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CHAPTER 1 

INTRODUCTION 

The management of postoperative pain is a major 

responsibility of the nurse. The nurse must clearly show 

that caring and concern in the process of pain management 

are more important than the single act of administering 

analgesic medications. Nurses can competently develop a 

plan of care which will reduce or alleviate the pain a 

patient experiences after undergoing an operative proce

dure. 

The pain experience has been identified as possessing 

physiological, psychological, and emotionally reactive com

ponents. Pain is identified as either acute or chronic in 

nature, and it is usually managed by physicians and nurses 

with this fact being of primary consideration when select

ing actions to alleviate pain. Postoperative pain is 

acute in nature and traditionally has been managed singly 

with narcotic and nonnarcotic analgesics. Operant condi

tioning, biofeedback, relaxation training and other cog

nitive manipulations have been implemented in the treat

ment of chronic pain. However, few options other than 
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taking analgesics are available to the postoperative 

patient for pain relief. 

Preoperative teaching by the nurse continues to be 

limited. Information relating to preoperative procedures 

and expected routines are frequently provided to patients. 

Since the experience of surgery has often been identified 

as psychologically threatening, it is necessary to provide 

structure to patients and to prepare them psychologically 

for the entire postoperative experience of which informa

tion about pain and associated discomforts is so vitally 

important. The focus of this study was to determine the 

differences between two groups of patients receiving dif

ferent teaching plans. 

Problem of Study 

The problem of this study was to determine the dif

ferences on pain scores between two groups of patients. 

The experimental group received a structured teaching plan 

and the control group received the standard teaching plan. 

The pain scores were comprised of: (a) the pain rating 

index (PRI) scores achieved by the treatment group and 

control group of su~jects on the McGill-Melzack Pain 

Questionnaire (Melzack, 1975), (b) on present pain inten

sity (PPI) scores achieved by the treatment group and 
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control group of subjects on the McGill-Melzack Pain 

Questionnaire; and (c) on number of words chosen (NWC) 

scores achieved by the treatment group and control group 

of subjects on the McGill-Melzack Pain Questionnaire. 

Justification of Problem 

Several studies have been conducted which consider 

the effects of preoperative instruction on the recovery 

of patients after a surgical intervention (Andrew, 1970; 

Johnson, Rice, Fuller, & Endress, 1978; Lindeman, 1973; 

Lindeman & Van Aernam, 1971; Miller & Shada, 1978). 

Lindeman (1973), who studied the effects of structured and 

unstructured teaching, showed that preoperative teaching 

significantly improved postoperative ventilating function 

and reduced hospital stay. Lindeman and Van Aernam (1971) 

found that data from a study of surgical patients sup

ported the value of structured preoperative instruction 

and promoted patient recovery by decreasing the length of 

hospital stay and increasing scores on tests of ventila

tory function. 

A study conducted by Miller and Shada (1978) focused 

on interviewing open-heart surgery patients postopera

tively to identify what information presented or not 

presented preoperatively was important to their recovery. 
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As a result of this study, Miller and Shada suggested that 

areas of pain occurrence and pain duration be explained 

during the preoperative period. Patients in this study 

viewed the nurse as an important provider of information 

during the preoperative period. 

Johnson et al. (1978) studied the effects of giving 

information about the sensations that surgical patients 

experience as compared to the effects of providing infor

mation about coping activities and procedure information. 

They found that the intervention of providing descrip

tions of sensory experience was the only intervention 

that significantly increased the rate of recovery of 

patients in their study of 81 cholecystectomy patients. 

In a study done by Johnson (1972), she supported 

her h ypothesis that accurate expectations about physical 

sensations will reduce distress when an individual is 

faced with a threatening event. In another study, 

Johnson (1973) found that preparatory information which 

reduces the incongruency between expected and experienced 

sen sations is associated with less intense emotional 

response during painful stimulation. 

Preparatory instruction was given to patients who 

were classified into groups according to the way in which 

t h e y managed stressful situations. These three groups of 
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patients were defined as sensitizers, neutrals, and 

avoiders. The purpose of the study was to improve recov

ery from surgery for sensitizers, but the findings of 

the study indicated that learning was not important for 

this group of patients (Andrew, 1970). 

The studies which have been cited demonstrated that 

preoperative instruction is important in improving recov

ery from surgery, reducing length of hospitalization, and 

reducing distress in threatening situations. Patients 

have expressed the desire to know more about pain occur

rence and pain duration. The nursing profession in gen

eral and nurses in particular face the challenge of 

determining the specific kind of information about pain 

which will be most beneficial to preoperative patients. 

Theoretical Framework 

The gate-control theory of pain as presented by 

Melzack and Wall (1965) and Gagne's (1977) theory pf 

learning formed the theoretical base for this study. 

Melzack and Wall's (1965) gate-control theory consists 

of three spinal cord systems which transmit nerve impulses 

when stimulation of the skin has occurred. These systems 

include the cells of the substantia gelatinosa in the 

dorsal horn, the dorsal-column fibers that project toward 
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the brain, and the first central transmission (T) cells 

in the dorsal horn. The substantia gelatinosa is believed 

to function as a gate-control system which modulates the 

afferent patterns prior to its influencing the transmis

sion cells. A central control trigger which activates 

selective brain processes that influence the modulating 

properties of the gate-control system is located in the 

afferent patterns in the dorsal column system. Neural 

mechanisms are activated by the transmission cells which 

compose the action system which is responsible for per

ception and response. 

The gate-control system consists of the substantia 

gelatinosa which acts as a gate-control system that modu

lates the synaptic transmission of nerve impulses from 

peripheral fibers to central cells. Small diameter fibers 

are responsible for an excitatory effect of arriving 

impulses in the substantia gelatinosa and large diameter 

fibers are responsible for inhibitory effects of arriving 

impulses in the substantia gelatinosa. Melzack and Wall 

(1965) proposed that in this afferent input system there 

are three features which are important in explaining pain: 

the relative balance of activity in large versus small 

fibers, the stimulus-evoked activity, and the ongoing 

activity which precedes the stimulus. As long as impulses 
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are being transmitted via small diameter fibers and there 

is no large diameter fiber activity, the gate is held in a 

relatively open position. When large diameter fibers are 

stimulated, there is a counteraction effect on the 

impulses and the presynaptic gate will be partially or 

completely closed. The pain experience and response 

results when the output of the transmission cells reaches 

or exceeds a critical level. 

Afferent conduction at the earliest synaptic levels 

of the somesthetic system can be influenced by descending 

efferent fibers which are activated by stimulation of the 

brain. Control over sensory input is exerted by central 

nervous system activities subserving attention, emotion, 

and memories of prior experience. Melzack and Wall (1965) 

suggested that these central influences are regulated 

through the ~ate-control system. This central control 

trigger activates particular, selective brain processes 

that exert control over sensory input. 

A sequence of responses by the action system is 

triggered when the firing level of transmission cells 

exceeds a critical preset level. Among these responses 

are a startle response, a flexion reflex, postural read

justment, vocalization, orientation of the head and eyes 

to examine the damaged area, autonomic responses, 
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evocation of past experience in similar situations and 

prediction of the consequences of the stimulation and many 

other patterns of behavior aimed at diminishing the sen

sory and affective component of the whole experience. 

