. 2Ibid., pp. 328-30.
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rate in both the experimental group and the control group.1

Lindeman developed another study with a similar structured 

teaching program to determine the effectiveness and efficiency of in

dividual preoperative teaching as well as group preoperative teaching. 

Analysis of the teaching program was made using several dependent vari

ables including length of hospital stay, number of analgesics used post

operatively, ventilatory function, and length of patient learning time 

before surgery. Other variables exami'ned were the patients I age, smok

ing history and site of incision. She studied 351 patients with 178 

receiving individual preoperative instruction and 173 receiving group 

preoperative instruction. Ninety-three of the patients smoked, whereas, 

258 did not. There were 119 patients between fifteen and forty-four 

years of age, 110 patients between the ages of forty-five and fifty-nine 

years of age, and 122 patients were sixty years of age or older. All 

surgical patients admitted during the same week were randomly assigned 

to receive individual cir group preoperative instruction. Individual 

teaching was similar· to the techniques used by Lindeman and Aernam, 

while group instruction was conducted in a conference ream with a group 

of patients on the evening prior to surgery. During the group i nstruc

tion audiovisual aids were used, questions were answered, and exercises 

were taught and practiced. The group was dismissed when all persons 

performed the exercises successfully. A second practice session was 

carried out with the group of patients later in the evening or in the 

1 Ibid., p. 327.
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morning before the patients went to surgery.1

Lindeman found that group preoperative teaching and individual 

preoperative teaching were equally effective as measured by postopera

tive ventilatory functions, length of hospital stay, and the number of 

analgesics administered postoperatively. However, group teaching was 

found to be more efficient, because the group classes were able to per

form the exercises correctly after a significantly shorter length of 

learning time as compared to those who had individual teaching. Another 

finding indicated that age, smoking history, and the site of incision 

did not alter the effectiveness of either method of preoperative teach

ing. Furthermore, the presence of a member of the family duri�g the 

preoperative teaching did not increase the effectiveness of the teach

ing. In addition , it was found that age and smoking history did not 

alter the postoperative ventilatory functions when preoperative instruc� 

tion and practice were provided; nor, did a history of smoking affect 

the length of hospital stay and the number of analgesics administered 

postoperatively.2 

On the other hand, the site of incision significantly affected 

postoperative ventil atory function and the need of analgesics, because 

those patients who had upper abdominal incisions received more anal

gesics than those who had lower abdominal incisions. Age was found to 

affect the length of hospital stay and the postoperative need for 

1carol A. Lindeman, "Nursing Intervention with the Presurgical
Patient, 11 !�urs i ng Research 21 (May�June 1972): 196-208. 

2Ibid.
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analgesics. The older patients remained in the hospital longer and used 

fewer analgesics than the younger patients.1 

Mezzanotte carried out group instruction in a study of six 

groups of patients, averaging four patients per group. This study 

limited its patient population to those having elective abdominal sur

gery. The instructions were handed to the patient in a detailed, 

planned outline, including four major areas of information such as 

general instruction in preparation for surgery, hospital policies in� 

valving surgical patients, ways for controlling postsurgical pain, and 

activities that would promote recovery. Classes were held on the 

evening prior to surgery for about thirty minutes with no attempt made 

to discuss care which needed medical orders. Exercises were explained 

and practiced, and instruction sheets were given to each patient to re

inforce the teaching.2 

To evaluate this form of preoperative teaching, the investigator 

used a specific printed guide to interview each patient five to seven 

days following surgery. All the patients believed that the group pre

operative teaching was beneficial. Fifteen of the patients indicated 

that they had gained the ability to participate appropriately in activ

ities following surgery; twetve patient_s received answers to their ques

tions; twelve said they had learned hm-J to assist in their own recovery; 

el even fi ked rneeti ng with other patients; seven enjoyed the group 

1 Ibid. 

2Mezzanotte, "Group Instruction," pp. 89-91. 
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discussions; and two felt that their anxiety was decreased. In conclu� 

sion, the investigator stated that the nurse could help teach a greater 

number of patients more efficiently using the group form of preoperative 

instruction, and that this would permit the nurse to spend more time 

with patients who had special problems or needed more reassurance.1

Doyle studied the effects of preoperati_ve teaching on the re

covery rate of twenty-five patients who underwent elective genera 1 

abdominal surgery excluding hysterectomies. She developed a guide to 

teach the individual patient how to turn, cough, and deep breathe. 

Also, included in the guide were explanations of various medical treat

ments such as, intravenous therapy, levine tubes, foley catheters, and 

other drains specific to a particular surgical procedure. In the exper

imental group of twelve patients and the control group of thirteen 

patients no significant difference was found in the patients' use of 

narcotics and the length of stay in the hospital postoperatively. Other 

indices were measured io determine the difference if any in the control 

group as compared to the experimental group. The amount of fluid, other 

than ice chips, was measured the first postoperative day as well as the 

first postoperative day out of bed, but these measurements were found 

not to be an efficient criterion for measuring nursing care. Tempera

ture elevations were also not found to be a useful criterion for 

libid.
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measuring the effectiveness of a preoperative teaching program.1 The 

investigator recommended that replications of the study should be done 

using a larger sample, a more homogeneous sample as to types of surgery, 

and a more structured teaching approact1 with postoperative reinforcement 

sess"ions. 2

_The findings in studies conducted by Hea"ly, Lindeman and Aernam, 

and Mezzanotte indicated that the teaching approach successfully influ

ences the surgical patient's postoperative recovery.3 In addition,

Aiken suggested that the nurse obviously can teach skills such_ as th.e 

mechanics of coughing and breathing, but emphasized that describing 

machinery, tubes, and the decor of the recovery room is only a "type of 

systematic desensitization therapy. 11
4 Healy supports this by stating 

that a preoperative teaching program should communicate to the individ

ual patient ways to exercise postoperatively. These exercises include 

turning, coughing, deep breathing, and leg exercises which should be 

practiced by the patien.ts. 5 By learning new or alternative motor

skills, the patient can adjust more easily to the rehabilitative phase 

1 Sylvia Ann Doyle, 11 Effects of Preoperative Teaching on Recovery 
Rate of Surgical Patients" (Master's thesis, Texas Woman's University, 
1971) '· pp. 38-56.

2Ibid., pp. 59-60.

?Healy, 11 Preoperative Instruction," pp. 62-63; Lindeman and
Aernam, "Nursing Intervention, 11 pp. 319-30; Mezzanotte, "Group Instruc
tion, II PP• 89-91 • 

4Aiken, "Patient Problems in Learning," p.- 1917. 

5Healy, 11 Patient Teaching Program,11 p. 38. 
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of his illness.1

The three domains of learning are cognitive, affective, and 

psychomotor. Since the psychomotor level, or the learning of skills is 

the best defined area in preparing a patient for his postoperative re

covery, this form of learning will be discussed. 

According to Dececco there are five steps which must be followed 

in order for a person to learn a skill. The first step, which is done 

by the teacher, is to analyze the ski 11. This analysis includes a 

description of the relative position and movements of the body and the 

objects, with the movements mentioned in order of the activities to be

performed. The characteristics of a skilled activity include the fol

lowing: 1) a chain of movements in which- successive responses are de

pendent or coherent, 2) responses that are continuous, and 3) a level 

of complexity which depends on the number of different stimuli and 

responses in a given block of time and space.2

The second step in the teaching of a skill is the assessment 

of the student's preparation for learning the skill. When assessing 

the student, the teacher should consider three areas as follows: how 

many links in the chain of responses will the student have to learn; 

how many component sk'ills will be necessary to learn before a complex 

skill can be mastered; and finally, what are the physical and 

lchristman, "Assisting the Patient to Learn, 11 p. 20. 

2John P. Dececco, The Psychology of Learning and Instruction:
Education Psychology (Englewood Cliffs, New Jersey: Prentice-Hall, 
Inc., 1968), pp. 306-19. 
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manipulative psychomotor abilities of the student.1

A third·step involves helping the student to learn component 

skills which are necessary to know before a more complex skill can be 

accomplished. By learning component skills, the amount of time for 

practice will increase.2

The fourth step marks the actual teachi�g of the skill. The 

student listens to the teacher's instructions, observes his demonstra

tions, and then tries out some of the ·component skills. Verbal instruc

tions by the instructor should be minimized in the beginning instruction. 

The instruction should really emphasize only the essential aspects of 

the skill. The reason for this is that the student must invent his own 

means for getting his muscles to do the skill, thus, giving the learner 

his own feedback.3

The fifth and final step in learning a skill is for the teacher 

to provide the three basic learning conditions, which are contiguity, 

practice, and feedback. These conditions are combined in one step, be

cause they should be provided concurrently in the learning of a skil 1. 

Provisions should be made for allowing the student to learn a psycho

motor skill through proper coordination and timing in a proper order or 

sequen·ce of the movement. This is known as contiguity. Dececco sug

gested that practice should be distributed over a period of time rather 

than one·: "massed" practice; however, 11massed 11 practice is far better

than no practice. Feedback is utilized by the teacher when pointing out 

libid. 2Ibid. 31bid. 
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discrepancies in the student's performance. The teacher directs the 

attention of the student to the incorrect movements which can be un

recognized by the learner. Eventually the student can increase his own 

self-evaluation of his movements, consequently, correcting his own flaws 

in the performance of a skill.1

In summary, the teacher can prepare to .teach a skill by moving 

through the first three steps, but with step four the actual teaching 

of a skill to the student really begiris with a description and a demon

stration. With the addition of the fifth step, which provides the three 

basic learning conditions, contiguity, practice, and feedback, learning 

of the skill should finally take place.2

Preparing a Patient for a 
Lumbar Laminectomy 

A lumbar laminectomy is sometimes necessary for a patient with a 

herniated nucleus pulposus of one or several lumbar intervertebral disc 

which is done by removing a portion of the 1 am'ina from one or more ver

tebrae and then excising the herniated nucleus pulposus.3 The nursing 

care of a patient after a laminectomy just described is quite different 

from a laminectomy involving a fusion, fractured spine, cord tumor, 

or cord lesi-0n.4 Although no studies were found in the literature 

Louis: 

l Ibid.
•: 

3carroll B. Larson and Marjorie Gould, Orthopedic Nursing (Saint
C. V. Mosby Company, 1970), p. 185.

