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THE EFFECTS OF RELAXATION TOUCH ON THE RECOVERY LEVEL OF 
POSTANESTHESIA ABDOMINAL HYSTERECTOMY PATIENTS 

ABSTRACT 

MARIA ADELA CONCEPCION SILVA, PhD, RN 

TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

DECEMBER 1992 

This experimental study investigated the effects of 

relaxation touch, on the recovery level and relaxation 

response of postanesthesia abdominal hysterectomy patients. 

Sixty patients were randomly assigned to one of three 

groups: (a) relaxation touch, energy-stimulating 

manipulations (b) back massage, and (c) no treatment. A 

nursing assessment was used to measure the recovery level. 

The relaxation response was evaluated by pre- and 

posttreatment measurements of blood pressure, pulse rate, 

and respiratory rate. The results of analysis of variance 

with repeated measures and analysis of covariance indicated 

that the relaxation touch subjects had a significantly 

higher level of recovery than the two controls on lung, 

gastrointestinal, and urinary status at R < 0.05. Reduction 

of systolic and diastolic blood pressures and pulse rate, 

were statistically significant for the relaxation touch 

group at R < 0.05. The amount of narcotic analgesia and 

bowel treatments were less for the relaxation touch patients 

than that of the two control groups. 
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CHAPTER 1 

INTRODUCTION 

A major function of nursing is to assist human beings 

in utilizing all levels of their own resources towards the 

reparative process, from recovery to rehabilitation. An 

essential ingredient in this process of restoration is 

energy. All body activities, from the most minute and 

simple to the most complex and integrated physiological 

functions, demand some type, amount, and.form of energy. 

Energy flows and moves in the body as the blood carries 

oxygen and nutrients to the cells and removes waste products 

of metabolism. Cells, tissues, and organs maintain life and 

warmth through the circulating blood. Homeostasis or 

balance of the organism, from the preciseness of individual 

cellular structures to the complexity of interconnected body 

systems, depends on the continuous availability and flow of 

energy. Patients lacking this state of balance are referred 

to as being "energy depleted-" or "energy deficient" when the 

imbalance is due to a loss of energy; and, "combative" or 

"agitated" when undirected excess energy manifests in 

disruptive behavior. 

1 
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Gerber (1988) succinctly summarized the concept of 

dynamic interactive multidimensional subtle energy systems 

as the animating force -of living organisms. This concept is 

based on the Einsteinian principle that all matter is energy 

from the particle level to the entire complex structure of 

the living organism. If individuals are multidimensional 

beings of energy, then energy can affect human beings. The 

human being, as a component of matter and energy, is 

comprised of four parts referred to as_bodies: the physical 

body, the emotional body, the mental body, and the spiritual 

body. Because of their multidimensional energy interaction, 

changes in one of the bodies affects the energy of the 

others. Such imbalances may reveal themselves as physical, 

mental, emotional, and spiritual pathology. Thought 

processes, for example, as mental energy, impact the success 

or failure of recovery on any other of these bodies when the 

energies are unbalanced. When the human organism's energy 

system is unbalanced and is unable to rebalance itself, 

outside energy or stimulation of the organism's energy is 

necessary. 

Rogers (1970) proposed the existence of energy fields 

within human beings and the interaction of these fields with 

the internal and external environment. Krieger (1979) 

described techniques for directing and modulating the 
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transfer of human energy. Supported by theories on 

electromagnetic fields in living systems (Burr & Northrop, 

1935: Rogers, 1970), the concept of energy in nursing 

unfolds itself to potentially scientifically based 

interventions with therapeutic effects. Thus, in this age 

of advanced technology, it behooves the nurse to explore, in 

a systematic manner, changes that occur in human beings when 

the energies are balanced with the energies from other 

living organisms. Increasing knowledge in the field of 

subtle human electromagnetic energies is feasible when the 

nurse functions under the following assumptions: (a) Human 

beings are energy fields continuously interacting with the 

environment, (b) imbalances occur in these fields when 

individuals become ill, and (c) during the course of patient 

recovery, the nurse's subtle energy field is intermediary in 

the process. 

Problem of Study 

The problem of the study was to answer the question: 

What are the effects of relaxation touch as a therapeutic 

energetic interaction on the recovery level of 

postanesthesia abdominal hysterectomy patients? 
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Rationale for Study 

Modulation of energy between human beings dates back to 

early cultures and religions in which the practice of this 

technique has been described as the "laying of the hands" 

(Helms, 1989; Selecciones, 1982; West, 1979). Controlled 

laboratory studies from various research groups include the 

works of Grad (1965), Krieger (1972, 1974, 1975), Rauscher 

(1990), Smith (1976), and Wirth (1990). Results from the 

different investigations include the following: 

(a) accelerated growth in plants, (b) increased rate of

wound healing in mice and in humans, (c) increased activity 

of digestive enzymes, (d) elevation of serum hemoglobin 

levels in humans, and (e) positive effects of cells under 

chemical inhibitors. 

Krieger's pioneer research on therapeutic touch, the 

term she used to describe human energy fields interaction, 

introduced a scientific era in nurse-initiated energy 

systems healing interventions (Heidt, 1979; Quinn, 1982; 

Randolph, 1979). Validation of the effects of therapeutic 

touch in various patient situations has been needed to 

substantiate this technique scientifically. Even though 

there has been an increase in controlled nursing research 

focusing on the modulation of subtle energy flows and energy 

fields (Guerrero, 1985; Keller & Bzdek, 1986; Mueller Hinze, 



1988; Nodin, 1987; Quinn, 1989), the purpose of the study 

was threefold: (a) to explore substantiation of results 

from other energy systems nursing research, using a 

homogeneous patient population; (b) to add an extra 

dimension to current nursing studies by investigating the 

combined effects of energy flows and energy fields 

stimulation and modulation on the recovery level of 

postanesthesia abdominal hysterectomy patients; and (c) to 

use a procedure familiar to nursing practice. The energy 

fields' interaction activities were performed in a relaxed 

state, with focused concentration on the intent of the 

technique: energy field repatterning and balance to 

activate the patient's internal resources and promote 

postoperative recovery. The investigator performed 

manipulations which, under traditional theoretical and 

allopathic models are conducive to rest, comfort, and 

muscular relaxation. 

Conceptual Framework 

5 

All chemical, thermal, mechanical, and electrical 

properties of biological materials indicate the existence of 

intrinsic mechanisms capable of generating and transmitting 

electromagnetic currents within the structure of the 

organism and capable of promoting interaction of these 

currents with electromagnetic fields (Lipinski, 1982). 
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Badgley (1985) explains that the electromagnetic energy 

fields in the physical body constitute a life energy field 

possessing various qualities among which are light, 

electricity, and magnetism. 

The Silva Energy Fields Holistic Nursing Model (SEFHNM) 

(Figure 1) was used as the conceptual framework in this 

study. The SEFHNM was based on Burr and Northrop's (1935) 

Electrodynamic Theory of Life, Roger's Theory of Unitary Man 

(1970), and theories of energy medicine (Badgley, 1985; Beck 

& Selden, 1985; Gerber, 1988).· Such theories propose that 

man's boundary is the human field extending beyond the skin, 

"contiguous with the boundary of the environment" (Rogers, 

1970, p. 90). The human energy field represents the life 

processes in human beings while the environmental field is 

that field external to the human field. These fields are 

electrical in nature, are "in a continual state of flux," 

and "vary continuously in intensity, density, and extent" 

(Rogers, 1970, p. 90). 

Because human beings are conceptualized as open 

systems, there is a constant interaction of the human energy 

field with the environmental field. The interaction process 

between these two fields, human and environmental, varies in 

intensity, nature of interaction, the individual, and even 

within individuals at different times. Matter and energy 



Silva-Energy Fields Holistic Nursing Model 

Figure 1. Silva Energy Fields Holistic Nursing Model. 
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are constantly being interchanged between the two fields. 

This mutual interaction occurs as the human energy fielu and 

the environmental field constantly repattern each other 

(Rogers, 1970). 

Because the changes in the human field depend on the 

status of both the human field and the environmental field 

at any given point in space and time, the nurse is 

challenged to intervene in man's internal and external 

environments with balanced energies. The Silva Energy 

Fields Holistic Nursing Model has been developed with the 

purpose of viewing man as a whole system whose totality 

depends on the integration of its parts. The subtle forces 

that maintain the balance and homeostasis from the most 

minute cellular activity to overall organization of the 

system are the electromagnetic energy field and energy 

flows. The metaparadigm concepts of nursing provide a frame 

of reference for the Silva Energy Fields Holistic Nursing 

Model. The definitions for this model are as follows: 

1. 

2. 

Person: a living system consisting of physical, 

mental, and emotional components interacting with each 

other and with the external environment (Rogers, 1970). 

Environment: an internal and external entity with 

which a human being interacts constantly. The internal 

environment is concerned with functions regulated by 
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feedback mechanisms. The external environment consists 

of the following components: (a) perceptual (perceived 

·through the senses), (b) operational (of physical

qualities), and (c) conceptual (abstract processes as

values, beliefs, traditions, and life experiences)

(Fawcett, 1984). -·---·- .

3. Health: a dynamic state of being whereby internal and

external energies are utilized to restore and maintain

functioning and stability of the system, maximize the

potential of a human being, and promote continuous

integration of body, mind, and emotions throughout the

growth and maturation process (Badgley, 1985; Pender,

1982)

4. Nursing: an open human interaction whose energies

assist a human being in regaining homeostasis, prevent

imbalances of health, achieve maximum state of well

being, and promote personal growth (Neuman, 1980;

Pender, 1982; Rogers, 1970).

The Silva Energy Fields Holistic Nursing Model depicts

the energy flows within man and between man and his 

environment. The model illustrates the three energy 

fields-physical, mental, and emotional-as the primary 

energies of man. The physical energy field pertains to 

everything associated with the physical body. The mental 



energy field relates to concepts, thoughts, values, visual 

images, intelligence, creativity, etc., and the emotional 

energy field projects feelings of the individual (Kunz & 

Peper, 1985). Energy is constantly flowing among these 

three fields and when an imbalance or blockage occurs, 

deficiencies or alterations occur in the system. For 

instance, unrelieved, intense physical tension eventually 

results in a mental or physical illness (Lowen, 1975). 

10 

The near body energy field or life energy field is 

represented by the paired darker circles which ·function as a 

protective, regulatory mechanism around the physical body 

(Badgley, 1985). External stimuli reaching this field are 

sensed by the autonomic nervous system which immediately 

triggers a series of autonomic reactions. This adapting 

mechanism allows for survival in the "ever-changing 

environment" (Badgley, 1985). Thus, smooth muscle reflexes 

such as increased or decreased tension of the radial pulse 

are indicators of the adaptive process from subtle energies 

entering the life energy field. 

The vital force is an extension of the life energy 

field surrounding human beings physically, and has 

protective qualities as it extends beyond the skin. The 

short parallel lines along its continuum indicate routes of 

entry of energies from the external environment. outside 
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this field are orbital circles representing the external 

environment of which the nurse is a part. Nursing energies 

are capable of promoting a healthy external environment for 

the patient and intervening toward the welfare of the 

internal environment. Each nurse-patient interaction allows 

for a free flow of energy between the two subtle 

electromagnetic energy fields. Stimulation and modulation 

of the subtle energy fields and energy flows of the patient 

with relaxation touch, provides for activation of own 

resources towards postoperative recovery. Thus, the concept 

of relaxation touch as a therapeutic energetic interaction 

is supported. 

Assumptions 

The following are assumptions derived from various 

theories on subtle electromagnetic energy and the Silva 

Energy Fields Holistic Nursing Model (SEFHNM): 

1. Electromagnetic fields exist in living organisms

(Becker & Selden, 1985; Burr, 1972; Burr & Northrop,

1935; Darras, 1989).

2. A human being is a composite of energy fields (Badgley,

1985; Burr, 1972; Burr & Northrop, 1935; Rogers, 1970,

1986, 1990). 



3. The human energy field is a composite of sub-energy

fields throughout the system (SEFHNM, 1992; Tiller

1972, 1979). 

4. The energy field possesses qualities of light,

electricity, and magnetism (Badgley, 1985).

12 

5. Energy points that respond to "energy stimulus" and

follow a flow of energy are termed meridians (Badgley,

1985; Darras, 1989; Matsumoto, 1974).

6. Man is an open system whose energy field is constantly

interacting and exchanging energy and matter with the

universal energy field (Rogers, 1970, 1986, 1990).

7. The physical, mental, and emotional parts of a human

being are interconnected fields of energy constantly

interacting with each other and with the external

environment (SEFHNM).

8. Energies are interchanged in human interactions

(Rogers, 1970).

9. Change and repatterning in the human energy field

depend on the state of both the human field and the

universal field (Rogers, 1970).

10. The rhythm of life flows with the rhythms of the

universe (Rogers, 1970).

11. When energy flows remain blocked or unbalanced,

homeostasis is disturbed (SEFHNM).



Hypotheses 

It has been proposed that nursing intervention is a 

positive factor on the recovery phase of postanesthesia 

abdominal hysterectomy patients. The hypotheses for this 

study were: 

13 

1. The mean recovery level of postanesthesia abdominal

hysterectomy patients receiving relaxation touch will

be significantly higher than the mean recovery level of

two control groups: (a) control group 1 (back massage

group), and (b) control group 2 (no treatment group of

patients).

2. The mean arterial blood pressure, pulse rate, and

respiratory rate of the postanesthesia abdominal

hysterectomy patients receiving relaxation touch will

be lower than that of the control 1 and control 2

groups of patients.

Definition of Terms 

For the purpose of this study, the following terms have 

been defined: 

1. Back Massage: light, gentle manipulations and pressure 

consisting of feathering, effleurage, and kneading 

movements on the back (body surface within cervical

sacral-posterior axillary borders) to elicit comfort, 



2. 

3. 

4. 

5. 

and performed on patient in side-lying position for 

20 minutes. 

Comfort: patient's perception and verbalization of a 

body part feeling loose, and tightness minimized; 

relaxed facial expression, muscles loose and limp. 

Energy: wave-like modulations in the continuum of 

space (Badgley, 1985; Rogers, 1970;). A sense of 

pressure, heaviness, pulling force experienced when 

holding hands, palmar side opposite each other, from 

2 to 4 inches apart. 

Energy Fields: patterns of energy flow within 

(internal) and outside (external) living systems. A 

sense of bounciness or elasticity felt when holding 

palmar surface of hands about 8 inches opposite each 

other, and slowly bringing them close together. 

Nursing Assessment Data: routine nursing assessment 

consisting of the patient's measurements of vital 

signs: systolic and diastolic blood pressure, pulse 

rate, respiratory rate, and temperature; and 

observation of four body systems as follows: 

14 

pulmonary, gastrointestinal, urinary, and motor 

(activity). Pulmonary indicators consisted of 

breathing patterns, breath sounds, adventitious sounds, 

and coughing. Gastrointestinal indicators consisted of 



6. 

7. 

8. 

9. 

15 

abdominal distention, nausea and/or vomiting, bowel 

sounds, flatus, and solid waste elimination. Urinary 

status consisted of dependency on Foley catheter to 

voiding without difficulty. The activity level 

consisted of total assistance needed to turn in bed to 

ambulating with no assistance. 

Patient: any female between the ages of 35 and 65 who 

underwent an abdominal hysterectomy with or without 

salpingo-oophorectomy, and/or appendectomy. 

Recovery Level: mean assessment score, for each of the 

three study groups, based on preset criteria on status 

of four biological indicators: (a) pulmonary status, 

{b) gastrointestinal status, (c) urinary status, and 

(d) activity level.

Relaxation Touch: a 20-minute purposeful stimulation 

and modulation of energy of the patient's subtle energy 

field and energy flows using 1ight, gentle, feather

like strokes with the fingertips, performing 

ankles/toes and wrists/fingers range of motion, and 

firm holding of a body part. 

Vital Signs Measurement Levels: for each of the three 

study groups, mean measurement on each of the 

following: systolic blood pressure, diastolic blood 

pressure, pulse rate, and respiratory rate. 



Limitations 

The limitations of the study were: 

1. Generalizations of the findings were limited to the

population under study.

2. Participants for the study were requested from

gynecological units of general hospitals; thus, the

findings·· from the study were limited to this specific

patient population.

16 

3. The investigator's effects such as concerns over

interruptions during the administration of the

treatment, changing state of consciousness, or physical

fatigue might account for any differences found.

Summary 

The effects of relaxation touch on the recovery level 

of postanesthesia abdominal hysterectomy patients was the 

focus of the study. The support for relaxation touch as a 

therapeutic energetic interaction has been described in the 

conceptual framework from theories on energy fields and 

energy medicine. Assumptions, hypotheses, and limitations 

for the study were identified. 



CHAPTER 2

REVIEW OF LITERATURE 

The contemporary use of the hands to effect changes in 

energy fields and energy flows has its basis in several old 

healing practices. The ancient Egyptians believed in the 

transfer of an energy referred as "ka" which was "emanating 

from the complex of human life" (West, 1979, p. 3 2; 

Curanderos, 1982). The Hindus called this vital force 

"prana," while the Chinese named it "chi," and the classical 

Greeks would have referred to it as "Pneuma" (Curanderos, 

1982; Helms, 1989; Krieger, 1979). Throughout the ages, 

history narrates numerous times where the "laying of the 

hands" has been used by religious, royal, and even common 

people for the purpose of healing (Curanderos, 1982; Gerber, 

1988). 

The emerging paradigm that views living systems as 

networks of complex energy fields is based on the premise 

that all matter is energy (Gerber, 1988). Matter as energy 

is the underlying explanation of man as a "dynamic energetic 

system." In his formula E = mc2, Albert Einstein proved 

that matter and energy "are expressions of the same 

universal substance, a primal energy of which we are 

17 
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composed" (Gerber, 1988, p. 40). Human energy systems 

utilize both a flow of weak electrical currents and 

electromagnetic fields, and higher frequency energies 

referred to as subtle energy fields. This complex network 

of interwoven energy fields is integral to the normal 

functioning of the living systems (Gerber, 1988). 

Literature review for this study pertained to major concepts 

supporting its theoretical background, and is presented in 

three distinct categories: (a) energy fields, (b) energy 

flows, and (c) therapeutic energy field interactions. 

Energy Fields in Living Organisms 

To explain the energetic structure of human beings, it 

is essential to develop an understanding of the application 

of the holographic principle in nature to living organisms. 

While early research with the use of a voltmeter suggested 

the existence of a mapping guide or energy field around 

living systems, other investigations using Kirlian 

photography demonstrated the emission of electrical 

discharge from the energy fields of living objects. Such 

technique has been reported to have been used in identifying 

energy generation, energy transfer, and energy depletion in 

living systems. 
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The Holographic Principle 

A hologram.is defined as a three-dimensional picture 

created by energy interference patterns (Gerber, 1988; 

McKechnie, 1983). A unique principle of holograms is that 

every piece contains the whole; i. e., a small piece of 

holographic film can be cut and held up to laser light and 

an intact three-dimensional image of the photographed object 

is seen. Laser light is used to create a hologram by 

illuminating subject matter being photographed on a 

holographic film plate. Gerber explained the holographic 

principle in nature through discoveries in cellular biology, 

which have demonstrated that every cell in the body 

"contains a copy of the master DNA blueprint, with enough 

information to make an entire human body from scratch" 

(Gerber, 1988, p. 49). He proposed that in the newly 

fertilized human egg, newly differentiated cells migrate to 

their corresponding spatial location in the developing fetus 

as "ordered by a complex three-dimensional map . • .  a 

holographic energy template that carries coded information 

for spatial organization • • • and cellular repair in the 

event of damage to the developing organism" (Gerber, 1988, 

pp. 49, 50). 
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Energy Fields 

Earlier evidence of subtle electrical field activity 

around the boundaries of living objects was illustrated by 

the research of Harold s. Burr during the 1940s. He was a 

pioneer exploring existence of holographic energy bodies 

around plants and animals and suggesting that such 

electrical fields around living organisms direct the growth 

template of the system (Burr, 1935, 1972). In his 

experiments with animals, Burr discovered an electrical 

field shaped like the adult animal around the body of a 

salamander. He found that the electrical axis of the field 

in salamanders was aligned with the brain and spinal cord 

and originated in the unfertilized egg. In his work with 

tiny seedlings, he discovered that the electrical field 

surrounding the sprout was similar in appearance to the 

adult plant and not to the original seed (Burr, 1972). 

In his work with the current of injury, Becker, an 

orthopedic surgeon interested in accelerated healing of bone 

fractures, discovered that he could measure an electrical 

potential across the stump of an amputated limb from a test 

animal (Becker, 1977; Becker & Selden, 1985). He found that 

salamanders had an initial positive potential at the point 

of tissue healing on the stump. The polarity at the site of 

the injury reversed to a negative potential, which changed 
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to a zero potential over several days as the salamander was 

regrowing a totally new limb. Frogs, which are at a 

different evolutionary stage from salamanders, showed a 

positive electrical potential at the site of the amputated 

limb. With time, the positive potential changed to neutral 

or zero as healing of the stump began. In another ···::·•.· 

experiment, Becker delivered a negative potential over the 

healing stump of the frog, which, in turn, regrew a new 

limb. A question related to the regeneration phenomenon was 

whether the electrical stimulation triggered repair 

mechanisms or whether it released the holographic potential 

of the energy field. 

Becker reported a case where a child had suffered an 

amputation of a fingertip by a car door. Rather than 

undergoing surgical anastomosis of the fingertip, the 

child's finger was cleaned and a dressing was applied in 

the emergency .center. Within a few days following the 

injury, the attending surgeon noticed that the child's 

finger was regenerating. The surgeon reported cases of 

several hundred regrown fingertips in children eleven years 

old or younger. A negative current of injury had been 

measured at the stump site (Beck & Selden, 1985). 

Conclusion from these observations is that multitissue 

regeneration is possible in younger mammals. 
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Electrographic Photography 

About 1939, the Kirlians, Russian electrical experts 

and researchers, photographed what was referred to as the 

electrical field of living organisms (Gerber, 1988; Gennaro, 

Guzon, & Marsigli, 1980). The Kirlian photograph technique 

is a specialized type of photography that captures 

electrical field discharges from the body as a halo or 

corona of diverse luminosity. The photography of the living 

object is done under high frequency, high voltage, and low 

amperage electrical field. The brightness or dullness of 

the corona depends on the state of health and emotional and 

mental state of the living organism (Gennaro, et al., 1980; 

Tiller, 1972). The halo is believed to be a combination of 

cold electron emission from the living organism and a 

bioplasmic energy emission from other substance within the 

organism (Tiller, 1976). According to the Soviets, 

different halo colors are emitted from different sections of 

the skin; for example, the heart area is dense blue while 

the hip shows an olive color. Clinical application of the 

"Kirlian aura" has been used in the diagnosis of conditions 

such as cancer and cystic fibrosis (Gennaro, et al., 1980; 

Gerber, 1988). Common body parts photographed are the hands 

and the fingertips. 
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Further photographic evidence of an electromagnetic 

energy field around living organisms has been demonstrated 

by Dumitrescu. In 1979, he reported on electronography, a 

method of electrographic exploration of electromagnetic 

fields, based on Kirlian photography principles but with new 

innovations. In his experiments with plants, he_ 

photographed a plant leaf in which he had cut a circular 

hole in the middle of the leaf. The image of the 

photographed leaf was that .of a leaf with the small hole in 

it, within which a tiny leaf image appeared. The phantom 

leaf photograph illustrates the holographic qualities of the 

energy field surrounding the plant leaf (Brain/Mind/ 

Bulletin, 1982). 

Energy Transfer and Electrographic Photography 

Marsigli, among others (Krivorotov, Krivorotov, &

Krivorotov, 1974), has described the use of Kirlian 

photographs capturing the transfer of energy from one 

individual to another for the purpose of healing (Gennaro, 

1980). Typical concentration of "bioradiant energy" in the 

hand of the healer photographs as luminous dots all over and 

around the hand and fingers prior to energy transfer. 

Similar findings have been reported by the Soviets. As the 

healer becomes more attuned, the number of flare points in 

the hand is reduced and only a brilliant luminescent disc 
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remains in the palm of the hand. This is the point at which 

the person receiving the energy claims to feel warmth or 

heat entering the body (Tiller, 1972, 1976). When the 

energy transfer is completed, there is marked blackening in 

the palm of the hand, the balls of the fingers are not seen, 

but are characterized by black marks. 

Human Energy Field Assessment 

There is a paucity of research in nursing to 

systematically assess and record the condition of the human 

energy field (Wright, 1988). Wright developed The Energy 

Field Assessment Form to record the following qualities of 

the human energy field: (a) background, or overall strength 

of the field from top to bottom and side to side, and (b) 

foreground or intensity of the field. The Energy Field 

Assessment (EFA) Form consisted of a human anatomical 

diagram, front and back views, where areas of disturbance in 

the energy field were marked. The type of disturbance was 

recorded in writing on the same form. Content and construct 

validity of the EFA from and interrater reliability were 

established prior to data collection. 

The study sample consisted of 52 patients with chronic 

non-malignant pain of musculoskeletal origin, who were 

waiting for an appointment either at a chiropractic or a 

rheumatology clinic. The receptionist secured informed 
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consents and provided the subjects with the Brief Pain 

Inventory (BPI) and the Profile of Mood States (POMS). 

Though six subscale scores were obtained in the POMS, only 

depression and fatigue were analyzed in the study. The 

investigator, with no previous knowledge of the subject's 

ailment, performed and recorded the 1-210.inute energy field 

assessment. A research assistant performed and recorded a 

second energy field assessment as soon as the investigator 

exited the examination room. The subjects were instructed 

to close their eyes during the assessment to minimize 

distractions. 

The findings of Wright's (1988) study were significant 

as follows: a positive relationship between location of 

field disturbance and location of pain for the body areas of 

lower back(� = 0.008), upper back(� = 0.0001), and neck 

(� = 0.0001) and a positive correlation between overall 

background strength of the field and fatigue score (r = .48, 

� < .002). There was not a significant relationship between 

intensity of energy field disturbance (foreground) and pain 

intensity. The study sample did not experience depression 

so its relationship to the energy field was not analyzed. 

At the present time, this is the first and only nursing 

research study directed at validating the existence of an 

energy field around human beings. 
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Energy Flows in Living Organisms 

An established system of subtle energy flows within the 

organism utilized for diagnostic and therapeutic purposes is 

that of the energy points termed "meridians" in Chinese 

medicine (Matsumoto, 1974). Stimulation of these energy 

points with mechanical, electrical, or thermal energy, for 

example, balances areas of energy excess or areas of energy 

deficit. Becker (1985) described an earlier attempt to 

identify known anatomical structures with corresponding 

subtle energy flows or meridians. Helms (1989) used 

"Western Cartesian logic" to conceptualize energy flow 

through the acupuncture/acupressure points in terms of 

physiological electrical fields of organs. Darras, in his 

studies using injection of radioactive tracers at 

acupuncture points, has concluded that the meridian system 

is "neither vascular, nor lymphatic, but is likely to be 

associated with a tracer diffusion through connective tissue 

along neurovascular bundles" (Darras, 1989, p. 45). 

The Meridian System: Structure, Function, and 
Characteristics 

A series of studies exploring the network structure, 

function, and characteristics of the meridian system were 

conducted by a team of researchers under the leadership of 

Professor Kim Bong Han during the 1960s. Bong Han's 
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experiments with the meridians were performed on rabbits and 

other animals. With the use of the technique, 

microautoradiography, Bong Han discovered that P32, an 

isotope of phosphorus, injected at acupuncture points was 

quickly circulated along a fine duct-like tubule system of 

approximately 0.5 - 1.5 microns in diameter. The tubule

like network followed the pathways described by the Chinese 

as the acupuncture meridians. He observed that 

concentrations of the radioactive phosphorus on the tissue 

surrounding the meridians or at the point of injection were 

minimal. Likewise, the radioactive isotope was undetected 

at the meridian tubule system when injected into a vein 

adjacent to an acupoint. 

Results from current research on acupuncture meridians 

with the use of radioactive isotopes have shown that these 

pathways and their characteristics are quite different from 

blood and lymphatic vessels and nerve systems (de Vernejoul, 

Albarede, & Darras, 1985; Tiller, 1972, 1977). The gamma 

camera was used to picture the pattern and rate of diffusion 

and migration of sodium pertechnetate 99 m, injected at a 

placebo point and at an acupoint. Placebo point diffusion 

pattern occurred in all directions while acupoint diffusion 

was linear with linear migration. The isotopic migrations 

superimposed the classic meridian pathways of acupuncture. 
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unilateral and bilateral isotopic injections at acupoints 

revealed depth and distance of diffusion. The deeper the 

meridian into the trunk of the body, the more difficult it 

was to visualize. Isotopes injected at the foot acupoints 

took as long as 20 minutes to migrate to the liver. 

Interlymphatic·isotopic injections were compared with 

acupoint injections. The pictures following the 

lymphography technique showed the urinary bladder and pelvic 

lymph nodes. The stomach and the urinary bladder appeared 

in the acupoint injection picture, but there were no lymph 

nodes present. When comparing isotope injections at 

acupoints with intravenous isotope injections, the migration 

of the isotope was visible at the acupoint after 2 minutes, 

but had totally disappeared at the intravenous site. These 

findings suggest that the meridian system is structurally 

different from lymphatic and vascular channels. 

Bong Han's studies on the histological structure of the 

meridians suggest the existence of major circuits or 

meridians referred to as B-ducts and B corpuscles, the 

"active element of an acupuncture point" (Tiller, 1972). 