Gagne's (1977) theory of learning was used to support 

the structured teaching plan of the study. Major con

cepts in Gagne's theory of learning include learning out

comes, phases in an act of learning, input stimulus situa

tion, output response, learning types, and learning 

hierarchies. Learning outcomes consist of intellectual 

skills, cognitive strategies, verbal information, motor 

skills, and attitudes. Phases in an act of learning 

include internal processes of learning. These internal 

processes are attention, selective perception, semantic 

encoding, retrieval, response organization, control pro

cesses, and expectancies. ExternaL events are responsible 

for enhancing and supporting the internal processes. 

Gagne (1977) identified the types of learning as signal 

learning, stimulus-response learning, chaining, and verbal 

association. 

Gagne (1977) stated that the psychological organiza

tion of intellectual skills may be represented as a learn

ing hierarchy. This learning hierarchy is often composed 

largely of rules. Two or more rules may be necessary to 
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the learning of a superordinate rule. Once the super

ordinate rule has been learned, it may combine with 

another rule. This learning of a combination of rules 

leads to the attainment of an organized set of intellec

tual skills. 

Gagne (1977) stated that many kinds of intellectual 

skills, both simple and complex, are learned by the indi

vidual. The learning of a rule is the most typical form 

of an intellectual skill. Intellectual skills can be 

further subcategorized into the learning of concepts. 

A component of a rule is a concept, and the concept is 

subordinate to the rule. Another type of intellectual 

skill is termed a discrimination. A learner must have 

the ability to distinguish the difference between objects 

which have particular qualities. Discrimination is being 

able to tell the difference between variations in some 

particular object-property. 

Higher order rules can be utilized for problem solv

ing by the learner. On many occasions, two or more rules 

may be combined from very different content domains in 

order to solve a problem. 

Gagne (1977) stated that a cognitive strategy is the 

most important kind of learning outcome achieved by the 

h uman being. With this skill the internal processes of 



10 

attending, learning, remembering, and thinking are regu

lated by the learner. Cognitive strategies are not 

oriented to any particular kind of external content. 

Verbal information is a third category of learning 

outcome. The learning of verbal information composes a 

large part of an individual's life. This type of learning 

is important because an individual will need to know cer

tain facts; it is an aid and accompaniment to learning, 

and it is important as specialized knowledge. 

The acquisition of a motor skill is usually easy to 

distinguish in human performance. A motor skill is not 

the performance of certain prescribed movements but of 

the organization of these movements to include a total 

action that is smooth, regular, and precisely timed. A 

high degree of internal organization has occurred when 

these movements are smooth and precisely timed. 

Attitudes are another kind of learning outcome. 

Gagne (1977) defined attitudes as an internal state that 

influences the choices of personal action made by the 

individual. Attitudes possess affective and cognitive 

aspects in addition to behavioral consequences. Gagne 

(1977) emphasized the importance of the effects of atti-

tudes upon behavior. Attitudes are learned through 
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single incidents, from individuals' experiences of success 

and pleasure, and by imitating other people's behavior. 

Gagne (1977) believed that learning ·is a set of pro

cesses. He defined the phases of processing as the events 

of learning. The events of learning are initiated when 

the learner receives stimulation from the environment 

which triggers his receptors and is converted to neural 

information. The sensory register then receives this 

information where it stays for a very brief time. If 

the information persists for a longer time period, it 

must be the focus of the process of attention. 

The process of attending involves the learner having 

the ability to attend to specific features of the contents 

of the sensory register. A process of transformation is 

accomplished by attending and this new kind of input 

enters the short-term memory. The information which has 

been transformed enters the short-term memory and will 

generally stay for a time period up to 20 seconds. There 

are two forms of storage which are believed to occur in 

the short-term memory. The first, an acoustic form, 

involves information which is internally "heard" by the 

learner. The second form, an articulatory form, involves 

information which the learner "hears himself saying." 
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The next step of the process of learning involves 

encoding of information which is input to the long-term 

memory. Information containing perceptual features is 

transformed into a conceptual form. Organization of 

information occurs when it is encoded into long-term 

memory. Encoded information may take the form of meaning

ful propositions, hierarchial relations of concepts, topi

cal organization, and visual and other kinds of imagery. 

Encoded information also undergoes storage and retrieval 

processes. 

The response generator is the next structure involved 

in the transformation of information. This structure has 

two functions: first, to determine the basic form of 

human responding; and second, to determine the pattern of 

the performance. This pattern of performance involves 

the sequence and timing of the movement involved in the 

action to be accomplished. The last two stages involved 

in the processing of information are performance and feed

back. In the performance stage there is activation of 

the effectors which results in patterns of activity that 

can be observed externally. Whatever capability has been 

learned, the performance should demonstrate that the 

learning has occurred. The final aspect in the process 

of learning is the event of feedback. Feedback occurs 
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outside the learner, and is provided by the learner's 

observation of the effects of his performance. The 

learner is provided with the confirmation that his learn

ing has accomplished its purpose. 

This study is based on the aspect of the gate-control 

theory of pain which focuses on the control of sensory 

input by central nervous system activities. Such psycho

logical factors as past experience, attention, and emotion 

influence pain response and perception by acting on the 

gate-control system. Teaching the preoperative patients 

about the pain and associated discomforts following sur

gery will provide psychological comfort and will present 

an experience which they will be able to perceive as non

threatening. This experience in learning about their 

pain will provide them with an element of control when 

they are faced with the pain experience. 

Since Gagne's (1977) theory of learning is an eclec

tic psychology, his ~heory can be applied to all types of 

learners and learning needs. Adult learners facing sur

gery have attained through formal education and life 

experience a broad base of knowledge upon which to base 

new information, but the researcher was aware that in this 

study it would be difficult to predict common character

istic learning capabilities within the ·sample. Newly 
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admitted patients anticipating nonemergency surgery are 

least affected by the medical regimen and hospital envi

ronment. Their physical and mental capabilities are 

more intact than other types of patients. The researcher 

felt that learning for the preoperative patient would be 

enhanced through a more organized and structured teaching 

plan. 

Gagne (1977) outlined instructional events which can 

be used to support and enhance each of the phases of learn

ing. These instructional events were used to formulate 

the teaching plan. The statement and communication of 

objectives served to establish expectancy of the perform

ance to be achieved as a result of learning. Directing 

attention was achieved through the use of transparencies. 

Stimulating recall, providing learning guidance, enhanc

ing retention, and transfer of learning were accomplished 

with the use of patient activity (Appendix A). Test ques

tions were included to elicit performance from the 

patient. 

Assumptions 

The following assumptions underlying the study were: 

1. Pain in the postoperative period is a common 

occurrence . 
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2. Central nervous system activity is capable of 

exerting control over perception of pain. 

3. Painful sensory stimuli are transmitted to the 

gating mechanism via small diameter fibers. 

4. Stimulation of large diameter fibers creates an 

inhibitory effect on impulses transmitted to the gating 

mechanism thereby decreasing or preventing pain percep

tion. 

5. Patients are human beings capable of learning. 

6. Instruction of patients is a major dimension of 

nursing practice. 

7. Human beings are capable of learning intellec

tual skills, cognitive strategies, verbal information, 

motor skills, and attitudes. 

8. Learning occurs through the internal processes 

of attention, selective perception, semantic encoding, 

response organization, control processes, and expectan

cies. 