4Ibid.
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involved in the preoperative teaching of the patient awaiting a lumbar 

laminectomy for a herniated nucleus pulposus, several authorities stress 

its importance, because the patient must be aware of what to expect dur

ing and after the operation. According to Musick and MacKenzie, the 

physician usually explains to the patient the major facets of the sur

gery and its postoperative expectation; however, the nurse can then 

clarify to the patient his postoperative nursing care and his participa

tion in this care.1 In support of this idea, Cash stated that nursing

care is of "paramount importance" during the first few days fo 11 owing 

a lumbar laminectomy;2 therefore, it seems reasonable that the nurse 

should assume the teaching role in preparing the patient for his post

operative experience. This teaching should be done preoperatively, 

because obtaining cooperation from a patient following surgery is dif

ficult when he is having pain or is anxious.3 In addition, the patient

will have more.opportunity to practice what he has been taught and any 

postoperative reinforcement of what he learned preoperatively will be 

more effective.4 The teaching of the patient awaiting a lumbar

1Musick and MacKenzie, "Patient with a Laminectomy, 11 pp. 437-38. 
2Joan E. Cash, Ph siothera in Some Sur ical Conditions, 4th 

ed. (London: Faber and Faber Limited, 1971 , p. 252. 

3Roe, 11Are Postoperative Narcotics Necessary?" p. 91�; Avice 
�rr, Orthopedic Nursing Procedures, 2nd ed. (New York: Springer Pub
lishing Company, Inc., 1969), p. 293.

. 4Barbara Klug Redman, The Process of Patient Teaching in Nurs-
.l!!.9.., 2nd ed. (Saint Louis: C. V. Mosby Company, 1972), pp. 78-79; 
Dececco, The Psychology of Learning, pp. 286-90.
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laminectomy should be done in the room where he wil'1 be following sur

gery. This permits the patient to practice in the area in which he will 

be using his skills postoperatively.l The skills required of a patient 

after a lumbar laminectomy should be taught in the order of use so that 

the skills can be learned more easily.2 

Deep breathing and coughing 

Fo 11 owing a 1 umbar l ami nectomy or any surgi ca 1 procedure for 

that matter, the respiratory system is altered somewhat by general anes

.thesia and surgery. The preoperative sedatives, narcotics, and anes

thetic agents depress the respiratory center in the medulla, the cough 

reflex, the cil iary action in the lower respiratory tract, and the 

muscles of respiration. In addition, respiratory impairment arises with 

thickened bronchial secretions which are caused by the preoperative 

fluid restriction and anticholinergic drugs; and postoperative inci

sional pain often tend� to limit the patient's efforts to carry out 

adequate ventilation •. If these conditions are allowed to continue, 

secretions accumulate, surfactant activity is gradually lost, and even

tually atelectasis occurs which is probably the most frequent complica

tion after surgery.3 

lRedman, The Process of Patient Teaching, p. 79. 

·2oececco, The Psycho 1 ogy of Learning, p. 284.

3Jahn Cahill� "Respiratory Problems in Surgical Patients,"
American Journal of Surgery 117 (September 1968):364-65; Julius H. 
Comroe, Jr., Physiology of Re�iration (Chicago: Year Book Medical 
Publishers Incorporated, 1965J, p. 203. 
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A reduction or elimination of the influence of anesthetic agents 

can be accomplished by employing good techniques for deep breathing and 

coughing after surgery. 1 · As the first ski 11 s to be used pos topera-

ti vely, instruction in deep breathing and coughing should begin pre

operatively2 and practiced hourly after surgery.3 

Before beginning breathing exercises, t�e patient first must 

blow his nose and/or expectorate to insure a patent airway.4 Secondly 

he should relax, because mental anxiety causes involuntary and voluntary 

muscles to tighten.5 This includes contraction of the muscular walls of 

the bronchi which reduces the size of the trachealbronchial lumen and 

restricts its drainage.6. A major aid to relaxing involves lying in a 

lH. H. Bendixen and others, Respiratory Care (Saint Louis: 
C. V. Mosby Company, 1965), p. 93 ..

2Bendixen and others, Respiratory Care, p. 93; Tompkin, 
"Lami nectomy--Nurs i ng Ca re," p. 950; Cash, Phys i othera

z
y, p. 252;

John H. Colson, Pro ressive Exercise Thera , 2nd ed.Bristol, England: 
John Wright & Sons, L.T.D., 1969 , p. 182; Musick and MacKenzie, 
"Patient with a Laminectomy,11 p. 440. 

3cash, Physi��herapy, p. 252. 

4James L. Livingstone and Jocelyn M. W. Reed, Exercises for 
Asthma and 'Emphysema' (London: Asthma Research Council, 1962), p. 6; 
Bendixen and others, Respiratory Care, p. 94 

· 5Bendixen and others, Respiratory Care, p. 94; E. Winfred
Thacker, Postural Draina e and Res irater Control, 2nd ed., rev. 
(London: Lloyd-Luke Medical Books L.T.D., 1963 , p. 12; R. Drew 
Mi 11 er, 11.Breathi ng Exercises for Obstructive Pulmonary Disease, 11 

Minnesota Medicine 54 (September 1971):721; Marcia Wasenius Rie, 11 Physi
cal Therapy in Nursing Care of Respiratory Disease Patients," Nursing 
Clinics of North America 3 (September 1968):474. 

6rhacker, Respiratory Control, p. 12. 

g p., 
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comfortable position which is usually supine with a pillow under the 

head, arms, and knees, or side-lying with knees bent and a pillow under 

the head and upper arm.1 Thirdly, the patient should be told to execute 

breathing exercises slowly, smoothly �nd silently, because there is 

often a tendency to hurry respirations.2 This is particularly valuable 

for the postoperative patient, because any quick or sudden movement may 

cause pain.3

To begin the technique of deep breathing, the patient is taught 

to slowly and deliberately inhale through his nose which warms� mois

turizes, and filters the air.4 As the patient inspires, the diaphragm

which is the principal muscle of inspiration5 descends as the abdominal 

muscles relax causing the abdomen to protrude. The patient is then 

taught to exhale through his mouth and partially closed lips.6 Upon

expiration the whole chest relaxes along with the diaphragm as the 

p. 475.
l Li vi ngs tone and Reed, Exe re i ses, p. 38; Ri e, 1

1 Physical Therapy, 11 

2Livingstone and Reed, Exercises, pp. 13-14. 

3sendixon and others, Respiratory Care, p. 94. 

4Arthur C. Guyton, Textbook of Medical Physiology, 3rd ed. 
(Philadelphia: W. B. Saunders Company, 1966), p. 555 ; Rie, 11Physical 
Therapy, 11 p. 477. 

5R. M. Cherniack and L. Cherniack, Resoiration in Health and
Disease -�Philadelphia: vJ. B. Saunders Company, 1961), p. 7. 

6Rie, "Physical Therapy," p. 474; Livingstone and Reed, Exer
cises, pp. 6-7. 
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abdominal muscles, the most important muscles of expiration,1 contract,

and flatten the abdomen. Inspiration should be slow followed by a 

longer, steady, prolonged expiration.2 

To be aware of his deliberate inspirations and expirations, 

the patient can breathe against resistance. To create resistance or 

"counter-pressure to the chest expansion II  the n_urse can pl ace her hand 

on the patient's chest wall or abdomen during the breathing exercises.3 

By placing his palms on his abdomen or the left and right lower rib 

margin, the patient can practice deliberate breathing exercises by him

self.4 

The effects of deep breathing techniques and yawning up-on the 

arterial oxygen and carbon dioxide tensions were studied by Ward and 

others. Ten unmedicated, healthy adults whose ages ranged from seven

teen to fifty-eight yea rs and who were fasting were studied �vh il e in 

the supine position. It was found that while breathing 100 percent 

oxygen, the oxygen �ens ion was higher f o 11 owing breath ho 1 ding than 

after a deep breath. The arterial oxygen tens ion was higher in eight 

out of ten of the subjects following a deep breath held for three 

seconds than after several deep breaths. The author suggested that a 

1Rie, "Physical Therapy," p. 473. 

2Miller, "Breathing Exercises," p. 721; Rie, "Physical Therapy," 
pp. 474�76; Livingstone and Reed� Exercises, pp. 6-7; Thacker, Respira
tory Control, pp. 13-14. 

3sendixen and others, Respiratory Care, p. 94.

4R; e, "Physical Therapy, 11 pp. 47 4-76.
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deep breath which is held for three seconds or a yawn is a more effi

cient way to reduce the amount of atelectasis than simply taking several 

deep breaths. 1

Following the instructions of proper breathing techniques, the 

appropriate method of coughing is taught. Coughing is the chief pro

tector against stagnation of secretions in the lungs and it is important 

that it be done when there is an increase of bronchial secretions2 such 

as following surgery. The movement involved in coughing is simil ar to 

de�p breathing except expiration is done quickly. First, the patient 

inhales deeply, then the epiglottis and vocal cords close trapping air 

in the lungs. Secondly, the abdominal muscles and intercostal muscles 

contract forcefully, pushing on the diaphragm causing pressure in the 

lungs to rise sharply. Thirdly, the diaphragm relaxes, the epiglottis 

and vocal cords suddenly open widely and air rushes outward. The moving 

air usually carries foreign material and secretions out to the bronchi 

and trachea and then into the mouth.3 

Following surgery, pain and/or fear is often present and the 

patient may not be able to cough effectively. Once he has learned 

lRichard J. Ward and others, 11An Evaluation of Postoperative 
Respiratory Maneuvers," Surgery, Gyneco 1 ogy and Obstetrics 123 ( Ju·1y 
1966):51-54. 