Bong Han described four kinds of B-ducts as follows: (a) an 

internal duct system, whereby the ducts are free-floating in 

the vascular and lymphatic vessels; (b) an intra-external 

duct system found on the surface of internal organs, but 
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independent of the ducts along vascular, lymphatic, and 

nervous systems; (c) an external duct system found in the 

corium of the skin and following the outer surface of 

vascular and lymphatic vessel walls; and (d) a neural duct 

system that runs inside the central canal of the spinal cord 

and cerebral ventricles and supplies peripheral nerves as 

well. The fluid within the ducts was observed to flow in 

the same direction as blood and lymph, but at times flowed 

in the opposite direction. Acupoint stimulation is 

performed on the external duct system within the skin. It 

responds to chemical, manual, needle, electrical, and laser 

beam stimuli to balance meridian circuitry (Tiller, 1972). 

Bong Han discovered that the superficial and the deep 

ductules were interconnected with terminal ductules which 

eventually reach the tissue cell nuclei. Examination of the 

fluid extracted from the tubules revealed a high 

concentration of DNA, RNA, amino acids, hyaluronic acid, 

adrenalin, corticosteroids, free nucleotides, estrogen, and 

other hormones at concentrations different from those found 

in the bloodstream .. Adrenalin, for example, was found to be 

10 times the blood level at an acupoint. The presence of 

nucleic acids and hormonal substances in the duct's fluid 

points to a relationship between the meridian and the 

endocrine system (Gerber, 1988). 
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Embryological studies with chicks showed that the 

meridian ducts were formed prior to the formation of any 

other organ: thus, at this stage, one of the roles of the 

meridians is to influence migration and spatial orientation 

of internal organs. The meridians are described as the 

first link between the energy field and the physical body. 

The fluid flowing through the meridians carries not only 

hormones and nucleotides, but also has electrolytic 

characteristics rendering conductivity of certain types of 

subtle energies from the external environment to the deeper 

organ structures (Gerber, 1988). Energetic imbalances at 

the meridians are a reflection of dysfunction or imbalance 

at the energy field. Thus, maintenance of health in the 

organism depends on the integrity and balance of the subtle 

electromagnetic energies of the meridians and the energy 

field. 

The Meridians: Measurement of Function 

The electrical properties of the skin have been 

extensively described in the literature in terms of its 

qualities of capacitance, electrical circuits, and 

resistance. There is significant information related to 

electrodermal studies indicating that some points on the 

skin have a much higher electrical conductance than adjacent 

sites and that such points coincide with the meridian energy 
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flows of Chinese acupuncture (Tiller, 1972, 1977). Analysis 

of the magnitude and pattern of electrodermal responses is 

believed to be directly related to the function of internal 

organs and systems. 

Two major diagnostic tools used to evaluate skin 

conductance are the Voll Dermatron and the Motoyama 

Acupuncture Meridian Instrument (AMI). The former tool 

records the skin's electrical conductance and the indicator 

drop (I.D.) which normally occurs in 1-3 seconds after_the 

reading. The indicator drop is defined as the reading 

decreasing from its maximum initial value to a final value 

with time. A delayed I.D. suggests a functional 

disturbance, depending on the intensity and scope of the 

pathological process. The AMI uses DC potential of 3 volts 

between distal meridian points on the hands and the feet and 

a larger indifferent electrode on the wrist. Motoyama added 

2 more points to the Chinese 12·points, 6 on the hand and 6 

on the foot corresponding to the 6 energy axes. He analyzes 

the current wave form in each meridian point for responses 

such as polarization and integrated polarization (total 

transfer of electric charge of ions). Deviations from 

health based on high or low values range from "signalling" 

of the beginning of disease to specific conditions such as 

allergies, overstress response, and weak defenses, to name a 

few (Tiller, 1989}. 



Therapeutic Energy Field Interactions 

Biological and Physiological Effects of Energy Fields 
Interaction 
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Krieger's perseverance and belief of the effects of 

therapeutic human energy fields interaction initiated an era 

of research in the nursing profession, adding a new 

dimension to the concept of caring. Human energy fields 

interaction is described in the literature as the "laying of 

the hands" and "therapeutic touch." The published studies 

of Grad (1965) on the "laying of the hands" on plants and 

animals and the work of Smith (1972) on enzymes stimulated 

Krieger to question and examine the effects "healers" would 

have on human beings irrespective of a religious connotation 

(Gerber, 1988; Krieger, 1975; Curanderos, 1982). Krieger 

had been a student of Eastern religions and was familiar 

with the concept of an animating force giving life and 

maintaining vitality of a living organism. such force, she 

learned, existed in overabundance in healthy people and was 

in deficit in illness (Krieger, 1975, 1979). 

In Krieger's first pilot study conducted in 1971 

(Krieger, 1972), the "healer" who had been administering the 

"laying of the hands" to plants and animals in Dr. Grad's 

research, was the person performing the same treatment on 

the subjects. Nineteen ill persons comprised the 

experimental group while 9 ill persons were in the control 
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group. Both groups were comparable in age and sex. The 

hemoglobin levels were measured in both groups before and 

after a series of healing treatments administered to the 

experimental group. As predicted in her hypothesis, there 

was a significant mean increase in hemoglobin levels at the 

.01 level of confidence in the group treated by the "healer" 

as compared to the control group. Krieger repeated the 

study in 1972 (Krieger, 1973) using 43 ill experimental and 

33 ill control group persons, comparable in sex and age. 

The after-treatment hemoglobin levels for the experimental 

group were again significant at the .01 level of confidence. 

A replication of the same study in 1973 with 46 experimental 

subjects and 29 control group subjects reconfirmed the 

initial hypothesis at n = .001 (Krieger, 1974). 

In 1974, Krieger replaced the "healer" with nurses 

trained in "therapeutic touch" (laying of the hands) by 

herself or by Kunz and ·replicated the hemoglobin study. 

There were 16 nurses administering "therapeutic touch" to 2 

patients each, totalling 34 experimental hospitalized 

subjects, and 16 nurses doing simple touch required in 

nursing procedures to 2 patients each, totalling 34 

hospitalized control group subjects. Pretest hemoglobin 

levels were determined for all 64 subjects prior to touch 

interventions. All blood samples, analyzed by the same 
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Coulter machine, showed no significant difference between 

the two groups in pretest hemoglobin level. Posttest 

comparisons of group means demonstrated a significant 

increase of hemoglobin in the experimental group but no 

significant difference in the control group (Krieger, 1975). 

In collaboration with Peper and Ancoli (1979), ·Krieger 

set out to identify the physiological responses of the 

"healer" and the "healee" during the transaction of 

Therapeutic Touch. Physiological parameters measured on 

Krieger during the administration of Therapeutic Touch were 

electroencephalogram (EEG), electromyogram (EMG), · -

electrooculogram (EOG), and galvanic skin response (GSR). 

Three patients receiving Therapeutic Touch were monitored 

for electroencephalogram, Electrocardiogram (EKG), galvanic 

skin response, and hand temperature. Krieger's EEG showed 

"fast synchronous beta activity" indicating her ability to 

refocus ·her attention without effort. Patient data was 

indicative of relaxation, particularly in reference to high 

abundance of large amplitude alpha activity with eyes open 

and eyes closed. The alpha waves present when the subjects 

had the eyes open indicated a state of deep relaxation. 

The purpose of Brown's (1981) study was to determine 

the effects of therapeutic touch on patients with 

chemotherapy-induced nausea and vomiting. Of the 12 
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patients admitted, 5 dropped out due to poor health. The 

reported results were taken from the remaining 7 patients. 

The 7 patients with breast cancer, receiving chemotherapy on 

an outpatient basis, were randomly assigned to one of two 

groups. The distribution was four patients in group I and 

three patients in group II. 

The 1st month of the study, all patients in groups I 

and II received the control treatment C which was no 

treatment, in order to determine the amount of nausea and 

vomiting experienced by each subject. The 2nd month, prior 

to the administration of chemotherapy, group I received a 

IO-minute therapeutic touch treatment at the same time that 

a recording of Steven Halpern's relaxation music was played. 

This was treatment A. The 3rd month, prior to the 

administration of chemotherapy, group I received treatment B 

which was the 10-minute relaxation music by Steven Halpern. 

Group II received the music treatment B the 2nd month of 

chemotherapy, and the therapeutic touch music treatment A, 

the 3rd month. 

Brown provided the subjects with a data collection form 

where they recorded the degree of nausea and vomiting, 

number of antiemetics taken, amount of food intake, and 

activity during the first and second 24 hours following the 

administration of chemotherapy. During the control 
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treatment month, three patients in group I and 2 patients in 

group II reported mild nausea; one patient in group I 

experienced moderate nausea while one patient in group II 

had severe nausea. 

The data from the Data Collection Form were not 

statistically analyzed due to the small sample. The study 

was reported as a pilot study, summarizing trends rather 

than findings. Group I patients did better with the 

therapeutic touch-music treatment A than with the music 

treatment B alone. Two patients in the touch-music 

treatment experienced mild nausea and no vomiting the first 

24 hours, and did not take antiemetics. The second 24 

hours, the same two patients had mild nausea, one patient 

vomited 1-2 times, and neither of the two patients took 

antiemetics. The other two patients had no nausea or 

vomiting during the first and second 

24 hours, and did not take antiemetics. Twenty-four hours 

after chemotherapy, following the music treatment B, three 

patients reported mild nausea and no vomiting; the fourth 

patient complained of moderate nausea and vomiting 

1-2 times. None of the patients took antiemetics. The 

second 24 hours, nausea was mild for two patients, who had 

had mild nausea the first 24 hours; the third patient with 

moderate nausea experienced the same degree of discomfort; 
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and the fourth patient reported no nausea. The only patient 

who vomited 1-2 times was the patient with moderate nausea. 

None of the patients took antiemetics. 

The group II patient�did slightly better with the 

therapeutic touch-music treatment than with the music alone. 

Following the music treatment, one patient experienced 

severe nausea, vomited 3-4 times, but took no antiemetics 

the first 24 hours. This patient remained severely 

nauseated, vomited 1-2 times, but chose not to take 

antiemetics the second 24 hours. Another patient reported 

no nausea, no vomiting, and no use of antiemetics the first 

24 hours after chemotherapy. During the second 24 hours, 

however, the patient became severely nauseated, vomited more 

than 5 times, and took antiemetics 1-2 times. The third 

patient was mildly nauseated, during the first and second 

24 hours, did not vomit, and did not take antiemetics. 

During the touch-music treatment, both during the first 

24 and second 24 hours, the first subject was severely 

nauseated, did not vomit, and did not take antiemetics. The 

second patient had no nausea, no emesis, and used no 

antiemetics during either of the 24-hour intervals. The 

third patient was moderately nauseated during the first 

24 hours, but only mildly nauseated the second 24 hours, did 

not vomit at either 24-hour interval, but took an antiemetic 
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at both 24-hour periods. This patient reported greater 

nausea following the therapeutic touch-music treatment than 

the music treatment alone. 

Newshan (1989) described the use of therapeutic touch 

and visualization for symptom control in selected cases of 

patients with AIDS. She observed relief of dyspnea and 

cough from pulmonary infections such a.s Pneumocystis carinii 

and pulmonary Mycobacterium Avium when the therapeutic touch 

was administered along with thoughts of calmness, openness, 

and balance, and visualization of relaxed bronchi allowing 

free flow of air. She reported that the respiratory rate of 

one patient with PCP slowed down from a rate of 44 to 28 per 

minute within 5 minutes of therapeutic touch. A patient 

with toxoplasmosis who had suffered from hiccups for over a 

period of 3 weeks, responded to therapeutic touch treatment 

by a slowing down of the hiccups to half the rate. The 

practitioner sent thoughts of balance and rhythm along with 

the treatment. A tape with the sound of rhythmic, orderly 

ocean waves was given to the patient to listen overnight. 

The patient, who had been considered for surgical 

interruption of the phrenic nerve, no longer experienced the 

hiccups by the next day. Abdominal cramps and pain 

diminished with therapeutic touch and visualization of 

cobalt blue light coating the intestines. Visualizing 



39 

yellow-gold color, when transferring energy, and thoughts of 

gentle stimulation of intestinal movement of rhythmic flow, 

has been found helpful in relieving constipation. When 

performing therapeutic touch (TT) to reduce fever intensity, 

Newshan recommended concentrating on the mediastinum and 

thymus area, sending energy through the front of the body to 

the back and using rhythmic gestures. To relieve pain and 

anxiety, Newshan suggested that the practitioner be fully 

centered, send thoughts of peace and calmness, and visualize 

the color cobalt blue or forest green when transferring 

energy. 

Wirth (1990) examined the effects of Non-Contact 

Therapeutic Touch (NCTT) on the healing rate of surgically

induced full thickness dermal wounds. In a double blind 

study, 44 healthy university male students, with a mean age 

of 26 years, received identical minor surgical wounds on the 

right or the left deltoid area. Twenty-three of the 

subjects were randomly assigned to the treatment group, 

NCTT, while 21 subjects participated in the control, no 

treatment group. The students were recruited into the study 

believing that the body's electrical conductivity would be 

measured at the site of the punch biopsy on the deltoid 

muscle. 
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The 5-minute daily treatments began 1/2 hour after the 

dermal wound had been made and had been dressed with a 

polyurethane dressing (Tegaderm). Subjects were taken to a 

room separated from an adjacent room by a door. The door 

had a 10-inch circle cut in the center which was sealed by 

occlusive rubber material.··. The subjects extended their arms 

through the modified circle on the door and rested it on a 

platform on the opposite side of the door. The subjects 

could neither see nor hear anything in the opposite room. 

The Therapeutic Touch practitioner sat in the opposite room 

and administered the 5-minute treatment to the experimental 

group. When the control group subjects extended their arms 

through the door's rubbered circle, no one was sitting in 

the adjacent room. An independent experimenter monitored 

the 5-minute treatment and 5-minute no treatment intervals 

by pressing a button which sent a light signal to the room 

where the practitioner of therapeutic touch sat. Wound 

measurement was done on day of treatment, and at 8 and 16 

days. 

Subjects treated with the Non-contact Therapeutic Touch 

demonstrated acceleration in the rate of healing when 

compared with the non-treated a 8 days (Mann-Whitney U: 

z = 5.675; n = 44; g, .001; two-tailed). The wounds of the 

treated groups had shrunk an average of 93.5 % compared to 
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67.3 % for the no treatment group. At 16 days, healing was 

statistically significant in the treated group (X = 16.847; 

df = 1; R, 0.001). Thirteen of the 23 treatment group 

subjects had complete healing of the wound while none of the 

21 control group subjects did. All healing as reported by 

the physician who did the punch biopsies, appeared to have 

occurred naturally. Suggestion and placebo effects were 

ruled out in the study. The findings demonstrated the 

potential for NCTT in the healing of full-thickness human 

dermal wounds. 

Effects of Energy Fields Interaction on Stress and Anxiety 

There is an increasing number of research studies 

investigating the effects of therapeutic touch on anxiety 

and stress levels of patients. Heidt (1981) used 

90 hospitalized cardiovascular patients between the ages of 

21 and 65 to determine the effects of therapeutic touch on 

their anxiety level. A-State anxiety was defined as a 

"transitional emotional state of the human organism that 

varies in intensity and fluctuates over time" (Heidt, 1981, 

p. 33). Following informed consent to participate in the

study, all subjects were provided with a pretest Self 

Evaluation Questionnaire, x-1, developed by Spielberger, 

Garsuch, and Lushene (1970). Ten minutes later, the 

research assistant collected all Questionnaires, scored 
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them, and assigned the patients to one of three study groups 

based on matching scores: (a) the 5-minute experimental 

treatment, therapeutic touch (TT); (b) casual touch (CT) 

consisting of taking and recording the patient's apical, 

radial, and posterior tibialis pulses, each for 1 full 

minute; and (c) no�touch (NT) consisting of the investigator 

asking two questions and getting responses in a period of 

5 minutes. The questions were, "Can you tell me how you 

feel today?" and, "How do you feel you are responding to 

your treatment?". There were 30 patients assigned to each 

· group.

At the completion of the intervention in each group, a 

posttest A-State Self Evaluation Questionnaire was 

administered for 10 minutes. Analysis of the data with a 

correlated t-ratio showed that the TT subjects experienced a 

significantly higher reduction (n < .001) in state anxiety 

posttreatment. The results of the analysis of covariance 

between TT and CT groups showed F = 9.65; df 1,57, 

(n < .01); the scores for the TT group were significantly 

lower in state anxiety than those of the CT group. Similar 

findings were obtained in the ANCOVA comparing TT patients 

to NT patient: F = 7.21; df = 1,57; R < .01. Thus, the TT 

group had a significantly greater reduction in posttest 

anxiety than the two other groups of patients. 
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Quinn (1982) replicated Heidt's (1981) study using 

5-minute Non-Contact Therapeutic Touch administered by

holding the hand 4-6 inches above the level of the skin and 

a 5-minute placebo touch, Non-Contact, which simulated 

therapeutic touch manipulations but did not involve an 

energy exchange or energy transfer. The purpose for the use 

of Non-contact Therapeutic Touch Treatment was to explore 

its effects on patients, based on the rationale that 

therapeutic touch is an exchange of life energy between 

human fields that extend beyond the skin. Sixty patients 

with a mean age of 59.4 years were equally distributed to 

one of the two groups. A negative part correlation of 

-.3321 (t(57) = -4.341, R < .0005) between groups and 

adjusted post scores showed that the scores on anxiety level 

of Non Contact Therapeutic Touch patients decreased more 

significantly than those of the placebo touch group. 

A study by Guerrero (1985) measured the effects of 

state-trait anxiety level on oncology patients. Thirty 

hospitalized patients from an oncology unit completed a 

background information sheet and answered the A-State 

anxiety questionnaire to determine how they felt at that 

moment and the A-Trait anxiety inventory to assess how they 

generally felt. The patients were equally randomly assigned 

to one of three groups. The procedure for data collection 

-
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was similar to Heidt's (1981) study: (a) group I received 

the therapeutic touch treatment and a second A-State self

evaluation questionnaire immediately after; (b) group II had 

apical, both radial, and both pedal pulses taken, each for 

1 full minute, and were asked to complete the A-State self

evaluation questionnaire at the end of pulse taking; and 

(c) group III received--11no touch" but answered questions

regarding how they were feeling and how they were responding 

to the chemotherapy for about 7 minutes. At the completion 

of the interview, they completed the A-State self-evaluation 

questionnaire. Treatments and questionnaires were 

administered on 2 consecutive days. The baseline trait and 

state anxiety levels were not significantly different among 

the three groups. Therapeutic Touch significantly lowered 

the state level of anxiety as measured by a difference in 

State anxiety scores prior to and immediately following 

intervention. The Kruskal�wallis mean rank for the state

time 2 anxiety scores of the therapeutic touch group was 

significantly less than the two other groups on the 

difference between State scores time 2 and State scores 

time 1. There were no significant differences in State 

scores between the control groups receiving casual touch or 

no touch. 
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A convenience sample of 23 persons who lived through 

the natural disaster of Hurricane Hugo participated in a 

study to determine the effectiveness of therapeutic touch in 

reducing posttraumatic event stress (Olson, Sneed, 

Bonadonna, Ratliff, & Dias, 1992). A total of three 

sessions were conducted, the first two for therapeutic touch 

treatments 3 to 7 days apart and the third as control. 

Physiological measurements consisted of heart rate, blood 

pressure, skin temperature, and respiratory rate taken prior 

to the treatment, during the intervention, at the end of the 

intervention, and 5 minutes after the intervention. The 

psychological instruments consisted of two visual analogue 

vertical scales (VASs) with the headings "great stress" at 

the top of the line and "no stress" at the bottom of the 

line. One scale was used to identify trait anxiety 

experienced by the subjects most of their lives; the other 

scale measured state anxiety felt at the time of using the 

scale. Results of the pretest-posttest analysis of 

covariance indicated that posttraumatic event stressed 

people reported themselves to feel less stressed after 

therapeutic touch(�= 0.05). Though not statistically 

significant, physiological outcomes from therapeutic touch 

reflected a trend towards relaxation. 
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Contrasting results in relation to the effects of 

therapeutic touch on anxiety and stress have been reported 

in the literature. In a study by Randolph (1984), 60 female 

college students, exposed to stressful stimuli, were treated 

either by therapeutic touch or by physical touch. All the 

subjects were healthy. Data analysis on group comparisons 

for levels of physiological response through 

electromyographic skin conduction and peripheral skin 

temperature measures was not statistically significant. 

Factors that might have influenced the results were that the 

subjects were not ill and that the investigator omitted the 

assessment phase of the treatment. 

The findings of a study by Parkes (1985), likewise, 

failed to reject the null hypothesis of no difference in 

state trait anxiety among three groups of elderly 

hospitalized patients. A convenience sample of 60 patients 

with a mean age of 75.3 years were randomly assigned to one 

of three groups: (a) 5-minute therapeutic touch, 

(b) 5-minute mimic therapeutic touch, or (c) 5-minute close

hand contact over the patient's shoulder. The mean posttest 

scores indicated a slight increase in blood pressure. The 

results of the analysis of covariance(�= 0.727) on the 

pre- and postintervention Self Evaluation Questionnaire were 

attributed to several factors: (a) statements in the data 



collection tool that related to life failures and 

disappointments, (b) keeping the eyes closed as requested 

during the administration of the treatment, and 

(c) discomfort in participating in research.
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In a study by Nodine (1987), no significant difference

was found in the pre- and postintervention mean scores of 

the state-Anxiety Inventory and the Well-Being Visual Analog 

of third trimester primigravida women who received one of 

three types of touch: (a) therapeutic touch, (b) mimic 

therapeutic touch, or (c) no touch. Likewise, there were no 

significant differences in the pre- and postintervention 

heart and respiratory rates. The investigator attributed 

the results of the study to the small sample of 30 subjects, 

use of the Well-Being Visual Analog tool "without 

established reliability and validity," and a setting that 

might have contributed to anxiety. 

None of the hypotheses·were supported in a study by 

Quinn (1990) who replicated and extended her research to 

test an alternate theorem for the explanation of energy 

fields interaction. In addition to scoring levels of 

anxiety with the self-evaluation questionnaire, Quinn 

measured arterial blood pressure and heart rate, used a 

larger patient population, added a control, no treatment 

group to the study, and measured the dependent variables 
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immediately after the treatment and 1 hour later. The 

5-minute treatment or no treatment was administered with the

subject in side-lying position, so there was no eye or 

facial contact with the Therapeutic Touch or mimic 

Therapeutic Touch practitioner. The principal investigator 

administered all TT and mimic TT treatments. A total of 153 

hospitalized cardiovascular patients with a mean age of 60 

years participated in the study. Analyses of covariance to 

test the hypotheses of greater decrease of scores in the 

self-evaluation state anxiety questionnaire and decrease in 

systolic blood pressure and heart rate in the TT group 

compared to the other two groups were not significant. 

Failure of changes in the dependent variables were discussed 

in terms of the effects of cardiovascular medications taken 

by the patients to stabilize heart rate and blood pressure 

and diminish anxiety. Two other proposed factors that might 

influence the outcome of the dependent variables were the 

ability of the investigator to focus and concentrate on the 

administration of TT and the lack of eye and facial contact 

during the administration of TT. 

Effects of Energy Fields Interaction On Stress and Anxiety 
of Pediatric Patients 

Fedoruk (1984) studied the effects of noncontact 

therapeutic touch (TT) on the reduction of stress and 
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measures of transcutaneous oxygen pressure in premature 

neonates. Seventeen infants from intermediate and intensive 

care units of two large institutions had the vital signs 

measured manually and the tcPO2 monitored via a heated 

electrode on the skin. Infant stress was measured by 

behavioral state as defined in the Assessment of Premature 

Infant Behavior (APIB). The behavioral state of the infant 

ranged from highly aroused (crying) to very relaxed (quiet 

sleep). Each randomly assigned infant received six 

interventions: two 5-minute or less Therapeutic Touch 

treatments, two 1-minute Mimic Therapeutic Touch treatments, 

and two 1-minute No Therapeutic Touch treatments. Analysis 

of covariance results showed a significant difference 

(� < 0.05) in behavioral state of the three groups of 

infants. Therapeutic Touch was effective in reducing the 

behavioral stress of premature infants, but was not 

significant in increasing the transcutaneous oxygen pressure 

(tcP02) levels. The behavioral stress of the premature 

infants increased during the mock treatment. 

Kramer (1990) compared the effects of therapeutic touch 

and casual touch in stress reduction of hospitalized 

children aged 2 weeks to 2 years. Thirty children meeting 

the criteria for stress experiences were assigned to one of 

two groups: (a) casual touch group, whereby the subject was 
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comforted by being stroked or patted on the head or upper 

torso and arms for a period of 6 minutes, or (b) therapeutic 

touch group receiving the treatment for 6 minutes. The 

Physiologic Measure of Relaxation Response to Touch (PMRRT) 

tool was used to monitor pulse rate, peripheral skin 

temperature, and galvanic skin response at baseline, 

3 minutes, and 6 minutes during the treatment. There was a 

significant difference (R < 0.05) in population mean for 

stress reduction between the two groups at the 3-minute and 

6-minute intervals.

Energy Field Interaction On Pain 

Keller (1983) tested the effects of therapeutic touch 

on tension headache, an anxiety-related type of pain. 

Thirty subjects received noncontact therapeutic touch while 

placebo touch which simulated the motions of therapeutic 

touch was administered to the other 30 subjects. Study 

results indicated that 90% of the fields in the therapeutic 

touch group experienced a 70% reduction of tension headache, 

significant at�= 0.01. The pain was relieved for over a 

period of 4 hours. Mean scores on the McGill-Melzack Pain 

Questionnaire were significantly lower for the therapeutic 

touch group than for the placebo touch subjects at R = 0.01. 

Meehan (1985) randomly assigned 108 patients with 

elective abdominal or pelvic surgery to a 5-minute 
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therapeutic touch treatment, a 5-minute mimic therapeutic 

touch, or routine postoperative nursing. Subjects were at 

least 24 hours postoperative and 3 hours after the 

administration of a narcotic analgesic. The Visual Analogue 

Scale for Pain was administered prior to and 60 minutes 

following the treatment. Multiple regression analysis and 

post-hoc Tukey HSD method, performed to determine 

posttreatment variance from pretreatment pain scores, 

background characteristics, and independent variables 

(treatment) were not statistically significant. Analysis of 

variance for longer-term effectiveness of the study 

treatments on pretest-posttest acute pain scores was not 

significant (n = 0.21). There was a decrease in posttest 

acute pain scores of the therapeutic touch group when 

compared with the mimic treatment. 

Mueller Hinze (1988) examined physiological and 

psychological effects of the following four treatment 

interventions on subjects experiencing experimentally 

induced pain: (a) therapeutic touch, (b) acupressure, 

(c) placebo-attention, mock TENS, and (d) no-treatment

control. Data was collected prior to the induction of pain, 

during pain, and during recovery for pain. The 

physiological variables measured were as follows: oxygen 

consumption, heart rate, respiratory rate, systolic blood 
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pressure, diastolic blood pressure, pain sensation, and pain 

distress. The State-Trait Anxiety Inventory (STAI) was used 

to measure anxiety level. The results of the multivariate 

analysis of variance showed significant time effects and a 

significant treatment by time effect. There were 

significant time effects for all variables on indiv.idual 

factorial ANOVAS for each variable. The placebo attention 

group had a significantly lower level of oxygen consumption 

during pain stimulation than the other three groups. The 

acupressure group had a significantly lower level of oxygen 

consumption during pain stimulation than the no-treatment 

control group. There was no statistical difference in the 

pre- and post-anxiety mean scores among the groups. Pain 

distress ratings were not statistically different among the 

groups. The therapeutic touch and the acupressure groups 

reported a higher perception of treatment effectiveness and 

a greater willingness to receive the treatments in the 

future. 

Summary 

This review of the literature introduced the concept of 

human energy fields and energy flows within living 

organisms. The energetic structure of human beings was 

described in terms of the holographic principle, energy 

field validation, electrographic photography, and assessment 
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of the human energy field. The meridian system of energy 

flows was explained as currently traced by researchers. A 

historical perspective on the introduction of therapeutic 

human energy fields interaction into the nursing profession 

was summarized. Current nursing research on "therapeutic 

touch," supporting some of the variables measured in the 

study was discussed. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

A three-group experimental design was used to determine 

the effects of relaxation touch, back massage, and no touch 

on the recovery level of postanesthesia abdominal 

hysterectomy patients. The purpose of this type of design 

was to investigate possible cause-and-effect relationships 

by exposing one group of patients to the experimental 

treatment, one group of patients to a control treatment, and 

a control group of patients to no treatment, and comparing 

the results of the three groups. Research such as this, 

that identifies relationship among facts for use in everyday 

life situations, is referred to as applied research 

(.Abdellah, 1979). 

The recovery level for each patient was determined 

according to preset criteria of the following biological 

indicators: pulmonary, gastrointestinal, urinary status, 

and motor or activity level ·of the patient. Eligible 

patients for the study were identified from the surgical 

schedule the evening prior to the operative procedure, and 

were randomly assigned to one of the three groups, using 

systematic random sampling technique. Nursing interventions 

54 
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of relaxation touch and back massage were initiated the day 

of surgery after the patient returned to the room from the 

postanesthesia care unit, and were continued for 

2 successive days. Recovery level was monitored daily 

beginning with day of surgery to 72 hours postoperatively. 

Setting-: 

The research study was conducted in two private, 

nonprofit, teaching hospitals located in a metropolitan area 

of southeastern United States. The bed capacities for the 

participating hospitals were 1,500 and 949. Patients 

admitted to these beds had been pre-scheduled to undergo 

abdominal hysterectomies with or without salpingo

oophorectomies and/or appendectomies. Admission to the 

hospital was completed either the evening prior to the 

surgical procedure or the day of surgery. 