9. Teaching is composed of presenting several dif

ferent kinds of external stimulation which influence 

several different processes of learning. 

10. Teaching provides support for the various kinds 

of internal processing which are taking place in the 

learner. 
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Hypotheses 

The following hypotheses were formulated: 

1. There is no significant difference between the 

PRI (R) scores achieved by the treatment group and the 

control group of subjects on the McGill-Melzack Pain 

Questionnaire. 

2. There is no significant difference between the 

PPI scores achieved by the treatment group and the con

trol group of subjects on the McGill-Melzack Pain Ques

tionnaire. 

3. There is no significant difference between the 

number of words chosen (NWC) scores achieved by the treat

ment group and the control group of subjects on the 

McGill-Melzack Pain Questionnaire. 

Definition of Terms 

For purposes of this study, the following terms were 

defined: 

1. Adult patient--a female between the ages of 20 

and 65 who is hospitalized on a surgical unit. 

2. Postoperative pain--the occurrence after a sur

gical intervention of increased impulses arriving from 

peripheral small diameter fibers to the substantia 

gelatinosa , creating an open gating mechanism, and 
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influencing transmission cell activity; interpretation of 

painful sensory input by central nervous system activity 

would also exist. Postoperative pain was measured by the 

McGill-Melzack Pain Questionnaire (Appendix B) which indi-

cated pain rating index, present pain intensity, and num-

ber of words chosen. 

3. Pain experience 

A sequence of responses by the action system. . . 
which consists of. . . (i) a startle reflex; 
(ii) a flexion reflex; (iii) postural readjust
ment; (iv) vocalization; (v) orientation of the 
head and eyes to examine the damaged area; 
(vi) autonomic response; (viii) evaluation of 
past experience in similar situations, and pre
diction of the consequences of the stimulation 
and other patterns of behavior aimed at decreas
i ng the sensory and affective part of the entire 
experience. (Melzack & Wall, 1965, p. 976) 

4 . Standard preoperative instruction--information 

g iven to the patient by nurses concerning scheduled sur-

g ery and procedures (Appendix C) . 

5. Structured teaching plan--a lesson plan designed 

t o activate motivation, inform the learner of the objec-

t i ve s, d i rect attention, stimulate recall, enhance reten-

tion , e l i cit performance, and provide feedback 
.) 

(Appendix C) . 

6 . Intra-abdominal surgery--nonemergency surgical 

ent r y into t he abdominal cavity for the purpose of cor-

recting a pathological process. 
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Limitations 

The limitations of this study were: 

1. The pain tolerance of each patient may have been 

different; reason for the surgery and ethnicity may have 

been influencing factors. 

2. Medical regimens may have varied among physi

cians. 

3. Sedative effects from medications may have 

affected responses given by patients. 

4. Attitudes about pain relief in the sample may 

have been established due to ethnicity and cultural fac

tors. These attitudes may have affected their readiness 

to request narcotic analgesics. 

5. The teaching tool was not pretested. 

6. Educational attainment and level of intelligence 

may have varied among patients. 

Summary 

The problem of the study centered on preoperative 

instruction, pain intensity, and a pain rating index. The 

theoretical framework was comprised of Melzack and Wall's 

( 1965) gate-control theory and Gagne's (1977) theory of 

learning. Three null hypotheses were formulated to test 

differences between two groups of surgical patients. 



CHAPTER 2 

REVIEW OF LITERATURE 

Studies relating to structured and unstructured 

teaching and information giving in the preoperative period 

are presented. The effects of this teaching and informa

tion giving are discussed in relation to relief of post

operative pain and other variables important in the 

recovery of postoperative patients. Studies related to 

personality traits and cognitive components important in 

the study of postoperative pain are included. A brief 

discussion of ethnic and cultural factors and the response 

to pain is also included. 

Perhaps the nursing practitioner would be assisted in 

teaching role mastery if she had a clear idea of why the 

teaching of patients is so important. Gusfa, Christoff, 

and Headly (1975) cited reasons for the teaching of 

patients. Patients are taught in order to speed recovery 

and shorten the hospital stay, to provide them with an 

understanding of the disease process, to assist the 

patient to his maximum level of health, to enhance the 

patient's and family's acceptance of the limitations 

i mposed by t he disease process, to prevent further loss 
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of health or permanent deformity as a result of a disease 

process, and to provide the patient and his family with 

the necessary knowledge and skills to care for him after 

discharge. 

Storlie (1973) discussed various reasons which may be 

attributed to the reluctance of the health practitioner to 

engage in patient teaching. In order for effective teach

ing to occur, there should be a willingness on the part of 

the health professional to share knowledge about illness 

and medical care. A patient who lacks knowledge is placed 

in an inferior position. Thus, the health practitioner 

will need to make the decision about disseminating knowl

edge previously held by the practitioner only. 

Storlie (1973) stated that there is confusion among 

health practitioners regarding health teaching because 

the term teaching may mean different things to different 

practitioners. The benefits of patient teaching may be 

hindered further due to lack of clinical application even 

though there has been support for the concept at the 

policy-making level. Lack of clinical application can 

result from lack of commitment of either the physician or 

nurse, or from the practitioners holding differing or 

conflicting ideas about where the emphasis in teaching 

should be. 
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Storlie (1973) suggested that a possible outcome of 

sharing knowledge would be the eventual independence of 

the consumer in selected areas of health care. Emerging 

from this vantage · point are numerous ethical dilemmas 

which will need to be resolved at the professional as 

well as the individual level. 

Structured and Unstructured 
Preoperative Teaching 

Lindeman and Van Aernarn (1971) utilized a pretest-

posttest static group design involving an experimental 

group consisting of 126 subjects who received structured 

preoperative teaching and a control group of 135 subjects 

who received unstructured preoperative teaching. The 

unstructured teaching consisted of a few general state-

ments by a registered nurse about the need to deep 

breathe, cough, and turn postoperatively. The struc-

tured teaching included specific content, methods, and 

visual aids necessary for the teaching of coughing, deep 

breathing, and turning. 

Lindeman and Van Aernarn (1971) hypothesized that 

structured preoperative teaching would significantly 

increase the adult surgical patients' ability to cough 

and deep breathe, significantly reduce average length 

of hospital stay for the adult surgical patient, and 
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significantly reduce the need for postoperative analge

sics for the adult surgical patient. Lindeman and 

Van Aernam (1971) accepted the hypothesis that structured 

preoperative teaching would significantly increase the 

adult surgical patient's ability to cough and deep breathe. 

Vital capacity t values and 1 second forced expiratory 

volume~ values were significant beyond the .01 level. 

The maximum expiratory flow rate t values were signifi

cant beyond the .001 level. 

A t test was applied to the data for mean length of 

hospital stay for the control and experimental groups. 

Significance beyond the .02 level was detected and the 

hypothesis that structured preoperative teaching would 

significantly reduce average length of hospital stay for 

the adult surgical patient was accepted. 

A ~ test was applied to the data for number of anal

gesics administered during the first 72 hours postopera

tively. The t value for these data was not significant at 

the .05 level. The hypothesis that structured preopera

tive teaching would significantly reduce the need for 

postoperative anagesics for the adult surgical patient was 

rejected. 