2cherniack and Cherniack, Health and Disease, p. 95. 
•: 

3Guyton, Medical Physiology, p. 556; Respiratory Control, p. 15; 
N. Balfour Slonin and John L. Chapin, Respiratory Physiology (Saint
Louis: C. V. Mosby Company, 1967), p. 35; Cherniack and Cherniack, 
Health and Disease, p. 95. 
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controlled breathing the patient can learn to cough without ''violent 

expirations. 11 The patient is taught to inspire slowly and fully using 

the deep inspiration as the beginning point for coughing. He then makes 

several little coughs during one expiration, gradually working up to the 

maximum abdominal pressure. To further reduce pain with coughing, teach 

the patient to cough with an open mouth and to make deliberate phonation 

during expiration to help keep the vocal cords open. l Other methods in 

assisting the postoperative patient to cough effectivel� include: 1) 

swallowing water, because the diaphragm relaxes and inspiration occurs, 

2) blowing the nose, although it may be painful, because the muscular

action is similar to coughing,2 and 3) splinting the wound with the

nurse's hand, because it may 1 es sen the pain of effective co_ugh i ng. 3

Turning and positioning in bed 

The next skills the patient must manage preoperatively are turn

ing and positioning in bed. Proper positioning and turning of the 

patient may relieve some of the pain caused by the surgery.4 If a

spinal fusion was not done, the patient is usually permitted to move 

freely about the bed although proper turning is still necessary.5 

l Bendi'xen

2Thacker,

3sendixen
therapy, p. 252. 

and others, 

Respi ratort 

and others, 

Respiratory Care, 

Control, p. 17.

Respiratory Care, 

4Musick and MacKenzie, "Patient with a 

pp. 94-98. 

p. 98; Cash, Physic-

Lami nectomy," p. 440. 

5Tompkin, "Laminectomy--Nursing Care," p. 951; Larson and Gould, 
Orthopedic Nursin[, p. 185. 
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Immediately after the patient returns from surgery, he will be in a 

supine position so that pressure on the incision will help prevent the 

formation of hematoma. The length of time he must remain in a supine 

position is ordered by the patient's physician.l Following this period

of precaution, which may range from six hours to twenty-four hours,2

the patient is allowed to turn to either side and should change posi

tions at least every two hours.3 Without frequent change of position

the patient may develop complications such as chest congestion, pres

sure sores, and deformities from lying too long in one position.4 

Correct bed posture or position is equally as important as 

changing positions frequently� The correct bed position promotes rest 

and comfort and aids in preventing deformities; whereas, a poor position 

leads to fatigue, discomfort, and restlessness. The supine position 

d·i stri butes the weight over the entire 11 posterfor surface 11 of the body. 

This position is nearly the same posture as standing, that is, full ex

tension� With a thin pillow under the head or neck, breat�ing is easier 

lMoody, "Nursing Care: Patients with Herniated Disc,11 p. 206;·
Larson and Gould, Orthopedic Nursing, p. 185. 

2Kerr, Orthopedic Nursing Procedures, p. 293; Moody, "Nursing 
Care: Patients with Herniated Disc, 11 p. 206; Larson and Gould, Ortho-
pedic NursinR, p. 186. 

3Kerr, Orthopedic Nursing Procedures, p. 293; Moody, 11 Nursing 
Care: Patients vlith Herniated Disc, 11 p. 206; Cash, Physiotherapy, 
p. 252; ·i-ompkin, "Laminectomy--Nursing Care," p. 951.

4Mildred J. Allgire and Ruth R. Denney, Nurses Can Give and 
Teach Rehabilitation (New York: Springer Publishing Company, Inc., 
1960), p. 26. 
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and chest cramping is prevented. The side-lying position rests the 

patient, aids in circulation of skin and muscles of the back, and helps 

prevent decubiti and chest congestion. 1

To change positions from side to side or from side position to 

the supine position, the patient is allowed to turn himself with assis

tance from the nurse through verba 1 suggestions. and/ or positioning of 

the hips or an extremity. Having the patient carry out the change of 

position may avoid unnecessary pain and promote bed exercises.2 The

patient should be taught to turn to either side from a supine position 

by moving his shoulders and hips in one plane or to roll like a log 

without twisting the hips or shoulders.3 To maintain the patient's

back in straight alignment while turning himself, the nurse supports 

the patient 1 s leg while he grasps the side rail.4 To maintain the back

in straight alignment while in a side-lying position, the hips and knees 

are flexed, the buttocks are pulled back, and the lower shoulder is 

1Jbid., pp. 26-27. 

2Moody, 11 Nursing Care: Patients with Herniated Disc, 11 p. 206;
Kerr, OrtQopedi c Nursing Procedures, p. 296; Tompkin, "Lami nectomy-
Nurs ing Care, 11 p. 951; Larson and Gould, Orthopedic Nursing, p. 186.

3Larson and Gould, Orthopedic Nursing, p. 186; Musick and 
MacKen·z; e, "Patient with a Lami nectomy, 11 p. 440; Moody, 11 Nurs i ng Care: 
Patients with Herniated Disc, 11 p. 206; Kerr, Orthopedic Nursing Proce
dures, p. 293. 

4Kerr, Orthopedic Nursing Procedures, pp. 29 and 296. 
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pulled forward.1 Once the patient is positioned on his side, a pillow 

can be placed between the thighs to support the upper leg. Another 

pillow can be placed in front of the patient 1 s chest to support the 

upper arm and prevent the shoulder from sagging.2 

To move from the side-lying position, the pillows are removed 

and the patient is again log rolled to the supine position or to his 

other side with the nurse assisting him to adjust to proper body align

ment.3 If the patient is turning from one side to the other he is to 

pause in the supine position for a few min�tes to prevent abrupt circu-

1 atory changes. 4 The nurse as well as the patient �ust check that he

is lying in straight alignment whether on his back or on his side.5 

In addition 1 the use of the draw sheet should be demonstrated to the 

patient preoperatively so he can understand how the nurse uses it post

operatively to help him move or turn.6 

Several authors suggest showing the patient how to use a bedpan 

lKerr, Orthopedic Nursing Procedures, p. 294; Larson and Gould, 
Orthopedic Nursing, p. 186; William K. Ishmael and Howard B. Shorbe, 
Care of the Back, 2nd ed. (Philadelphia: J. B. Lippincott Company, 
1969), p. 11 . 

2Larson and Gould, Orthopedic Nursing, p. 186. 

3Musick and MacKenzie, "Patient with a Laminectomy,i' p. 440. 

4Allgire and Denney, Nurses Teach Rehabilitation, p. 27. 

··sea sh, Physiotherapy, p. 253.

6Kerr, Orthopedic Nursing Procedures, p. 293; Moody, "Nursing
Care: Patients with Herniated Disc,11 p. 206. 
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and allowing him to practice this procedure before surgery.1 A flat

ortho-pan or fractional bedpari is used with patients following a lamin

ectomy so that straight body alignment can be maintained.2 In addition,

it will cause the patient to have less discomfort than an ordinary adult 

bedpan.3 This will help particularly the female since a high fluid in

take is promoted following a 1aminectomy.4 

Sitting, standing, and ambulating 

The next activities that the lumbar laminectomy patient will be 

allowed to undertake is sitting up on the side of the bed, standing, and 

ambulating. When the patient is allow�----� to carry out these activities 

depends on the individual physician and the patient; 5 however, early 

ambulation is frequently prescribed to help prevent many postoperative 

circulatory and respiratory complications.6 

To sit up on the side of the bed, the patient is taught to move 

to one side of the bed and turn onto his side so that his knees are at 

1Tompkin, 11Laminectomy--Nursing Care," p. 950; Larson and Gould, 
Orthopedic Nursing, p. 185. 

2Kerr, Orthopedic Nursing Procedures, p. 296. 

3Larson and Gould, Orthopedic Nursing, p. 185. 

4Tompkin, 11 Laminectomy--Nursing Care, 11 p. 950; Musick and 
MacKenzie, 11 Patient with a Laminectomy,11 p. 440. 

·' 5cash, Physiotherapy, p. 253. 

6Larson and Gould, Orthopedic Nursing, p. 189; Musick and 
MacKenzie, 11Patient with a Laminectomy, 11 p. 440; A. J. Harrold, 
"Lamfoectomy for Disc Disorders,il Nursing Times 62 (8 April 1971):408. 
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the edge of the bed. He raises his trunk off the bed by shifting his 

body weight to the elbow of the arm next to the mattress and to the 

opposite hand, then to both his hands, and finally to his buttocks and 

thighs; at the same time he lowers his feet to the floor. The height 

of the bed should be adjusted so that the patient's feet are flat on 

the floor while in the sitting position on the bed.1 No pillows should 

be used behind the patient's back once he is sitting, because it will 

give him a false sense of security and interfere with the patient main

taining a good straight posture.2 

A good sitting posture is a prerequisite for a good standing 

posture and demonstration is often necessary. The feet pointing 

straight forward are slightly apart and directly under the knees. The 

we·i ght of the body res ts on the i schi al tuberos i ti es, hee 1 s, and fore

pa rt of the feet; the abdominal wall is flattened; the lumbar region is 

slightly hollow; the sternum is raised; the dosal spine is flat; the 

shoulder blades are held down and together; the head is er�ct; the neck 

is stretched at the back; and the chin is held slightly down without 

tension.3

ltfoody, "Nursing Care: Patients with Herniated Disc," p. 206; 
Cash, Physiotherapy, p. 253. · 

2Moody, "Nursing Care: Patients with Hern"iated Disc, 11 p. 206. 