Population and Sample 

The study sample consisted of sixty gynecological 

patients, listed in the surgical schedule, with a 

distribution of 20 patients in each of the three study 

groups. Patient criteria to participate in the study 

included the following: (a) scheduled surgery for abdominal

hysterectomy with or without salpingo-oophorectomy and/or 

appendectomy; (b) ages 35-65 years; and (c) willingness to 
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participate in the study by signing the informed consent. 

The age range of 35-65 years covers the time span when most 

gynecological dysfunctions requiring surgical intervention 

(hysterectomy) occur. 

The sampling technique used was systematic random 

sample of patients meeting the study criteria. This method 

of probability sampling involved drawing every Nth element 

from the population, with the first unit in the sample being 

selected at random (Knapp, 1978; Wilson, 1985). The total 

number of eligible surgical cases posted for 1 day were 

numbered from 1 to Nth number on individual pieces of 

papers, folded twice, and placed in a paper bag. Even 

distribution of numbered slips of paper was achieved by 

shaking the paper bag. The investigator then randomly 

withdrew one piece of paper which represented the first unit 

selected. From then on, every other eligible patient for 

the study was systematically selected, with the first 

designated as a member of the experimental group; the 

second, as a member of the control treatment group; and the 

third, as a member of the no treatment group. This 

systematic sampling technique was continued until the quota 

for each group of patients was met. 
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Protection of Human Subjects 

Permission to conduct the study was obtained from The 

Human Subjects Review Committee of Texas Woman's University 

(Appendix A). Agency permission for the study was requested 

from The Institutional Review Board for Human Research of 

The Methodist Hospital (Appendix B), The Patient Services 

Division of The Methodist Hospital (Appendix C), The 

Research and Publications Subcommittee of st. Luke's 

Episcopal Hospital (Appendix D), and The Institutional 

Review Board from Baylor College of Medicine (Appendix E). 

The study subjects were protected and informed by receiving 

the following: 

1. Explanation of the nature of the study, its purpose,

risks, benefits, and alternative procedures Appendices

F' G' and H).

2. Assurance of confidentiality of data. All data was

coded so that neither the name of the patient nor the

name of the institution appeared in the research

report.

3. Information concerning voluntary participation in the

study with the option of withdrawing at any time with

no jeopardy of care from the institution.



4. Verbal description of the study followed by a written

description, available to the participants Appendices

I, J, and K).
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5. Assurance of availability of study results upon request

by participants.

Instruments 

The instruments that were used for data collection in 

this study were the following:. (a) digital automatic pulse 

and blood pressure monitor with printer, (b) stethoscope 

with amplifier, (c) digital thermometer, (d) Demographics 

and Medical History Data Tool (Appendix L), (e) Nursing 

Assessment Data Tool (Appendix M), (f) Postanesthesia 

Recovery Flow Sheet (Appendix N), (g) Criteria for 

Biological Indicators (Appendix O), (h) Vital Signs 

Measurements Level Data Tool (Appendix P), (i) Recovery 

Level Data Tool (Appendix Q), (j) Total Daily Narcotic 

Analgesic Milligrams Data Tool (Appendix R), and (k) 

Analgesic and Bowel Program Data Tool (Appendix S). The 

digital thermometers were pretested for accuracy. The 

acoustical properties of the stethoscope with amplifier were 

pretested in auscultation of breath sounds, bowel sounds, 

and arterial blood pressure. The sensitivity of the 

instruments for indirect patient measurements was 

established according to their manufacturing quality. 
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Pretesting the thermometers and stethoscopes by measurement 

of the same parameters every time established their 

reliability. Each of these instruments was specifically 

designed to measure a particular biological parameter. 

Thus, the selected instruments were valid and the most 

appropriate •;to provide indirect biological measurements 

(Wilson, 1985). 

All data collection tools with the exception of the 

Total Daily Narcotic Analgesic Milligrams Tool were 

developed by the investigator. The latter was adapted from 

a business log, designed to account for utilization of time. 

All these tools were revised copies from the original data 

collection forms used in the pilot study. The basis for the 

tools was an extensive review of the literature and 

information from the Standards of Care for the General 

Anesthesia Patient, as preliminary steps to establish 

biological assessment parameters congruent with current 

nursing practice. 

Demographics and Medical History Data Tool 

The Demographic and Medical History Data Tool was 

developed to include date of data collection, assigned 

treatment group code, age and age group of the patient, age 

group of the patient, patient's height and weight, race, 

diagnosis, type of anesthesia, surgical procedure, total 
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intraoperative and postanesthesia time, fluid intake and 

output, and significant medical and family history (Appendix 

L). The Demographic and Medical History Data Sheet contains 

nominal level data for factual information and ratio level 

data for·age, height, and weight of the patient, total 

intraoperati ve and:' postanesthesia time, and total 

intraoperative and postanesthesia fluid intake and output. 

Nursing Assessment Data Tool 

The Nursing Assessment Data Tool (Appendix M) 

originated in the pilot study as a Demographic Data {and 

Nursing Assessment} Sheet and was revised several times 

prior to data collection. It was designed to include the 

components of the nursing assessment (i.e., vital signs and 

biological indicators) and to identify date, assigned 

treatment group codes, day of assessment (i.e., preoperative 

day, day of surgery, 24, 48, or 72 hours postoperative), and 

clock time when assessment was performed. Additional 

information in this tool that was validated with the patient 

included the following: (a) diet received; (b) diagnostic 

studies performed postoperatively; (c) treatments 

administered such as the use of a heating pad, TED hose, or 

respiratory therapy; (d) initiation or discontinuation of 

intravenous fluids and intravenous narcotic analgesics; and 



(e) initiation or discontinuation of other medications or

bowel program treatments. 
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For each of the vital signs monitored, rows were set up 

to record the numerical measurements obtained. The 

biological indicators assessed under the four body 

systems-pulmonary, gastrointestinal, urinary, and motor 

(activity) were listed as check _L_ items under each

category to facilitate consistency of observations by the 

investigator. Prior to data collection in the pilot study, 

content validity of the tool was established by presenting 

the components of the nursing assessment to a panel of 

experts to determine congruency of nursing observations with 

current nursing practice. Expert nurses routinely take care 

of postanesthesia abdominal hysterectomy patients and are 

skilled in physical assessment of the postanesthesia 

gynecological patient. 

Reliability on the parameters of the first revision of 

the nursing assessment tool was established by correlating 

the observations of the investigator and expert nurses 

performing simultaneous nursing assessments on four 

different patients. Every nurse and the investigator 

assigned a rating score to each of the parameters of the 

nursing assessment as per preset criteria for the biological 

indicators and the vital signs (Kerlinger, 1974). 
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Interrater reliability refers to the degree of agreement 

"among different raters in assigning scores to the same 

objects or responses" (Waltz, Strickland, & Lenz, 1984, 

p. 140). The second revision of The Nursing Assessment Data 

Sheet was used to assess three additional different patients 

simultaneously with a research assistant to establish tool 

interrater reliability between the two investigators and 

reliability of the tool. The same procedure of assigning 

rating scores to each of the biological indicators was used. 

The tool was piloted by the investigator and research 

assistant on five patients with abdominal hysterectomies to 

finalize parameters specific to the study's patient 

population. Significant changes from these assessments were 

inclusion of women of all races in the study and revisions 

in the criteria for abdominal distention, bowel elimination, 

and urinary elimination. The revised Nursing Assessment 

Data Tool, used for data collection, provided ratio level 

data in numerical values for each of the vital signs 

measured and a numerical score for each body system assessed 

in the three patient groups. 

Postanesthesia Recovery Flow Sheet 

The Postanesthesia Recovery Flow Sheet was designed by 

the investigator to: (a) summarize the information from 

baseline and daily pretreatment nursing assessments; 
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(b) record the vital signs as taken every 4 hours to

determine patterns of fluctuations; and (c) note the 

condition of the surgical incision, methods of pain control, 

fluid balance as measured by -intake'and output, diet, 

medications received by patient, including dose and 

frequency of administration, and other treatments 

administered up to the time of patient discharge from the 

hospital (Appendix Q). 

Criteria for Biological Indicators 

A revised set of criteria was presented to a panel of 

nurses, expert in the postoperative care of gynecological 

patients, when the study focus changed from postoperative 

patient population to abdominal hysterectomy patients whose 

surgery was performed under general anesthesia. The 

criteria for the biological indicators under each of the 

body systems was revised following each revision of the 

nursing assessment tool. Each parameter assessed in the 

pulmonary gastrointestinal, urinary, and motor systems had 

predetermined criteria with numerical scores from 1 to 5, 

number 1 being the lowest possible and number 5 being the 

highest possible score. The higher the score, the closer 

the system was to normal functioning, while the lower the 

score, the closer it was to dysfunctioning. 
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The pulmonary system was evaluated in terms of 

breathing pattern, breath sounds, adventitious sounds, and 

coughing. The highest score a patient could attain in this 

system was 20 and the lowest was a score of 4. The 

gastrointestinal system's evaluation consisted of criteria 

on abdominal distention, nausea and/or vomiting, bowel 

sounds, flatus, and solid waste elimination. The highest 

possible numerical score for this system was 25, and the 

lowest was 5. The criteria for the assessment of the 

urinary system and evaluation of the motor system (patient's 

level of activity) consisted of one set of parameters for 

each system, whereby the highest possible numerical score 

was 5 and the lowest possible numerical score was 1 

(Appendix o, Criteria for Biological Indicators). 

The Criteria for Biological Indicators developed for 

the pilot study and the revised instrument used to determine 

interrater reliability of the nursing assessment tool were 

designed with ratings from +1 to +5 for each of the 

parameters assessed. Temperature measurements, pulse rate 

count, respiratory rate count, and each of the parameters of 

the body systems was assigned a rating. Likewise, ratings 

from +1 to +5 were assigned to systolic and diastolic mean 

blood pressures of White women, Black women, and women of 

other races between the ages of 35 and 65 years. The 
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purpose of this system was to add all the ratings from the 

assessments performed on all biological indicators and 

determine a composite rating score as a measurement of 

recovery for the patient. The ratings were entered, added, 

and computed to a rating score in the Summated Rating Scale 

for Biological Indicators (Appendix T). This method used in 

the pilot study and in the organization of the data from 

nursing assessments performed by the investigator with 

expert nurses and research assistant proved inadequate to 

monitor subtle changes in the patient's body systems during 

recovery. There was a significant difference on data 

analysis when the numerical score for the biological 

parameter was used instead of the rating score and when the 

scores from the biological parameters were analyzed 

individually and were independently of vital signs 

measurements. 

Vital Signs Measurements Level Data Tool 

The Vital Signs Measurements Level Data Tool was 

adapted from the summated Rating Scale for Biological 

Indicators used in the pilot study to calculate a daily 

recovery rating score for each patient. Ratio level data 

from the vital signs were entered in the tool for 

pretreatment and posttreatment measurements in numerical 

values as follows: (a) mm of Hg for arterial systolic and
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diastolic blood pressures, (b) the peripheral pulse rate, 

(c) the respiratory rate, and (d) the degrees Fahrenheit for

the oral temperature. In the experimental and control 1 

groups of patients, the measurements on these parameters 

were taken prior to the administration and immediately 

following the 20-minute treatments, while the measurements 

on the control 2 group of patients were taken 20 minutes 

after the first nursing assessment. The pre- and post

procedure measurements were taken on the operative day, 

24 hours, and 48 hours postoperatively to prove or disprove 

the hypothesis on relaxation response. Baseline and 72-

hours postoperative measurements were also recorded in the 

tool (Appendix P). The validity of the tool was based on 

its use as a standard instrument, traditionally utilized for 

measurement of vital signs. 

Recovery Level Data Tool 

The Recovery Level Data Tool (Appendix Q) was patterned 

after the Summated Rating Scale for Biological Indicators to 

set up data from body systems assessed. Ratio level data 

entered on this tool were the actual numerical scores 

computed from preset criteria, a more sensitive method to 

monitor the changes occurring in the physical condition of 

the patient than that of an assigned rating score. The 

focus of each pre- and posttreatment assessment was on the 
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evaluation of the function or each of the designated body 

systems. 

All biological indicators in the tool were assessed 

daily, with the first assessment performed prior to surgery, 

subsequent assessments performed pre- and posttreatment on 

operative day, 24 hours, and 48 hours postoperatively, and 

the last assessment completed, 72 hours after surgery. The 

recovery level was determined by comparing the baseline 

preoperative mean numerical score for each of the four 

parameters assessed with the mean numerical score obtained 

at 72 hours postoperatively. Numerical scores for each of 

the measurements of the body systems assessed ranged from 

the lowest possible to the highest possible number as 

assigned in preset criteria. 

Criterion related validity of the Summated Rating Scale 

and interrater reliability of the tool had been established 

by the assignment of similar ratings to the parameters of 

nursing assessments performed on three general surgery 

patients and five gynecology patients by both investigator 

and research assistant. stability of the tool refers to the 

extent to which the same results would be obtained on 

repeated administrations of the instrument. The Recovery 

Level Data Tool did not lend itself to stability as a type 

of reliability due to the ever-constant changing physiologic 
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status of the patients from internal and external stimuli. 

Measurements and observations from the first assessment may 

not correlate with measurements and observations from a 

second nursing assessment. 

Total Daily Milligrams Narcotic Analgesic Data Tool 
. -

_. ; � '•· ' • .I. 

The purpose of the Total Daily Milligrams Narcotic 

Analgesic Data Tool (Appendix R) was to record the daily 

amount in milligrams of narcotic analgesic, meperidine 

hydrochloride or morphine sulfate, self-administered by the 

patient via the patient-controlled analgesia system. This 

tool was drafted to facilitate tallying of total count of 

postoperative pain medication taken daily by the patient as 

originated by the pilot study. Data collection was 

initiated on the operative day following set-up of the 

patient-controlled analgesia pump system and the patient's 

first bolus dose of the medication, administered by the 

nurse. The record was completed with the last dose of self

administered medication prior to 11:00 p.m. The new 24-hour 

record was started at 11:00 p.m. and completed at 11:00 p.m. 

of the next day. In this manner, data collection was 

congruent with nursing documentation of patient self

administered medication. 

To facilitate comparison of the mean amount of 

milligrams of narcotics among the three groups of patients 
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during the operative day, 24 hours, and 48 hours 

postoperatively, the milligrams of morphine sulfate were 

converted to the equivalent amount of milligrams of 

meperidine hydrochloride. The standard orders for patient

controlled analgesia were to program the pump to deliver a 

dose of 10 mg of meperidine hydrochloride or 1 mg of 

morphine sulfate every 10 minutes, depending on drug 

protocol ordered by the physician for the patient. Some 

patients were started on one of the narcotics and were 

changed to the other when allergic reactions developed or 

the medication was ineffective�, With conversion of morphine 

sulfate milligrams to meperidine hydrochloride-equivalent, 

the correct amount of drug was averaged for each of the 

three study groups. The tool provided ratio level data that 

was used to identify a trend in amount of medication taken 

by each of the three study groups. 

Analgesic And Bowel Program Data Tool 

The Analgesic and Bowel Program Data Tool (Appendix S) 

was developed for the purpose of this study to tally the 

total amount of narcotic analgesic, meperidine hydrochloride 

or morphine sulfate, administered to the patients during the 

day of surgery, the first 24 hours, and 48 hours after 

surgery. The purpose for data collection on the two 

variables, narcotic analgesic and bowel program, was to 
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identify trends that might have impacted the recovery level 

of the patients. The Analgesic and Bowel Program data 

consioted of a total count of each of the following at 

24 hours, and 48 .hours postoperatively: (a) total number of 

rectal suppositories administered; (b) number of times 

rectal tube was used; and (c) number of slush enemas, fleets 

enemas, antiflatulents, stool softeners, or cathartics 

administered. The reason for data collection during the 

first 48 hours postoperatively was that patient-controlled 

narcotic analgesia was commonly discontinued on the 2nd day 

after surgery. Ratio level data on this tool was used to 

analyze the total number of bowel program treatments 

administered and the total milligrams of self-administered 

narcotic among the three groups of patients during the first 

48 hours following surgery. 

Data Collection 

The research design for this study consisted of 

repeated measures of the criterion variable, recovery level, 

for each subject in each of the three groups. A baseline 

nursing assessment was performed on all subjects prior to 

the surgical procedure, following signed consent to 

participate in the study. Upon completion of the surgical 

procedure and the patient's return from the postanesthesia 

unit, the investigator performed a nursing assessment. The 
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parameters of the nursing assessment were the vital signs 

and the biological indicators on four body systems: 

pulmonary, gastrointestinal, urinary, and motor. The 

systolic and diastolic blood pressures and pulse 

measurements were taken with the use of an automatic digital 

monitor with printer. 

In preparation for the administration of the 

experimental treatment, relaxation touch (Appendix U), the 

investigator centered in a meditative state of consciousness 

(Appendix V, Centering and Visualization Meditation) to 

focus on the intent of the treatment and interaction with 

the patient's energy. The investigator practiced instant 

centering and visualization (Appendix W) at different times 

during the treatment and in between treatments when 

administering relaxation touch to several patients on the 

same day. In preparation for the administration of the 

control treatment, back massage (Appendix X), the 

investigator consciously concentrated on patient comfort. 

During the no treatment time for the third group of 

patients, the investigator reviewed patients' charts. 

Following the nursing assessment by the investigator, 

patients in the experimental group received the 20-minute 

treatment, relaxation touch; patients in the control 1 

treatment group received the 20-minute back massage; and the 
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third group of patients, control 2 group, received no 

treatment. A nursing assessment consisting of measurements 

of the arterial systolic and diastolic blood pressure, 

peripheral pulse rate, respiratory rate, oral temperature 

measurement, and observation on the status of the designated 

body systems was performed immediately following the 

treatments for the experimental and control·l groups of 

patients and 20 minutes later, following the first nursing 

assessment, for control 2 group of patients. The difference 

between the pre- and post-procedure vital signs was used to 

test the hypothesis of relaxation response among the three 

groups. The investigator performed all treatments on the 

experimental and the control 1 treatment patients and 

performed pretreatment and posttreatment nursing assessments 

in all three groups of patients. 

At 24 hours and 48 hours following surgery, the 

investigator performed the same procedure on each of the 

three groups of patients as the day of surgery. The 

experimental and the control 1 groups of patients received 

the corresponding 20-minute treatment, following a 

pretreatment nursing assessment. The patients in the 

control 2 group were left alone for 20 minutes after the 

assessment. All patients were assessed immediately 

following the treatments in the case of experimental and 
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control 1 subjects, and at the completion of 20 minutes in 

the case of control 2 patients. All patients were evaluated 

one more time with the parameters of a nursing assessment, 

72 hours postoperatively when body functions are expected to 

return to a preanesthesia status. 

Pilot study 

Prior to data collection, a pilot study consisting of 

15 patients was conducted to ascertain the recovery rating 

score following general anesthesia for surgical 

intervention. 

Experimental design. A three group experimental pilot 

study, consisting of repeated measures of the criterion 

variable recovery rating score, was conducted to determine 

the effects of energy balancing touch (original title for 

the experimental treatment), a foot massage, and no 

treatment on 15 post-surgical patients from different 

diagnostic groups. Patients eligible for the study were 

identified from the surgical.schedule the evening prior to 

their operation, were requested into the study, and were 

assigned to one of the three groups by the tossing-of-dice 

method. Baseline, pretreatment, and 72-hour follow-up 

nursing assessments were performed. The vital signs were 

taken 15 minutes after completion of the treatments and 
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35 minutes following ·the first assessment on the patients 

with no treatment. The experimental treatment and the foot 

massage were administered on operative day, 24 hours, and 

48 hours postoperatively. 

Instruments. The instruments for data collection and 

analysis consisted of the following: (a) aneroid cuff 

sphygmomanometer, (b) stethoscope, (c) digital thermometer, 

(d) Demographic Data (and Nursing Assessment) Sheet,

(e) criteria for Biological Indicators, (f) criteria for

Systolic and Diastolic Mean Blood Pressure for White and 

Black Women, and (g) Summated Rating scale on Biological 

Indicators. The components of the Demographic Data Sheet 

consisted of date, age, sex, ethnicity, preoperative 

diagnosis and surgical procedure, physical assessment, 

frequency of narcotic medication taken, and day of 

hospitalization. The posterior tibialis pulses were 

assessed and the status of the surgical wound was evaluated 

when the surgical dressings were removed. The pre- and 

posttreatment vital signs were entered in the same form. 

Criteria for the vital signs and the biological 

indicators were developed based on a review of the 

literature. The measurements of the vital signs and the 

parameters of the nursing assessment were converted to 

numerical ratings from +1 to +5 to determine the rate of 
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recovery of the patient on a daily basis. The 

sphygmomanometer,.stethoscope, and thermometer were 

pretested for accuracy and reliability. The content 

validity of the Demographic Data (and Nursing Assessment) 

Sheet was established by presenting it to a panel of nurses 

expert in. the care of postsurgical patients. Interrater 

reliability of the tool was accomplished by simultaneous 

assessment of five patients by the investigator with nurses 

skilled in postoperative care. Each nurse filled in the 

ratings of the assessment data of vital signs and biological 

indicators on the Summated Rating Scale. A Spearmen Rho 

Correlation between the recovery rate scores obtained by the 

investigator and the recovery rate scores obtained by the 

skilled nurses resulted in a score of 1. This score 

indicated a high correlation of recovery rate scores between 

investigator and skilled nurses. 

Analysis of data. A total of 15 postsurgical patients 

(4 orthopedic, 5 general surgery, 5 gynecology, and 

1 genitourinary) participated in the study. The analysis of 

variance of repeated measures was used to assess change in 

status of a composite score derived from codes, indicating 

deviations from normal responses. This measure proved to be 

inadequate for analysis since the subjects measured were 

from different diagnostic groups rendering a heterogeneous 
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sample, that was too small to lend power for analysis. 

Thus, the strength of a homogeneous and larger study sample 

to minimize extraneous variables associated with a 

heterogenous population was emphasized. 

The small scale practice of the pilot study allowed for 

changes and revisions in the Demographic and Medical Data 

Tool, the Nursing Assessment Data Tool, the Criteria for 

Biological Indicators, and the Summated Rating Scale on 

Biological Indicators. Revisions developed each time these 

tools were repiloted. The change in the procedure for data 
' . 

collection was performing a complete nursing assessment 

including vital signs immediately following the 20-minute 

treatments in experimental and control 1 patients and the 

20-minute wait in the control 2 patients. The former 

procedure required taking vital signs measurements only 

15 minutes after the 20-minute intervention. 

In terms of analysis of the data, the instrument on 

Criteria for systolic and Diastolic Mean Blood Pressures 

assigning rating scores to blood pressure range measurements 

was deleted as a study tool since the ratings were not 

sensitive to subtle changes occurring with the 

administration of the experimental and control treatments. 

The analysis of the biological indicators for each body 

system assessed was performed independently of the analysis 
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for the vital signs. The vital signs and recovery level of 

the patients were analyzed with the raw numerical 

measurements and numerical scores on designated body systems 

instead of a composite recovery score of assigned ratings. 

The data from the bowel program and the total amount of 

narcotic analgesic during the first 48 hours postoperatively 

were analyzed to identify trends that might be attributed to 

the treatments administered. The foot massage was 

substituted for the back massage, a nurse-oriented procedure 

to which gynecology patients are more receptive, since they 

often experience low back discomfort postoperatively. 

Treatment of Data 

Descriptive analysis of demographics and medical 

history data included measures of central tendency, 

frequencies, and percentages. Table format was used to 

compare the three groups on the mean and standard deviation 

on the variables of age, height, weight, intraoperative and 

postanesthesia intake and output, recovery room time, 

history of pregnancies and abortions, age of first menstrual 

cycle, age of last menstrual cycle, and hospital days. 

Analysis of variance was used to compare the three groups on 

all of these parameters. The frequency and percentages of 

affirmative responses for each group of patients' medical 

data were set up in table form for the following: (a) the 



three race groups represented, White, Black, and other; 

(b) diagnostic category; (c) surgical procedure; and

(d) significant medical history, including Papanicolaou

smear, smoking history, allergies, other surgeries, 

medications, and significant family history. Pearson Chi

square was used to compare the three groups on the latter 

numerical data. 
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The means and standard deviations for all vital signs 

and measurements of all biological indicators on lung 

status, gastrointestinal status, urinary status, and motor 

or activity status were calculated daily from prior to 

surgery to 72 hours following surgery. Inferential 

statistics were used to draw inferences and generalizations 

from the sample population (Roscoe, 1975). Analysis of 

variance and covariance with repeated measures was done to 

compare the pre- and posttreatment measurements of the vital 

signs among the three groups of subjects during the 3 days 

the treatments were administered for a significance in 

relaxation response. Analysis of variance and covariance 

with repeated measures was used to compare, over time, the 

three groups of patients on the four biological indicators 

and determine whether the experimental treatment had any 

significant effect on the level of recovery. The analysis 

of variance was also used to compare the means of the three 
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study groups on number of bowel program medications received 

and the means of narcotic analgesic self-administered by 

. -

each of the three groups during the first 2 days 

postoperatively. A two-way ANOVA was performed on the 

experimental treatment group vital signs to compare pre- and 

posttreatment changes each day the treatment was 

administered and changes occurring over a period of time. 

The level of significance for analysis of all data was set 

at alpha = 0.05. Any significance in differences in 

variability among the groups was determined by the use of 

the Bonferroni post test. 



CHAPTER 4 

. - ANALYSIS OF DATA 

To determine homogeneity of the three patient groups 

participating in the study, the analysis of variance and the 

Bonferroni post test for pairwise group comparisons were 

used for ratio level data. Frequencies, percentages, and 

Pearson Chi-square were performed in nominal level data. 

The analysis of variance and covariance with repeated 

measures design was used to determine the effects of 

relaxation touch in the recovery level and relaxation 

response of postanesthesia abdominal hysterectomy patients. 

Significant findings were evaluated with the use of the 

Bonferroni post test for pairwise comparisons between 

groups. Data analysis to ascertain the effects of 

relaxation touch on the amount of narcotic analgesic and 

frequency of bowel program was performed with analysis of 

variance with repeated measures design. 

Description of the Sample 

The following is a comparative description of the study 

sample assigned to one of the three following groups: 

relaxation touch, back massage, and no treatment. 

80 
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Age. Height. and Weight 

The sample consisted of a homogeneous group of 60 

femal� patients between the ages of 35 and 65 years, with a 

mean age of 45.81 years. The mean height of all patients 

was 64.66 cm and the mean weight in pounds was 154.18. 

Table 1 illustrates similar physical characteristics of the 

sample across the three groups. There were no significant 

differences in the analysis of variance in these parameters. 

There were 51 (85%) White, 7 (11.7%) Black, and 2 

(3.3%) patients of other race admitted to the study. A 

similar number and percentage for each group, 18 (90%) White 

and 2 (10%) Black patients participated in the relaxation 

touch and in the control, no treatment groups, while 15 

(75%) White, 3 (15%) Black, and 2 (10%) patients of other 

race received the control treatment, back massage. 

Medical and Family History 

Significant medical and family history of the sample is 

found in Table 2. Fifty-eight (96.6%) patients had a 

Papanicolaou smear done within the year prior to surgery. 

There was missing data for two patients. The reproductive 

history of the three patient groups is presented in Table 3. 

The mean age for first and last menstrual period and mean 



Table 1 

Physical Profile of Sample on Age, Height, and Weight by 
Treatment Group 

Total (n = 60) 

Age 
Years1

Mean 45.82

standard Deviation 7.85 

Relaxation Touch 
(n = 20) 

Mean 45.80 

standard Deviation 7.33

Back Massage (Control 1) 
(n = 20-) · 

Mean 48.25 

standard Deviation 8.69 

No Treatment (Control 2) 
(n = 20) 

Mean 43.40 

Standard Deviation 7.05 

1NS en = 0.15) 
2NS <n = 0.76) 
3NS (� = 0.53) 

Height 
Inches2

64.68 

2.55 

64.60 

2.87 

65.00 

2.75 

64. 40

2.04 

Weight 
Pounds3

154.18 

34.94 

150.70 

32.68 

161.45 

41.00 

150.40 

30.95 
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history of parity and abortions were similar for all groups. 

The results of the Pearson Chi-square were not significant 

in the medical and family history of the study groups. 
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Table 2 

Significant Medical and Family: History: of Sam:gle by: 
Treatment Grou:g 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60) 

No. % No. % ·- No. % No. % 

Renal 5 25 2 10 1 5 8 13.3 

cardiovascular 7 35 12 60 5 25 24 40.0 

Pulmonary 6 30 8 40 4 20 18 30.0 

Endocrine 4 20 4 20 3 15 11 18.3 

GI Hepatic 5 25 9 45 5 25 19 31.5 

Neurological 5 25 4 20 6 30 15 25.0 

Musculoskeletal 6 30 6 30 5 25 17 28.3 

Papanicolaou Smear 19 95 20 100 19 95 58 96.6 

Missing Data 2 3.3 

Cancer, other Than Gyn 0 0 2 10 0 0 2 3.3 

Smoking 4 20 5 25 5 25 14 23.3 

Allergies 11 55 10 50 8 40 29 48.3 

other Surgeries 20 100 19 95 17 85 56 93.3 

On Prescription Medications 17 85 14 70 10 50 41 68.3 

On Non-Prescription 
Medications 1 5 0 0 2 10 3 5.0 

Family History 

None 2 10 4 20 5 25 11 18.3 

Cancer 4 20 8 40 7 35 19 31.7 

Cardiovascular 8 40 7 35 7 35 22 36.7 

Diabetes 3 15 1 5 1 5 5 8.3 

other 2 10 0 0 0 0 2 3.3 

Missing Data 1 1.7 



Table 3 

Reproductive History by Group 

Total (n = 60) 

Age 
FMP1

Mean 12.2 8 

standard Deviation 1.30 

Relaxation Touch 
(n = 20) 

Mean 12.50 

Standard Deviation 1.15 

Back Massage (Control 1) 
(n = 20) 

Mean 12.25 

Standard Deviation 1.52 

No Treatment (Control 2 ) 
{n = 20) 

Mean 12.10 

Standard Deviation 1.25 

l FMP NS 12 = .63 
2 LMP NS 12 = .10 
� OB-PAR NS l2 = .97 

AB NS l2 = 0.55 

Diagnostic category 

Age His�ory History 
LMP2 Parity3 Abortions4

44.40 

5.63 

44.30 

5.10 

46.35 

6.27 

42.55 

5.05 

1.75 

1.19 

1.75 

1.16 

1.80 

1.15 

1.70 

1.30 

0.37 

0.66 

0.50 

0.61 

0.30 

0.57 

0.30 

0.80 
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All diagnostic categories as entered in the medical 

history were recorded for each patient. The number of 

diagnostic categories and percentages by treatment group and 
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total patient population are found in Table 4. The three 

groups were compared in all diagnostic categories and there 

was no difference found by Pearson Chi-square analysis. 