Miller and Shada (1978) conducted a study to explore 

wi th a patient postoperatively what ·specific information 
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presented in preoperative instruction was important to 

his recovery. The 4 women and 15 men ranging in age from 

29 to 70 years of age were purposively selected for this 

study. The characteristics of the typical subject were 

that he was a 55-year-old Caucasian, protestant, married 

man with children. The typical subject was employed, had 

a history of cigarette smoking and a family history of 

cardiac disease. The scheduled surgery to be performed 

was a double, aorta-to-coronary artery revascularization 

procedure. 

The instruments utilized in the study consisted of 

an Open-Ended Interview Schedule and three nursing assess-

ment data forms. The open-ended questions on the inter-

view schedule were related to the preoperative, operative, 

and postoperative periods and were grouped into 11 cate

gories. 

Frequency distribution tables were used to summarize 

the medical and demographic characteristics, to indicate 

information included and excluded, and information impor

tant and unimportant in preoperative instructions. Sub

jective data were coded in units corresponding to the 

categories of the interview schedule. 

Mille r and Shada (1978) found that for this group of 

patients the immediate postoperative period was the most 
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difficult time for the patients. Lack of information 

regarding pain and discomfort was an area identified by 

patients. This area of concern existed throughout the 

first five postoperative days. Information was supplied 

preoperatively about incisional pain and pain while deep 

breathing and coughing. Miller and Shada (1978) noted few 

complaints of incisional pain postoperatively but many 

complaints about discomfort from mechanical and physio

l ogical factors such as discomfort from the respirator 

and stiffness of arms and neck. A majority of subjects 

identified pain as an area of preoperative instruction 

which s hould be given to other patients approaching heart 

s urgery . 

Johnson et al. (1978) studied a group of 81 chole

c y stectomy patients, 63 females and 18 males, to deter

mine the e ffectiveness of instruction in a specific coping 

strategy a nd two types of informational interventions on 

p o sto per a t ive pain, ambulation, mood state, length of 

postoper ative h o spitalization, and post hospitalization 

recovery . Joh ns o n et al. (1978) utilized a 2x3 experi

mental facto r ial d esign consisting of instruction and 

i nformation as experimental fac t ors. Instruction in deep 

breathing , c oug hing , l eg exercises, turning, and ambulat

ing ; and no instr uction were t h e levels of instruction. 
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A description of the usual events occurring in the surgi

cal experience; a description of the typical sensations 

experienced, in addition to the usual events; and no 

experimental information were the levels of information. 

Results from the study by Johnson et al. (1978) 

showed that there was an association of preoperative fear 

scores from the Mood Adjective Checklist with several of 

the indicators of postoperative recovery. As a result of 

this finding, two levels of preoperative fear were used 

as a third factor in the analysis. The total number of 

patients in the sample was divided into high and low pre

operative fear groups, with as nearly an equal number of 

patients in each group as possible. 

In relation to postoperative pain, a main effect for 

i nstruction was found on the number of doses of analgesics 

rec e ived from midnight the day of surgery to midnight the 

t hi rd postoperative day. Fewer doses of analgesics were 

r eceived b y the patients who received instructions than 

p at ient s who did not receive instruction. Fewer doses of 

analgesics were received by older patients than by younger 

patients . 

A t wo-depen dent-variable multivariate analysis was 

completed on totals of subjective reports of intensity of 

painful sensat i ons i n the incision and how distressing the 
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sensations were. A main effect for preoperative fear was 

the only multivariate ~ ratio which approached an accept-

able level of significance. The preoperative fear effect 

was due to patients who were relatively fearful before 

surgery reporting higher intensity sensations. 

In relation to ambulation, no significant F ratios 

were revealed by analysis of the amount of ambulation on 

the second postoperative day. There was a tendency, how

ever, for patients who received instructions to ambulate 

more times than those who did not receive such instruc

tions. Patients with high preoperative fear reported 

ambulation to be more bothersome than low preoperative 

fear patients. 

Postoperative mood states of patients who were rela

tively fearful preoperatively were affected by procedural 

information as well as ·the .other two interventions. 

Patients who received both procedure and sensation infor

mation had shorter postoperative hospitalization than did 

patients receiving no information. Analysis revealed 

that the sensation information condition mean differed 

significantly from t he no-information condition mean. 

Patients who received sensation information left their 

homes earlier t h an patients who received no information. 
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Andrew (1970) utilized information giving as a pos-

sible method to improve recovery from surgery for sensi-

tizers, one personality type who characteristically seek, 

learn, and use information in their intellectualizing 

defenses. A hypothesis was stated that 

Surgical patients whose preferred coping style was 
that of intellectualizing and vigilance toward, 
rather than avoidance of, stressful stimuli should 
be expected to welcome information about impending 
stress; to learn such information; to reduce their 
stress thereby; and then to recover from surgery 
more quickly and with fewer medication. (Andrew, 
1970, p. 223) 

Subjects included in the study were 59 hospitalized 

veterans ranging from 24 to 75 years of age. There were 

t h ree groups of patients from which the subjects were 

selected, those being patients expecting hernia surgery, 

patients expecting other minor surgery, and patients under-

g oing nonsurgical treatment. 

During the study conducted by Andrew (1970) each sub-

ject was v i sited twice. At the time of the first visit, 

me mory a nd personality tests were administered. At the 

t ime o f the second visit, a 50-item questionnaire was 

admi nis tered before and after the subjects had listened 

to a n 8-minute audio tape which outlined origins of 

he r ni as, dangers of delay of surgery, and the surgery 

p r o c ess . 
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Results of the study by Andrew (1970) indicated that 

after preparation, neutrals required fewer days of hospi

talization and fewer medications. Avoiders required equal 

days of hospitalization and more medications. Sensitizers 

required equal days of hospitalization and equal medica

tion. 

Johnson (1972) reported two studies, a laboratory 

experiment and a clinical experiment, which tested the 

hypothesis that discrepancy between expectations about 

sensations and experience during a threatening event 

results in distress. The assumption that information 

about sensations is information taken from threatening 

stimuli relevant to distress was used as a basis for the 

h ypothesis. 

In the laboratory experiment, Johnson (1972) induced 

i schemic pain by applying a blood pressure cuff to the 

upper arm and inflating the cuff to 250 rnm. Hg. Male col

lege students served as subjects and a total of 48 subjects 

were included in the study. A 2x2 design was utilized 

fo r t he s t udy which included two types of information and 

d i straction or attention being combined in all possible 

wa y s. 

Johnson (1972) informed half of the subjects that 

t hey would e xperience pressure, tingling, aching, 
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numbness, and blueness of the fingernails after the blood 

pressure cuff was inflated. Information about the proce

dure was given to the remainder of the subjects. Half of 

each information group of subjects were asked to work mul

tiplication problems in order to accomplish distraction 

from sensations. The remaining subjects were asked to 

look at and think about their arms and to report the pre

sence or absence of seven sensations in order to direct 

attention to the sensations. The intensity and the dis-

tress of the sensations were rated by the subjects every 

45 seconds. 

Johnson (1972) reported that subjects who were given 

the description of sensations reported that they had 

expected more of the sensations they experienced than the 

subjects who had received a description of the procedure. 

The rating of the intensity of sensations were not signif

icantly affected by the information. The subjects who had 

been informed of the sensations to expect and focused 

attention to their arms demonstrated a tendency for sen

sations to decrease the last 2 minutes of tourniquet 

inflation. 