·3E. M. MacDonald, ed., Occupational Therapy in Rehabilitation,
3rd ed. (London: Bai]liere, Tindall, and Cassell, 1970), p. 43; Charles 
LeRoy Lowman and Carl Haven Young, Postural Fitness (Philadelphia: Lea 
& Febiger, 1960), p. 89; Barbara Godfrey and Newell Kephart, Movement 
Patterns and Education (New York: Appleton-Century-Crofts, Division of 
Meredith Corporation, 1969), p. 106. 
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Once the patient can maintain a good sitting posture he can be 

taught how to stand at the bedside. The values in standing include 

preventing brittleness of bones, draining the bladder, aiding in circu

lation and metabolism, increasing strength, preparing the patient for 

walking, and improving the patient's morale.l To stand and walk the

patient should wear good walking shoes such as low heel oxfords.2

To stand the patient first must move to the edge of the bed by 

transferring his weight to one hip, pushing the" other hip toward the 

edge of the bed, and repeating with the alternate hip. The feet should 

be slightly apart with one foot a little in front of the knees and the 

other foot a little behind. With the patient's bands on the edge of 

the bed, he leans forward by flexing his hips and keeping his back 

straight. He transfers his weight to the feet by straightening his arms 

until the hands can be lifted from the bed and he gradually straightens 

his knees and hips to stand erect. He also raises his eye level simul

taneously to look straight ahead.3 

· When a patient stands he is taught to keep his back straight by

using an erect standing posture. Erect posture entails standing tall 

with the head up, chin in, neck flat, chest high, shoulders held back 

with the raised chest, pelvis titled down in back and up in front, 

lAllgire and Denney, Nurses Teach Rehabilitation, p. 56. 
,; 

2Larson and Gould, Orthopedic Nursing, p. 185; Allgire and
Denney, Nurses Teach Rehabilitation, p. 56. 

3MacDonald, Occupational Therapy, p. 99. 



62 

abdomen flat, knees slightly bent, and the feet pointed forward and 

about four inches apart.1 As the patient begins to ambulate, the nurse

should emphasize the importance of maintaining a fully extended spine 

with the head up and the chin in, thus, aereating the lungs. The 

patient should also let his arms hang freely and as his feet swing for

ward stepping first on the heel.2 A good walk is defined as 11 an action 

which is accomplished in a smooth and regular manner with the emphasis 

on forward, not up and down or side to side body movement." 3 When wa 1 k

ing, the patient is cautioned not to lean on someone's shoulder, a 

table, or chair for this tends to allow him to stoop forward or later

ally altering the good walking posture.4

If the patient needs assistance while ambulating, the nurse can 

support the patient. To do this, the nurse and the patient stand face 

to face and several feet apart. With flexed arms the patient can hold 

the nurse's forearms and walk forward.5 Some physicians allow the 

patient to use a walker which is adjusted so that the patient stands 

erect with the hand pieces at a level that permits the elbows to be 

lLowman and Young, Fitness, p. 88. 

2A ll gi re and Denney, Nurses Teach Rehabilitation, p. 56; Godfrey 
and Kephart, Movement Patterns, p. 44. 

3Godfrey and Kephart, Movement Patterns, p. 42. 

·= 4Moody, "Nursing Care: Patients with Herniated Disc," p. 206. 

5Ibid.
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slightly flexed.1 Walkers give maximum stability for the ambulating

patient but are used only temporarily, because they are bulky and 

clumsy.2 The lumbar laminectomy patient usually will only use a walker

during the first few days of ambulating. 

On returning to bed, the patient first sits with good posture 

on the edge of the bed. He then pushes back on the bed until the 

popliteal space is against the bed. The patient lowers his trunk toward 

the head of the bed by shifting his weight from the buttocks, to the 

hands, then the elbow of the arm nearer the head of the bed. At the 

same time he lifts his feet to the top edge of the bed3 and with sup

port from the opposite hand, lowers his--trunk to the bed. From the 

side-lying position he may turn to a supine position and move to the 

center of the bed with assistance from the nurse if necessary. 

The amount of time out of bed is detennined by the physician and 

the patient's tolerance, but once it is begun many physicians encourage 

it, because it helps return good muscle tone.4 When the patient is al

lowed to sit in a chair, it is essential for him to know how to approach 

1Allgire and Denney, Nurses Teach Rehabilitation, pp. 59-60.

2Gerald G. Hirschberg, Leon Lewis, and Dorothy Thomas, Rehabili
tation (Philadelphia: J. B. Lippincott Company, 1964), pp. 111-12. 

3cash, Physiotherapy, p. 253 . 

•: 4cash, Physiotherapy, p. 253 ; Moody, "Nursing Care: Patients 
with Herniated Disc, 11 p. 206. 
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the chair and sit properly�1 A hard upright or straight back chair must

be available to the patient, because it will aid him in maintaining a 

good sitting posture.2

The patient is instructed to walk to the chair, turn, and feel 

the front of the chair with the back of both knees. With the body's 

weight still over the feet� the patient bends his hips and knees keeping 

his back straight and reaches back to the chair's arms. He then grad

ually transfers his weight from the feet, to the hands, and then through 

the hips ard on to the chair. To move back in the chair so that the· 

· base of the spine is against the chair back, three different methods 

can be used such as pulling on the arms .. of the chair and sliding back

ward, pushing up on the arms or seat of the chair·to raise the hips, 

then lowering them further back in the chair, or transferring weight to 

one hip and pushing the other hip backward and repeating using alternate 

hips. The spine is straightened to gain full support from the chair.3 

The feet are to be flat on the floor with the knees higher than the hips 

to keep the lumbar spine straight. If the knees are lower than the hips 

a small stool, box, or pillow can be placed under the feet.4 The arms 

are supported by the chair's arms or placed on the thighs with the hands 

lLarson and Gou1d, Orthopedic Nursing, p. 185; Cash, Physio
therapy, p. 253; Colson, Progressive Exercise Therapy, p. 185 . 

. , 2Larson and Gauld, Orthopedic Nursing, p. 185; Cash, Phys i o-
therapy, p. 253. 

3Mac0onald, Occupational Therapy, p. 99. 

4Ishmael and Shorbe, The Back, p. 13. 



65 

on the knees.1 Sitting with the knees crossed or extended alters good

sitting posture, strains the spinal nerves, and causes pain.2

In summary, the patient awaiting a lumbar laminectomy should be 

prepared to participate in his care following surgery by knowing how to 

cough, deep breathe, turn in a log-roll fashion, get out of or into bed, 

stand, �mbulate, and sit in a chair using the appropriate techniques. 

To learn these skills adequately, the patient should have the oppor� 

tunity to practice and be corrected by his instructor before surgery. 

libid.

2Larson and Gould, Orthopedic Nursing, p. 185.



CHAPTER II I 

METHODOLOGY 

Type of Study 

A compromise experimental group-control group design1 was

employed to evaluate the effects of a structured preoperative teaching 

program on the postoperative recovery of the patient with a lumbar 

laminectomy. The purpose was to determine if this teaching program 

reduced the length of hospital stay and the amount of pain medication 

· used postoperatively. The teaching program included deep breathing,

coughing, turning, getting out of and into bed, sitting in a chair, and

ambulating.

Setting 

The study was conducted in a four hundred bed, non-profit, pri

vate, adult, general hospital located in a large medical c�nter complex. 

Four orthopedic and neurological units, equipped for either medical or 

surgical treatment, were utilized. 

Sample 

The data collecting phase of this study extended from May 2 1 , 

1973 to August 29, 1973, with a total of thirty patients admitted. 

lFred N. Kerlinger, Foundations of Behavioral Research (New York:
Holt, Rinehart and Winston, Inc., l964j, pp. 314-15. 

66 
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Using the convenience sampling method, fifteen control patients were 

selected from the hospital's post surgical records of all patients who 

had undergone a lumbar laminectomy between May 21, 1973 and July 24, 

1973; whereas, the experimental group included fifteen patients who 

underwent a lumbar laminectomy between July 29, 1973 and August 29, 

1973. 

Criteria for the selection of patients included the following: 

1 . either sex, 

2. between eighteen and sixty-five years of age,

3. scheduled for his first lumbar laminectomy,

4. literate in the English language,

5. member of any ethnic group,

6. no history of severe neurosis,

7. ambulatory,

8. no history of drug addiction,

9. physician's consent to use his patients in the study.

Description and Pretesting of the Tools 

The tools used in this study were the Teaching Program and the 

Patient Data Sheet. (See Appendix A, page 98 and Appendix 8, page 107.) 

· The Teaching Program developed by the investigator incorporated

suggestions from recent literature that discussed the pre- and post

operative care of the lumbar laminectomy patient. To assist the lumbar 

laminectoniy patient to participate actively in his recovery, instruction 

was directed toward skills used by the patient postoperatively including 
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deep breathing, coughing, turning, getting out of ard into �ed, sitting 

in a chair, and ambulating. (See Appendix A, page 98.) 