Surgical Procedure 

The study patients underwent an abdominal hysterectomy 

as the only surgical intervention or in combination with an 

associated procedure as follows: appendectomy, bilateral 

salpingo-oophorectomy, unilateral salpingo-oophorectomy and 

appendectomy, bilateral salpingo-oophorectomy and 

appendectomy, or unilateral salpingo-oophorectomy. Table 5 

presents the frequency and percentages of surgical 

procedures by treatment group. Other performed surgical 

procedures that were related to the pelvic surgery included 

lysis of adhesions and pelvic lymph node dissection. 

Various other procedures performed included biopsies of 

ovaries and omentectomies. The three groups were compared 

on all surgical procedures. There was no significant 

difference found in the type of procedure with the Pearson 

Chi-square analysis. 

Intraoperative Time and Fluid Balance 

Table 6 presents the mean intraoperative time and fluid 

balance by groups. Examination of this table reveals that 

the back massage patients had a longer stay in the operating 
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Table 4

Diagnostic Categories and Percentages b� Treatment Group 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60)

No. % No. % No. % No. %

MalignantlPremalignant 
Cervical Cancer 1 5 0 0 1 5 2 3.33 

Uterine cancer 0 0 1 5 1 5 2 3.33 

Tubal cancer 0 0 0 0 0 0 0 o.oo

ovarian cancer 1 5 0 0 0 0 1 1.66 

Cervical CIH 0 0 0 0 1 5 1 1.66 

Endometrial Hyperplasia 
and CIS 1 5 4 20 2 10 7 11.66 

Sn1Rtomatic organic, 
Nonmalignant 

Fibroadenoma 13 65 9 45 14 70 36 60.00 

Adenomyosis 1 5 2 10 0 0 3 5.00 

Pelvic Inflammatory Disease 0 0 0 0 1 5 1 1.66 

Pelvic Adhesions 0 0 2 10 4 20 6 10.00 

Adnexal Cysts 0 0 2 10 2 10 4 6.66 

Endo1etriosis 3 15 4 20 5 25 12 20.00 

Uterine Polyps 0 0 0 0 3 15 3 5.00 

Post Partwa Hemorrhage 0 0 0 0 0 0 0 0.00 

Chronic Pain 0 0 2 10 1 5 3 5.00 

Uterine Prolapse 0 0 0 0 0 0 0 0.00 

Stress Urinary Incontinence 0 0 0 0 0 0 0 0.00 

Dys1enorrhea/Hypenenorrhea 6 30 8 40 3 15 17 28.33 

FunctionallNonorganic 
Menorrhagia 9 45 3 15 4 20 16 26.66 

Symptomatic Cyst-
urethrorectocele 0 0 0 0 0 0 0 0.00 

Carcinophobia 1 5 1 5 0 0 2 3.33 

-------- --
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Table 5 

Freguenc� and Percentages of Surgical Procedures 
b� Treatment Groug 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60) 

No. % No. % No. % No. % 

Abdominal Hysterectomy 5 25 5 25 7 3 17 28.3 

Abdominal Hysterectomy 
with Appendectomy 1 5 2 10 1 5 4 6.6 

Abdominal Hysterectomy 
Bilateral 
Salpingo-OOphorectomy 9 45 10 50 7 35 26 43.3 

Abdominal Hysterectomy 
One Salpingo-OOphorectomy 
Appendectomy 3 15 0 0 1 5 4 6.6 

Abdominal Hysterectomy 
Bilateral Salpingo-
OOphorectomy Appendectomy 2 10 3 15 3 15 8 13.3 

Abdominal Hysterectomy 
One Salpingo-OOphorectomy 0 0 0 0 1 5 1 1.6 

Lysis of Adhesions 4 20 6 30 6 30 16 26.6 

Pelvic Lymph Node Dissection 0 0 1 5 1 5 2 3.33 

Pelvic Lymph Node Biopsy 0 0 0 -,o-- 0 0 0 0.00 

other Procedures 3 15 7 35 6 30 16 26.6 

room and a greater fluid intake. Analyses of variance for 

between group differences in the variables of mean 

intraoperative time, mean intravenous intake of 

crystalloids, blood expanders, and blood products, and mean 

output of blood, urine, or other body fluids were conducted. 



Table 6

Mean Intrao:gerative 

Intraoperative Time 
in Hinutes1

SD 

Intravenous Intake in CC's 
(CUbic Centimeters) 

Crystalloids2 

SD 

Blood Expanders 

SD 

Blood Products 

SD 

Output in CC's 

Blood 

SD 

Urine 

SD 

other 

SD 

1 
R < 0.04 

2 
R < 0.01 

Time and 

Relaxation 
Touch 

(n = 20) 

161.00 

43.66 

1623.75 

744.60·-

o.oo

0.00 

97.50 

186.71 

221.50 

97.08 

221.50 

141.24 

0.00 

0.00 
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Fluid Balance b� Grou:g 

Back No Total 
Massage Treatment 
(n = 20) (n = 20) (n = 60) 

184.00 149.75 164.91

42.22 37.15 42.88 

2472.50 2012.5 2036.25 

906.91 667.05 842.07 

0.00 o.oo 0.00 
·-

0.00 0.00 0.00 

62.50 107.50 89.16 

159.66 196.19 179.47 

313.75 242.50 259.16 

290.81 196.19 210.37 

255.45 256.55 244.50 

184.37 155.31 159.40 

0.00 0.00 0.00 

o.oo 0.00 0.00 
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The analysis of variance (Table 7) was significant for 

intraoperative time (R < 0.04). The Bonferroni post test 

showed that the mean intraoperative time for the back 

massage group (184 minutes) was significantly higher 

(R < 0.05) from the relaxation touch (161 minutes) and the 

no treatment patients (149.75 minutes). Likewise, the 

R value (R < 0.01) for the mean crystalloid intake for this 

group of patients (2472.50 cc) was highly significant in the 

ANOVA (Table 8), R < 0.01 and significantly different 

(R < 0.01) from the relaxation touch (1623.75 cc) but not ·. 

different from the non-treatment patients (2012.50) in the 

Bonferroni post test. crystalloid intake was significantly 

greater in the back massage group than in the relaxation 

touch patients. There were no significant differences 

between groups in the remaining of the fluid balance 

parameters. 

Table 7 

Analysis of Variance on Mean Intraoperative Time of Three 
Treatment Groups 

Source of 
Variation 

Groups 

Sum of 
Squares 

12190.83 

(n = 60) 

df 

2 

Mean 
Square 

6095.42 

Critical 
F Value 

3.61 < 0.04 
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Table 8 

Analysis of Variance in Mean Intraoperative Crystalloid 
Intake of Three Treatment Groups 

(n = 60) 

Source of Sum of Mean Critical 
Variation Squares df Square F Value 

Groups 7220687 2 3.61 5.94 < 0.01 

Postanesthesia Recovery Time and Fluid Balance 

A summary of the mean postanesthesia recovery time and 

fluid balance by group is presented in Table 9. Analyses of 

variance for between group differences were conducted for 

mean postanesthesia recovery time, mean intravenous intake 

of crystalloids, blood expanders, and blood products, and 

mean output of blood, urine, and other body fluids. There 

was a significant difference(� < 0.03) in the mean recovery 

time between groups (Table 10). The-Bonferroni post test 

for pairwise comparisons showed that the back massage group 

of patients differed significantly (101.25 minutes), R < 

0.05, from the relaxation touch group (72 minutes) with a 

longer recovery time in the postanesthesia unit, but did not 

differ from the no treatment group (89.75 minutes). Except 

for blood products intake, there were no significant 

differences in any of the other variables (Table 11). 
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Table 9 

Mean Postanesthesia Recovery: Time and Fluid Balance by: Group 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60) 

Postanesthesia Recovery 
Time in Minutesl 72.00 101.25 89.75 87.66 

SD 18.94 50.23 36.29 38.72 

Intravenous Intake in CC's 

Crystalloids 163.75 216.50 177.50 185.91 

SD 101.78 115.83 97.97 106.09 

Blood Expanders o.oo 0.00 o.oo 0.00 

SD 0.00 0.00 0.00 0.00 

Blood Products2 57.50 0.00 17.50 25.00 

SD 147.80 0.00 54.47 93.65 

output in CC's 

Blood 0.00 0.00 0.00 0.00 

SD 0.00 0.00 o.oo 0.00 

Urine 114.00 162.00 130.35 135.45 

SD 68.16 130.44 127.91 112.46 

other 0.00 3.50 0.00 1.16 

SD o.oo 10.89 0.00 6.40 

1 
R < 0.03 

2 
R < 0.01 



Table 10 

Analysis of Variance in Mean Recovery Time of Three 
Treatment Groups 

source of 
- Variation

Groups

Table 11 

Sum of 
Squares 

8685.83 

(n = 60) 

df 

2 

Mean 
Square 

4342.92 

Critical 
F Value 

3.10 < 0.05 
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Analysis of Variance in Mean Postanesthesia Recovery Intake 
of Blood Products of Three Treatment Groups 

Source of 
Variation 

Groups 

Sum of 
Squares 

34750.00 

(n = 60) 

Mean 
df Square 

2 17375.00 

Critical 
F Value 

2.05 < 0.01 

Freguency of Medications in Postanesthesia Recovery 

Table 12 indicates the frequency and __ percentage per 

group and total frequency and percentage for all patients 

receiving medication other than narcotic analgesic in the 

postanesthesia care unit. The most frequent medication 

administered during the postanesthesia recovery period was 

an antibiotic. Analysis of observed frequency of medication 

was computed with the Pearson Chi-square. The results of 



frequency of medications administered between the three 

groups were not statistically significant. 

Table 12 

Freguenc� and Percentage of Medications Administered in 
Postanesthesia Recoveri bi Grou� 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60) 

Medication No. % No. % No. % No. % 

Antihypertensive 0 0 0 0 0 0 0 0.0 

Antibiotic 1 5 1 5 3 15 5 8.3 

Hormones 0 0 0 0 1 5 1 1.7 

Insulin 0 0 0 0 1 5 1 1.7 

Hone 19 95 19 95 15 75 53 88.3 

Admission Status 

Another comparison among the three groups was the 

number of patients_ admitted to the hospital the day of 

surgery, "same day admission," and the number of patients 

admitted to the hospital the day before surgery. The 

frequency and percentages of admission by groups are 

illustrated in Table 13. Seventy-five to 80% of all 

patients in each group were same day admission status, a 

current trend in the patient population with gynecology 

surgery. The Pearson Chi-square(�= 0.9065) showed no 
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difference in the proportion of patients admitted the day 

before surgery versus same day admission among the three 

groups. 

Table 13 

Hospital Admission Status by Group 

Relaxation Back No Total 
Touch Massage Treatment 

(n = 20) (n = 20) (n = 20) (n = 60) 

Status No. % No. % No. t No. % 

Day Before Surgery 4 20 5 25 4 20 13 22 

Same Day Admission 16 80 15 75 16 80 47 78 

Hospital Stay 
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The mean hospital stay in number of hospital days among 

groups was not statistically significant. Table 14 

summarizes the mean hospital days by group. The back 

massage group of patients (control group 1) which had longer 

Table 14 

Mean Hospital Days by Group 

Relaxation Back No Total 
Touch Massage Treatlent 

(n = 20) (n = 20) (n = 20) (n = 60) 

Mean 4.750 5.55 4.95 5.083 

SD 0.910 1.79 2.03 1.660 
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mean intraoperative and mean recovery times than the two 

other groups of patients, relaxation touch and no treatment 

(control group 2), had, likewise, a longer hospital stay. 

The results of the ANOVA on group variances for mean 

hospital stay were not significant. The mean number of 

hospital days for the relaxation touch group was slightly 

lower than that of the two other groups. 

Findings 

Two hypotheses guided the examination of all the 

measured biological indicators. The first hypothesis was as 

follows: 

H1: The mean recovery level of postanesthesia abdominal

hysterectomy patients receiving relaxation touch will 

be significantly higher than the mean recovery level of 

two control groups: control group 1 (back massage 

group) and control group 2 (no treatment group of 

patients). 

The analysis of variance and covariance with repeated 

measures was used for data interpretation of the following 

parameters: lung, gastrointestinal, urinary, and motor 

status. The level of recovery for each of the physiological 

parameters was determined by analyzing the preoperative and 

the 72-hour postoperative means rather than interpreting 

several measurements over a period of time when the various 
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treatments were being administered. The preoperative and 

72-hour postoperative scores were easier to interpret as a

measure of recovery than a series of measurements over time. 

Lung Status 

The results of the data analysis showed that the groups 

differed significantly (R = 0.02) in the lung status scores 

irrespective of time (Table 15). There was also a 

statistically significant difference (R = 0.01) between the 

preoperative and the 72-hour postoperative scores, 

irrespective of treatment groups. Furthermore, the pattern 

of response over time differed significantly (R = 0.03) 

among the three groups (Figure 2). The Bonferroni post test 

was used to determine whether there was any mean difference 

of function, the baseline score minus 72-hour postoperative 

Table 15 

Analysis of Covariance with Repeated Measures of Lung Status 
Preoperatively and 72 Hours Postoperatively for the Effects 
of Relaxation Touch. Back Massage. and No Touch 

Source of SUll of Hean Critical 
Variation Squares df Square F Value 

Study Group 25.40 2 12.70 4.52 0.02 

Time 12.03 1 12.03 7.86 0.01 

Timex Study Group 11.66 2 5.83 3.81 0.03 

R < 0.05 
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score, in each of the three groups. There was a significant 

pairwise mean difference(� < 0.05) between the relaxation 

touch group and control group 2 patients. The relaxation 

touch lung score mean difference of -0.2 differed 

significantly from the 1.3 mean difference of the control 

group 2, no treatment group. The mean difference of the 

back massage group was 0.80. The relaxation touch subjects 

with the smallest mean difference between baseline and 

72-hours post surgery scores had a more significant recovery

on lung status than the group with no treatment, and had a 

higher level of recovery than the patients in the back 

massage group, though not statistically significant. 

Gastrointestinal Status 

The preoperative and 72-hour postoperative 

gastrointestinal scores were analyzed by an analysis of 

covariance to determine whether the three groups were 

similar in this parameter (Table 16). There was a 

significant difference (R < 0.001) in the gastrointestinal 

scores of the three groups irrespective of time,·and a 

significant difference (R < 0.001) between the preoperative 

and 72-hour postoperative scores irrespective of the 

treatment group. The pattern of response (Figure 3) 

differed significantly (R < 0.001) among the three groups. 

To determine the mean difference of gastrointestinal 



Table 16 

Analysis of Covariance with Repeated Measures of 
Gastrointestinal Status Preoperatively and 72 Hours 
Postoperatively for the Effects of Relaxation Touch, Back 
Massage, and No Touch 

Source of Sum of 
Variation Squares 

Study Group 172.31 

Time 896.53 

Ti1e x Group 
Interaction 207.51 

(n = 60) 

Mean 
df Square

2 86.15

1 896.53 

2 103.75 

critical 
F Value 

14.54 < 0.001 

105.59 < 0.001 

12.22 < 0.001 
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function among the groups, pairwise comparisons were 

evaluated with the use of the Bonferroni post test. There 

was a significant pairwise mean difference(� < 0.01) 

between the relaxation touch patients and the back massage 

and no treatment patients. The gastrointestinal score mean 

difference of the treatment group, 1.75, differed 

significantly from the mean difference of the back massage 

group, 7.45, and of the no treatment group, 7.20. The 

relaxation touch group had a more significant return to 

preoperative gastrointestinal function than either of the 

two other groups. 
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Activity Level 

Analysis of covariance {Table 17) used to analyze the 

activity level of the three treatment groups of patients 

showed a significant difference in the three sources of 

variation: study group interaction was significant at 

R < 0.012; preoperative-72-hour postoperative time 

interaction was significant at R < 0.001; and preoperative-

72-hour postoperative time interaction with study group was

significant at R < 0.003. Figure 4 illustrates the pattern 

of activity level response for each group. The results of 

the Bonferroni post test for pairwise comparisons of the 

mean difference of activity level among the three groups 

were significant at R < 0.01. The relaxation touch group 

had a more significant return to preoperative activity (5.0) 

Table 17 

Analysis of Covariance with Repeated Measurements of 
Activity Level Preoperatively and 72 Hours Postoperatively 
for the Effects of Relaxation Touch, Back Massage, and No 
Touch 

(n = 60) 

Source of S1111 of Mean Critical 
Variation Squares M Square F Value 

Study Group 2.11 2 1.05 4.81 < 0.012 

Time 2.70 1 2.70 16.82 < 0.001 

Timex Study Group 2.15 2 1.07 6.70 < 0.003 

R < 0.05 
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level than did the patients in the back massage group 

(4.35). The mean difference in activity level of the no 

treatment group (0.250) was slightly lower than that of the 

back massage patients (0.650), but was not significant. 

Urinary Status 

The results of the analysis of covariance with repeated 

measures in the urinary status of the three groups of 

patients (Table 18) were not significant in any of the 

sources of variation. Figure 5 shows a trend of the 

relaxation touch group to return urinary function to the 

preoperative level while the two other groups, back massage 

and no treatment, maintained a lower level of urinary 

function at 72 hours postoperatively. 

Table 18 

Analysis of Covariance with Repeated Measures in Urinary 
Status Preoperatively and 72 Hours Postoperatively for the 
Effects of Relaxation Touch, -Back Massage, and No Touch 

(n = 60) 

Source of Sum of Mean critical .'. -
Variation Squares df Square F Value 

Study Group 0.810 2 0.400 1.48 0.23 

Time 1.008 1 1.008 3.67 0.06 

Timex Study Group 0.810 2 0.400 1.48 0.23 

R < 0.05 
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Hypothesis 1 was supported in terms of lung, 

gastrointestinal, and motor status. These parameters 

routinely evaluated through a nursing assessment lend 

themselves to key indicators of recovery following 

anesthesia for an abdominal hysterectomy. 

The second hypothesis tested was as follows: 
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H2: The mean arterial blood pressure, pulse rate, and

respiratory rate of the postanesthesia abdominal 

hysterectomy receiving relaxation touch will be lower 

than that of the control 1 and the control 2 groups of 

patients. 

Systolic Blood Pressure 

In the 3-way ANOVA with two repeated measures, 

pretreatment and posttreatment systolic blood pressure, 

there was a significant (R < 0.001) before and after 

treatment effect (Table 19). The group that showed a 

consistent reduction in systolic blood pressure after the 

treatment was that of the relaxation touch patients. There 

was a mean systolic pressure decrease each of the three days 

following the administration of the experimental treatment 

(Figures 6). The results of an analysis of variance (Table 

20) in pre- and posttreatment response in the systolic blood

pressure over time were significant at R < 0.001 for pre

and posttreatment source of variation and at R < 0.02 for 
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Table 19 

Analysis of Variance and Covariance with Two Repeated 
Measures. Pretreatment and Posttreatment in Systolic Blood 
Pressure for the Effects of Relaxation Touch. Back Massage. 
and No Touch 

Source of 
Variation 

Group 

Pretreatment 
Post treatment 
Interaction Effects 

Treatment Group 
Interaction 

Time and Treatment 
Interaction 

Table 20 

Sum of 
Squares. 

2632.00 

1166.40 

284.11 

292.61 

(n = 60) 

Hean 
df Square 

2 1316.00 

1 1166.40 

2 142.05 

2 - - ••· C 1-46.30

F 

17.07 

2.08 

2.54 

Critical 
Value 

0.37 

< 0.001 

0.1344 

0.08 

Analysis of Variance with Repeated Pretreatment and 
Posttreatment Measures of Systolic Blood Pressure of 
Relaxation Touch Subjects for Day of surgery. 24 Hours. and 
48 Hours Post Surgery 

(n = 20) 

Source of Sum of Mean Critical 
Variation Squares df Square F Value 

Time 1504.86 2 752.43 4.36 < 0.02 
-·- -- -- --· . 

Pre- Post-
Treatment 1038.41 1 1038.41 15.42 < 0.001 

1.01 
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time. There were no significant findings for time 

interaction with pre- and posttreatment source of variation. 

Diastolic Blood Pressure 

The results of the analysis of variance with two 

repeated measures in three different days on diastolic blood 

pressure were significant for pretreatment, posttreatment 

effects (R < 0.02) but not significant for differences among 

groups (Table 21). Figure 7 illustrates a consistent 

decrease of diastolic blood pressure in the relaxation touch 

group. An analysis of variance for pretreatment, 

Table 21 

Analysis of Variance and Covariance with Two Repeated 
Measures. Pretreatment and Posttreatment. in Diastolic Blood 
Pressure for the Effects of Relaxation Touch, Back Massage. 
and No Touch 

Source of 
Variation 

Group 

Pretreatment 
Posttreatment 
Interaction Effects 

Treatment Group 
Interaction 

Time and Treatment 
Interaction 

n < o.o5 

Sum of 
Squares 

127.02 

236.84 

180.15 

11.87 

(n = 60) 

df 

2 

1 

2 

2 

Mean 
Square 

63.51 

236.84 

90.07 

5.93 

F 

0.16 

5.76 

2.19 

0.13 

Critical 
Value 

0.84 

0.02 

0.12 

0.87 
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posttreatment response of diastolic blood pressure over time 

on the experimental subjects did not show a significant drop 

of pressure. 

Pulse Rate 

Table 22 indicates that there was a significant 

difference(� = 0.03) among the three groups overall in 

regard to pulse rate as well as a significant difference on 

the pretreatment, posttreatment interaction effects 

irrespective of study group (p = 0.03). over the three day 

Table 22 

Analysis of Variance and Covariance with Two Repeated 
Measures, Pretreatment and Posttreatment on Pulse Rate for 
the Effects of Relaxation Touch, Back Massage, and No Touch 

Source of 
Variation 

Group 

Pretreatment 
Posttreatment 
Interaction Effect 

Treatment Group 
Interaction 

Time and Treatment 
Interaction 

R = 0.05 

(n = 60) 

Sum of 
Squares df 

Mean 
Square 

5135.33 2 

358.00 1 

240.07 2 

220.15 2 

2567.66 

358.00 

120.03 

110.07 

F 

3.58 

4.66 

1.56 

3.12 

Critical 
Value 

0.03 

0.03 

0.21 

0.04 
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period, the pretreatment and posttreatment effects differed 

significantly (n = 0.04). Figure 8 illustrates that in two 

out of three days, surgery day and 48 hours post surgery, 

the relaxation touch group shows a decline of pulse rate. 

The back massage and no treatment groups had a minimal 

decline of pulse rate. Data analysis, with an ANOVA (Table 

23) performed on the relaxation touch subjects, was

significant in pretreatment, posttreatment response of the 

pulse in operative day at -n < 0.03 (Table 23), and at 48 

hours there was a significant drop in the pulse rate of the 

relaxation touch group, but was not statistically 

significant(� = 0.055). Thus, the relaxation touch 

subjects demonstrated a sign of relaxation with pulse rate 

decline on day of surgery and 48 hours post surgery. At 24 

hours post surgery, relaxation touch subjects' pulse rates 

were stable pre- and posttreatment and remained lower than 

that of the other two groups. The control groups had 

variable pulse rate patterns in each of the three time 

intervals measured, with no evidence of signs of relaxation. 

Respiratory Rate 

The respiratory rates did not change significantly 

irrespective of time or treatment and were not analyzed. 
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Table 23 

Analysis of Variance with Repeated Pretreatment and 
Posttreatment Pulse Measurements of Relaxation Touch 
Subjects. Day of Surgery 

(n = 20) 

Source of 
Variation 

Pre- Post
Treatment 

Sum of 
Squares df 

748.23 . 1 

Research Questions 

Mean 
Square 

748.23 

Critical 
F Value 

6.05 < 0.03 
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Two additional questions related to the treatment 

effects of relaxation touch, back massage, and no treatment 

were as follows: What is the effect of relaxation touch in 

the total amount of narcotic analgesia received by the 

patients during the first 48 hours post operatively; and, 

what are the effects of relaxation touch in the 

postoperative bowel program during the first i days after 

surgery� Patient-controlled narcotic analgesia was usually 

discontinued at 48 hours postoperatively while procedures 

and drugs to stimulate bowel activity often were started in 

the 1st day postoperatively. Thus, narcotic effects in 

gastrointestinal motility were more pronounced during the 

first 2 days after surgery. 



The narcotic analgesic protocols ordered by the 

attending physicians consisted of either meperidine 

hydrochloride of morphine sulfate. The total amount of 

morphine sulfate was converted to the equivalent of 
. .

meperidine hydrochloride milligrams to facilitate data 

analysis. The results of the analysis of variance are 

reported in Table 24. There was a significant difference 
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(F = 30.83; df 2,4; � < 0.001) in repeated measurements of 

narcotic analgesic amounts. A graph of time effects on pain 

medication is displayed in Figure 9. The relaxation touch 

group mean was close to the mean of the back massage 

patients on day of surgery, but followed a trend below the 

Table 24 

Analysis of Variance with Repeated Measures of Pain 
Medication at Postoperative Day 1 and Postoperative Day 2 
for the Effects of Relaxation Touch, Back Massage, and No 
Touch 

Source of 
Variation 

Group 

Time (Repeated 
Measures) 

Time 
Study Group 
Interaction 

R < 0.05 

(n 

SUJl of 
Squares df 

475,393.67 2 

2,272,771.87 2 

80,309.78 4 

= 60) 

Mean Critical 
Square F Value 

237,696.83 1.73 0.18 

1,136,385.93 30.83 < 0.001 

20,077.44 0.54 0.70 
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other two groups of patients and remained low. Thus, the 

relaxation touch group used less narcotic medication for 

pain than either of the two other groups. 
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The bowel program consisted of the frequency of 

treatments and medication� per �24 hours, administered to

stimulate bowel activity during the first 2 days 

postoperatively. Table 25 reflects the data analysis for 

the bowel program during postoperative day 1 and 

postoperative day 2. There were no significant differences 

between groups in the frequency of bowel treatments and 

medications received. The frequency of bowel program 

treatments and medications on postoperative day 1 were 

significantly different (R < 0.001) from the frequency of 

Table 25 

Analysis of Variance with Regeated Measures of Bowel Program 
at Postogerative Day l and Posto�erative Day 2 for the 
Effects of Relaxation Touch, Back Massage, and No Touch 

(n = 60) 

source of ·- ·· Sum of Mean Critical 
Variation Squares df Square F Value 

Group 7.26 2 3.63 1.02 0.36 

Time 36.30 1 36.30 28.46 < 0.001 

Time 
study Group 
Interaction 0.00 2 0.00 0.00 1.00 

R < 0.05 



117 

bowel treatments and medications on the 2nd postoperative 

day. The amount of bowel program treatments and medications 

was less for all three groups on postoperative day 1 than on 

postoperative day 2. 

There was no significant interaction between the 

effects of repeated measurements of bowel program treatments 

and medications and the types of touch. The graph in Figure 

10 illustrates that the overtime postoperative day 1 and day 

2 pattern of bowel program response for each group was 

parallel to the other two groups. The frequency of bowel 

treatments and medications for the relaxation touch group 

was less than that of the two other groups. 

Summary of Findings 

Postanesthesia level of recovery was analyzed in terms 

of a routine nursing assessment evaluating lung, 

gastrointestinal, motor, and urinary status. The effects of 

three types of touch were evaluated in measurements of 

systolic and diastolic blood pressure and pulse rate as 

indicators of a relaxation response. The following is a 

summary of the findings. 

Level of Recovery 

Analysis of variance and covariance with preoperative 

and 72-hour postoperative repeated measures were used to 
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analyze each of the parameters of the nursing assessment. 

The Bonferroni post test was performed to determine the mean 

differences on pairwise comparisons between groups on 

significant findings. There were significant differences 

between groups in the lung status scores and in the pattern 

of response over time among the three groups. The mean 

difference of the lung score was significantly lower for the 

relaxation touch group than that of control group 2 (no 

touch group) at n < 0.05. indicative or a higher recovery 

level. 

There were significant differences at R < 0.01 in the 

gastrointestinal scores between groups, in the preoperative 

and 72-hour postoperative scores, and on interaction between 

group effects and repeated measures. The mean difference in 

the gastrointestinal scores of the relaxation touch group 

was significantly lower at p < 0.01 than either of the two 

other groups, indicating a higher level of recovery for the 

experimental groups in this parameter. Data analysis on 

activity level was highly significant at n < 0.01. There 

was no mean difference in activity level of the relaxation 

touch group (R < 0.01) which had a better return to 

preoperative activity level than the back massage group. 

There were no significant group variances, interaction, or 

time and group effects on urinary status. The relaxation 
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touch group returned to preoperative level at 72 hours post 

surgery. 