Significantly less distress while the cuff was 

inflated was reported by subjects who were given a 

de s cription of the procedure. All groups reported 
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increased distress the longer the cuff was inflated. 

Distress ratings were not significantly altered by atten

tion or distraction. 

Three experimental conditions including 99 patients 

who were to undergo a gastrointestinal endoscopy exami

nation were utilized in the clinical experiment conducted 

by Johnson (1972). The first group of patients received 

a tape recorded message describing the sensations patients 

frequently experience during a gastrointestinal endoscopy 

examination. The second group of patients received a tape 

recorded message describing the procedure followed during 

an endoscopic examination. The third patient group 

received no experimental information and served as a con

trol condition. 

Johnson (1972) reported that patients in both message 

groups required approximately 6 mg. less tranquilizer to 

achieve sedation than the no message group, indicating a 

reduction in anticipatory distress. Distress indicators 

were different between the two message condition groups 

during the tube passage and while the tube was in place. 

Fewer indications of tension in the hands and arms of sub

jects who heard the description of sensations was noted 

during tube passage than for the subjects in the other 

two groups . Patients who were in the description of 
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sensation group were the least restless during the exami

nation while the patients in the description of procedure 

group were the most restless. 

Perri and Perri (1979) conducted an investigation to 

determine the effectiveness of relaxation training as a 

method for coping with the clinical pain which follows 

surgery. A group of 26 women, ages 30 to 62, who were 

scheduled to undergo vaginal hysterectomies served as 

subjects for the study. Both experimental and control 

groups were utilized, and subjects were randomly assigned 

to either of these two groups. The 13 women 'in the experi

mental group received two 90-minute individual sessions of 

training in progressive muscle relaxation. The individual 

sessions were conducted during the 10-day periods before 

their scheduled surgery. The experimental group was given 

instructions to focus attention on pleasant, relatively 

monotonous internal feelings and instructions on systema

tic tension-release of gross muscle systems. The control 

group of subjects had no contact with the experimenters 

before their surgery. 

On the first and third days postoperatively, Perri 

and Perri (1979) assessed the subjects' pain employing 

the McGill - Mel zack Pain Questionnaire, the Chambers

Price Scales for Pain, and the number of pain medications 
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received by the subjects. There were no significant dif-

ferences shown by_ statistical analyses between the experi-

mental and control groups on the dependent measures at 

either 1 or 3 days postoperatively. Reduction of clinical 

pain was not accomplished by the use of relaxation train-

ing. 

Lindeman (1972) stated that the purpose of this study 

was to determine the effects of individual and group pre-

operative teaching of coughing, deep breathing, and bed 

exercises upon specific variables associated with recovery 

from surgery and upon length of learning time. Age, smok-

ing history, and site of incision were also studied in 

relation to the main and interactional effects of these 

variables. 

Lindeman (1972) stated five null hypotheses for . this 

study: 

1. There will be no difference between group 
and individual preoperative teaching in terms of 
postoperative ventilatory function test scores, 
length of hospital stay, and number of analgesics 
administered postoperatively. 

2. There will be no difference between group 
and individual preoperative teaching in terms of 
length of learning time required for successful 
preoperative performance of the deep breathing, 
coughing, and bed exercise regimen. 

3. There will be no difference between 
group and individual preoperative teaching for all 
age groups singly and in combination with smoking 
h istory or site of incision or both. 
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4. There will be no difference between group 
and individual preoperative teaching for smokers 
and nonsmokers, singly and in combination, with 
site of incision. 

5. There will be no difference between group 
and individual preoperative teaching irrespective 
of site of incision. (p. 197). 

There were 351 subjects included in the study. There 

were 178 subjects who received individual preoperative 

instruction and 173 subjects who received group preopera-

tive instruction. There were 98 subjects who had major 

chest, neck, or upper abdominal incisions, 75 subjects 

who had lower abdominal incisions, and 178 subjects who 

were in the "other" incisions category. 

A randomized group design was used while conducting 

a 2x2x3x3 factorial experiment with unequal replication. 

A factorial experiment was considered the most efficient 

approach and would provide for the evaluation of both 

main and interaction effects. Also, a factorial experi-

ment would enable an investigator to make decisions which 

would have a broad range of applicability. 

The results of the study by Lindeman (1972) indicated 

that there were no significant differences for the main 

effect between the adjusted mean postoperative ventilatory 

function test values for subjects who received individual 

preoperative instruction and those who received group 

instruction. The mean length of hospital stay for 
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subjects who received individual instruction was 8.68 

days. The mean length of hospital stay for subjects who 

received group instruction was 6.67 days. The analysis of 

variance applied to these data shows that this difference 

of approximately 2 days was significant. There was no 

significant difference in the mean number of analgesics 

administered during the first 72 postoperative hours to 

subjects who had received individual instruction and sub

jects who had received group instruction. There was a 

significant difference in the mean length of learning time 

for subjects who received individual instruction and those 

who received group instruction. The mean length of learn

ing time for subjects who received group instruction was 

1.80 minutes and 4.14 minutes for subjects who received 

individual instruction. 

In relation to the effects of age on ventilatory 

function, the F ratios indicated that there was no signif

icance. The F ratios for the main effect of age upon 

length of hospital stay was significant. Significance was 

detected with the F ratio for the main effect of age upon 

number of analgesics. 

In relation to smoking history, there was no signifi

cance detected by the ~ ratio for the main effect of smok

ing history on ventilatory function. There was no 
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significant difference in the mean length of hospital 

stay for smokers and nonsmokers. There was no signifi

cant difference in the mean number of anagesics adminis

tered during the first 72 hours postoperatively for 

smokers and nonsmokers. 

In relation to site of incision, the F ratios for 

the main effect of site of incision upon ventilatory func

tion were significant. The differences were not signifi

cant in relation to mean length of hospital stay for 

subjects who had major chest, neck, and upper incisions, 

subjects who had lower abdominal incisions, and subjects 

who had other incisions. There was significance detected 

by the ~ ratio for the main effect of site of incision 

upon number of analgesics administered. 

The benefits of utilizing group instruction are pre

sented by Mezzanotte (1970) . She proposed that group 

instruction provided more adequate instruction for more 

patients, a definite time and place for instruction, a 

consistent presentation of the instructions, and the 

assignment of one nurse to give the instruction. Also, 

the patient received the possible therapeutic value of 

group participation. Group instruction was selected by 

Me zzanotte because of the success of group sessions in 

other areas of health education. 
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The study conducted by Mezzanotte (1970) was limited 

to patients having elective abdominal surgery. Detailed 

preoperative instructions were given to six groups of 

patients with four patients being included in each group. 

General instructions in preparation for surgery, hospital 

policies concerning surgical patients, suggestions about 

the control of pain, and activity that would promote satis

factory recovery were four major areas of information 

included in the study. 

The 24 patients in the study were interviewed post-

operatively. Fifteen patients said they had gained abil-

ity to participate properly in the activity after surgery. 

Twelve patients reported that their questions had been 

answered. Twelve patients revealed that they had gained 

knowledge about how to improve their recovery. Eleven 

patients stated they enjoyed the interaction with other 

patients who were anticipating surgery. Seven patients 

reported liking group discussion and two reported that 

their anxiety had been lessened. 

Patients in the study were asked to give a preference 

for either group instruction or individual instruction. 