The Patient Data Sheet, which was divided into three parts, was 

used to record information concerning each patient in both groups. Part 

one included general information about the patient such as his name, 

physician, hospital number, and date of hospital admission. Demographic 

information about the patient was also recorded in this part including 

the age, weight, sex, and ethnic group. Several authors suggested that 

. these factors could influence the patient's entire hospitalization and 

recovery. 1

Part two and three were used t6-�ather data relating to the 

patient's rate of postoperative recovery. This particular data were 

used by several investigators as criteria measures of the patient's 

preoperative preparation.2 These criteria measures included the number

of days the patient was hospitalized following surgery and the amount 

of pain medication used by the patient postoperatively. (See Appendix 

B, page 107. ) 

An orthopedic physicians' conference was attended by the inves

tigator in order to obtain permission to use their patients within the 

study. Once the study was explained and questions answered by the 

lJohnson, Johnson, and Dumas, 11 Research in Nursing Practice," 
p. 342f Lambertsen, "Nurses Must Be Teachers," p. 126; Dodge, 11Patients'
Perceptions," p. 508.

2Florell, "Crisis Intervention," pp. 64-65; Healy, "Preoperative 
Instruction," p. 67; Roe, "Are Postoperative Narcotics Necessary? 11

p. 915.



69 

investigator, five physicians signed the hospital's Physician's Consent 

Form which gave permission to the investigator to instruct patients and 

to use their charts within the hospital. (See Appendix C, page 109.) 

The Chief of Service requested that a copy of the teaching program be 

sent to each physician so that he could approve or modify its content 

to suit_ his patients. Two other physicians, whQ did not attend the con

ference, were sent a Physician•s Consent Form and a copy of the teaching 

program. These physicians also granted permission to use their patients. 

Of the seven physicians who gave written permission to the investigator, 

six accepted the teaching program totally and one modified the tool by 

stating that his patients were to be instructed that they could wear 

bedroom slippers, sit in an orthopedic chair in semi-fowler's position, 

and use a walker. 

The Chief of Service and the other physicians requested that no 

written consent be sought from the patients, because they did not want 

the patients to be concerned with this formality during the preoperative 

period. The investigator was asked to explain the preoperative instruc

tion to each patient involved in the experimental group. If the patient 

was interested in the instruction, it was to be given; otherwise, the 

patient would not be included in the experimental group. 

Once the physicians granted permission to use their patients, it 

was necessary for the investigator to go before the hospital 1 s Research 

and Pub 1 i cations I Subcommittee to present the study. Prior to this 

meeting, a Research Protocol Form had been completed and submitted to 

. the committee. · ( See Appendix D, page 110.) Permission was granted to 
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conduct the study in the hos pi ta 1 by a majority vote of the commit tee 

and official permission was sent in written form to the investigator. 

(See Appendix E, page 116.) 

A pretest of the Teaching Program and Patient Data Sheet was 

conducted using two patients. No changes were made in either tool. 

Method of Data Collection 

At the onset of this phase, an explanation of the study was 

given to the head nurse on each orthopedic-neurological unit and to the 

head nurse in the operating room. The purpose, the nature of the 

teaching tool, and approximate length of the data collection phase was 

discussed with each head nurse. 

The patients admitted to the control group were selected from 

the hospital's postsurgical schedule of persons who had undergone a 

lumbar laminectomy. These patients were not seen by the investigator; 

therefore, each Patien� Data Sheet was completed after his discharge 

from his chart in the medical record department. The investigator made 

no effort to place controls on these patients during their hospital 

stay or to obtain a consent from the patients to use them in the study. 

Various information from the physicians, nurses, and other hospital 

personnel was given to the patients preoperatively concerning the post

operative period, but they did not receive any formal instruction in 
-: 

their role and activities following surgery. 

To obtain the names of patients who were admitted to the exper

imental group, the operating room's nursing unit was contacted daily at 
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four o'clock in the afternoon. At that time, the investigator was given 

names of patients who were to undergo a lumbar 1 a.mi nectomy the fo 11 ov,i ng 

day. If any of these patients met the criteria for patient selection, 

he was seen that evening by the investigator who explained her presence 

and the study. Once the explanation was given, the patient was asked if 

he would like to participate in the study. 

If the patient wished to participate, instruction was begun 

utilizing the teaching techniques of a verbal description of each skill, 

followed by a demonstration, and the patient's attempt to perform the 

skill. The patient was permitted to practice while the investigator 

observed for any incorrect movements or methods of doing the skill. The 

skills in this teaching program included deep breathing, coughing, posi

tioning and turning, getting out of and into bed, ambulating, and sit

ting in a chair� Following the initial introduction to these skills on 

the evening prior to surgery, the investigator suggested to the patient 

that he practice these skills on the morning of surgery pr1or to being 

medicated. No follow-up was made to determine if the patient practiced 

these skills by himself. 

The Patient Data Sheet for each patient in the experimental 

group was completed in the medical record department after his dis

··charge. Once all data collection was completed for each group, the

names �f the patients were destroyed to protect their privacy.

Method of Data Analysis 

To determine each patient's length of hospital stay, the number 
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of twenty-four hour periods were counted from the hour the patient re

turned to his hospital room following surgery to the hour he was dis

charged from the hospital. Once this was done, the amount of pain 

medication used postoperatively was found for each patient by adding 

all the parenteral and oral doses taken by the patient during his post

operative hospital stay. A daily mean also was found for each patient's 

use of pain medication. 

Following these computations, a mean for these criteria measures 

was found for the control group and experimental groups. Then the 

Wilcoxon's Two Sample Rank Test (The Mann-Whitney Test) was applied to 

- the data.1 The level of significance was chosen at 0.05.

lGeorge W. Snedecor and William G. Cochran, Statistical Methods,
6th ed. (Ames, Iowa: The Iowa State University Press, 1971), pp. 130-
32.



CHAPTER IV 

ANALYSIS AND INTERPRETATION OF DATA 

Introduction 

This compromise experimental study was designed to evaluate the 

effects of a structured preoperative teaching program on the postopera

tive recovery of the patient with a lumbar laminectomy. The preopera

tive teaching program included deep breathing, coughing, turning, get

ting out of and into bed, sitting in a chair, and ambulating. Data were 

obtained from each subject's chart following his discharge from the hos

pital. The criteria measurements used to determine each subject's post

operative recovery were the 1 ength of _hos pi ta 1 stay and the amount of 

pain medication used postoperatively. 

, Presentation and Discussion of Findings 

The investigational phase of this study was dividetj into two 

parts. The first part extended from May 21, 1973 to July 24, 1973 at 

which time fifteen subjects were admitted to the control group; the 

second part extended from July 29, 1973 to August 29, 1973 during which 

time fifteen subjects were admitted to the experimental group. The two 

subjects used in the pretest were included in the experimental group 

since _ro changes were made in the tools used in the study. Distribution 

. of subjects among the physicians varied slightly in each group as shown 

in Table I, page 74. 

73 
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TABLE I 

SUBJECT DISTRIBUTION AMONG PHYSICIANS 

Physicians 
Experimental Control Total Group Group 

A 9 8 17 

B 1 2 3 

C 1 1 2 

0 1 1 2 

E 1 2 3 

F 1 0 1 

G 1 1 2 

Data obtained in this study are presented in three sections. 

The first section describes the sample; the second section pertains to 

the length of hospital stay; and the third section presents the amount 

of pain medication used postoperatively by the subjects. The analysis 
.. 

of data was done by using the Wilcoxon's Two Sample Rank Test (Mann-

Whitney Test) with the level of significance at 0.05. Within each sec

tion the findings will be discussed. 

Description of sample 

•: 

Thirty subjects, of whom each had undergone his first lumbar 

laminectomy, formed the study sample. Table II, page 75, presents the 

subjects in _the experimental and control groups. Of the fifteen control 

subjects, seven were females and eight were males; whereas, ten of the 



Control Group (C) 

Subject Sex Age 

C-1 M 40 
C-2 F 47 
C-3 M 36 

C-4 F 47 
c--5 M 34 
C-6 M 39 
C-7 M 57 
C-8 F 53 

C-9 M 31 
C-10 M 39 
C-11 F 54 
C-12 F 43 
C-13 F 54 
C-14 M 56 
C-15 F 33 

Group Mean 44.2 

TABLE II 

DESCRIPTION OF SAMPLE 

Ranked Agea Subject 

15.5 X-1
21. 5 X-2
8.5 X-3

21. 5 X-4
7.0 X-5

12.5 X-6
29.0 X-7
25.0 X-8

3.5 X-9

12.5 X-10
26.5 X-11
19. 5 X-12
26.5 X-13
28.0 X-14
5.5 X-15

268b Group Mean 

Experimenta l Group (X) 

Sex Age Ranked Agea

F 39 12.5 
F 49 24.0 
F 39 12.5 
F 28 l.O

M 48 23.0 
, F 36 8.5 

M 43 19. 5
F 42 17.5
F 37 10. 0
M 29 3.0 
F 33 5.5 
F · 42 17.5 
F 58 30.0 
M 40 15. 5
M 31 3.5 

39.5 202.5b 

aAges in both groups were combined and ranked in order from one to thir� with the 
youngest subject ranked at one. 

bAt the 0.05 level of significance, a T value of 185 or less is necessary. 

""-J 
u, 



76 

fifteen exper·imental subjects were females and five were males. 

In the control group, the ages ranged from thirty-three to 

fifty-four for the seven female subjects and the age range for the eight 

male subjects was thirty-one to fifty-seven. The mean age for the group 

was 44.2 years; whereas, the mean age of the experimental subjects was 

39.5 years. The ages of the male subjects ranged from twenty-nine to 

forty-eight, with the age of the ten female subjects ranging from 

twenty-eight to fifty-eight years. There was a mean difference of 4.7 

years between the ages of the two groups; however, this was found to 

have no significance as shown in Table II, page 75. 