Relaxation Response 

The time effects in systolic blood pressure 

measurements were significant at n < 0.01 on the analysis of 

variance with repeated measurement for pretreatment 

posttreatment response. The group with a mean systolic 

blood pressure which decreased after each treatment day was 

that of the relaxation touch patients. Time effects on 

diastolic blood pressure measurements were significant at n

< 0.05. Even though there was a consistent decrease of 

diastolic blood pressure in the relaxation touch group, the 

findings were not significant for pretreatment, 

posttreatment response over time. Analysis of the pulse 

rate for showed a significant interaction of time with 

treatment, significant differences between groups, and 

pretreatment, posttreatment effects at n < 0.05. The pulse 

rate of the relaxation touch group declined 2 of the 3 days, 

statistically significant on operative day (n = 0.02), and 

significant drop at 48 hours at�= 0.055. The relaxation 

touch group demonstrated more signs of relaxation than 

either of the two other groups. 
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Amount of Narcotic Analgesic 

There was no difference between the mean amounts of 

narcotic analgesic between groups. The three groups 

followed a parallel graphic pattern with a peak amount of 

narcotic on postoperative day 1 and a decline in 

postoperative day 2. The trend for the relaxation group was 

a lesser amount of narcotic analgesic during the three 

measurements than that of either of the two other groups. 

Freguency of Bowel Program 

There was a parallel pattern of response among the 

three groups with an increased frequency for bowel program 

treatments and medications from postoperative day 1 to 

postoperative day 2. The relaxation touch group showed a 

trend towards a lesser frequency for treatments and 

medications to stimulate bowel activity. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The primary variable evaluated in this study was the 

level of recovery of postanesthesia abdominal hysterectomy 

patients as a response to three types of nursing 

intervention. The second variable measured was the 

relaxation response in terms of changes in measurements of 

the systolic and the diastolic blood pressures and the pulse 

rate immediately following the nursing treatments. Two 

additional research questions for which no hypotheses were 

formulated evaluated the effects of the treatment modalities 

on the amount of narcotic analgesic and the frequency of 

bowel program treatments and medications administered to the 

patients. The research question addressed in the study was, 

"What are the effects of relaxation touch on the recovery 

level of postanesthesia abdominal hysterectomy patients?" 

The two hypotheses tested were stated as follows: 

H1: The mean recovery level of postanesthesia

abdominal hysterectomy patients receiving 

relaxation touch will be significantly higher than 

the mean recovery level of two control groups: 
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123 

control group 1 (back massage) and control group 2 

(no treatment) groups of patients. 

H2: The mean arterial blood pressure, pulse rate, and

respiratory rate of the postanesthesia abdominal 

hysterectomy patients receiving relaxation touch 

will be-lowe� than that of the control 1 and the 

control 2 groups of-patients. 

A summary of the study, discussion of findings, 

conclusions, and implications, and recommendations for 

further research follow. 

Summary 

The population sample consisted of 60 patients whose 

names were in the surgical schedule and met study criteria. 

They were randomly assigned to the experimental and two 

comparison groups. Each patient underwent an abdominal 

hysterectomy under general anesthesia either as a single 

procedure or in combination with an appendectomy and/or a 

single or bilateral salpingo-oophorectomy(ies). Each 

patient was recovered in the postanesthesia care unit and 

transferred to the room on the day of surgery. The study 

subjects had a peripheral intravenous device for fluid 

replacement and an indwelling Foley catheter for urinary 

output. Every subject implemented patient-controlled 

analgesia as per prescribed protocol. After the patients 



124 

had been in the room for 1-2 hours following postanesthesia 

care, a pretreatment nursing assessment including vital 

signs was performed. The experimental group received the 

20-minute relaxation touch, the control group 1 patients

received a 20-minute back massage with body oil, and the 

control 2 group patients received no treatment for 20-

minutes. Immediately following the treatment, a 

posttreatment nursing assessment, including the vital signs, 

was repeated. 

Discussion of Findings 

Recovery Level 

The results of the data analysis indicated that the 

recovery level of the relaxation touch group of patients was 

significantly higher in three of the four parameters 

assessed than that of the patients who received the back 

massage or the patients who received no treatment. The 

first hypothesis was supported. Currently there are no 

research studies reported in the literature that have 

monitored a composite of biological parameters as a measure 

of recovery. The improvement in the scores of the lung, 

gastrointestinal, and activity status of the relaxation 

touch group may be due to energy flow stimulation of the 

meridians. The manipulations were performed on the hands, 

arms, legs, and feet at specific points. Points of 
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decreased electrical resistance on the skin run along the 

body's energy pathways . .. Stimulation of specific surface 

points affects specific body organs (de Vernejoul, et al., 

1985; Tiller, 1972, 1977, 1989). The patterns of energy 

stimulated at the various acupressure points of the hands 

and arms and legs and feet were as follows: lungs, large 

intestine, diaphragm, heart, small intestine, spleen, liver, 

stomach, gallbladder, kidney, urinary bladder, and other 

points for which there is no Western anatomical name. Even 

though the scores of urinary function were not statistically 

different among the treatment groups, that of the relaxation 

touch group indicated a return to preoperative level at 72 

hours postoperatively. 

Relaxation Response 

The results of the study supported the hypothesis of a 

relaxation response, whereby the arterial blood pressure, 

pulse rate, and respiratory rate of the group receiving the 

experimental treatment would be lower than that of the two 

control groups. There is a paucity of nursing research 

measuring the vital signs as a response of relaxation 

following therapeutic touch. Mueller Hinze (1988) did not 

find any significant differences in heart rate, respiratory 

rate, systolic blood pressure, or diastolic blood pressure 

among.four treatment groups whose vital signs were measured 
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during experimentally-induced pain. The heart rate had a 

significant time effect. The groups with acupressure, 

placebo-attention mock TENS, and no treatment control had a 

slight increase in heart rate during the pain experience and 

returned to baseline during the recovery period. The 

therapeutic touch group had a slight decrease in heart rate 

during the pain experience and was below the baseline rate 

during recovery. While the respiratory rate increased in 

all subjects during the pain experience and remained high 

for three of the groups, that of the therapeutic touch 

subjects decreased during recovery. The systolic blood 

pressure increased during pain periods for all groups. The 

therapeutic touch group had the smallest increase in 

pressure and levelled off during recovery while two of the 

groups had a slight decrease and acupressure subjects 

increased the blood pressure further during recovery. 

Diastolic blood pressure increased during pain episodes and 

stayed,elevated during recovery. The lowest diastolic blood 

pressure mean change of 2.25 during pain was that of the 

therapeutic touch subjects. 

Kramer (1990) found a significant difference in 

Physiological Measure of Relaxation in Response to Touch 

(PMRRT) 3-minute and 6-minute scores between 15 therapeutic 

touch and 15 casual touch pediatric subjects. Olson et al. 
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(1992) reported a trend towards relaxation following the 

administration of therapeutic touch to post-hurricane 

victims. The heart rate decreased in all the treatment 

sessions, blood pressure dropped, and finger temperature 

rose. The findings by Quinn (1990) failed to support the 

hypothesis of a relaxation response in cardiovascular 

hospitalized patients who received a 5-minute therapeutic 

touch treatment. The experimental treatment for this study 

was modified by avoiding eye contact with.the subjects. The 

cardiovascular medications taken by the study sample were 

found to have some effects in decreasing anxiety. 

Amount of Narcotic Analgesic 

The relaxation touch and the control no treatment 

subjects started with similar means of narcotic analgesic 

the day of surgery; the subjects in the back massage group 

had a slightly higher mean of narcotic administration than 

the two other groups. All three groups of patients 

increased their dose of medication on the 1st postoperative 

day and reduced the amount of narcotic on the 2nd 

postoperative day, following the same graphic pattern. The 

findings of a significant difference in repeated 

measurements of narcotic analgesic over a period of 2 days 

may be due to the fact that on operative day, patients were 

started on the medication by early or mid afternoon; thus, 
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the mean narcotic dose would be less than either 

postoperative day 1 or 2. The back massage group who had 

the longest intraoperative time and longer recovery time 

than either of the groups, likewise, had the biggest mean of 

narcotic analgesic on day of surgery and postoperative days 

1 and 2. The mean narcotic analgesic of the r.elaxation 

touch group was one of the two lower means on day of surgery 

and had the lowest means of self-administered narcotic on 

the first 2 postoperative days than either of the control 

groups. The trend for lesser medication may be due to the 

effects of relaxation touch. 

Reports on the effects of therapeutic touch on pain are 

controversial. Meehan (1985) found no significant 

difference in the Visual Analogue Scale mean scores for the 

experience of acute pain among three groups of postoperative 

patients with elective abdominal or pelvic surgery: 

therapeutic touch, mimic therapeutic touch, and routine 

postoperative nursing care. There was, however, a decrease 

in the posttest acute pain scores of the therapeutic group 

when compared with the mimic treatment. ···Keller and Bzdek 

(1986) reported a significant reduction of tension headache 

pain on subjects treated with therapeutic touch versus mimic 

touch. Ninety percent of the therapeutic touch subjects 

reported a 70% headache pain reduction, (p = .0001) 
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sustained over a 4-hour period. Mueller Hinze (1988) found 

no significant difference among four groups on the sensation 

of experimentally-induced pain. The groups with the lowest 

pain sensations during the pain period were the control (no 

treatment) and the therapeutic touch, followed by the 

acupressure and the placebo-attention groups. Anxiety 

frequently accompanies acute pain such as postsurgical pain 

(Wright, 1987). Nursing interventions that reduce anxiety 

by relaxing the patient can potentiate the analgesic effects 

of narcotics. In this study, the relaxation touch patients 

responded with a relaxation response to the treatment.· This 

physiological state may have contributed to a need for less 

narcotic analgesic postoperatively. 

Frequency of Bowel Program 

The bowel program means for each treatment group were 

calculated in terms of frequencies of treatments and 

medications administered to stimulate bowel activity during 

the first 2 postoperative days. Patient controlled narcotic 

analgesics were often discontinued the morning of the 2nd 

postoperative day. While the bowel program means did not 

differ among groups, there was a difference in mean bowel 

program from postoperative day 1 to postoperative day 2. 

The lower means on postoperative day 1 may be attributed to 

the time of the day that treatment and medications for bowel 
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activity were initiated, and the number of patients in each 

group that were started on a bowel program. The means of 

the bowel program on postoperative day 2 reflect the 

frequency of treatments and medications administered for 

bowel activity when bowel sounds are active and gas pains 

become uncomfortable. . ·--

The three treatment groups followed a similar graphic 

pattern, increasing the frequency of bowel program on the 

2nd day postoperatively. The patients in the back massage 

group, who spent more time in the operating room and 

recovery room than either of the two other groups, had the 

largest bowel program mean on postoperative day 1 and 

postoperative day 2. The relaxation touch subjects received 

the least number of bowel treatments and medications on both 

days. This trend may be attributed to energy flow 

stimulation for gastrointestinal activity during pressure 

point treatment on the arms and the legs. 

Conclusions 

The following conclusions are based on the findings 

from this study: 

1. A routine nursing assessment consisting of evaluation

of lung, gastrointestinal, urinary, and activity status

is a valid tool to determine recovery level of

postanesthesia abdominal hysterectomy patients.



2. The relaxation touch treatment group had a higher

significant level of recovery in terms of lung,

gastrointestinal, and activity status.
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3. The pattern of response on urinary status from

preoperative to 72 hours postoperatively differed among

the three groups. The relaxation touch group. returned

to preoperative level while the urinary status of the

two control groups stayed below the baseline score.

4. There was a significant before and after treatment

effect on the systolic and the diastolic blood

pressures and the pulse rate. The relaxation touch

group showed a consistent reduction in systolic and

diastolic blood pressures during the 3 treatment days.

Two of the 3 days, the treatment group, relaxation

touch, showed a greater reduction in pulse rate than

the two control groups who had a minimal pulse rate

decline on day of surgery and a small pulse rate

decrease at 48 hours postoperatively.

5. The pattern on the dosage of self�administered narcotic

analgesic was the same for the three groups of

patients. It started with a low dose, peaked on

postoperative day 1, and decreased to slightly above

day-of-surgery dose for the back massage and the not

treatment groups. The narcotic analgesic dose of the



relaxation touch group peaked lower than that of the 

two other control groups on postoperative day 1, and 

decreased below operative day dose by the 2nd day 

postoperatively. 
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6. The parallel pattern on the frequency of the bowel

program was the same for alL treatment groups, low on

postoperative day 1 and higher on postoperative day 2.

The relaxation touch group had the least number of

bowel program treatments and medications administered.

Implications for Nursing Practice 

The findings of this study on the recovery level of 

patients, following general anesthesia and surgery, suggest 

that the use of various treatment modalities as nursing 

interventions had a significant impact on patient response 

to postoperative care. Patient outcome was measured by the 

parameters of a routine nursing assessment. The findings of 

the study supporting a relaxation response are indicators of 

the effects of therapeutic intervention. 

The premise of the study has been that an innate force 

for healing and wellness exists within all human energy 

fields. Integration and repatterning of human energies 

allow for innate order to activate internal resources for 

healing and wellness (Boguslawski, 1979). Life energy flows 

through the body and extends beyond the level of the skin. 
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The nurse's field of energy is "balanced" and "heal thy" and 

the patient's energy field is "blocked" or "depleted" 

(Krieger, 1979). The process of giving and receiving is 

experienced by nurse and patient. Heidt (1990) reported 

congruence of findings in the experi�nces of therapeutic 

touch between nurses and patients. The primary experience 

reported by patients and nurses was "opening to the flow of 

the universal life energy." Findings of the study indicate 

that the patients' experiences during therapeutic touch 

paralleled those of the nurses. For example, the patients 

exhibited "signs of quietness" during the "quieting" phase 

of preparation by the nurse. They were "sensitive to the 

flow of energy" by the nurse. Some patients developed 

awareness about their bodies and how they felt, and planned 

interventions to help themselves. All patients "opened 

themselves to a relationship with the nurse, became engaged 

in the healing process, and found new ways of coping with 

their illness" (Heidt, 1990, p. 184). In a study designed 

to explore the experience of receiving therapeutic touch by

20 patients with diverse medical diagnoses, Samarel (1990) 

found that the treatment was "a fulfilling multidimensional

experience that facilitated personal growth."

The Silva Energy Fields Holistic Nursing Model was the 

conceptual framework for this study. The model proposed the
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existence of subtle electromagnetic forces that maintain 

balance and organization in human beings. Such subtle 

forces exist at the physical, mental, and emotional levels 

and- are constantly interacting with each other and with the 

external environment. Imbalances occur in the living system 

when there is energy depletion or excess. 

The energy imbalance of the··postanesthesia abdominal 

hysterectomy patient results from the stress of the surgical 

procedure and the metabolic effect of the anaesthetic agents 

at the physical level. At the emotional and mental levels, 

the patient experiences anxiety about the postsurgical pain 

and the outcomes of surgery. With specific manipulations 

applied to the physical body along with the mental intent to 

help and a nurturing, caring attitude, the balanced energy 

fields of the nurse interact with the energy fields of the 

patient. The functional basis of energy fields interaction 

is on the direction of life energy through the hands of the 

nurse to the patient, who, in turn, internalizes the energy 

to restore balance and begin the healing process. The 

energy used to clear the energy field of the patient and 

stimulate energy flows is environmental energy channeled 

into the body of the therapist through a �entering and 

focusing meditation (Krieger, 1979). Thus, environmental 

energy may be transferred to the patient through the 
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therapist, who is an open system.of highly complex energy 

fields (Boguslawski, 1979; Rogers, 1970). The experimental 

group of patients were receptive to the utilization of the 

interactive energy from the nurse, as evidenced by all the 

measured postoperative outcomes. Based on the findings of 

the study, relaxation touch may_ beL used to promote a better 

recovery level after surgery, to elicit a relaxation 

response, to potentiate the effects of narcotic analgesic so 

that less dosage is required, and to stimulate 

gastrointestinal activity to preoperative function. 

Recommendations for Further Study 

The following recommendations for further study are 

made: 

1. Replicate the study with a larger patient population.

2. Replicate the study with a nurse assigned to each task.

The nurse administering the back massage must be

different from the nurse administering the experimental

treatment, and the nurse performing the nursing

assessments.

3. Replicate the study including qualitative data from the

practitioner and the study subjects.

4. Replicate the study with a similar patient population,

i. e., patients with c-sections.



5. Replicate the study allowing patients to choose

relaxation touch, back massage, or no treatment and

compare to patients randomly assigned to treatments.
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TEXAS WOMAN'S UNIVERSITY
Box 23717, nru Station 

Denton, Texas 76204 

HUMAN SUBJECTS REVIEW COMMITTEE 

Name of Investigator: Concepcion Silva Center: Houston 

Address: __________ 1_9_2_s_s_to_n_e _y_B_ r _o_o _k_D_r_. ______ oate: 
Houston, Texas 77063 

Dear 
----------------

You� study entitled The Effects of Relaxation Touch on the 

Recove ry Level of Postanesthesia Abdominal Kyste rectomy Patients 

has been reviewed by a committee of the Buman Subjects Review Committee 
and it appears to meet our requirements in regard to protection of the 
individual'• rights. 

Please be reminded that both the University and the Department 
of Health and Human Services regulations typically require that signa
tures indicating informed consent be obtained from a1·1 human subjects 
in your studies. These are to be filed with the Human Subjects Review 
Committee. Any exception to this requirement is noted below. Further
more, according to HHS regulation•,· another review by the Committee is 
required if your project changes. 

Any special provisions pertaining to your study are noted below: 

Add to informed consent form: No medical service or compensatior
is provided to subject• by th• University as a result of injury 
from participation in research. 

Add to informed conHnt form: I UNDERSTAND THAT THE RETUR?� OF
MY QOESTIONHAIRE CONSTITUTES MY INFORMED CONSENT TO ACT AS A 
SUBJECT IN THIS RESEARCH.

The filing of signatures of subjects with the Human Subjects 
Review Committee i• not required. 

Other: 

No special provisions apply. 

it2---�

ly

, ��-
Chairman H Sub 
a.view ommi: tee 

at� ?-/4/Jl 
.

I I
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THE METHODIST HOSPITAL 

6S6S FANNIN • HOUSTO!". TEXAS noJO • (71]) ?tO-JJII • CAIL£: METHHOSPHOU or n,,o 

March 16,1 989 

Dear VK C. Si 1 v a , R. N. , M. S, 

The Nethodtst Hospital Institutioul leyiew Board for lulan Researcll 1s pleased 
to 1nfonn you that your research protocol, The Effects of Relaxation Touch on

The Recovery Level of Postanesthesia Abdominal Hvsterec tomv P�ti�nts

was approved on March l4, 1989 , according to the 1nst1tut1ona1 gu1de11nes. 
with the following stipulations: 

1. That the Protocol/Collseat For. be rerised and I copy of this revision
be sent to this Board w1th1n 1D DAYS of thfs letter or appl"OYal of this
protoco 1 w111 be REYOIED.

REYISICII (s) IEEDED: ____ ...:.:,:NON�=--E ____________ _ 

2. Continued review w111 be required:

_QUA11DLY _!_AIIIIALLY
_sau AIIIIALLT _!__IF MY CIWlliE II PIOTDCOL

I IIIDPECIED PIOILEJIS 
- OI CGll'l.lCATICIIS

3. Method of review:
_!__�CIIIIAIIE _IElf PI01DCGL 

IITElflEII 111H
- PIIICIPAL IIIYESTlliATOR

Peter rena-,. PII.D. 
Clla1 ...... 11E IE11IDDIST ITAL 
INSTITUTIOUL IEYIEII IOAID fGll 
fllWI IESEAICII 

., __ - ,. - - · •-MAn. Z,:J6 
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THE METHODIST HOSPITAL 
6565 FANNIN 

HOUSTON, TEXAS 77030 

PATIENT SERVICES DIVISION 

INSTITUTIONAL PERMISSION FOR THE CONDUCT OF NURSING RESEARCH 

THE METHODIST HOSPITAL grants to 
Concepcion Silva, RN, MS 

Principal Investigator, and ________________ _ 

associate(s) permission to conduct the following study: 
The Effects of Relaxation Touch on the Recovery Level of 

Postanesthesia Abdominal Hysterectomy Patients 

Brief description of the study: 

A three groua experimental design will be used to disprove the
hypotheses a dress1ng a higher level of recovery and a 
sm nificantl lo wer mean arterial blood ressure eri heral 
pu se rate, and respiratory rate indicative of a relaxation 
response) on postanesthesia abdominal hysterectomy patients 
rece1v1ng the experimental treatment, relaxation touch, than two 
control groups of patients, one �eceiving a back massage as a 
control treatment and one receiving no treatment. 

Identified and/or potential risk(s) to participants: 
The experimental and the control treatment patients may experience 
mild uneasiness during the initial massage since both types of 
touch are non-routine nursing procedures, 

The experimental and control treatment patients may experience a 
feeling of relaxation rendering it necessary to avoid loud 
stimuli during the massage
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The conditions mutually agreed upon are as follows: 

1. The Institution tmayJ (may not) be identified in the final report.

2. The names of consultative or administrative personnel in the 
Institution (may) @y not] be identified in the final report.

3. The Institution �ants}. (does not want) a copy of the report when the
study is complete .

4. The Institution is {!tillin�(unwUling) to allow the completed report
to be circulated through inter-library loan. 

5. Other ________________________ _

DATE <'/42 ?,la 

rj�sffimt OFFICER

�9� 
TITLE OF ADMINISTRATIVE OFFICER 

DATE J/3�,/f'---f 

����OR 
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I I 
lllllilll 

St LUKE'S 
Episcopal Hospital 

May 8, 1989 

Ms. Concepcion Silva, R.N., M.S. 
1925 Stoneybrook Drive 
Houston, Texas 77063 

re: Project #1005 
"The Effects of Relaxation Touch on the Recovery Rate of Postanesthesia 
Postsurgery Abdominal Hysterectomy Patients 11 

The St. Luke's Ep;scopal Hosp;tal Research and Publicat;ons Subcommittee 
is pleased to ;nfonn you that your research proposal was approved on 
May 3, 1989 according to ;nstitutional guidelines. 

1. Requirements for continued review are as follows:

a. Annually
b. Change in protoco 1
c. Development of unexpected problems or unusual compl;cations
d. Other

2. Method of review will be by a written summary.

Sincerely, 

R. Thomas Solis, M.D.
Chai nnan
Research and Publications SubcOffll"littee

ed 

Te,w Medical Center 

PO. b.:?0269 

Houston, Texas -22c;-0269 
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/ 
( 

! 
July 12, 1989 

Concepcion Silva, R.N. 
c/o A. Poindexter, M.D. 
Department of Obstetrics-Gynecology 
Baylor College of Medicine 
Houston, Texas 77030 

DearXlll Ms. Silva 

The Baylor Institutional Review Board for Human Research 11 pleased to 
inform you that your research proposal The Effects of B•Jaxation Touch pp

the Recovery Rate of Posranestbe,ia Abdominal Hv,tcrectomv Patients. (1".ETH, StL) 

was approved on July II, 1989 accordins to in■titutional guidelines 
and provided it receive■ the unaltered approval of the in■titutional committee 
in which it 11 involved. 

RS:ib 

1. Continued review will be required
( ) a. After each subject'• exposure 
( ) b. Quarterly 
( ) c. Semi-annually 
(� d. Annually 
(� e. Chana• in Protocol 
(� f. Developmant of unexpected problmu or unu■ual 

coaplication• 
( ) •· Other 

2. Method of laviev
Cd a. QuHUcnmaire (euapla enclo■ed) 

( ) b. Hw Protocol 
() c. Intervin with principal inve■tiaator 
( ) d. Other 

Sincerely your■, 

Frank E. Saith, K.D., Chairman 
Baylor In1titutional Review 
Board for Buman Ra•aarch 
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Introduction: 

EXPERIMENTAL GROUP 

VERBAL DESCRIPTION OF THE STUDY 
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Good (morning, afternoon, evening) Miss _________ _ 
Mrs. ________ My name is Connie Silva, a doctoral 
student in the nursing program at Texas Woman's University, 
Houston Center. Dr. ____________ (the patient's 
physician's name) is aware that I am talking with you today. 

I understand that you are scheduled for surgery 
(tomorrow/pre-admitted patient; today/same day admission 
patient). As a surgical patient, you are eligible to 
participate in my study. I have a concise description of 
the study and would like to read it to you. The 
investigator proceeds with a verbal description of the study 
with subject who demonstrates an interest in it. 

Description of the Study: 

Other nurse investigators have found that there is a 
soothing, comforting, and even relaxing effect from a series 
of gentle massages. I will be performing a set of three 
massages according to a method that has been found to 
promote a state of ease and relaxation. 

a. Procedure

On the day of admission to the hospital prior to your 
surgery, I will do a nursing assessment. When you 
return to your room from the recovery room after your 
operation, and for the next 3 days, a total of 4 times, 
I will do another assessment. This consists of taking 
your vital signs (blood pressure, pulse, respirations, 
and temperature), listening to your lungs and abdomen, 
evaluate your ability to empty your bladder, and 
observe your level of activity (how well you move 
around and your tolerance for walking). This type of 
assessment is a routine nursing evaluation that nurses 
do on surgical patients. It takes about 10-15 minutes. 

On the day of surgery, following return to your room 
from the recovery room, and for the next 2 days (a 
total of 3 days), I will give you a gentle massage that 
consists of the following: 

I 



1. I will gently place my hands on your head,
forehead, neck, chest, stomach area, arms,
legs, feet, and back.
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2. I will use light strokes with my fingertips.

3. I will gently hold your head, hands, and
feet.

4. I will gently move the joints of your arms,
wrists, fingers, ankles, and toes through
range of motion.

5. I will use firm pressure on your hands and
feet.

6. I will do most of the massage while you are
lying on your back, and will help you to your
side for the movements on your back.

Immediately after the massage, I will do another 
nursing assessment and take your blood pressure, pulse, 
and respiratory rate. 

b. Discomforts/Risks:

1. Because this type of massage is not a current
nursing procedure and is performed primarily for
nursing research purposes, you might feel some
uneasiness. This is a normal feeling that
patients often experience during the initial
stages of the massage.

2. Since this type of massage promotes a relaxation
response, it is common to be easily disturbed by
loud noises during the procedure. Prior to the
massage, I will place a door sign, "Treatment in
Progress-Please Do Not Disturb."

c. Benefits:

1. Following the gently massage, you will experience
a relaxation response, conductive to rest.

2. Your participation in the study will be
instrumental in increasing nursing knowledge in
the care of surgical patients in the future.



d. confidentiality of Records:
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Your name will not be used in the release of
information. All data will be coded. When ready to
report the results, the information only will be
accessed, and not the names of the patients. I, the
investigator, am the only person who has access to the
data and will destroy it once I have collected all the
necessary information.

e. Participation in Project:

You have the option to withdraw at any time during the
study. This will not compromise your medical treatment 
or nursing care in this hospital. 

f. Compensation:

1. There is no compensation for participation in the
study.

2. There is no compensation provided by Texas Woman's
University, Baylor College of Medicine, and/or The
Methodist Hospital as a result of injury from
participation in research.

g. Contact Person:

You have permission to contact me, Connie Silva, at
(713) 785-9789 anytime during the study for any
questions or concerns.

h. Disclosure of Alternative Procedure:

The alternate option is your decision not to
participate in the study.
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BACK MASSAGE 

VERBAL DESCRIPTION OF THE STUDY 

Introduction: 
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Good (morning, afternoon, evening) Miss _________ _ 
Mrs. ________ My name is Connie Silva, a doctoral 
student in the nursing program at Texas Woman's University, 
Houston Center. Dr. _____________ (the patient's 
physician's name) is aware that I am talking with you today. 

I understand that you are scheduled for surgery 
(tomorrow/pre-admitted patient; today/same day admission 
patient). As a surgical patient, you are eligible to 
participate in my study. I have a concise description of 
the study and would like to read it to you. The 
investigator proceeds with a verbal description of the study 
with subject who demonstrates an interest in it. 

Description of the study: 

A. Procedure

Other nurse investigators have found that there is a 
soothing, comforting and even relaxing effect from a 
series of back massages performed on patients after 
surgery. I will be performing a set of three back 
massages according to a method that has been found to 
promote a state of ease and relaxation. 

I will perform a routine nursing assessment prior to 
your surgery. I will do the nursing assessments upon 
your ret�rn to your room from the recovery room, and 
for the next 3 days after your operation, a total of 4 
times. This assessment consists of taking your vital 
signs (blood pressure, pulse, respirations, and 
temperature), listening to your lungs and abdomen, 
evaluating your ability to empty your bladder, and 
observing your level of activity (how well you move 
around and your tolerance for walking after your 
surgery). The assessment takes about 10-15 minutes. 

on the day of surgery after your operation, and for the 
next 2 days (a total of 3 days), I will give you a back 
massage that consists of the following: 
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1. Lightly rubbing body lotion or body oil over your
back.

2. Superficial stroking movements over the entire
back.

3. Sliding hand movements from lower back to neck and
shoulders.

4. Kneading of upper back and shoulders.

5. Hand sliding and crisscrossing over entire back.

6. Upper back and shoulder stroking.

7. Stroking lower back with circular movements.

8. Placement of left hand over neck and right hand
over sacrum (tailbone).

9. Gentle rocking motion of the body with hands over
back.

I will perform another nursing assessment and take your 
blood pressure, pulse, and respirations immediately 
after completion of the back massage. 

Prior to giving you the back massage, I will ask you to 
turn on your side. 