Twenty patients reported that they preferred the group 

session. One patient was uncertain and two said that they 

would prefer individual instruction. 



37 

The Halifax Infirmary pioneered the use of an admis

sion unit whose goal and purpose was to educate the pre

operative patient about the surgical experience in order 

to reduce anxiety and fear of the situation. Prsala 

(1974) discussed the primary functions of the admission 

unit. The patient was admitted to the unit for a stay of 

approximately 4 to 5 hours. The patient was informed 

about the length of his stay in the unit and the various 

tests and preoperative preparations that would be per

formed. Special emphasis was placed on informing the 

patient of every aspect of the experience. Deep breath

ing, coughing, and turning exercises were demonstrated, 

and the reason for needing to perform them was explained. 

Patients were presented a slide show which included infor

mation about preoperative tests, preoperative medication, 

the recovery room, and intravenous solutions. The patient 

also viewed, via the slides, members of the health team 

who would possibly be in contact with him during his 

hospitalization. 

Merkatz, Smith, and Seitz (1974) developed a teaching 

program for gynecologic patients which provided the 

patients with information about preoperative and post

operative procedures and important hospital routines. The 

program also provided the patients an atmosphere which was 
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conducive to expressing feelings and sharing anxieties and 

information. The role of the instructor was to meet with 

all preoperative patients in a group or individual con

ference. 

Merkatz et al. (1974) surveyed patients by an open

ended questionnaire. Responses from 105 questionnaires 

revealed 97 patients did not feel well informed about the 

surgery before admission. Cancer, surgery itself, anes

thesia, and pain were reported as being of greatest con

cern to the patients. Ninety-three patients stated that 

nurses' explanations were helpful. Seventy-eight patients 

believed it was helpful to discuss their feelings. 

Questionnaire responses did not reveal patient prefer

ence s for either individual or group instruction. Group 

instruction was utilized for groups of patients who were 

scheduled for the same type of surgery. Individual con

fe rences were held when a patient demonstrated signs of 

s tre ss. 

A study of 100 patients who had open-heart surgery 

p rov ided information which was useful in selecting infor

ma t ion to teach patients in the preoperative period. 

Weile r (1968 ) asked the patients to rate information com

monly used in giving preoperative instructions. The areas 

of instruction which were most important to patients were 
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the techniques involved in teaching coughing and deep 

breathing; information about pain, such as the amount of 

pain that might be experienced after surgery; information 

about oxygen and chest tubes; information describing 

intensive care; information about seeing a minister, 

priest, or rabbi; and communication of information to 

relatives. 

Patients in this study were given the opportunity to 

write information which they felt should have been 

included in the preoperative teaching. In reference to 

pain, patients made statements that they would explain to 

the patient that he should be prepared for more pain than 

he had ever experienced or to express to the patient that 

the surgery is very painful. In contrast to the patients 

who wanted to know more about pain, some patients 

expressed the need to limit this information so as to 

prevent fear of pain. 

Patients and nurses have shown differing opinions 

about what they feel is important to know about a 

patient 's illness and hospitalization. Dodge (1972) 

reported findings obtained from a 60-item questionnaire 

which was administered to 139 patients and 62 nurses in 

which they were asked to rate the importance of various 

kinds of information. 



40 

Patients and nurses were in agreement that patients 

should be informed about what is wrong with them, how 

long the illness is likely to involve them, and how they 

can participate in their own care. Patients and nurses 

thought that it was important for patients to be informed 

about what symptoms to expect and the kind of care they 

would need. Information . about anesthesia, feelings after 

tests, and X-rays was ranked as moderately important for 

p at i ents to know. 

Fi ndings from the questionnaire indicated major dis

a greements between nurses and patients related to infor-

mat i o n patients should be told. Patients rated highly 

informat i on about the seriousness of their condition, 

chanc es of recovery and recurrence, and results of their 

operation and diagnostic work. Nurses did not report 

t hat t he y felt this information was important. 

Pat i e n ts were more concerned than nurses were with 

the name a nd effects of their medications, knowing the 

causes of t h e i r conditions and symptoms, and various pro-

cedures that h ad been performed. Nurses, in contrast, 

r ated as important t he fact that patients should know what 

to expect reg ardi ng their care, what to expect during 
I 

tests and X-ray s, what to expect in terms of hospital rou-

tines and po li c ies , and what t6 expect regarding their 
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activity restrictions and other required modifications 

in daily living. 

A survey of 96 medical-surgical patients was done to 

determine what they felt was important about diagnostic 

tests which had been performed. Dlouhy, Erikson, 

Jedlicka, Imburgia, Ipavec, and Kiewlich (1963) found that 

patients wanted to know why a test was to be done and how 

the test was to be done. Patients were concerned with how 

the equipment used in a test would affect them. It was 

important to patients to know what they could do to assist 

with the test. Findings of the survey also indicated that 

it was important to patients to know that the person per

forming the test was competent. Patients indicated that 

having knowledge of the meaning of test results was impor

tant to them. 

These findings have several implications for nursing 

practice. First, the nurse can offer a general explana

tion of the tests and relate information on how the tests 

will be performed. The nurse should relate information 

about how a particular part of the body will be affected 

by a test. The nurse will need to discuss with the 

patient what is expected of him; for example that he is 

not to eat or drink anything after midnight or that he is 

to save all urine for . a 24-hour urine specimen. 
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In an attempt to improve health education techniques, 

Dodge (1969) studied a group of medical and surgical 

patients to determine what information they felt was neces

sary to possess in order to adjust to their illness and 

hospitalization. Patients were particularly concerned 

with questions of diagnosis. Patients were concerned with 

knowing both what was wrong with them and what the status 

of their general condition was at the time of hospitaliza

tion. Patients demonstrated a strong desire to know what 

the cause of their condition was; both immediate causes 

and the possible influence of previous conditions. 

Patients expressed a desire to know the effects of 

their condition on their futures, both long-term and 

short-term. Questions were posed by patients regarding 

the chances of their condition recurring and the probabil

ities of their being able to resume living as they had 

known it before the present problem occurred. 

Patients were concerned with the type of activity 

restrictions which would be imposed. They wanted to know 

t h e total time involvement required for treatment of the 

disease or surgery and the expected length of stay in the 

hospital environment. 

In a study reported by Carlson and Vernon (1973), a 

q uestionnaire called the Staff Information Questionnaire 



43 

was designed to assess the informativeness of persons 

responsible for the care and treatment of patients who 

experience surgery. The characteristics, a set of sub

scales, represented topics which might be discussed with 

surgical patients preoperatively. The subscales included 

were the condition of the patient and specific information 

about surgery, preoperative procedures, postoperative nau

sea, intensive treatment and recovery room, postoperative 

discomfort and relief, anesthesia, suctioning postopera

tive procedures, postoperative medications, and drainage 

tubes. 

Carlson and Vernon .(1973) suggested that the instru

ment developed in this study could be used in research 

conducted on variables that influence patterns of informa

tion giving. Areas of study might include informativeness 

and age, type of education program, socioeconomic status 

of the patient, age of the patient, and time available 

with patients. 