Length of hospital stay 

After finding each subject's length of hospital stay, which is 

represented by the number of twenty-four hour periods the subjects re

mained in the hospital following surgery, it was disclosed that the 

length of hospital stay in the control group ranged from 4.35 to 20.7 

days with a mean average of 11.67 days. The experimental group's hos

pital stay ranged from 4.83 days to 19.75 days with a mean average of 

10.66 days. There was a 1.01 day difference in the two groups. How

ever, the null hypothesis could not be rejected, because the T value for 

the control group (T=240.5) and the experimental group (T=224.5) was 

· found not to be significant.
•: 

A comparison of the two groups' hospital stay can be seen in 

Figure I, page 77. The length of hospital stay for each subject was 

ranked from the shortest to the longest stay using the data in 
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Appendixes F and G. Figure I shows several trends in each group's hos

pi ta l stay. The first through the seventh ranked subjects in both 

groups remained in the hospital approximately the same length of time. 

There were two exceptions; the third subject in the control group re

mained one and a half days less and the fourth subject in the control 

group remained one day less than the correspondJng experimental sub

jects. The eighth, ninth, tenth, eleventh, twelfth, and fourteenth 

subjects in the experimental group remained in the hospital from two to 

three days less than the corresponding subjects in the control group. 

In addition, the thirteenth experimental subject remained in the hos

pital one day less than the corresponding subject in the control group. 

It is interesting to note that ten of the fifteen experimental subjects 

stayed between eight and twelve days in the hospital, but there was no 

such grouping in the control subjects. 

This study sup ported the findings of Lindeman and Aernam, Egbert 

and others, Doyle, Healy, Johnson, and Florell in that those subjects 

who received preoperative teaching tend to have a shorter length of hos

pital stay than those subjects who do not receive the instruction. l

Johnston's statement that 1

1the importance of preoperative teaching 

should never be underestimated 11 is supported by these studies.2

.. lL i ndeman and Aernam, 11 Nursing Intervention, 11 p. 330; Egbert and 
others·, "Instruction of Patients, 11 p. 826; Doyle, "Effects of Preopera
tive Teaching, 11 pp. 51-52; Healy, "Preoperative Instruction ,. " p. 67; 
Johnson, "Nurse-Patient Interaction, 11 p. 92; Florell , 11Cri sis Interven
tion, 11 pp. 82-83. 

2Johnston, 11 Supporti ve Therapy, 11 p. 664.
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Amount of pain medication used postoperatively 

Any medication taken parenterally or orally for the relief of 

pain was considered pain medication. These medications did not include 

muscle relaxants or tranquilizers. The parenteral medications received 

by the subjects in both groups included morphine sulfate, meperidine 

hydrochloride (Demerol), hydromorphine (Dilaudiq), hydrochloride of 

opium alkaloids (Pantopon), levorphanol tartrate (Levo-Dromaran), 

codeine, and pentazocine (Talwin). The oral medications received by 

the subjects included Percodan, Phenaphen with codeine phosphate, 

Empirin with codeine phosphate, Darvon with aspirin, Darvon Compound-65, 

Demerol APC, Tylenol, and Tylenol with codeine phosphate. All subjects 

in both groups were discharged from the hospital while still taking oral 

pain medication which varied from subject to subject and physician to 

physician. 

The control group of subjects used a total number of 398 doses 

of pain medication. Sixty-four doses was the largest number taken by 

a subject and four was the least number taken. The mean use of pain 

medication by the control group during the hospital stay was 26.5 doses 

and the mean use of pain medication per day was 2.33 doses. The sub

jects •in the experimental group used an average of 30.87 doses of pain 

medication during the hospital stay with forty-two doses being the 

largeit number taken and fourteen being the least number taken. The 

total number of doses taken by this group was 463. The average use of 

pain medication by the experimental group was 3.15 doses per day. The 
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experimental group used a larger dose average of medication each day 

(0.82) than did the control group. When the Wilcoxon 1 s Two Sample Rank 

Test was applied to the average daily use of pain medication used by 

each subject in both groups, the T value found for the control group 

(T=l92.5) and the experimental group (T=272.5) was not significant; 

therefore, the null hypothesis was not rejected. 

Figure 2, page 81, clearly demonstrates the use of pain medica

tion per day by the subjects in the control group was less than that 

of the subjects in the experimental group. Not only did the control 

group use less medication, but as seen in Figure 2 each subject in the 

experimental group used more medication than the corresponding subjects 

in the control group. 

The total use of parenteral medications for the first six post

operative days by both groups can be seen in Figure 3, page 82. Here 

again, the control group clearly used less medication than the experi

mental group. In addition, on the fifth and sixth postoperative day the 

control subjects used no parenteral medications, but the experimental 

group did. Each group's use of oral medications is shown in Figure 4, 

page 83. This figure shows less variation between the groups except 

on the fifth postoperative day when the control group used forty-five 

oral doses of medication and the experimental group used twenty-seven. 

On the other hand, on the fifth postoperative day the control group 

used no parenteral medication and the experimental group used eleven 

doses. 
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These findings contradict the findings of Florell 1 s study in 

which the control group used a higher quantity of pain medication on 

the first and second postoperative days than did the experimental 

group.1 Egbert found that the experimental group requested less medica

tion except on the day of surgery when the two groups' use of medication 

was not significantly different.2 Support for these studies was also

found by Healy whose study showed that the experimental group started 

oral pain medication two days sooner than the control group.3 

This study supported the findings of Lindeman and Aernam who 

found no significant difference in the amount of analgesics administered 

to the groups the first seventy-two postoperative hours.4 Doyle also 

found no significant difference in the groups in the use of parenteral 

medications.5 Lindeman and Aernam suggested that perhaps the manner in 

which the parenteral medications were ordered influenced the findings. 

Some surgeons ordered the analgesics to be administered every four hours 

unless the subjects absolutely refused.£ In this study one physician 

did order ora 1 pain medications every four hours for one of the subjects 

in the experime�tal group which may have slightly influenced the results. 

lF1orell, "Crisis Intervention," pp. 82-83. 

2Egbert and others, "Instruction of Patients," p. 826. 

3Healy, "Preoperative Instruction," p. 67 

4Lindeman and Aernam, "Nursing intervention," p. 331. 

5ooyle, "Effects of Preoperative Teaching," pp. 45-57. 

6Lindeman and Aernam, "Nursing Intervention. 11 p. 331. 
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- · Perhaps the age difference of the two groups in this study ef

fected the use of medication. Lindeman found in her study that the 

number of analgesics taken during the first seventy-two postoperative 

hours decreased as the age of the subjects increased. The subjects 

forty-five to fifty-nine years of age used less analgesics (0.78) than 

the subjects from fifteen to forty-four years of age; however, this \'.Jas 

not statistically significant. Within this study age may have had an 

influence on the amount of pain medication used postoperatively. In 

the experimental group, three subjects were over forty-five years of 

age, but seven subjects in the control group were over the age of 

forty-five. 

Bonnett stated that pain is subjective and postoperative pain 

depends not only on the subject's response, but also on the nurses, the 

family, friends, and the physicians in charge.1 This should also be

considered when analyzing the subject's use of pain medication. 

Summary of Findings 

To evaluate the effects of a structured preoperative teaching 

program on the postoperative recovery of the patient with a lumbar 

laminectomy, the criteria measures of length of hospital stay and amount 

of pain medication used postoperatively were analyzed. 

The T values for this data were found not to be significant 

although several trends were noted. One trend indicated that the 

lsonnett, "Positive Suggestions," p. 300.
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subjects who received preoperative teaching remained in the hospital 

less time than the subjects who did not receive the instruction. 

Another trend showed that the experimental subjects received more pain 

medication than the control subjects. 

· Studies in the literature support the finding that the subjects

instructed prior to surgery do have a shorter hospital stay than the 

subjects that do not. However, several studies did contradict the find

ing that the subjects who receive instruction prior to surgery use more 

pain medication than the subjects who did not receive instruction. 

Several other studies found no significant difference in the amount of 

pain medication used postoperatively by-·the subjects who received in

structions and the subjects who did not., 



CHAPTER V 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

Summary 

The purpose of this study was to evaluate the effects of a 

structured preoperative teaching program on th� patient �ith a lumbar 

laminectomy in reducing the length of hospital stay and amount of pain 

medication used postoperatively. This investigator studied thirty 

patients who met the criteria for selection as set forth in Chapter III. 

Fifteen subjects, ten females and five males, formed the experimental 

group. On the evening prior to surgery, these subjects received in

struction in their hospital room on.deep breathing, coughing, turning, 

getting out of and into bed, sitting in a chair, and ambulating. The 

Patient Data Sheet used to record information concerning e�ch patient 

was completed partially at the time of patient instruction and then 

fina.lly completed in the medical record department after the patient I s 

discharge. The control subjects, seven females and eight males, were 

selected from the hospital's postsurgical record. These subjects were 

not seen by the investigator and the Patient Data Sheets were completed 

in the medical record department following discharge from the hospital. 

Before this study was carried out� written permission was granted to 

the irivestigator from seven orthopedic surgeons and from the hospital's 

research committee. 
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Conclusions 

The analysis of data was done by using the i�; lcoxon I s Two Sample 

Rank Test (Mann-l�hitney Test) with the level of significance at 0.05. 

No significant difference was found between the control group and exper

imental group; therefore, the null hypotheses were not rejected. 

Several trends were disclosed showing two main differences be

tween the groups. The subjects in the control group tended to remain 

in the hospital one or more days longer than the subjects in the exper

imental group. However, the control group used less pain medications 

postoperatively than the experimental group. These· findings c�nnot be 

considered conclusive concerning the effect of a preoperative teaching 

program on the lumbar laminectomy patient, but the findings do give sup

porting evidence that a preoperative teaching program may shorten the 

length of hospital stay and increase the use of pain medications post

operatively. the difference in the mean age of the two groups and the 

lack of random sampling may have contributed to these trends. 