The length of the back massage is 20 minutes. 

b. Discomforts and Risks:

Because this type of back massage is a procedure
performed primarily for nursing research purposes, you
might feel some uneasiness initially as I work with
you. This is a normal feeling that patients often 
experience. For some people this type of massage 
promotes relaxation, and it is common to be easily 
disturbed by loud noises during the procedure. For 
this reason, I will place a door sign, "Treatment in 
Progress-Please Do Not Disturb" prior to the massage. 

c. Benefits:

Following the back massage, you will experience a
relaxation response conducive to rest.



d. Confidentiality:
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Your name will not be used in the release of the
information. All data will be coded. When ready to
report the results, the information only will be
accessed, and not the names of the patients. I, the
investigator, am the only person who has access to the
data and will destroy it once I have collected the
necessary information.

e. Participation in the Project:_

You have the option to withdraw from the study at any
time. This will not compromise your medical treatment 
or nursing care in this hospital. 

f. Compensation:

There is no compensation for participation in the
study.

There is no compensation provided by Texas Woman's
University, Baylor College of Medicine, and/or The
Methodist Hospital as a result of injury from
participation in research.

g. Contact Person :

You have permission to contact me, Connie Silva, at
(713) 785-9789 anytime during the study for any
questions or concerns.

h. Disclosure of Alternative Procedure:

The alternative option is your decision not to
participate in the study.
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Introduction: 

CONTROL NO TREATMENT GROUP 

VERBAL DESCRIPTION OF THE STUDY 

Good (morning, afternoon, evening) Miss _________ _ 
Mrs. ________ My name is Connie Silva, a doctoral 
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student in the nursing program at Texas Woman's University, 
Houston Center. Dr. _________ (patient's physician's 
name) is aware that I am talking with you today. 

I understand that you are scheduled for surgery. As a 
surgical patient, you are eligible to participate in my 
study. I have a concise description of the study and would 
like to read it to you. The investigator proceeds with a 
verbal description of the study with subject who 
demonstrates an interest in it. 

Description of the study: 

A recent trend in postanesthesia care, formerly known as 
recovery room care, is for nurses in this specialty of 
nursing to establish a baseline assessment of the physical 
condition of patients scheduled for surgery. 

This information is helpful as patients are admitted to the 
postanesthesia care unit (PACU) and patient needs must be 
met. For example, some patients chill easily and would like 
the comfort of warm blankets; others might need protection 
of a body part such as when a joint is painful. 

Many patients do not remember their recovery room 
experience; some do. In an effort to provide better care, 
postanesthesia care nurses visit their patients, assess 
them, and follow them during their recovery. 

Routine nursing assessments allow the postanesthesia care 
nurse to be instrumental in easing the transition of the 
patient from the surgical to the postanesthesia experience 
and promote his/her recovery. 

a. Procedure:

I will do a nursing assessment on the day of admission
prior to your operation. I will also do the
assessments upon your return to your room from the
recovery room, and for the next 3 days, a total of 4
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times. The assessment consists of taking your vital 
signs (blood pressure, pulse, respirations, and 
temperature), listening to your lungs and abdomen, 
evaluating your ability to empty your bladder, and 
observing your level of activity (how well you move 
around and your tolerance for walking). This type of 
assessment is a routine nursing evaluation that nurses 
do on surgical patients, and takes 10-15 minutes. I 
will reassess you and retake your blood pressure, 
pulse, and respirations 20 minutes after the nursing 
assessment. The second measurement of vital signs is 
recommended by the National Center for Health when 
measuring vital statistics. 

b. Risks/Discomforts:

Even though there is no expected harm to you from the
routine nursing assessment, I will be available to
answer any questions you might have. The research
assistant will be with you during the nursing
assessments.

c. Benefits:

Your participation in the study may be significant in 
increasing nursing knowledge in the care of surgical 
patients. 

d. Confidentiality of Records:

Your name will not be used in the release of
information. All data will be coded. When ready to
report the results, the information only will be
accessed, and not the names of the patients.· I, the
investigator, am the only person who has access to the
data and will destroy it once I have collected all the
necessary.information.

e. Participation in Project:

You have the option to withdraw at any time during the
study. This will not compromise your medical treatment
or nursing care at this institution.

f. Compensation:

1. There is no compensation for participation in the
study.
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2. There -is no compensation provided by Texas Woman's
University, Baylor College of Medicine, and/or The
Methodist Hospital as a result of injury from
participation in research.

g. Contact Person:

You have permission to contact me, Connie Silva, at
(713) 785-9789 anytime during the study for any
questions or concerns.

h. Disclosure of Alternative Procedure:

The alternative option is your decision not to
participate in the study.
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The Methodist Hospital 

WRITTEN DESCRIPTION OF THE STUDY AND CONSENT 

I understand the following: 
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A. I will be assessed by the investigator the day of
surgery prior to my operation. The investigator will
perform the nursing assessment upon my return to my
room from the recovery room, and for the next 3 days
following my operation, a total of 4 times. I
understand the routine assessment consists of taking my
vital signs (blood pressure, pulse, respirations, and
temperature), listening to my lungs and abdomen,
evaluating my ability to empty my bladder, and
observing my level of activity (how well I move around
and tolerate walking after my operation). I understand
the assessment takes 10-15 minutes.

·1 will receive a gentle massage by the investigator for
3 (three) consecutive days as follows:

1. The day of surgery, upon my return to my room
from the recovery room and following the
routine nursing assessment.

2. The 1st day (24 hours) and the 2nd day (48
hours) after my surgery, immediately
following the routine nursing assessment.

I will receive a gentle massage that consists of the 
following: 

1. Light strokes with investigator's fingertips.

2. Gentle placement of investigator's hands on
my head, forehead, neck, chest, stomach area,
arms, legs, feet, and back.

3. Gentle holding of my head, hands, and feet.

4. Gentle movements of joints on my arms,
wrists, fingers, ankles, and toes.

5. Firm pressure on my hands and feet.

I understand I will receive the massage while lying on my 
back and will be assisted to my side for completion of 
movements on my back. 
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I understand that I will be re-assessed and will have my 
temperature, blood pressure, pulse rate, and respiratory 
rate retaken immediately following completion of the gentle 
massage. 

I understand the gentle massage takes 20 minutes. 

b. I understand that the procedures and investigations
described above involve the following possible risks
and discomforts.

1. I might experience some uneasiness when the
investigator first gives me a gentle massage.

2. I might be easily disturbed by loud stimulus
during the massage. This results from a
relaxation response to the massage.

3. I understand that to avoid disturbances, the
investigator will place a door sign: "Treatment in
Progress-· Please Do Not Disturb" during the time I
receive the gentle massage.

c. I understand that following the gentle massage, I will
experience a relaxation response conducive to rest.

d. I understand that there is a possible risk with loss of
confidentiality of data.

e. I understand that my participation in the study will be
instrumental in increasing nursing knowledge in the
care of the surgical patient in the future.

f. I understand that my name will not be used in the
release of information.

g. I understand that I have the option to withdraw at any
time from the study and my withdrawal will not
compromise my medical treatment or nursing care in the
hospital.

h. I understand that I receive no compensation for
participating in the study.

i. I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participating in research.



170 

j. I understand that in the event of injury resulting from
this research, Baylor College of Medicine and/or The
Methodist Hospital are not able to offer financial
compensation nor to absorb the costs of medical
treatment. However, necessary facilities, emergency
treatment, and professional services will be available
to research subjects, just as they are to the community
generally. My signature below acknowledges my
voluntary participation in this research project, but
in no way releases the investigators from their
professional and ethical responsibility.

k. I understand that I have permission to contact Connie
Silva at (713) 785�9789 anytime during the study for
questions or concerns.

I have received an oral and written description of the study 
and am willing to participate. 

Subject Date 

Investigator Date 

Witness Date 



st. Luke's Episcopal Hospital 

DISCLOSURE AND CONSENT FOR PARTICIPATION 
IN RESEARCH ACTIVITIES 
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TO THE PATIENT: You are being asked to participate in a 
nursing research study that I am carrying out to complete 
the requirements for a doctoral degree in nursing. This 
disclosure is meant to inform you so that you may make the 
decision to give or withhold your consent to the procedure. 

Participant: __________________________ _ 

Project Title: "Postanesthesia Postsurgery Recovery Scores 
of Patients with Abdominal Hysterectomies Measured in Terms 
of Nursing Assessments and Vital Signs." 

Date: _______ Research Subcommittee Number: Project 1005. 

Principal Investigator: Concepcion (Connie) Silva, RN, MS. 

Purpose of the Project: The primary purpose of this study 
is to measure the effects of the relaxation response by 
comparing vital signs before and after a gentle massage; the 
secondary purpose is to determine the effects of the 
relaxation response on the recovery rate of the patient by 
performing a nursing assessment and taking measurements of 
the vital signs. 

Expected Duration of Participation: 

a. Ten to 15 minutes for a baseline nursing
assessment.

b. Slightly over 1/2 hour on the day of surgery, 24
hours and 48 ours after surgery.

1. Ten to 15 minutes for pretreatment nursing
assessment

2. Twenty minutes for the gentle massage

3. Ten to 15 minutes for posttreatment nursing
assessment including vital signs immediately
following completion of the gentle massage.

c. Ten to 15 minutes for the nursing assessment 72
hours after surgery.
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I (We) voluntarily consent to and authorize Concepcion 
(Connie} Silva, RN, MS, principal investigator and/or 
such assistants as may be selected by her to perform 
the following procedures on me in connection with the 
research project outlined above: 

a. Admission Day: prior to surgery, a nursing 
assessment that consists of taking my vital signs 
(blood pressure, pulse rate, respiratory rate, and 
temperature), listening to my lungs and abdomen, 
evaluating my ability to empty my bladder, and 
observing my level of activity (how well I move 
around and my tolerance for walking). 

b. On the day of surgery, after return to my room
from the recovery room and for the next 3 days,
(4 days total), the investigator will do the
nursing assessment. I will be assisted to my side 
to help the nurse listen to my lungs through my 
back after listening to my front chest and 
abdomen. 

c. On the day of surgery, after the nursing
assessment, and for the next 2 days (3 days
total), I will receive a light, gentle massage
that consists of the following:

1. Gentle placement of investigator's hands on
my head, forehead, neck, chest, stomach area,
arms, legs, feet, and back.

2. Light strokes with investigator's fingertips.

3. Gentle holding of my head, hands, and feet.

4. Gentle movement of the joints of my arms,
wrists, fingers, ankles, and toes through
range of motion.

5. Firm pressure on my hands and feet.

d. I will receive most of the massage while lying on
my back, and will be assisted to my side for the
movements on my back.

e. Immediately following completion of the massage,
the investigator will reassess me and retake my
temperature, blood pressure, pulse rate, and
respiratory rate.



2. I (We) have been informed of possible benefits
associated with the procedures described above: The 
benefit is that the gentle massage is conducive to
rest.
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3. I (We) realize that the following risks and hazards may
occur in connection with the procedure(s) described
above:

Because this type of massage is not a routine nursing
procedure and is currently being performed for research
purposes, I might feel some uneasiness and a feeling of
loss of privacy. These are normal feelings that
patients often experience during the initial stages of
the massage.

Since this type of massage promotes rest, it is common 
to be easily disturbed by interruptions during the 
procedure. Prior to the massage, a sign will be placed 
on my room's door, "Treatment in Progress-Please Do 
Not Disturb," and will be removed at the completion of 
the procedure. 

4. I (We) understand that no warranty of guarantee has
been made to me as to result or cure.

5. I (We) understand that the investigator is willing to
answer any inquiries I may have concerning the
procedures herein described. I understand that I may
reach the investigator listed below at any time during
the project:

Connie Silva, RN- _ (713) 785-9789 

6. I (WeJ understand that the confidentiality of my
records insofar as they identify me will be maintained
in accordance with applicable state and federal laws.
I understand that my consent form may be reviewed by
the Research and Publications Subcommittee.

7. I (We) understand that my participation is voluntary
and that I may refuse to participate and/or withdraw my
consent and discontinue participation in the project or
activity at any time without penalty or loss of
benefits to which I am otherwise entitled.

8. I (We) understand that I will receive no monetary
compensation for participation in this research
project.
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9. I (We) understand that, in the event I suffer
unanticipated injury as a result of my participation in
this research project, I must notify the investigator.
I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participation in research.

In the event of injury resulting from this research,
Baylor College of Medicine and St. Luke's Episcopal
Hospital are not able to offer financial compensation
nor to absorb the costs of medical treatment. However,
necessary facilities, emergency treatment, and- __
professional services will be available to research
subjects, just as they are to the community generally.
My signature below acknowledges my voluntary
participation in this research project, but in no way
releases the investigators from their professional and
ethical responsibility to me.

10. I (We) understand that, should there be any unforeseen
circumstances that develop and alter or change the
progress of my recovery and disqualify me as an
eligible participant, the principal investigator will
inform me of my loss of eligibility and termination of
participation in the study.

11. I (We) have been given an opportunity to ask questions
and I (we) believe that I (we) have sufficient
information to give this informed consent.

I (We) certify that this form has been fully explained
to me, that I (we) have read it or have had it read to
me, that the blank spaces have been filled in, and that
I (we) understand its contents. I hereby consent to
the performance of the above procedures upon me. I
have been provided with a copy of this form.

Signature of Participant Signature of Witness 

______________ AM/PM 
Date Name (please print) 

City, State, Zip Code 

Or 



signature of Participant's 
Legally Authorized 
Representative 

----------'AM
/PM

Name (please print) 

Date Relationship to Participant 
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Translated (if applicable) into ______________ _ 

Read to Patient by _____________________ _ 

I have explained the above to the participant on the date 
stated on this consent form. 

Signature of Investigator Date 
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Written Description of the Study and Consent 
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The Methodist Hospital 

Written Description of the Study and Consent 

I understand the following: 
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A. I will be assessed by the investigator prior to my
operation. Upon my return to my room from the recovery
room, and for the next 3 days following my operation, a
total of 4 times, the investigator will perform the
nursing assessment. I understand that the routine
nursing assessment takes 10-15 minutes and consists of
the following: taking my vital signs (blood pressure,
pulse rate, respiratory rate, and temperature),
listening to my lungs and abdomen, evaluating my
ability to empty my bladder, and observing my level of
activity (how well I move around and tolerate walking
after my operation).

1. I will receive a back massage-for 3 days as
follows:

a. The day of surgery after my return to my room
from the recovery room, and after the nursing
assessment.

b. The first day (24 hours) and the 2nd day (48
hours) after my operation, immediately
following the routine nursing assessment.

2. I will receive a back massage that consists of the
following:

a. Long, slow, smooth, stroking movements with
the hands from lower back to neck.

b. Short, rapid strokes with the thumbs on lower
back.

c. Firm muscle kneading with the hands over
shoulders and upper arms.

d. Gentle squeezing of upper arm muscles.
e. Stroking circles with the hands on lower back

muscles.
f. Slight, gentle, rocking movement.

3. I will be reassessed by the investigator and will
have my temperature, blood pressure, pulse rate,
and respiratory rate retaken immediately following
completion of the back massage.
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4. The investigator will remain with me during the
time I receive the back massage and the time she
does a posttreatment nursing assessment and
retakes my temperature, blood pressure, pulse
rate, and respiratory rate.

5. During the time I receive the back massage, I will
lie on my side.

6. I understand that the back massage takes 20
minutes.

B. I understand that the procedures described above
involve the following possible risks and discomforts:

1. I might experience some uneasiness when the
investigator first gives me a back massage.

2. I might be easily disturbed by loud stimulus
(noises) during the massage and up to 2 hours
following the massage� This results from a
relaxation response to the massage.

3. I understand that to avoid disturbances, the
investigator will place a door sign: "Treatment in
Progress-Please Do Not Disturb" during the time I
receive the back massage.

C. I understand that following the back massage, I will
experience a relaxation response conducive to rest.

D. I understand that there is a possible risk with loss of
confidentiality of data.

E. I understand that my participation in the study will be
instrumental in increasing nursing knowledge in the
care of the surgical patient in the future.

F. I understand that my name will not be used in the
release of information.

G. I understand that I have the option to withdraw at any
time from the study and my withdrawal will not
compromise my medical treatment or nursing care in the
hospital.

H. I understand that I receive no compensation for
participating in the study.
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I. I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participating in research.

J. I understand that in the event of injury resulting from
this research, Baylor College of Medicine and/or The
Methodist Hospital are not able to offer financial
compensation nor to absorb the costs of medical
treatment. However, necessary facilities, emergency
treatment, and professional services will be available
to research subjects, just as they are to the community
generally. My signature below acknowledges my
voluntary participation in this research-project, but
in no way releases the investigators from their
professional and ethical responsibility.

K. I understand that I have permission to contact Connie
Silva at (713) 785-9789 anytime during the study for
questions or concerns.

L. I understand that, should there-by any unforseen
circumstances that develop or change the progress of my
recovery and disqualify me as an eligible participant,
the principal investigator will inform me of my loss of
eligibility and termination of participation in the
study.

I have received an oral and have read the written 
description of the study. I am willing to participate in 
the study and hereby authorize Concepcion (Connie) Silva to 
perform the procedure(s) or investigation(s) described in 
this consent. 

Subject Date 

Investigator Date 

Witness Date 



st. Luke's Episcopal Hospital 

DISCLOSURE AND CONSENT FOR PARTICIPATION 
IN RESEARCH ACTIVITIES 
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TO THE PATIENT: You are being asked to participate in a 
nursing research study that I am carrying out to complete 
the requirements for a doctoral degree in nursing. This 
disclosure is meant to inform you so that you may make the 
decision to give or-withhold your consent to the procedure. 

Participant: ____________________________ _ 

Project Title: "Postanesthesia Postsurgery Recovery Scores 
of Patients with Abdominal Hysterectomies Measured in Terms 
of Nursing Assessments and Vital Signs." 

Date: ______ R.esearch Subcommittee Number: Project 1005. 

Principal Investigator: Concepcion (Connie) Silva, RN, MS. 

Purpose of the Project: The primary purpose of this study 
is to measure the effects of the relaxation response by 
comparing vital signs before and after a back massage; the 
secondary purpose is to determine the effects of the 
relaxation response on the recovery rate of the patient by 
performing a nursing assessment and taking measurements of 
the vital signs. 

Expected Duration of Participation: 

1. 

a. Ten to 15 minutes for a baseline nursing
assessment.

b. Slightly over 1/2 hour on the day of surgery, 24
hours and 48 hours after surgery.

1. Ten to 15 minutes for nursing assessment
2. Twenty minutes for the back massage
3. Ten to 15 minutes for nursing assessment and

vital signs immediately following completion
of the back massage.

c. Ten to 15 minutes for the nursing assessment 72
hours after surgery.

I (We) voluntarily consent to and authorize Concepcion 
(Connie) Silva, RN, MS, principal investigator and/or 
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such assistants as may be selected by her to perform 
the following procedures on me in connection with the 
research project outlined above: 

a. Admission Day: prior to surgery, a nursing
assessment that consists of taking my vital signs
(blood pressure, pulse rate, respiratory rate, and
temperature), listening to my lungs and abdomen,
evaluating my ability to empty my bladder, and
observing my level of activity (how well I move
around and my tolerance for walking).

b. On the day of surgery, after return to my room
from the recovery room and for the next 3 days, (4
days total), the investigator will do the nursing
assessment. I will be assisted to my side to help
the nurse listen to my lungs through my back after
listening to my front chest and abdomen.

c. On the day of surgery, after the nursing
assessment, and for the next 2 days (3 days
total), I will receive a back massage that
consists of the following:

1. Lightly rubbing body lotion or body oil over
my back.

2. Superficial stroking movements over my entire
back with investigator's fingers.

3. Sliding hand movements from lower back to
neck and shoulders.

4. Kneading of upper back and shoulder muscles.
5. Hand sliding and crisscrossing over entire

back.
6. Upper back and shoulder stroking.
7. Stroking lower back with circular movements.
8. Placement of left hand over neck and right

hand over sacrum (tailbone).
9. Gentle rocking motion of the body with hands

over back.

d. I will receive most of the back massage while
lying on my side.

e. Immediately following completion of the back
massage, the investigator will reassess me and
retake my temperature, blood pressure, pulse rate,
and respiratory rate.
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2. I (We) have been informed of possible benefits
associated with the procedures described above: The
benefit is that the back massage is conducive to rest.

3. I (We) realize that the following risks and hazards may
occur in connection with the procedure(s) described
above:

Because the back massage is not a routine nursing
procedure and is currently being performed for research
purposes, I might feel some uneasiness and a feeling of
loss of privacy. These are normal feelings that
patients often experience during the initial stages of
the massage.

Since the back massage promotes rest, it is common to 
be easily disturbed by interruptions during the 
procedure. Prior to the back massage, a sign will be 
placed on my room's door, "Treatment in 
Progress-Please Do Not Disturb," and will be removed 
at the completion of the procedure. 

4. I (We) understand that no warranty of guarantee has
been made to me as to result or cure.

5. I (We) understand that the investigator is willing to
answer any inquiries I may have concerning the
procedures herein described. I understand that I may
reach the investigator listed below at any time during
the project:

Connie Silva, RN (713) 785-9789

6. I (We) understand that the confidentiality of my
records insofar as they identify me will be maintained
in accordance with applicable state and federal laws.
I understand that my consent form may be reviewed by
the Research and Publications Subcommittee.

7. I (We) understand that my participation is voluntary
and that I may refuse to participate and/or withdraw my
consent and discontinue participation in the project or
activity at any time without penalty or loss of
benefits to which I am otherwise entitled.

8. I (We) understand that I will receive no monetary
compensation for participation in this research
project.
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9. I (We) understand that in the event I suffer
unanticipated injury as a result of my participation in
this research project, I must notify the investigator.
I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participation in research.

In the event of injury resulting from this research,
Baylor College of Medicine and St. Luke's Episcopal
Hospital ·are not able to offer financial compensation
nor to absorb the,·.costs of medical treatment. However,
necessary facilities,·emergency treatment, and
professional services will be available to research
subjects, just as they are to the community generally.
My signature below acknowledges my voluntary
participation in this research project, but in no way
releases the investigators from their professional and
ethical responsibility to me.

10. I (We) understand-that, should there be any unforeseen
circumstances that develop and alter or change the
progress of my recovery and disqualify me as an
eligible participant, the principal investigator will
inform me of my loss of eligibility and termination of
participation in the study.

11. I (We) have been given an opportunity to ask questions
and I (we) believe that I (we) have sufficient
information to give this informed consent.

I (We) certify that this form has been fully explained
to me, that I (we) have read it or have had it read to
me, that the blank spaces have been filled in, and that
I (we) understand its contents. I hereby consent to
the performance of the above procedures upon me. I
have been provided with a copy of this form.

Signature of Participant Signature of Witness 

_________ _,;AM/PM 
Date Name (please print) 

City, State, Zip Code 

Or 



Signature of Participant's 
Legally Authorized 
Representative 

__________ .AM/PM 
Date 
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Name (please print) 

Relationship·to Participant 

Translated (if applicable) into ______________ _ 

Read to Patient by _____________________ _ 

I have explained the above to the participant on the date 
stated on this consent form. 

Signature of Investigator Date 
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The Methodist Hospital 

WRITTEN DESCRIPTION OF THE STUDY AND CONSENT 

I understand the following: 
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a. I will be assessed by the investigator prior to my
operation, the day of surgery upon my return to my room
from the recovery room, and for the next 3 days
following my operation, at 24, 48, and 72 hours. I
understand the routine nursing assessment consists�of.;
taking my vital signs (blood pressure, pulse rate,
respiratory rate, and temperature), listening to my
lungs and abdomen, evaluating my ability to empty my
bladder, and observing my level of activity (how well I
move around and tolerate walking after my operation).
I understand the assessment takes 10-15 minutes.

b. I understand that I will be reassessed and have my
vital signs retaken by the investigator 20 minutes
after each nursing assessment on day of surgery, and 24
and 48 hours after surgery, as recommended by the
National Center for Health when measuring vital
statistics. I-understand I will be assessed and have
my vital signs taken once at 72 hours after surgery.

c. I understand that though there is no expected harm to
me from the nursing assessments, the investigator will
be available before and following the assessments to
answer any questions I might have.

d. I understand that there is a possible risk with loss of
confidentiality of data.

e. I understand that my participation in the study will be
instrumental in increasing nursing knowledge in the
care of the surgical patient in the future.

f. I understand that my name will not be used in the
release of information.

g. I understand that I have the option to withdraw at any
time from the study and my withdrawal will not
compromise my medical treatment or nursing care in the
hospital.

h. I understand that I receive no compensation for
participating in the study.
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i. I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participating in research.

j. I understand that in the event of injury resulting from
this research, Baylor College of Medicine and/or The
Methodist Hospital are not able to offer financial
compensation nor to absorb the costs of medical
treatment. However, necessary facilities, emergency
treatment, and professional services will be available
to research subjects, just as they are to the community
generally. My signature below acknowledges my
voluntary participation in this research project, but
in no way releases the investigators from their
professional and ethical responsibility.

k. I understand that, should there be any unforseen
circumstances that develop and alter or change the
progress of my recovery and disqualify me as an
eligible participant, the principal investigator will
inform me of my loss of eligibility and termination of
participation in this study.

1. I understand that I have permission to contact Connie
Silva at (713) 785-9789 anytime during the study for
questions or concerns.

I have received an oral and have read the written 
description of the study. I am willing to participate in 
the study and hereby authorize Concepcion (Connie) Silva to 
perform the procedure(s) or investigation(s) described in 
this consent. 

Subject Date 

Investigator Date 

Witness Date 



st. Luke's Episcopal Hospital 

DISCLOSURE AND CONSENT FOR PARTICIPATION 
IN RESEARCH ACTIVITIES 
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TO THE PATIENT: You are being asked to participate in a 
nursing research study that I am carrying out to complete 
the requirements for a doctoral degree in nursing. This 
disclosure is meant to inform you so that you may make the 
decision to give or withhold your consent to the procedure. 

Participant: _________________________ _ 

Project Title: "Postanesthesia Postsurgery Recovery Scores 
of Patients with Abdominal Hysterectomies Measured in Terms 
of Nursing Assessments and Vital Signs." 

Date: _____ _,Research Subcommittee Number: Project 1005. 

Principal Investigator: Concepcion (Connie) Silva, RN, MS. 

Purpose of the Project: The primary purpose of this study 
is to measure, over a period of time, the recovery rate of 
the patients with abdominal hysterectomies in terms of 
nursing assessments and measurements of vital signs. 

Expected Duration of Participation: 

1. 

a. Ten to 15 minutes for a baseline nursing
assessment.

b. About 20-30 minutes on the day of surgery, 24
hours and 48 hours after surgery.

1. Ten to 15 minutes for nursing assessment and
vital signs.

2. Ten to 15 minutes for second nursing
assessment and vital signs 20 minutes after
the first nursing assessment.

c. Ten to 15 minutes for the nursing assessment 72
hours after surgery.

I (We) voluntarily consent to and authorize Concepcion 
(Connie) Silva, RN, MS, principal investigator and/or 
such assistants as may be selected by her to perform 
the following procedures on me in connection with the 
research project outlined above: 
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a. Admission Day: prior to surgery, a nursing
assessment that consists of taking my vital signs
(blood pressure, pulse rat�, respiratory rate, and
temperature), listening to my lungs and abdomen,
evaluating my ability to empty my bladder, and
observing my level of activity (how well I move
around and my tolerance for walking).

b. On the day of surgery, after return to my room
from recovery room and for the next 3 days, (4
days total), the investigator will do the nursing
assessment. I will be assisted to my side to help
the nurse listen to my lungs through my back after
listening to my front chest and abdomen.

-

c. Twenty minutes later, the investigator will
reassess me and retake my temperature, blood
pressure, pulse rate, and respiratory rate as
recommended by the National Center for Health when
measuring vital statistics.

2. I (We) have been informed of possible benefits
associated with the procedures described above: The
benefit is that my participation in the study may
increase nursing knowledge for the care of
postanesthesia abdominal hysterectomy patients as they
begin their recovery.

3. I (We) realize that the following risks and hazards may
occur in connection with the procedure(s) described
above: There is a remote chance of a feeling of loss
of confidentiality.

4. I (We) understand that no warranty of guarantee has
been made to me as to result or cure.

5. I (We) understand that the investigator is willing to
answer any inquiries I may have concerning the
procedures herein described. I understand that I may
reach the investigator listed below anytime during the
project:

Connie Silva, RN (713) 785-9789

6. I (We) understand that the confidentiality of my
records insofar as they identify me will be maintained
in accordance with applicable state and federal laws.
I understand that my consent form may be reviewed by
the Research and Publications Subcommittee.
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7. I (We) understand that my participation is voluntary
and that I may refuse to participate and/or withdraw my
consent and discontinue participation in the project or
activity at any time without penalty or loss of
benefits to which I am otherwise entitled.

8. I (We) understand that I will receive no monetary
compensation for participation in this research
project.

9. I (We) understand that in the event I suffer
unanticipated injury as a result of my participation in
this research project, I must notify the investigator.
I understand that there is no compensation provided by
Texas Woman's University as a result of injury from
participation in research.

In the event of injury resulting from this research, 
Baylor College of Medicine and St. Luke's Episcopal 
Hospital are not able to offer financial compensation 
nor to absorb the costs of medical treatment. However, 
necessary facilities, emergency treatment, and 
professional services will be available to research 
subjects, just as they are to the community generally. 
My signature below acknowledges my voluntary 
participation in this research project, but in no way 
releases the investigators from their professional and 
ethical responsibility to me. 

10. I (We) understand that, should there be any unforeseen
circumstances that develop and alter or change the
progress of my recovery and disqualify me as an
eligible participant, the principal investigator will
inform me of my loss of eligibility and termination of
participation in the study.

11. I (We) have been given an opportunity to ask questions
and I (we) believe that I (we) have sufficient
information to give this informed consent.

I (We) certify that this form has been fully explained
to me, that I (we) have read it or have had it read to
me, that the blank spaces have been filled in, and that
I (we) understand its contents. I hereby consent to
the performance of the above procedures upon me. I
have been provided with a copy of this form.



signature of Participant 

__________ AM/PM 
Date 

Or 

Signature of Participant's 
Legally Authorized 
Representative 

_________ .AM/PM 
Date 
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Signature of Witness 

Name (please print) 

City, State, Zip Code 

Name (please print) 

Relationship to Participant 

Translated (if applicable) into ______________ _ 

Read to Patient by _____________________ _ 

I have explained the above to the participant on the date 
stated on this consent form. 