A study conducted by Egbert, Battit, Welch, and 

Bartlett (1964) included 97 patients awaiting elective 

intra-abdominal surgery. The patients were divided into 

a control group and a special care group. The special 

care group was visited by an anesthetist and told where 

they would feel pain, how severe it would be, how long it 
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would last, and that having pain was normal after abdomi

nal surgery. The special care group was also told what 

would be done about the pain. Instructions were given 

concerning the cause of the pain and that they could 

relieve most of the pain themselves by relaxing the mus

cles under the incision. They were told that relaxation 

could be achieved by slowly taking a deep breath and 

consciously permitting the abdominal wall to relax. 

Instructions were given concerning how to turn onto one 

side by using their arms and · legs while relaxing their 

abdominal muscles. They were told to request medications 

if they could not achieve a reasonable level of comfort. 

Egbert et al. (1964) found that the special care 

group of patients required 50% less narcotics in the post

operative period and that they were ready for discharge 

2.7 days before the control patients. The study indicated 

that the anesthetist's role in pain relief should be 

extended to include caring for patients on the surgical 

units. 

The willingness of patients to related their needs to 

nurses is extremely important in patient teaching. Gowan 

and Morris (1964) reported findings of a study done with 

52 adult postoperative patients concerning expressed 

patient needs and the responses given by registered 
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nurses, licenced vocational nurses, nurse aides, and 

orderlies. 

After interviewing patients regarding their unstated 

requests, Gowan and Morris (1964) reported that patients 

v iewed nurses as too busy, disapproving, and persons whom 

t h e y hated to bother. Findings demonstrated a need to 

c h ange patients' perception of postoperative care. These 

researchers questioned the findings of this study as being 

a g ood indicator of satisfaction with the care received 

whe n t here was such a high proportion of unstated 

req uests. 

Postoperative Pain and Personality Traits 

The emotional drive theory was used in a study 

des i g ne d by Johnson, Dabbs, and Leventhal (1970). This 

theor y p redicted that a moderate level of preoperative 

fear will motivate the work of worry which results in 

postoperativ e adjustment. Emotional responses, which were 

measur ed by mood scores and evaluations of pain, clustered 

together and were related to chroni c anxiety. The study 

which consisted of a sample of 62 female surgical 

patients who h ad abdominal surgery, indicated that more 

f e ar before s urg ery was closely related to more negative 

moods and more nega tive evaluations of pain after surgery. 



46 

Chronic anxiety was found to be a predictor of pre- and 

postoperative emotional responses. 

Results from the study showed that the evaluations of 

pain were associated with preoperative fear and with the 

patient's birth order. First barns had a tendency to 

evaluate pain as more severe and this tendency appeared 

to be related to emotional responses. 

In a study conducted on 50 male patients who were 

undergoing elective gastric surgery, Parbook, Steel, and 

Dalrymple (1973) studied several factors preoperatively 

which could be correlated to postoperative pain. Each 

patient's personality was assessed by means of the PEN 

(Psychoticism , Extraversion, and Neuroticism) Inventory. 

Vital capacity was assessed using a Morgan Mark II spri

ometer. The pain threshold was measured by tibial pain 

technique using a pressure algesimeter. 

Twenty-four hours after surgery, the patient's pain 

was assessed using a graphic method. This graphic method 

consisted of a 10 centimeter line which had at the left

hand end "I have no pain" and at the right-hand end "My 

pain is as bad as it can be. " The patient was asked to 

m.ark with a pencil on the line where he felt it would indi

cate the pain he was experiencing. Also, postoperatively 

the pain threshold readings were repeated and the 
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patient's vital capacity was recorded. Finally, the num

ber, dose, and type of narcotic injections received by 

t h e pati ents in the first 24 hours after surgery were 

also recorded. 

A late postoperative assessment was done to determine 

the presence of chest complications. Postoperative vital 

c apacity measurements were taken again on the sixth post-

o perativ e day . 

The results of the study by Parbrook et al. (1973) 

showed correlations between neuroticism, postoperative 

pain , a nd vital capacity impairment and complications. 

Parbrook et al. (1973) postulated that the patient's 

neur oticism mak es him more susceptible to postoperative 

pain and pu l monary complications. These researchers cited 

the importance of checking the neuroticism scores of the 

groups being compared in pain studies or studies of post-

ope r ative c omp lications. This study suggested that it 

may be possib l e to identify on a group basis those 

patients who a r e more likely to have severe pain and 

compli c ations . 
I 

In a s t udy of 50 female patients who were undergoing 

elective c h o lecys tectomy , Dalrymple, Parbrook, and Steel 

(1973) studied t he same preoperative factors and how they 

were related t o p ostoperativ e pain and compl i cations. 
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Results of the trial showed that there was a significant 

relationship between the neuroticism scores and vital 

capacity impairment and chest complication scores. The 

fact that neuroticism was found to be of importance in 

this second study with a different type of patient makes 

it more likely that neuroticism is of general importance 

in postoperative pain assessment. 

Blitz and Dinnerstein (1968) discussed the use of 

suggestion, instructions, and placebos in the study of 

pai n in t he clinical area. The mechanism at work in this 

s i tuation was strong belief. Placebo effects, hypotic 

analges i a, and voluntary attempts to imagine were based 

o n a common process in which a subject reorganized or 

r einter pr e ted sornesthetic experience so as to perceive 

i t as l e ss painful. 

A g roup of 24 male college students served as sub

jec ts f or t h e experiment. An electric shock was adminis

te r ed using normal saline solution electrodes. There were 

three condition s selected and subjects were randomly 

assigned t o one of three conditions. The conditions con

sisted of the threshold instruction group, the quit-point 

instr uc t ion g roup, and the control group. 

Bli tz and Dinnerstein (1968) found that pain

thresho l d s core s were significantly elevated by 
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pain-threshold instructions. The Mann-Whitney ~test 

comparison with controls was U = 2, E = .001; and with 

qui t-poin t group was ~ = 3, p = .002. The group receiving 

thresho ld instructions also had an elevated drug request 

p o int. The difference scores from the controls were 

U = 6, £ = .004; and the difference scores from the quit

p o int i nstruction group was U = 6, E = .004. The group 

receiving qui t-point instructions and the group receiving 

threshold i n s tructions had an elevated quit-point. The 

qui t-poi nt instruction group difference from the controls 

was ~ = 9 . 5 , p = .02; the difference for the threshold 

inst r uction g roup was U = 4, p = .002. 

Blitz a n d Dinnerstein (1968) stated: 

It is not clear f rom the present data whether the 
observed elevated pain threshold was due to an 
al t e r a t i o n in the perception of pain, or rather 
due to a s hi ft inS's criteria for the use of a 
verba l response "pain," a type of response bias. 
(p . 279) 

In addition , t he findi ngs of this study are probably 

dependent upon the t ype of noxious stimulation utilized. 

The results also i ndicat e that in the perception of a 

noxious stimulus, j udgments made about comfort and dis-

comfort may be r ather different from judgment of relative 

painfulness . 
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Blitz and Dinnerstein (1971) conducted a study to 

demonstrate the potential effect of instructions in pro

ducing dissociation and analgesia in a population of nor

mal individuals. The subjects in the study were 36 paid 

volunteers who were from a population of personnel and 

students at a college. There was random assignment of 

subjects to one of three groups: a control group, Experi

mental 1 group, and Experimental 2 group. Five trials 

were utilized in the experiment. The first three trials 

were the same for all groups, in which they were asked to 

place their right hands in a tank of ice water which 

served as the noxious stimulus. The fourth and fifth 

trials were different for the Experimental 1 and Experi-

mental 2 groups. The Experimental 1 group was instructed 

to focus their attention and concentrate on the cold and 

try to forget the discomfort or pain. The Experimental 2 

group was instructed to imagine that it was a very hot 

day and that the water was refreshing and pleasantly cool. 