Recommendations 

The fo 11 owing recommendations are made for further study in the 

area of preoperative instruction of the lumbar laminectomy patient: 

1. Replicate this study using a larger randomized sample, and

observing the subjects following surgery to determine ability to perform 
,: 

activities required of the patient. 

2. Replicate the study including two rather than one preopera

tive visit with subsequent postoperative visits to reinforce the 
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learning of skills taught preoperatively. 

3. Expand the study by examining addit"ional variables post

operatively. These variables could include the number of times each 

subject is out of bed each day postoperatively, the number of postopera

tive complications such as respiratory difficulties, nausea, and cathe

terization, and the number of tranquilizers and/or muscle relaxants used 

postoperatively. 

4. Involve fewer physicians in the study to gain more uni

formity in the postoperative orders. 
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APPENDIXES 



APPENDIX A 

TEACHING PROGRAM FOR THE

LUMBAR LAMINECTOMY 

PATIENT 

Introduction 

This teaching program was deve 1 oped by _the investigator in order 

to provide the same information to each pati�nt in the experimental 

group. Each area within the program will be introduced (in order of 

its appearance on the plan), to the patient before surgery, in hopes 

that he could participate more fully in his care following surgery. 

On the evening prior to surgery, the patient will be instructed 

through verbal explanation, demonstration, and practice of the various 

skills required by a patient following a lumbar laminectomy. Each 

skill will be first explained and demonstrated by the investigator. 

(Those procedures involving movement in bed will be demonstrated by 

positioning the patient.) Following each verbal explanation and demon-
. .

stration, the patient will be asked to repeat the demonstration until 

he and the investigator_ are confident he has obtained ability to perform 

the skills involved. Following this initial introduction it will be 

suggested to the patient that these skills be practiced again on the 

morning prior to surgery; however, the investigator will not check to 

see it this is done. 
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Direct Patient Instruction 

I. Deep breathing and coughing.

A. Introduction.

The first activities you will be involved in following your

operation is deep breathing and coughing. This will help

to fill your lungs with air and assist in bringing up accumu

lated mucus. You will be asked to do deep breathing and

coughing in the recovery room and in your hos pi ta l room.

B. Instruction.

To deep breathe effectively, take in a slow deep breath

through your nose, hold it for three seconds, and then slowly

blow out through partially closed lips. Yawning has been

found to be effective so you may wish to do this instead of

deep breathing. To make sure you are using your diaphragm

properly during breathing exercises, place your hand on your

abdomen. ft should rise as you inhale and fall as you exhale.

To cough, take several deep breaths, then inhale deeply. From

this point cough with your mouth open. There is no need to do

this violently; cough lightly as you exhale. If you are un

able to cough correctly, call the nurse to help you by having

her splint your incision which can decrease the discomfort of

coughing. You may also try stimulating a cough by blowing

your nose or swallowing water.

You should practice these activities hourly after your
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operation even if no one tells you to do so. 

C. Demonstration.

D. Patient practice.

II. Positioning and turning in bed.

A. Introduction.

Immediately after your operation and .several hours thereafter

you will have to lie on your back to apply pressure to your

incision. When your physician permits you to turn, you can

roll to your left side or your right side. Once you are

a 11 owed to turn, you should turn every two hours.

B. Instruction.

If you want to turn to your right side, lift your left arm,

place hand on side rail, and bend your left knee. Push with

your left leg and pull on the right bed _rail with your hand,

moving your trunk in one piece like a log. The first few

days after surgery a nurse can he 1 p you adjust your position

by pulling the buttocks back and the shoulders forward. This

is to be done with a draw sheet which is a folded sheet placed

under you when the bed linens are changed.

If you move either to your left side or right side, keep your

top leg flexed to keep your back straight.· Your bottom leg

can be either flexed or straight. A pillow should go under

your flexed knee and if you like, one at your back. - Call a

nurse to help you to adjust the pillows. Return to the back-
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lying position by pushing away from the side rail and moving 

your top leg to the mattress. 

It is important for you to keep your back straight in the 

back-lying position and in the side-lying position, because 

this promotes rest and comfort. 

C. Demonstration. (The patient is utilized in the demonstra

tion.)

D. Patient practice.

E. Using the bedpan.

l. Introduction.

a) For the female patient.

Soon after your operation you will have to urinate.

This is the bedpan that you will be using. (Show

her the ortho or fracture pan.) You may al so have to

use it for bowel movement while you are in bed.

b) For the male patient.

Soon after your operation you will have to urinate.

Jou will use a urinal. (Show him the urinal.) You

may also have to have a bowel movement while you are

in bed. ·If.so, you can use a special· bedpan. (Show

him the ortho or fracture pan.)

2. Instruction.

a) For female and male patients.

To use this bedpan, you will first have to roll to
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your side, either the right or left. The nurse will 

place the bedpan next to your lower back and buttocks, 

and you can roll onto the pan. To remove the pan you 

again roll to your side as the nurse slides the pan 

out from under your buttocks. 

b) For the male patient�

Voiding after your operation may be more easily done

in the side-lying position rather than in the back

lying position. If you have difficulty in managing

the urinal, please call the nurse. You may be allowed

to stand at the bedside to urinate, and if so, the

nurse will assist you if necessary.

3. Demonstration. (The patient is used in the demonstration.)

4. Patient practice, if desired.

III. Getting out of and into bed.

A. Introduction.

When your physician permits you to get up, you will first sit

on the side of the bed and then stand at the bedside.

B. Instruction.

1 .. Getting to the sitting position.

To begin the steps of getting out of bed, move to the edge 

of the bed by pulling on the side rail with your hand and 

shifting your hips with your legs. Roll to the side-lying 

position so that your knees are at the edge of the bed. 
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Put your feet over the edge of the bed and transfer your 

body weight to the elbow of the arm next to the mattress, 

then to both your hands, and then to your buttocks. 

Remember to keep your back straight as you come to a sit

ting position. 

2. Correct sitting posture.

A good sitting posture is a prerequisite to a good stand

ing posture. To sit properly, put your feet flat on the

floor by having the bed raised or lowered, flatten your

abdomen, hold your head erect with your neck stretched

at the back and the chin ·s1 i ghtly down and hold your

shoulder blades back and down. Do not use pillows for

support, because they can alter this position. You can

keep your hands at your sides on the edge of the bed to

help support yourself in this position.

3. Getting to the standing position.

To stand from the sitting position, move to the edge of

the bed by lifting one hip and pushing the other hip to

the edge of the bed and then repeat with the alternate

hip. Place your feet slightly apart with one foot (the

weaker foot and leg) a little in front of the knees and

the other foot a little behind. Then, lean forward flex

ing your hips while keeping your back straight as you

transfer your weight to the feet by pushing your hands
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against the edge of the bed. Gradually straighten your 

knees and hips until you are standing erect with your head 

. up so that you can look straight ahead. 

4. Getting into bed.

To sit on the bed from the standing position, flex your

knees and hips shifting your weight to your hands and

hips. From the sitting position move back on the bed

until the back of the knees are against the bed. Lower

your trunk toward the head of the bed by shifting your

weight from the buttocks, to the hand, then the elbow of

the arm nearer the head of the bed. At the same time

lift your feet to the edge of the bed. With support from

the opposite hand, lower the trunk to the bed to the side

lying position. When you are lying on your side, move

your shoulders and hips toward the center of the bed.

Position yourself as desired.

C. Demonstration. (The patient is used in the demonstration.)

D. Patient practice.

IV. Ambulating and sitting in a chair.

A. Introduction.

You will probably begin walking and sitting in a chair soon

after you are allowed to sit up on the edge of the bed. You

should use low heel shoes and preferably shoes that tie for

walking after your operation to maintain balance and traction
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as opposed to house slippers or socks. Remember to sit in a 

straight back chair, because it helps keep your back straight. 

B. Instruction.

1. Standing correctly and ambulating.

Once you are standing, correct posture is necessary.

Correct posture entails standing tall with the head up,

chin in, back of the neck straight, chest high, shoulders

back, pelvis tilted down in back and up in front, abdomen

flat, knees slightly bent, and the feet pointed forward

and about four inches apart. Once correct standing pos

ture is maintained, walking can begin. Let your arms hang

freely and your feet swing forward stepping first on yo�r

heel. Do not lean on anyone's shoulder, a table, or chair,

because this will tend to alter your good posture. If

. support is needed, you and the nurse can stand face to 

face and several feet apart. With flexed arms, you can 

hold the nurse's forearms and walk forward. Your physi

cian will decide if you need any other walking aid. 

2. Sitting in a chair.

Walk to the chair, turn and feel the front of the chair

with the back of both knees. With your weight still on

your feet, bend your hips and knees keeping your back

straight. Reach back to the arms of the chair and trans

fer your weight to the hands, then to the hips as you sit
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on the chair. Move back in the chair so that the base of 

your spine is against the chair back. Remember to main

tain a good sitting posture by keeping the spine straight, 

the feet flat on the floor. Support your arms on the 

chair's arm rests or on your thighs with your hands on the 

knees. Do not cross your knees for this alters good sit

ting posture and places a strain on your back. 

C. Demonstration. (Patient is used in demonstration.)

D. Patient practice.

Review each skill in order of instruction. 

Cone l us ion. 

You now know how to perform many of· the acti vi ti es you wi 11 be 

involved in following your operation. ·It would be very helpful 

for you to practice these activities tomorrow morning before you 

are medicated for surgery. 

Directions from Physician 

-------

Use this teaching program to instruct my patients. 

-------

Use this teac�ing program with my modifications to 

instruct my patients. 

. S_i gnature of Physician 



APPENDIX B 

PATIENT DATA SHEET 

Part I. 