Signature of Investigator Date 
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DEMOGRAPHIC AND MEDICAL HISTORY DATA TOOL 

Date: __________ _ 

1. Subject Code: ___ _

2. Age: ________ _

a. 35-44
b. 45-54
c. 55-64
d. 65-74

3. Height: ______ _

4. Weight: _______ _

5. Race:

a. White
b. Black
c. Other (Indian, Asian, American Indian,

Mediterranean, etc.)

6. Diagnostic Categories:

a. Malignant/pre-malignant

1. Cervical cancer
2. Uterine carcinoma and sarcoma
3. Tubal carcinoma
4. ovarian carcinoma
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Family pedigree (high risk for ovarian Ca) 
5. Cervical CIN
6. Endometrial hyperplasia and CIS

b. Symptomatic: organic, non-malignant pathology 

1. Leiomyomata
2. Adenomyosis
3. PID
4. Pelvic adhesions
5. Adnexal cysts or non-malignant neoplasia
6. Endometriosis
7. Uterine polyps
8. Postpartum hemorrhage



c. Functional only (non-organic) problems

1. Chronic pelvic pain
2. Uterine prolapse (SPR)
3. Stress urinary incontinence
4. Dysmenorrhea
5. Dyspareunia
6. Menorrhagia
7. Symptomatic cyst-urethor-rectocele
8. Carcinophobia (family history)

7. Surgical Procedure:

a. Abdominal hysterectomy
b. Abdominal hysterectomy with appendectomy
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c. Abdominal hysterectomy with (right/left) salpingo
oophorectomy

d. Abdominal hysterectomy with (right/left) salpingo
oophorectomy and appendectomy

e. Abdominal hysterectomy with bilateral salpingo
oophorectomy and appendectomy

f. Abdominal hysterectomy with one salpingo-
oophorectomy

g. Lysis of adhesions
h. Pelvic lymph node dissection
i. Pelvic lymph node biopsy
j. Other ______________________ _

8. Type of Anesthesia-General

9. Length of time in OR: _________ _

10. Fluid intake in OR: Total _______ _ 

a. Crystalloids:
b. Blood Expanders:
c. Blood Products:

11. Fluid Loss in OR Total: ________ _

a. Blood:
b. Urine:
c. Other:

12. Length of time in PACU: ________ _
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13. Fluid intake in PACU: Total: 

a. Crystalloids:
b. Blood Expanders:
c. Blood Products:

14. Fluid loss in PACU: Total: 

a. Blood:
b. Urine:
c. Other:

15. Medication for pain in PACU

a. Time: Medication & Dosage: 

b. Time: Medication & Dosage: 

c. Time: Medication & Dosage: 

16. Medication for nausea and/or vomiting in PACU

a. Time: Medication & Dosage: 

b. Time: Medication & Dosage: 

c. Time: Medication & Dosage: 

17. Other Medications (antihypertensives, diuretics, etc.)

a. Time: Medication & Dosage: 

b. Time: Medication & Dosage: 

c. Time: Medication & Dosage: 

18. Significant Medical History:

a. Renal

b. Cardiovascular:

c. Pulmonary:

d. Endocrinological:

e. GI/Hepatic:

f. Neuro:
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g. Musculoskeletal : _________________ _

h. Obstetrical: Gravida: ____ _ Para: _____ _

Abortions ____ _ Other: ___________ _

i. Gynecological: Pap Smear: (last done/results)

Menses: (Age start/cycle/age stop) ______ _

Dysfunctions (S/S) _______________ _

j. Cancer: (other than GYN) ____________ _ 

k. Smoking:

1. Smoker: (pack years) ____ _

2. Nonsmoker:

1. Allergies: ____________________ _

m. Other Surgeries:

n. Medications at home

1. Drug:

2. Drug:

3. Drug:

4. Drug:

5. Drug:

o. Significant Family

None:

Cancer:

Cardiovascular:

(Rx and non-Rx): 

Dosage/Route: 

Dosage/Route: 

Dosage/Route: 

Dosage/Route: 

Dosage/Route: 

History: 
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Diabetes: ---------------------
0th er: ______________________ _ 
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NURSING ASSESSMENT DATA COLLECTION TOOL 

Date: 

Code No.: ________ _ 

Assessment Day 

1. Prior to Surgery: Time Pre-Surgery 

2. Surgery Day: Time Pre-Rx 

3. 24 Hours Postanesthesia Time Post-Rx

4. 48 Hours Postanesthesia

5. 72 Hours Postanesthesia

Parameters Measurement Rating Score 

Blood Pressure-Systolic 

Blood Pressure-Diastolic 

Peripheral Pulse Rate 

Respiratory Rate 

Temperature 

Pulmonary Status: 

Breathing Pattern: 

Regular, even pattern. 
Irregular respirations; slight pause between some 
breaths. 
Deep respirations. 
Shallow respirations. 
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Effortless respirations. 
Slight effort to inha-le and/or to exhale with use of 
intercostal or abdominal muscles. 
Some effort to inhale and/or to exhale with use of 
intercostal and/or abdominal muscles. 
Marked intercostal muscle retractions. 
Supraclavicular muscle retractions. 
Apneic episodes. 
Tense posture. 
Nasal flaring. 

Breath Sounds: 

Vesicular breath sounds over peripheral lung fields. 
Reduced or harsh vesicular breath sounds over 
peripheral lung fields. 
Bronchial breath sounds over peripheral lung fields. 
Bronchovesicular breath sounds over peripheral lung 
fields. 
Absent breath sounds. 

Adventitious Sounds: 

None. 
Rhonchi (inspiratory/expiratory) or wheezes 
(inspiratory/expiratory) cleared by coughing. 
Rhonchi (insp/exp) or wheezes (insp/exp) may clear 
some by coughing; may require bronchodilator and/or 
pulmonary therapy; or rales (inspiratory), not 
cleared by coughing. 
Rhonchi (insp/exp) and wheezes (insp/exp), not 
cleared by coughing; or rhonchi (insp/exp) and rales, 
not cleared by coughing, requires pulmonary therapy 
and/or bronchodilators and diuretics for clearing. 
Pleural friction rub and rhonchi (insp/exp) or 
wheezes (insp/exp) or rales clearing only with 
pulmonary therapy, bronchodilators, and/or diuretics. 

Coughing: 

No secretions with strong cough. 
Coughing productively, secretions loose, easily 
expectorated. 
Productive cough, difficulty expectorating 
thick/tenacious or copious secretions. 
Weak cough .secretions may be present. 
Unable/reluctant to cough secretions may be present. 
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Gastrointestinal Status: 

Abdominal Distention: 

No abdominal distention; flat and/or soft abdomen. 
Minimal abdominal distention; abdomen may be soft. 
Moderate abdominal distention; abdomen may be soft. 
Moderate abdominal distention; moderately rounded 
semi-tight to tight abdomen; or asymmetrical or 
symmetrical distention; localized bulging or swelling 
of the abdomen may by present. 
Severe abdominal distention-evenly, rounded, tight, 
abdomen to maximum height of convexity. 

Nausea and/or Vomiting: 

No nausea, no vomiting. 
Some nausea-no antiemetics required for relief. 
Nausea-antiemetics may be required for relief. 
Nausea and vomiting-antiemetics, required for 
relief. 
Dependent on nasogastric tube to low suction. 

Bowel Activity: 

Bowel Sounds: 

Flatus: 

Active: loud gurgles or clicks over abdomen; may be 
audible without auscultation. 
Present: clearly audible gurgles, clicks over 
abdomen. 
Hyperactive: high-pitched, tinkling, gurgling rushes 
and loud splashes at frequent intervals, accompanied 
by pain; audible without auscultation. 
Diminished: faint or soft gurgles or clicks, 
irregular in timing. 
Absent: no bowel sounds heard past 5 minutes of 
auscultation over abdomen. 

Actively passing flatus with relief, independent of 
antiflatulent, enema, suppository, cathartic, or 
rectal tube; or relieved of flatus. 
Actively passing flatus, with relief, may require 
antiflatulent enema, suppository, cathartic, or 
rectal tube. 
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Passing some flatus, with some relief, may require 
antiflatulent, enema, suppository, cathartic, or 
rectal tube. 
Passing minimal flatus, minimal to no relief, may 
require antiflatulent, enema, suppository, cathartic, 
or rectal tube; may burp frequently. 
Not passing flatus; may feel gurgling abdominal 
movements; or unable to pass flatus in spite of 
antiflatulent, enema, suppository, cathartic, or 
rectal tube; may complain of "gas pains." 

Solid Waste Elimination: 

Bowel movement(s), non-cathartic, non-stool-softener, 
non-enema, or non-suppository induced; non-natural 
aids dependent.-
Bowel movement, natural aids dependent: dietary 
fiber, psyllium husks, dietary bran, fruits, prunes, 
etc. 
Bowel movement, stool softener dependent and/or 
induced. 
Bowel movement cathartic and/or enema or suppository 
induced; may take stool softener. 
No bowel movement. 

Urinary Status: Score: 

Voiding sufficient amounts without difficulty, 
burning, or pain. 
Voiding within 6 hours of Foley DC'D, sq of 30 cc/hr; 
may need some stimulation to start flow (water sound, 
warm water over perineum, tactile strokes over 
thighs). 
Voiding with use of medications (cholinergics, 
antiseptics, other _______ ), or tolerating 
scheduled clamping of Foley catheter. 
Frequency, urgency, retention (feeling of not 
emptying urinary bladder); urinary bladder 
distention, may require catheterization or 
reinsertion of indwelling Foley catheter. 
Indwelling Foley catheter dependent or Foley catheter 
discontinued, due to void, urinary bladder not 
distended. 
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Activity Level: Score: 

Ambulates in hall without nurse's or someone else's 
assistance, steady gait. 

Diet: 

Ambulates in hall with nurse's or someone else's 
assistance or supportive device, steady gait. 
Ambulates in room only; sit£-on chair or side of bed 
with minimal or no assistance. 
Ambulates short distances within room, with 
assistance. 
stands up and/or sits on chair with assistance. 
Sits on side of bed with assistance. 
Unable to sit on side of bed. --
Unable to sit on chair. 
Moves all extremities (while in bed). 
Needs some assistance to turn in bed. 
Needs total assistance to turn in bed. 

NPO and/or- Ice Chips 
allowed 

Clear liquids 

Full liquids 

Soft diet 

Regular or full diet 

Additional Diagnostics and 
Reason: 

Urine C & S 

Blood C & S 

x-ray/Scans

Other 

Medications and Indications 
(dose/route/frequency): 

Analgesics/dose/route: 

Antiemetics: 

Antibiotics: 

Antiflatulent: 

Cathartic: 

Rectal Suppository: 



Fleets/Slush Enema: 

stool Softener: 

Sedative: 

Intravenous Fluids: 

Other Medications: 

Treatments and Indications: 

Heating Pad: 

TED Hose:

IPPB (Respiratory Rx): 

Other Treatments: 

IV Fluids/Pain Medication Pump 

PCA pump discontinued. 

Intravenous fluids discontinued. 
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POSTAHESTHESIA RECOVERY FLOW SHEET 

ADMISSION DATE __ _ DISCHARGE DATE __ _ PATIENT CODE __ _ 

PARAMETER PRE-OP OP DAY POST-OP 1 POST-OP 2 POST-OP 3 POST-OP 4 POST-OP 5 

L UNGS 

Rx's 

Heds: 

ARDIOVASCULAR C 

Heart Rate: 

Med: 

T /P/R/BP 

12:00 am 

4:00 am 

8:00 am 

12:00 pm 

4:00 pm 

8:00 pm 

N AUSEA/VOHITING 

Anti emetics 

AB DOMEN 

Distention 

Tenderness 

Flat Plates 

Scans 
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�. 

PARAMETER PRE-OP OP DAY POST-OP 1 POST-OP 2 POST-OP 3 POST-OP 4 POST-OP 5 

s URGICAL INCISION 

Dressing 

Sutures 

Appearance 

BOW EL SOUNDS/FLATUS/BM 

Antiflatulent 

Stool Softener 

Cathartics 

Suppository 

Enemas/Rectal 

Tube/other 

UR !NARY BLADDER 

Foley/Voiding 

Retention 

Distention 

Analysis/C&S 

p AIN CONTROL 

PCA 

"PO" Analgesics 

F LOID BALANCE 

Intake/output 

D IET 

A CTIVITY 
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PARAMETER PRE-OP OP DAY POST-OP 1 POST-OP 2 POST-OP 3 POST-OP 4 POST-OP 5

T REATMENTS 

TEDS 

Heating Pad 

IPPB 

Other 

OT HER MEDS: 

Antipyretic 

Antibiotic 

Sedative 

Hormones 

Other 
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CRITERIA BIOLOGICAL INDICATORS 

Pulmonary Status 

Breathing Pattern 

5 Smooth regular, deep, effortless; air moves in and out 
rhythmically; thoracic rise and fall or abdominal rise 
and fall. 

4 Regular, even, effortless but shallow; chest or 
abdominal rise and fall are diminished. 

3 Irregular respirations; slight pause between some 
breaths-a fraction of a second delay before the next 
breath; or slightly labored respirations with use of 
intercostal or abdominal muscles to inhale or exhale; 
respiratory pattern may be deep or shallow, or regular, 
or irregular. 

2 Labored respirations-some effort to inhale and/or to 
exhale with use of intercostal muscles and/or apneic 
episodes; breathing pattern may be deep or shallow, 
regular or irregular. 

1 Labored respirations-marked intercostal and/or 
supraclavicular retractions present; tense posture, 
nostril flaring, and/or apneic episodes. 

Breath Sounds 

5 Vesicular breath sounds over peripheral lung 
fields-soft, low-pitched quality sounds heard during 
inspiration over all areas of the chest except where 
large airways are close to the surface; longer 
inspiration than expiration; no pause between 
inspiration and expiration. 

4 Reduced or harsh vesicular breath sounds over 
peripheral lung fields; normal breath sounds of less or 
higher intensity than the soft, low-pitched quality 
sounds. 

3 Bronchial breath sounds over peripheral lungs; high
pitched quality, loud, harsh sounds like air passing 
through a hollow tube; expiration is longer and more 
pronounced than inspiration. 
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2 Bronchovesicular breath sounds over peripheral lung 
fields-muffled, blowing sound with a medium to high 
pitch-expiration equal in duration to inspiration with 
no pause between phases. 

1 Absent breath sounds; sound heard over lung field due 
to no ventilating lung present or some pulmonary 
process prevents the sound vibrations from passing from 
the lung to the chest wall. 

Adventitious Sounds 

Rales: crackling sounds head during or toward end of 
inspiration; caused by air passing through fluid in alveoli; 
not cleared by coughing; sounds like "hair rubbing next to 
the ear," bubbles popping, or crackling cellophane. 

Rhonchi: rumbling or coarse sound like a snore, heard 
commonly on expiration but may occur at any point of 
inspiration/expiration; may be cleared by coughing, 
suctioning, or postural drainage. 

Wheeze: small airway musical (sibilant) noise caused by 
vibrations of air passing through narrow, swollen mucous 
membranes lumen; may be present on inspiration or 
expiration, but usually louder during expiration; may clear 
with coughing; may need bronchodilator. 

Pleural Friction Rub: dry, rough rubbing, grating, "wet 
leather squeaking together sound" due to pleural surface 
inflammation; heard throughout inspiration and expiration, 
more common on expiration. 

Score for Adventitious Sounds: 

5 None. 

4 Rhonchi (inspiratory/expiratory) or wheezes 
(inspiratory/expiratory). 

3 Rhonchi (insp/exp) or wheezes (insp/exp) may clear some 
by coughing; may require bronchodilator and/or 
pulmonary therapy; or rales (inspiratory), not cleared 
by coughing. 

2 Rhonchi (insp/exp) and wheezes (insp/exp), not cleared 
by coughing; or rhonchi (insp/exp) and rales, not 
cleared by coughing, requires pulmonary therapy and/or 
bronchodilators and diuretics for clearing. 
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1 Pleural friction rub and rhonchi (insp/exp) or wheezes 
(insp/exp) or rales clearing only with pulmonary; 
therapy, bronchodilators and/or diuretics. 

Coughing: 

5 No secretions with strong cough. 

4 Coughing productively; secretions loose, easily 
expectorated. 

3 Productive cough; difficulty expectorating 
thick/tenacious or copious secretions. 

2 Weak cough; secretions may be present. 

1 Unable/reluctant to cough; secretions may be present. 

Gastrointestinal Status: 

Abdominal Distention: 

5 No abdominal distention; flat and/or soft abdomen. 

4 Minimal abdominal distention; abdomen may be soft. 

3 Moderate abdominal distention; abdomen may be soft. 

2 Moderate abdominal distention; moderately rounded semi
tight to tight abdomen; or asymmetrical or symmetrical 
distention, localized bulging or swelling of the 
abdomen may by present. 

1 Severe abdominal distention-evenly, rounded, tight, 
abdomen to maximum height of convexity. 

Nausea and/or Vomiting: 

5 No nausea, no vomiting. 

4 Some nausea-no antiemetics required for relief. 

3 Nausea-antiemetics may be required for relief. 

2 Nausea and vomiting-antiemetics, required for relief. 

1 Dependent on nasogastric tube to low suction. 



Bowel Activity: 

Bowel Sounds: 

5 Active: loud gurgles or clicks over abdomen; may be 
audible without auscultation. 
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4 Present: clearly audible gurgles, clicks over abdomen. 

3 Hyperactive: high-pitched, tinkling, gurgling rushes 
and loud splashes at frequent intervals, accompanied by 
pain; audible without auscultation. 

2 Diminished: faint or soft gurgles or clicks, irregular 
in timing. 

3 Absent: no bowel sounds heard past 5 minutes of 
auscultation over abdomen. 

Flatus: 

5 Actively passing flatus with relief, independent of 
antiflatulent, enema, suppository, cathartic, or rectal 
tube; or relieved of flatus. 

4 Actively passing flatus, with relief; may require 
antiflatulent enema, suppository, cathartic, or rectal 
tube. 

3 Passing some flatus, with some relief; may require 
antiflatulent, enema, suppository, cathartic, or rectal 
tube. 

2 Passing minimal flatus; minimal to no relief; may 
require antiflatulent, enema, suppository, cathartic, 
or rectal tube; may burp frequently. 

1 Not passing flatus; may feel gurgling abdominal 
movements; or unable to pass flatus in spite of 
antiflatulent, enema, suppository, cathartic, or rectal 
tube; may complain of "gas pains." 

Solid Waste Elimination: 

5 Bowel movement(s), non-cathartic, non-stool-softener, 
non-enema, or non-suppository induced; non-natural aids 
dependent. 
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4 Bowel movement, natural aids dependent: dietary fiber, 
psyllium husks, dietary bran, fruits, prunes, etc. 

3 Bowel movement, stool softener dependent and/or 
induced. 

2 Bowel movement cathartic and/or enema or suppository 
induced; may take stool softener. 

1 No bowel movement. 

Urinary Status 

5 Voiding sufficient amounts without difficulty, burning, 
or pain. 

4 Voiding within 6 hours of Foley DC'D, sq of 30 cc/hr; 
may need some stimulation to start flow (water sound, 
wa�m water over perineum, tactile strokes over thighs). 

3 Voiding with use of medications (cholinergics, 
antiseptics, other _______ ), or tolerating 
scheduled clamping of Foley catheter. 

2 Frequency, urgency, retention (feeling of not emptying 
urinary bladder); urinary bladder distention, may 
require catheterization or reinsertion of indwelling 
Foley catheter. 

1 Indwelling Foley catheter dependent or Foley catheter 
discontinued, due to void, urinary bladder not 
distended. 

Activity Level 

5 Ambulates in hall without nurse's or someone else's 
assistance; steady gait. 

4 Ambulates in hall with nurse's or someone else's 
assistance or supportive device; steady gait. 

3 Ambulates in room only; sits on chair or side of bed 
with minimal or no assistance. 
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2 Ambulates short distances within room, with assistance; 
stands up with assistance; sits on chair with 
assistance; ambulates short distances within room with 
assistance. 

1 Unable to sit on side of bed or chair; moves all 
extremities; some assistance to turn in bed; or needs 
total assistance to turn in bed. 
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VITAL SIGNS MEASUREMENT LEVELS DATA TOOL 

DATE 

B 

A 

ASELINE NURSING 
SSESSMENT VITAL SIGNS 

s URGERY DAY 
Pre-Rx Vital Signs 

Post-Rx Vital Signs 

2 4 HOURS POST-OP 
Pre-Rx Vital Signs 

Post-Rx Vital Signs 

4 8 HOURS POST-OP 
Pre-Rx Vital Signs 

Post-Rx Vital Signs 

7 2 HOURS POST-OP 
Vital Signs 

Code Number: __ _ 

BLOOD PRESSURE RADIAL PULSE RESPIRATORY RATE TEMPERATURE 
RATE/HIN PER MINUTE DEGREES 

SYSTOLIC DIASTOLIC FAHRENHEIT 



APPENDIX Q 

Recovery Level Data Tool 

218 



219 

RECOVERY LEVEL DATA TOOL 

CODE NUMBER: 

DATE LUNG GASTROINTESTINAL URINARY ACTIVITY 
STATUS STATUS STATUS LEVEL 

BASELINE NURSING 
ASSESSMENT 

SURGERY DAY 
Pre-Rx Assessment 

Post-Rx Assessment 

24 HOURS POST-OP 
Pre-Rx Assessment 

Post-Rx Assessment 

48 HOURS POST-OP 
Pre-Rx Assessment 

Post-Rx Assessment 

72 HOURS POST-OP 
Assessment 

LEGEND 

LUNG STATUS: Lung function 
GI STATUS: Gastrointestinal function 
URINARY STATUS: Urinary function 
ACTIVITY LEVEL: Motor function 
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TOTAL DAILY MILLIGRAMS NARCOTIC ANALGESIC DATA TOOL 

_, __
Surgery Day Date ___ _ 
24 Hrs Post-Op 
48 Hrs Post-Op 
72 Hrs Post-op 

I NARCOTXC AHALGESXC: 

12:00-12:15 

12:15-12:30 

12:30-12:45 

12:45- 1:00 

1:00- 1:15 

1:15- 1:30 

l:30- 1:45 

l:45- 2:00 

2:00- 2:15 

2:15- 2:30 

2:30- 2:45 

2:45- 3:00 

3:00- 3:15 

3:15- 3:30 

3:30- 3:.as 

3:45- 4:00 

4:00- 4:l.5 

4:15- .a:30 

4:30- ,:,s 

4:45- 5:00 

5:oo- 5:l.5 

5:15- 5:30 

5:30- 5:45 

5:45- 6:00 

6:00- 6:15 

6:15- 6:30 

6:30- 6:.a5 

6:45- 7:00 

7:oo- 7:15 

7:15- 7:30 

7:30- 7:.a5 

7:45- 8:00 

8:00- 8:15 

8:15- 8:30 

8:30- 8:.a5 

8:45- 9:00 

/4f/l/l l"•••ocH
I 

f: � ll:59 PM 
"' f$ 

12:00-12:15 

12:30-12:45 

12:30-12:45 

12:45- 1:00 

1:00- 1:15 

1:15- 1:30 

1:30- 1:45 

1:45- 2:00 

2:00- 2:15 

2:15- 2:30 

2:30- 2:45 

2:45- 3:00 

3:00- 3:l.5 

3:15- 3:30 

3:30- 3:.as 

3:45- 4:00 

,:oo- .a:l.5 

,:is- .a:30 

4:30- .a:45 

4:45- 5:00 

s:oo- 5:l.5 

5:l.5- 5s30 

5:30- 5:.a5 

5:45- 6:00 

6:00- 6:l.5 

6:15- 6:30 

6:30- 6:.a5 

6:45- 7:00 

7:oo- 7:15 

7:15- 7:30 

7:30- 7:.a5 

7:.a5- 8:00 

8:0o- 8:l.5 

8:15- 8:30 

8:30- 8:45 

8:45- 9:00 

� 
�� 

Ii 
l¥J 

Patient Code __ 

Room# __ 

).

9

/ 

Basal Rate __ mga 

I E .. 
t �"' � 

Dose •ga 
Delay 
one Bour Limit 
Bolus __ agm -

• __ cc/ hr 

• __ cc 

·-

II 

-
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TOTAL DAILY MILLIGRAMS NARCOTIC ANALGESIC DATA TOOL (cont.) 

Surgery Day 
24 Hrs Post-op 
48 Hrs Post-Op 

__ 72 Hrs Post-Op 

Date ___ _ 

I NARCOTrc ANALGESIC: 

Patient Code __ 

Room# __ 

;f fo I! /4'1"" NOONro /4 { /l �! I � /ii 11: 59 PM 
,� c/ f: � � � l� � � � � � 

Basal Rate __ •ga 
Dose mga 

Delay 
One Bour Limit 
Bolus __ aga • 

9:00- 9:15 9:00- 9:15 

9:15- 9:30 9:15- 9:30 

9:30- 9:45 9:30- 9:45 

9:45-10:00 9:45-10:00 

10:00-10:15 10:00-10:15 

l.O:l.5-10:30 10:15-10:30 

10:30-10:45 l.0:30-10:45 

10:45-11:00 10:45-11:00 

11:00-11:15 11:00-11:15 

11:15-11:30 11:15-11:30 

11:30-11:45 l.l.:30-11:45 

11:45-1.2:00 11:45-12:00 

• __ cc/ hr 
• __ cc 
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ANALGESIC AND BOWEL PROGRAM DATA TOOL 

ANALGESIC 

Demerol HS04 Supp 
mgm/24 hr mgm/24 hr 

Op Day 
Date 

Post-op 1 
Date 

Post-op 2 
Date 

Legend: 

Analgesics: 
Meperidine Hydrochloride (Demerol) 
Morphine Sulfate (HS04) 

Rectal 
Tube 

Bowel Program Treatments and Medications: 
Rectal Suppository 
Rectal Tube 
Slush Enema 
Fleets Enema 
Antiflatulent 
Stool Softener 
Cathartic 

Code Number ___ _ 

BOWEL PROGRAM 

Slush 
Enema 

Fleets 
Enema 

Anti- · · stool - Catharti C
Flatulent Softener
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SUMMATED RATING SCALE BIOLOGICAL INDICATORS 

DATE BLOOD 

PRESSURE PULSE RESP. 
RATE RATE 

Sys Diast 

Baseline 
Nursing 
Assessment 

Surgery Day 
Assessment 

Post Rx 
Assessment 

24 Hours 
Post-Op 
Assessment 

Post Rx 
Assessment 

48 Hours 
Post-Op 
Assessment 

Post-Rx 
Assessment 

72 Hours 
Post-Op 
Assessment 

LEGEND: 

B/P: Systolic/diastolic blood pressure 
Pulse Rate: Radial pulse/minute 
Resp. Rate: Respirations/minute 
Lungs Status: Pulmonary function 
GI Status: Gastrointestinal function 
Urinary Status: Urinary function 
Activity Level: Motor function 

TEMP. 

Code Number ___ _ 

LUNGS GI 
STATUS STATUS 

URINARY 
STATUS 

ACTIVITY 
LEVEL 
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RELAXATION TOUCH: A THERAPEUTIC ENERGETIC INTERACTION 

PROCEDURE 

I. Cleaning the Energy Field of the Patient

Throughout entire energy field clearing and energy channels 
balancing session on patient: 

1. Recenter, quiet the mind, body, and emotions, and
reconnect with inner sense of. wholeness, unit, and
peace within.

2. Continue to activate energy flowing up and down through
the body and out through the hands.

3. Visualize the patient's energy field clearing and
energy flowing through the energy channels.

Patient 
Position: 

Investigator 
Position: 

Manipulations: 

Supine with arms at· the sides, extended in 
anatomical position; legs in extension. 

stand at mid-right side of patient. 

With hands open, held about 4-6 inches above 
the patient, palms facing downward and 
forming a 90 degree angle with the radial 
edge of each hand, begin smooth "sweeping 
movements" from neck down to toes first, and 
neck up to crown of head next, ending each 
downward stroke and each upward -stroke with a 
sharp shake of the hands to release •· · 
collection of static energy "scooped off" the 
patient. Spend 45-60 seconds clearing the 
energy field of the patient. 

a. Clean each arm from shoulder to
fingertips.

b. Clean chest and torso with downward
strokes.

c. Continue downward strokes over front and
sides of thighs, calves, ankles, and

, . feet, all the way down to the tip of the 
toes. 
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d. Cleanse neck, face, and head with upward
strokes from collarbone to crown of
head.

II. Stimulation and Balancing of Subtle Energy Flows-Right
Upper Extremity

Patient 
Position: Supine with arms at the sides, arms extended in 

anatomical position; legs in extension in 
anatomical position. 

Investigator 
Position: stand at mid-right side of patient. 

1. Right Arm: Stimulation of energy flows, right 
shoulder to right wrist: prestissage: 

With palms and fingers of both hands, do a series of 
gentle, firm muscle squeezes, starting at the top of 
the arm and finishing at the wrist. Spend 15-30 
seconds stimulating energy flows from right shoulder to 
right wrist. 

a. Place each hand (in C or V position) around arm,
beginning at shoulder level.

b. Pick up the muscle mass using the whole hand.

1. Lift the muscle away from the bone.

2. Squeeze the muscle gently upward, making
small circular motions.

3. Let the hand relax on the downward part of
small circle.

Opening Energy Channels from Right Shoulder to 
Right Wrist 

Spend 10-15 seconds to upon energy channels on 
right arm. 

Patient's right arm is at the side in full 
extension, anatomical position with fingers 
relaxed, slightly flexed. 



(Lung 
Channel) 

(Large 
Intestine 
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Hold the patient's right upper arm with both hands 
and gently pull it downward from the shoulder 
joint. 

Slide both hands below the patient's right elbow 
and gently pull the lower arm downward. 

Slide both hands below the patient's right wrist 
and gently pull the lower arm downward. 

Stimulation of Specific Energy Channels in Right 
Arm: 

Position patient's right arm extended with lower 
arm supinated. 

Press firmly with left thumb on palmar surface of 
position's right hand, underneath the right thumb. 

With right fingers or right thumb, stimulate the 
lung channels flow by massaging up and down middle 
upper third area of the patient's right lower arm 
toward antecubital space. Massage for 10-15 
seconds. 

Channel) With right thumb and fingers, massage the webbing 
tissue between the patient's right thumb and right 
index finger. 

(Small 
Intestine 
Channel) 

Simultaneously with left fingers, stimulate large 
intestine meridian by massaging the upper lateral 
third of the patient's right arm over the radius, 
the depression at the end of the fold which 
appears when the elbow is bent 90 degrees. 
Massage for 10-15 seconds. 

Position patient's lower arm in pronation, elbow 
remains extended. 

With right thumb, press on the depression at the 
wrist, midway between the styloid process of the 
ulna .. and the radius • 



2. 
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Simultaneously place left hand across the 
patient's right posterior shoulder. Hold right 
thumb pressure and hand placement for 15 seconds. 

Right Hand: Stimulation of Energy Flow in Right Hand 

Position patient's right lower arm and 
hand in anatomical position. 

Flex, extend, hyperextend, and rotate 
the wrist. 

Massage the palm of the patient's right 
hand with right hand in fist position 
while cradling/supporting its dorsum 
with opposite hand. 

Spend 7-10 seconds on stimulation of 
energy flow in right hand. 

Stimulation of Specific Energy Channels 
in Right Hand 

Supinate patient's right lower arm to do 
range of motion on each finger. Pronate 
patient's lower right arm as needed to 
complete range of motion on fingers. 
Spend 60-75 seconds on range of motion 
on fingers of patient's right hand. 

Beginning with patient's right thumb, 
perform range of motion on each finger, 
starting with the wrist/thumb/finger 
articulation and finishing at the 
fingertips. 

Thumb (Lungs) a.· Rotate thumb three times clockwise, 
then three times counterclockwise 
at its joint with the wrist. 

b. Rotate each phalanx sideways in the
thumb.

c. Flex, extend, and hyperextend the
thumb.

d. At the completion of range of
motion in the thumb, slightly pull
the thumb in extension and hold,
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with thumb and index finger, at 
either side of patient's fingernail 
for 3-5 seconds. 

e. Perform same range of motion
procedure in each finger of the
right hand.

1. Index Finger (large intestine}

2. Middle Finger (general health}

3�· �Ring Finger (shoulder) 

4. Little Finger (small intestine}

Brushing Off Static Energy Released by 
Patient 

Use light downward sweeping strokes with 
fingertips of both hands from patient's 
right shoulder to right fingertips, each 
stroke ending with a sharp shake of the 
hands to clear collection of static 
energy released from patient's right arm 
manipulations. Perform sweeping strokes 
three times. 

III. Harmonizing and Balancing Central Energy Channel and
Large Intestine

Patient 
Position: 

Investigator 
Position: 

Supine with arms at the sides, arms extended 
in anatomical position; legs in extension in 
anatomical position. 

Stand at mid-right side of patient. 

Harmonize Energy Flow Throughout Patient's 
Anterior Central Channel and Large Intestine 

Place right hand lightly over the abdomen, 
between the navel and the pubic bone of the 
patient and set up a flow of energy. 

Place left hand on patient's forehead, 
establishing an energy circuit between the 
two hands. Hold position for 15-30 seconds. 
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Palms facing down, place left hand at 
ileocecal area and right hand, opposite to 
the left hand, corresponding with level of 
rectum. Hold position for 15 seconds. 

Move palmar surfaces of both hands, upward so 
that the left hand is at the level of the 
ascending colon and the right hand is at the 
level of the descending colon. Hold position 
for 15 second. 

Slide the palmar surfaces of both hands 
upward, so that the left hand is at the level 
of the .hepatic flexure and the right hand is 
at the level of the splenic flexure. Hold 
position for 15 seconds. 

IV. Harmonizing and Balancing Right Side with Left Side
Energy Channels

Patient 
Position: 

Investigator 
Position: 

supine with arms at the sides, arms extended 
in anatomical position; legs in extension in 
anatomical position. 

Stand at mid-right side of patient. 

Place palmar surface of right hand and the 
patient's left hip area and the palmar 
surface of the left hand over the patient's 
right shoulder. Hold position for 15 
seconds. 

V. Stimulation and Balancing of Subtle Energy Flows-Left
Upper Extremity

Patient 
Position: 

Investigator 
Position: 

Supine with arms at the sides, arms extended 
in anatomical position. 

Stand at mid-left side of patient. 

1. Left Arm: stimulation of energy flows. left shoulder to
left wrist; prestissage: 

With palms and fingers of both hands, do a series of 
gentle, firm muscle squeezes, starting at the top of 
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the arm and finishing at the wrist. Spend 15-30 
seconds stimulating energy flows from left shoulder to 
left wrist. 

a. Place each hand (in c or V position) around arm,
beginning at shoulder level.

b. Pick up the muscle mass using the whole hand.

(Lung 
Channel) 

1. Lift the muscle away from the bone.

2. Squeeze the muscle gently upward, making
small circular motions.

3. Let the hand relax on the downward part of
small circle.

Opening Energy Channels from Left Shoulder to
Left Wrist

Same procedure as right shoulder-right wrist.
Spend 10-15 seconds stretching the left arm.

Position patient's left arm at the side in
full extension, anatomical position with
fingers relaxed, slightly flexed.

Hold the patient's left upper arm with both
hands and gently pull it downward from the
shoulder joint.

Slide both hands below the patient's left
elbow and gently pull the lower arm downward.

Slide both hands below the patient's left
wrist and gently pull downward, feeling a
complete stretch of the patient's left arm.

Stimulation of specific energy channels in
left arm:

Position patient's left arm extended with lower 
arm supinated. 

Press firmly with right thumb on palmar surface of 
patient's left hand, underneath the left thumb. 
At the same time, with left fingers or left thumb, 
stimulate the lung channel flow by massaging up 



(Large 
Intestine 
Channel) 

(Small 
Intestine 
Channel) 
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and down middle upper third area of patient's left 
lower arm towards antecubital space. Massage for 
10-15 seconds.

With left thumb and left fingers, massage the 
webbing tissue between the patient's left thumb 
and left index finger. 

With right fingers or right thumb, stimulate large 
intestine meridian by massaging the upper lateral 
third of the patient's left arm over the radius, 
the depression at the end of the fold which 
appears when the elbow is bent 90 degrees. 
Massage 10-15 seconds. 

Position patient's lower arm in pronation, elbow 
remains extended. 

With left thumb, press on the depression at the 
wrist, midway between the styloid process of the 
ulna and the radius. 

Simultaneously place right hand across the 
patient's right posterior shoulder. Hold right 
thumb pressure and hand placement for 15 seconds. 

2. Left Hand: Stimulation of Energy Flow in Left Hand 

Same procedure as right hand. 
Investigator reverses position. 

Position patient's left lower arm and 
hand in anatomical position. 

Flex, extend, hyperextend, and rotate 
the wrist. 

Massage the palm of the patient's left 
hand with left hand in fist position 
while cradling/supporting its dorsum 
with opposite hand. 

Spend 7-10 seconds on stimulation of 
energy flow in left hand. 
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Stimulation of Specific Energy Channels 
in Left Hand 

Procedure is the same as the right hand. 
Spend 60-75 seconds on range of motion 
on fingers of patient's left hand. 

Supinate patient's left lower arm to do 
range of motion on each finger. Pronate 
patient's lower left arm as needed to 
complete range of motion on fingers. 

Beginning with patient's left thumb, 
perform range of motion on each finger, 
starting with the wrist/thumb/finger 
articulation and finishing at the 
fingertips. 

Thumb (Lungs) a. Rotate thumb three times clockwise,
then three times counterclockwise
at its joint with the wrist.

p. Rotate each phalanx sideways in the
thumb.

c. Flex, extend, and hyperextend the
thumb.

d. At the completion of range of
motion in the thumb, slightly pull
the thumb in extension and hold,
with thumb and index finger, at
either side of patient's fingernail
for 3-5 seconds.

e. Perform same range of motion
procedure in each finger of the
left hand.

1. Index Finger (large intestine)

2. Middle Finger (general health)

3. Ring Finger (shoulder)

4. Little Finger (small intestine)
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Brushing Off Static Energy Released by 
Patient 

Use light, downward, sweeping strokes 
with fingertips of both hands from 
patient's left shoulder to left 
fingertips, each stroke ending with a 
sharp shake of the hands to clear 
collection of static energy released 
from patient's left arm manipulations. 
Perform sweeping strokes three times. 

VI. Harmonizing and Balancing Left Side with Right Side
Channels
Procedure is similar to right side-left side
harmonizing and balancing. Investigator reverses
position.

Patient 
Position: 

Investigator 
Position: 

Supine with arms at the sides, arms extended 
in anatomical position; legs in extension in 
anatomical position. 

Stand at mid-left side of patient. 

Place palmar surface of left hand on the 
patient's right hip area and the palmar 
surface of the right hand over the patient's 
left shoulder. Hold position for 15 seconds. 

VII. Stimulation and Balancing of Subtle Energy Flows-Left
Lower Extremity

Patient 
Position: 

Investigator 
Position: 

1. Left Leg:

Supine with arms at the sides, arms extended 
in anatomical position; legs in extension in 
anatomical position. 

Stand at mid-left side of patient. 

Stimulation of Energy Flows, Left Thigh 
to Left Ankle: Prestissage: 

With palms and fingers of both hands, do a series of 
gentle, firm muscle squeezes, starting at the top of 
the left thigh, continuing downwards, around the left 
thigh, left knee, and left lower leg, avoiding the calf 



238 

muscles, and finishing at the ankle. Spend 20-30 
seconds on stimulation of energy flows from left thigh 
to left ankle. 

a. Place each hand (in C or V position) at the hip
joint level and slide the hands downwards, around
the entire left thigh and the left leg down to the
left ankle.

b. Pick up the muscle mass using the whole hand.

1. Lift the muscle away from the bone.

2. Squeeze the muscle gently upward, making
small circular motions.

3. Let the hand relax on the downward part of
small circle.

Opening Energy Channels from Left Hip to Left 
Ankle 

Stand at mid-left side of patient, slightly at the 
level of patient's left knee. Accordingly change 
position towards the foot of the patient to 
complete stretching the leg and perform range of 
motion on the ankle. Spend 20-40 seconds opening 
energy channels from the patient's left hip to the 
left ankle. 

1. Leg Stretching

Firmly hold the left upper thigh of the
patient with both hands and gently pull the
left leg downward.

Slide the hands slightly below the patient's
left knee and pull the lower left leg
downward.

Hold the patient's left heel firmly with both
hands and gently pull downward at the left
ankle, feeling and complete stretch of the
patient's entire left leg.



Kidney and 
Stomach 
Channels 

2. Ankle Rotation

Stand at the foot of the patient. 
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Hold the patient's left foot with right hand 
while cupping left hand under the patient's 
left heel. 

Rotate the patient's left ankle inward 3-4 
times and outward 3-4 times. 

Plantarflex and dorsiflex the left ankle 3-4 
times. 

Stimulation of Kidney-Intestine Energy 
Channels 

Stand at the right lower side of the patient. 

Place middle left finger in the middle of the 
arch of the left foot; ·simultaneously place 
the left thumb in the middle depression on 
top of the left ankle. Gently press on these 
two points. Keep the patient's left toes 
pointing up and slightly toward the patient's 
face. 

Place the palmar surface of the right hand 
over the patient's left knee and hold hand 
position and finger/thumb pressure for 10-15 
seconds. 

Slide palmar surface of the right hand over 
patient's left upper anterior thigh. Hold 
right hand position and left finger/left 

_thumb pressure on patient's left foot and 
ankle for 10-15 seconds. 

Slide palmar surface of the right hand over 
patient's left lower abdomen about 2 inches 
below the umbilicus. Hold right hand 
position and left finger/left thumb pressure 
on patient's left foot and ankle for 10-15 
seconds. 



Left Foot: 
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Stimulation of Energy Flows in the Left 
Foot 

Remain standing at the foot of the patient. 

With right hand in fist position, massage the 
entire sole of:the patient's left foot from heel 
to toes, while supporting the dorsum of the left 
foot with the left hand. 

Place the right fist on the bottom of the left 
foot as if punching the left foot with firm 
pressure. 

Use the left hand over dorsum of left foot to push 
against pressing force from right fist. 

Press with fisted right-hand a little at a time to 
stimulate the entire sole, from heel to ball of 
the foot. Perform upward pushing�pressing motions 
on sole of the foot 2-3 times. 

Stimulation of Individual Energy Channels in the 
Left Foot 

Remain standing at the foot of the patient. 

Beginning with patient's left big toe, perform 
range of motion on each left toe, starting at the 
toe/foot articulation and finishing at tip of the 
toes. Spend 60-75 seconds on range of motion on 
patient's left toes. 

Big Toe 
(Spleen) 

a. Rotate big left toe three times clockwise,
then three times counterclockwise at its
joint with the foot.

b. Rotate each phalanx sideways in the big left
big toe.

c. Flex, extend, and hyperextend the left big
toe.

d. At the completion of range of motion of the
left big toe, slightly pull the toe in
extension and hold, with thumb and index



finger, at either~side of patient's big 
toenail for 3-5 seconds. 

e. Perform same range of motion procedure in
each toe of the left foot.

1. Between Big Toe and Second Toe-Liver

2. Between Second and Third Toe-Stomach

3. Depression Between 4th and 5th
Toes-Gallbladder

Brushing Off Static Energy Released by 
Patient 
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·use light downward sweeping strokes with
fingertips of both hands form patient's left
hip to left toetips, each stroke ending with
a sharp shake of the hands to clear
collection of static energy released from
patient's manipulations on the left leg.
Perform sweeping strokes three times.

VIII. Stimulation and Balancing of Subtle Energy
Flows-Right Lower Extremity

Procedure is the same as for the left lower extremity. 
Investigator reverses position. 

Patient 
Position: Supine with arms extended in anatomical 

position at the sides; legs in extension in 
anatomical position. 

Investigator 
Position: Stand at mid-right side of patient. 

stimulation of Energy Flows. Right Thigh 
to Right Ankle: Prestissage: 

1. Right leg:

With palms and fingers of both hands, do a series of 
gentle, firm muscle squeezes, starting at the top of 
the right thigh, continuing downwards and around the 
right thigh, right knee, and right lower leg, avoiding 
the calf muscles, and finishing at the ankle. Spend 
20-30 seconds on energy flow stimulation from right
thigh to right ankle.
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a. Place each hand (in C or V position) at the hip
joint level and slide the hands around the entire
right thigh and right leg down to the right ankle.

b. Pick up the muscle mass using the whole hand.

1. Lift the muscle away from the bone.

2. Squeeze the muscle gently upward, making
small circular motions.

3. Let the hand relax on the downward part of
small circle.

Opening Energy Channels from Right Hip to Right 
Ankle 

Stand at mid-right side of patient slightly at the 
level of patient's right knee and change position 
towards the foot of the patient to complete 
stretching the leg and perform range of motion on 
the ankle. Spend 20-40 seconds opening energy 
channels from the patient's right hip to the right 
ankle. 

1. Leg Stretching

Firmly hold the right upper thigh of the patient 
with both hands and gently pull the right leg 
downward. 

Slide the hands slightly below the patient's right 
knee and pull the lower right leg downward. 

Hold the patient's right heel firmly with both 
hands and gently pull downward at the right ankle, 
feeling a complete stretch of the patient's entire 
right leg. 

2. Ankle Rotation

Stand at the foot of the patient. 

Hold the patient's right foot with left hand while 
cupping right hand under the patient's right heel. 
If right-handed, the patient's right foot may be 
held and the ankle may be rotated with the right 
hand, while the left hand supports the heel. 



2. 

243 

Rotate the patient's right ankle inward 3-4 times 
and outward 3-4 times. 

Plantarflex and dorsiflex the right ankle 3-4 
times. 

Kidney 
and 
stomach 
Channels 

Right Foot 

Stimulation of Kidney-Intestine Energy 
Channels 

Stand at the left lower side of the patient. 

Place middle right finger in the middle of 
the arch of the right foot; simultaneously 
place the right thumb in the middle 
depression on top of the right ankle. Gently 
press on these two points. Keep the 
patient's right toes pointing up and slightly 
toward the patient's face. 

Place the palmar surface of the left hand 
over the patient's right knee and hold hand 
position and finger/thumb pressure for 10-15 
seconds. 

Slide palmar surface of the left hand over 
patient's right upper anterior thigh. Hold 
left hand position and right finger/left 
thumb pressure on patient's right foot ankle 
for 10-15 seconds. 

Slide palmar surface of the left hand over 
patient's right lower abdomen about 2 inches 
below the umbilicus.; ,Hold left hand position 
and right finger/right thumb pressure on 
patient's right foot and ankle for 10-15 
seconds. 

stimulation of Energy Flows in the Right 
Foot 

Remain standing at the foot of the patient. 

With right hand in fist position, massage the entire 
sole of the patient's right foot from heel to toes, 
while supporting the dorsum of the right foot with the 
left hand. 

Place the right fist on the bottom of the right foot as 
if punching the right foot with firm pressure. 
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Use the left hand over dorsum of the right foot to push 
against pressing force from the right fist. 

Press with fisted right-hand a little at a time to 
stimulate the entire sole, from heel to ball of the 
foot. Perform upward pushing-pressing motions on sole 
of the foot 2-3 times. 

Big 
Toe 

Stimulation of Individual Energy Channels in the 
Right Foot 

Remain standing at the foot of the patient. 

Beginning with patient's right big toe, perform 
range of motion on each right toe, starting at the 
toe/foot articulation and finishing at tip of the 
toes. Spend 60-75 seconds on range of motion on 
patient's right toes. 

a. 

b. 

c. 

d. 

Rotate big right toe three times clockwise, 
then three times counterclockwise at its 
joint with the foot. 

Rotate each phalanx sideways in the big right 
big toe 

Flex, extend, and hyperextend the right big 
toe. 

At the completion of range of motion of the 
right big toe, slightly pull the toe in 
extension and hold, with thumb and index 
finger, at either side of patient's big 
toenail for 3-5 seconds. 

e. Perform same range of motion procedure on
each toe of the right foot.

1. 

2. 

3. 

Between Big Toe and Second Toe-Liver 

Between Second and Third Toe-Stomach 

Depression Between 4th and 5th 
Toes-Gallbladder 
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Use light downward sweeping strokes with 
fingertips of both hands from patient's right 
hip to right toetips, each stroke ending with 
a sharp shake of the hands to clear 
collection of static energy released from 
patient's manipulations on the right leg. 
Perform sweeping strokes three times. 

IX. Harmonizing the Balancing Posterior Energy Channels:

Patient 
Position: 

Investigator 
Position: 

Patient is assisted to turn on the left side. 

Stand at mid-back of patient on right side of 
the bed. 

Spinal Balancing 

Harmonize the energy flow through the spinal 
pathway starting at the sacrum and moving up 
towards the base of the neck for 15-30 
seconds. 

Place the palm of the left hand at the base 
of the neck, with fingers pointing towards 
the right side of the patient. 

Pla·ce the palm of the right hand on the 
coccyx, with fingers pointing toward the 
patient's feet. 

Maintain the palm of the left hand at the 
base of the patient's neck while rotating the 
position of the right hand as follows: 

Place the back (dorsum) of the right 
hand over the patient's sacrum with

fingers pointing up towards the head of 
the patient-hold for a few seconds. 

Rotate right hand so that the palmar 
surface lays over the patient's back, 
with fingers pointing towards patient's 
right side, and slightly overlapping the 
previous position. 
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Continue alternating right hand 
positions, as placement of the right 
hand slides upward towards the patient's 
neck. 

1. Dorsum of right hand over spine
(fingers pointing toward the
patient's head) .

2�. �.Palm of right hand across the spine 
(fingers pointing toward the 
patient 1s•right side). 

Left Side-Right Side Balance 

Balance and harmonize left side with right 
side energies and right side with left side 
energies. 

·continue standing on mid-right side of
patient.

Place palm of left hand, fingers 
pointing toward the spine, on left 
shoulder of patient and palm of right 
hand, fingers pointing toward patient's 
right side on the right hip. Hold 
lightly for about 30 seconds. 

Move to the opposite side of the bed, 
standing midway on the left side of the 
patient. Place�alm of right hand, 
fingers pointing toward the spine, on 
right shoulder of patient and palm of 
left hand, fingers pointing toward 
patient's left side, on left hip. Hold 
lightly for about 30 seconds. 

Brushing Off Excess Energy Released by 
Patient: 

Stand on mid-right side of patient. 

Place palmar surface of right hand on right 
shoulder of patient, left hand on left 
shoulder. 
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With fingertips, gently brush across the back 
as hands cross at the neck, and continue 
brushing down the shoulders and sides of the 
patient. Right fingertips are brushing left 
side of patient; left fingertips brush the 
right side. 

At lumbar level, uncross the arms, so that 
the right hand brushes down the right side of 
the patient and the left hand brushes the 
left side, both hands stroking down to the 
heels. Repeat 2-3 times. 

x. Final Clearing and Revitalizing of Energy Fields:

Patient 
Position: 

Investigator 
Position: 

References: 

Patient remains on the left side. 

Stand at mid-back of patient on right side of 
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CENTERING AND VISUALIZATION MEDITATION 

INNER REFERENCE OF STABILITY AND ENERGY FLOW 

Posture: (Krieger, 1979) 
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1. Sit in a relaxed position, either on a chair or on the
floor so that the body is in alignment.

2. Either lay the hands comfortably, palms up, on the lap
if sitting on a chair, or fold them one on top of the
other if sitting on the floor or ground with legs
crossed.

3. Sit up straight with the weight of the head falling
straight down the spinal column.

4. Slowly move 1-2 inches from side to side, pendulum
motion, to establish a perfect balance and stop when
the spine feels in postural alignment.

5. Close the eyes and breathe slowly, evenly, deeply, and
effortlessly.

Scanning For Tension: 

1. Feet and legs

a. Wiggle the toes, rotate the ankles, and then relax
them.

b. Note any tension on calves. Breathe in deeply and
let go of this tension during exhalation.

2 . Lower torso 

a. Become aware of any tension/tightness or pain in
the lower back. Breathe in comfort and
relaxation, and let go of this tension.

b. Note any tension in the hips, pelvis, buttocks,
and genital area and allow these areas to relax
with the next breathe out.

3. Diaphragm and stomach

a. Take a couple of deep breaths slowly in and out,
feeling more and more relaxed with each
exhalation.
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b. Notice any tension/tightness experienced in this
area and let go with the next slow deep breath.

c. Take a couple of cleansing deep breaths.

4. Lungs and chest cavity-Be aware of any tension in this
area, take a couple of slow, deep breaths and release
the tension.

5. Shoulder, neck, and throat

a. Swallow a couple of times and notice any tension
or soreness in the throat and neck. Roll the head 
around clockwise first and then counterclockwise. 

b. Shrug the shoulders and become aware of any
tightness. Breathe deeply and allow the breath to 
relax the muscles. 

6. Head

a. Beginning at the top of the head, scan for
tension: look for pain in the forehead, a band of 
pain around the head, and pain or tension behind 
the eyes. 

b. Note any tightness in the jaw, checking for
locking or grinding of teeth and taut lips. Be 
aware of the ear. Breathe deeply and allow tense 
areas to get loose. 

7. Scan for any remaining tension and allow that tension
to be released with the next deep breath. Feel more
and more relaxed with each deep breath and continue
focusing on the deep breathing to maintain this state
of relaxation.

Visualization: Grounding and Running Energy: (Gawain, 
1985) 

1. When deeply relaxed, imagine that there is a long cord
attached to the base of the spine and is extending down
through the floor and the ground all the way down to
the center of the earth.

2. Imagine that the energy of the earth is flowing up
through this cord, and up through the soles of the feet
to all parts of the body until it exits at the top of
the head. Picture this image until the flow of energy
is established.
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3. Now imagine that universal energy is flowing through
the top of the head, through the body, all the way down
so that it exits at the soles of the feet and continues
its flow down to the center of the earth.

4. Feel both flows of energy going in different directions
and mixing harmoniously in the body in abundance. Feel
that energy filling every part of the body until it
overflows as radiant energy.

5. Feel this radiant energy overflowing from the palms of
the hands and experience its electromagnetic qualities
by placing one hand in front of the other at a distance
of 2-3 inches apart.

6. Continue to visualize the flows of the grounding and
universal energies flowing through the body and out
through the hands.

Shielding: (Joy, 1979) 

1. Visualize a transparent bubble, "energy field," shield
surrounding the body from head to toes and extending
15-18 inches from skin level. The transparent bubble
consists of three shades of light-an innermost white
light next to the body, an intermediate blue laser
light, and an outermost purple violet flaming light.

2. Keep the bubble "energy field" shield visualized when
administering energy balancing touch.

Focusing: (Krieger, 1979) 

1. Turn attention inward and focus on the patient's subtle
energy flows opening and flowing freely and the
stimulation of the patient's energy fields being most
effective where needed.

2. Remain focused on the intention to assist the patient
in the mobilization of own energy flows and own
recovery.

Clearing static Energy Released by Patient: 

1. Prior to entering patient's room, visualize a
"waterfall" that is constantly washing away through a
window, all static energy cleared from the patient.
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2. At the completion of the treatment, shake off hands or
rinse them in cold running water.

3. After leaving the patient's room, in a private place,
visualize yourself under a running "waterfall."

Rationale for Centering and Meditation: 

Centering prepares the physical body for inner reference of 
stability (Krieger, 1979). Scanning the body for tension 
and releasing it prepares the body for meditation (Krieger, 
1979). Creative visualization is the process of creating an 
image of something one wishes to manifest and strongly 
believes in (Gawain, 1985). Visualization of ground and 
universal energy flow allows for availability of a 
continuous source of "subtle" energy to keep charged during 
interaction with patient's energies. The energy bubble 
around the body is a shield to prevent other people's or 
environment's energies (thoughts, criticisms, judgments) 
that may contaminate the energy directed to the patient 
during the administration of relaxation touch. The ground
universe cords of energy and the energy shield are supported 
by energy field theorists who propose that man is constantly 
in interaction with his internal and external environmental 
energies (Badgley, 1980; Becker, 1985; Burr & Northrop, 
1935; Rogers, 1970). 
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INSTANT CENTERING AND VISUALIZATION MEDITATION 

Procedure: (Krieger, 1979) 

1. Sit or stand comfortably in postural alignment.

2. Check out body tension spots and release the tension
with deep inhalations/exhalations.
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3. Concentrate on breathing deeply and experience a state
of balance, quietude, and relaxation.

4. Visualize energy flowing through body from ground to
universe and universe to ground.

5. Visualize protective energy field.

6. Focus on intention to assist the patient.
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I. Position

BACK MASSAGE PROCEDURE 

A. Patient is on left side lying position close to
the edge of the bed.

B. The nurse warms the lubricant container-body
lotion or body oil.

c. The nurse stands at the·right side of the bed.

1. Uncovers the patient's hips and back.
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2. Drapes the lower buttocks of the patient with
a towel.

3. Provides covers as needed for warmth.

4. Warms hands by rubbing them together briskly.

II. Technique

A. Gentle contact with patient by holding hands on
patient's back for a few seconds.

B. Superficial stroking movements with the hands to
apply lubricant, beginning at lower back, with
fingertips pointing toward the left's neck.

c. Sliding hands from the neck down, over the
shoulder blades and down the sides of the patient.

D. Sliding hands with long strokes on either side of
the spine upward form the lower back to the neck,
with fingers pointing cephalad, and moving down
from the shoulder blades along the patient's sides
to lower back. Repeat.

E. Short, rapid strokes with the thumbs beginning at
lower back, close to the spine, and moving toward
the patient's head up. Stroke sacrolumbar area.

F. Kneading upper back and shoulders several times.

G. Sliding hands f rem either side of the vertebrae
down the sides of the patient, fingertips pointing
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away from vertebral area, waist level to neck and 
shoulders. 

H. Crisscrossing hands over entire back from waist
level to shoulders and neck.

I. Stroking middle to upper back and shoulders with
open hands.

J. Squeezing deltoid and upper arms gently.

K. Stroking lumbosacral muscles on either side of the
lower vertebrae, using circular motion with right
hand while left hand is placed over the patient's
neck with fingers pointing to the right shoulder
of the patient.

L. Finishing of back rub with placement of left hand,
fingers pointing to the right side of the patient,
over patient's neck and right hand, fingers
pointing downward, over sacrum for 30-45 seconds.

M. Gentle rocking of body for 30-45 seconds with left
hand over patient's right shoulder and right hand
over patient's right hip, with fingers pointing
toward patient's right side. Gentle removal of
hands.

III. Physiological Effects of Back Massage:

Reflex effects are produced in the skin by stimulation
of the peripheral receptors which transmit the impulses
through the spinal cord to the brain and produce
sensations of pleasure and/or relaxation. At the
peripheral level, the impulses cause relaxation of
muscles and dilation or constriction or arterioles,
resulting in sedation. Circulation of blood flow and
lymph fluid are enhanced. The pleasant effects from
the physical relaxation of muscles reduces mental
tension as well (Krusen, Kottke, & Ellwood, 1971).
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