NAME _______________ DOCTOR _____________ _ 

HOSPITAL NO. _____ DAlE OF ADMISSION ______ GROUP ASSIGNMENT _____ _ 

AGE _____ WEIGHT ______ SEX _____ ETHNIC GROUP ________ _ 

HOSPITAL STAY 

'-l Part I I. 

DATE OF SURGERY ___________ TIME OF SURGERY __________ _ 

DATE OF DISCHARGE __________ TIME OF DfSCHARGE _________ _ 

NUMBER OF 24 HOUR PERIODS 
-------

.... 
0 



Part II I. 

DATE TIME ROUTE 

PAIN MEDICATION TAKEN POSTOPERATIVELY 

AMOUNT DRUG 

0 

co 



0 
\.0 

APPENDIX C 

PHYSICIAN'S CONSENT FORM 

TO: Research and Publications. Subcommittee 

(Name of Principal Investigator and Co-Investigator(s) 
has (have) reviewed with me his (their) protocol for research on 

(Subject of research) 
and his (their) wish to study private patients under my care on the 

----------

Service. I therefore grant him (them) permission to: 

--

--

--

. {Place check mark where applicable) 
review any medical records on patients under my care. 
contact any patients under my care. 
obtain consent to participate in the research from any patient under my care. 

It is understood, and hereby agreed, the participating hospital will receive credit 
on any abstract, paper, or pubiication resulting from the study of this material or these 
patients. 

Date: ______________ _ 

Signed: 
----=�-�----=-=--=---=------

Consenting Physician 

Approved: 
f Service Chief o 



APPENDIX D 

RESEARCH PROTOCOL FORM 

This space for use of 
Office of Medical Education and 

Research 

Date received 

Project no. 
---------

Service code no. 
------

Date approved 
--------

Date report is due 
------

Research and Publications Subcommittee 

ritle of Project Effect of a Preoperative Teaching Program on Post

operative Recovery of Lumbar Laminectomy Patients 

Principal Inve?tigator Mrs. Virginia R. Sicola, R.N. 

Co-Investigator(s) Mrs. Betty Cody, R.N. (Resource Person) 

Consultant(s) Miss Lucie C. M. Schultz, Associate Professor, 

Graduate Program-Medical-Surgical Nursing at Texas Woman's University 

Duration of Project Three months. 
---------------------

Source of Funds Investigator is financing own project 
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Goal(s): 

The purpose of this study is to evaluate the effects of a struc

tured preoperative teaching program on the patient with a lumbar lamin

ectomy in reducing the length of hospital stay and amount of pain 

medication used postoperatively. The preoperative teaching includes 

deep breathing, coughing, turning, getting out of and into bed, sitting 

in a chair, and ambulating. 

This project is being carried. out in order that the investigator 

may complete a thesis which is one of the requirements for the degree of 

Master of Science in the graduate school of the Texas Woman's University. 

Problem: 

Lindeman and Aernam found that structured preoperative teaching 

in the areas of deep breathing, co.ughing, and turning hastened the re

covery rate of general surgical patients, thus, reducing length of hos

pital stay. l For the patient awaiting a lumbar laminectomy, Musick and

MacKenzie stated that the physician must explain the major facets of 

surgery and postoperative expectation. However, they stressed that it 

is the nurse's responsibility to clarify immediate postoperative nursing 

care and the patient's participation in his care.2

This investigator was unable to find studies related to struc

tured preoperative teaching of the patient awaiting a lumbar laminectomy. 
,: 

Consequently, the nurse is unaware of how structured preoperative teach

ing effects the recovery of the patient following a lumbar laminectomy. 
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Method of study: 

A compromise experimental group-control design will be employed 

in this study with the setting on the four orthopedic-neurological units 

of this hospital. Patients who are to undergo a lumbar laminectomy for 

the first time, between eighteen and sixty-five years of age, literate 

in the English language, and a member of any ethnic group may be se

lected to become part of the sample which will include no less than 

twenty patients. 

The experimental group of patients will be seen by the investi

gator on the evening prior to the day of surgery. At this time the 

investigator will explain her presence and study to the patient. If 

the patient decides to participate, the investigator will instruct him 

in skills used postoperatively which include deep breathing, coughing, 

turning, getting into and out of bed, sitting in a chair and ambulating. 

This particular program was developed by the investigator from the 

literature and from past experience at this hospital.

The names of patients for the control group will be selected 

from the hospital's postsurgical record prior to the time the experi

mental group is forming. These patients will not be seen by the · 

investigator� It is evident that the convenience sampling is being used 

rather than the random sampling to shorten the period of data collection. 

This form of data collection was used by LindemanlO and Florell.8

Each Patient Data Sheet for the patients in the experimental 

group will be only partially completed during the patient's stay in the 
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hospital and finalized after his discharge. Each sheet for patients in 

the control group will be completed only after the patient 1 s discharge. 

Once all data is received, a comparison of the two groups will be made 

using the Wilcoxon's Two Sample Rank Test with the level of significance 

at 0.05. 

Describe the steps to be taken to protect the 
rights and privacy of human research subjects. 

1. Written permission to use ·the lumbar laminectomy patients

and their charts is being requested from the private physicians. If 

permission is not granted from a physician, his patients will not be 

approached nor will the charts. 

2. Once all the pertinent information concerning each patient

from both groups has been secured, all names of patients will be 

destroyed. The investigator will be the only person to review the 

needed information; therefore, it will not be given to anyone else. 

Brief review of related work done 
. by this research team. 

None. 

Brief review of related work done by 
other� and selected references. 

Patient teaching has been accepted as one of the functions of 

the nursing practitioner.3 One area of teaching is preparing the

patient for surgery and instructing him in what to expect and do after 

surgery. 
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Several nursing studies using a structured preoperative teaching 

tool have shown that preparing a patient for his postoperative activ

ities effects his postoperative recovery. Healy instructed patients 

preoperatively in deep breathing, coughing, turning and other procedures 

used by the patients foliowing surgery and found that the group of 

patients instructed were discharged three to four days earlier than ex

pected, used less parenteral narcotics and had fewer complications than 

the control group of patients.4 Lindeman and Aernam found similar re

sults following their structured preoperative teaching program.5 Fur

thermore, Mezzanotte interviewed a number of postoperative patients con

cerning their preoperative instruction and found that they gained the 

ability to part"icipate properly in activities following surgery.6 Other

investigators that found that preoperative teaching lowered the use of 

pain medication postoperatively and shortened the length of hospital 

stay include Roe,7 Florell ,8 and Egbert and others.9

References: 

See attached list of references. 

Principal Investigator 

APPROVED: 
---------------

Chief of Service 

Date 
--------------
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APPENDIX E 

LETTER FROM RESEARCH ANO PUBLICATIONS SUBCOMMITTEE 

July 25, 1973 

Mrs. Virginia R. Sicola 
11406 Riderwood 
Houston, Texas 77072 

DearMrs. Sicola: 

Research and Publications Subcommittee is pleased 
to inform you that your protocol entitled, 0Effect of a Pre
operative Teaching Program on Postoperative Recovery of Lllll1bar 
Laminectomy Patients," Research Project No. 148, Service 
Code 0R-1 was approved at their July 2L�, 1973 meeting. 

A progress report will be due in September, 1973. 

Louis L. Leatherman, M. D. 
Chairman, Research and Publications Subconnnittce 

• LLL: C 
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APPENDIX F 

RAW DATA ON EXPERIMENTAL GROUP 

Total Average Total Total 
Days Number of Dose of Number of Number of 
in Medication Medication Parenteral Oral 

Sub_ject Sex Age Hospital Taken Taken Da.ily Doses Doses 

E-1 F 39 1 o. 00 14 1.40 10 4 
E-2 F 49 19.75 37 1.87 8 29 

E-3 F 39 16.90 35 2.06 24 11 
E-4 F 28 4.83 21 4.35 6 15 

E-5 M 48 3.83 22 2.49 3 19 
E-6 F 36 8.96 42 4.69 14 28 

.... E-7 M 43 9.00 39 4.33 19 20 __, 
........ E-8 F 42 15. 13 36 2.37 20 16 

E-9 F 37 8.87 26 2.93 8 18 

E-10 M 29 11. 67 20 1. 70 3 19 
E-11 F 33 8.79 35 3.98 5 30 
E-12 F 42 n. 79 42 3.56 4 38 

E-13 F 58 8.75 29 3. 31 18 11 
E-14 M 40 9.87 30 3.04 3 28 

E-15 M 31 6.70 35 5.20 10 25 



APPENDIX G 

RAW DATA ON CONTROL GROUP 

Total Average Total Total 
-Days Number of Dose of Number of Number of 

in Medication Medication Parenteral Oral 
Subject Sex Age Hospital Taken Taken Daily Doses Doses 

C-1 M 40 7. 9·2 29 3.66 4 25 

C-2 F 47 12.70 46 3.62 14 32 

C-3 M 36 4.33 7 1.63 2 5 

C-4 F 47 14.00 16 1.14 3 13 

C-5 M 34 8.92 36 4.04 3 33 

C-6 M 39 12. 95 42 3.24 9 33 

__, C-7 M 57 8.86 23 2.56 10 13 
__, 

C-8 F 53 1LL58 20 1.38 9 11 OJ 

C-9 M 31 6.83 4 0.58 0 4 

C-10 M 39 8.75 22 2.51 3 19 

C-11 F 54 16. 16 33 2.06 3 30 

C-12 F 43 20.70 64 3.09 5 59 

C-13 F 54 18. 75 15 0.80 4 11 

C-14 M 56 12 .80 17 1.30 10 7 

C-15 F 33 7.00 24 3.40 5 19 