Both groups were also instructed to report what they would 

call "pain" and then to continue to keep their hand in the 

water as long as possible. 

The results of the study indicated an elevated thres

hold in response to instructions. Attempts to redirect 

focus of attention, dissociate different aspects of the 
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noxious stimulus complex, and reinterpret some of the 

aspects are shown to possess analgesic effectiveness. The 

conceptualization stressing the role of attentional and 

cognitive process in pain perception is further supported 

by the findings of this study. 

Corah and Boffa (1970) tested the hypothesis that a 

choice variable provided a degree of perceived control 

over an aversive stimulus. They predicted that aversive 

stimuli would be less arousing under choice instructions 

than under no-choice instructions. A group of 20 male 

and 20 female introductory psychology students volunteered 

as subjects for the study. The subjects were placed in 

either a choice or a no-choice condition in which they 

listened to white sound which served as an aversive stimu-

lus . Different instructions were given to the subjects 

in both conditions regarding continuing or discontinuing 

the sound when it became uncomfortable. A 7-point scale 

was used for rating the white sounds. 

A mixed analysis of variance design was used with 
escape-no escape as the within condition and six 
c hoice-no choice conditions as between effects. 
The analysis of the discomfort ratings gave three 
significant effects. Women rated the sounds as 
producing more discomfort (M = 5.79) than did the 
men (M = 5.37). No-escape trials were rated as 
producing more discomfort (M = 5.67) than were 
escape trials (M = 5.50). The test of major 
interest was the Escape X Choice Conditions 
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interaction which was significant. 
Boffa, 1970, p. 3) 

(Corah & 

The findings of this experiment suggested a determi

nant of the cognitive appraisal of threat is a sense of 

control. When a method provides a subject the choice of 

avoiding or not avoiding the aversive consequences of a 

stimulus, it is the same as giving him perceived control 

over t he potential threat. 

Ethnic and Cultural Factors and 
the Response to Pain 

Pain responses of a group of 18 Southern Negroes was 

compared with those of a group of 18 Americans of North 

European ancestry by Chapman (1944) and Chapman and Jones 

(1944) . They were matched for age and sex, and the Hardy, 

Wolff , and Goodell (1944) radiant heat method was utilized 

with stimulation to the forehead. The Negroes were found 

to have a lower pain threshold than the North Europeans, 

hich indicated that they were more sensitive to pain. 

Also , the egroes were found to have a much lower pain 

reaction thresho ld than the North Europeans. Chapman and 

Jones (1944) found that pain perception and reaction 

t h resholds in 30 Russian Jewish and Italian subjects were 

similar to those of the Negroes, which indicated that 

they vere much lower than those of the North Europeans. 
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There was a conclusion by Chapman and Jones that differ

e nces exist in pain sensitivity and pain tolerance due 

to ethnic factors. 

The radiant heat technique of Hardy et al. (1944) was 

a p plied to the back of the hand by Meehan, Stoll, and 

Hardy (1954) in a study of 26 Alaskan Indians from Fort 

Yukon, 37 Eskimos from the Endicott Mountains, and 32 

White s from the Ladd Air Force Base. Findings from the 

study ind i cated that the Eskimos had a higher pain thres

hold than t he Whites and Indians. However, after a con

ver sion f ormula was applied to correct for skin 

temper ature , Meehan et al. found that the Whites had the 

highest and t h e Eskimos the lowest pain thresholds. The 

differenc es found were not statistically significant. 

Pain r eactions of 28 White and 11 Afro-Asian male 

medical students were compared by Merskey and Spear 

(1964) . A s i mple mechanical device for experimental pain 

induction by p r e ssure, the pressure algometer, was used. 

erskey and Spear found no significant differences between 

the White and Af ro-As i an students in the verbal report of 

pain , pain r e actio n po i nt, and the reaction interval. 

Pain and s k in potential response to electric shock 

were studied by St ernback and Tursky (1965) in 60 house

wives , divided into 4 ethnic groups of 15 women each. A 



54 

variety of physical variables such as age and height

weight ratio were studied and no significant differences 

between the groups were noted. Consistent differences 

among the group were found both at pain threshold and 

pain tolerance levels, but these reached significance only 

at pain tolerance. It was found that Italian women dif

fered significantly from both "Yankee" and Jewish women. 

The highest mean scores at pain tolerance levels were 

attained by the "Yankees" followed by the Jews and then 

the Irish, with the Italians attaining the lowest mean 

scores. It was concluded by Sternback and Tursky (1965) 

that attitudinal differences among these four subcultures 

a c counted for the psychophysical and autonomic differ-

ences . 

Effects of religious affiliation rather than ethnic 

group on pain tolerance was studied by Lambert, Libman, 

and Pose r (1960) . The Hollander (1939) technique which 

induces press ure pain was utilized to study 80 female 

students , 40 Jewish and 40 Protestant, between the ages 

of 18 and 23. It was found in the first administration 

that the mean pain tolerance scores for the Jewish groups 

were somewhat , but not significantly, lower than those 

for the Protestant groups. In a second experiment, it was 

found that the experimental Jewish subgroup significantly 
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increased its mean pain tolerance, whereas neither the 

Jewish controls nor the two Protestant subgroups showed 

sig n i f i cant changes in their pain tolerance. These 

resul t s i ndicated that Jews try to become more like the 

ma jor ity g roup when they are made aware of differences, 

whe r e as t he Protestant groups did not. 

A t o ta l of 88 subjects was used by Poser (1963) 

which was divided into Jewish and Roman Catholic groups. 

Poser used the Hollander technique and employed Jewish 

and Roman Cathol i c experimenters. The pain sensitivity 

range (P SR) was the measure of pain tolerance used by 

Poser (1963) . Th e Jewish students with a Jewish experi-

menter had a sign ificantly lower mean PSR than the Roman 

Catholic stude n ts. I t was indicated by an analysis of 

variance that t h e e thnic origin of the subject was a very 

significant facto r with the ethnic origin _of the experi

menter being a significant second factor. 

woodrow , F r i edman, Siegelaub, and Callen (1972) 

reported a study in which 41,119 subjects participated in 

t he utomated Multiphasic Screening (AMS) Examination at 

t h e San Francis c o or Oakland Multiphasic Testing Labora

tories . The pain tolerance test was given as a routine 

part of the A!1S Examination. The differences in age, sex, 

and race were studied i n re l ation to pain tolerance. 
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The results of the study indicated that there were 

consistent and statistically significant differences in 

pain tolerance according to age, sex, and race. Males and 

fema les both showed decreased pain tolerance with increas

ing age. Males, age 60 and over, showed about two-thirds 

to three-fourths the pain tolerance of those under 30. 

For females the decrease with age was also steady but less 

marked. Me n were found to be more tolerant of pain than 

women . The oldest men in the study had a higher pain 

tolerance than the youngest women. There was consistency 

in both sexes in relation to racial differences, but these 

were less marked than were differences by age and sex. 

Orientals showed the lowest average pain tolerance, Blacks 

were second , and Whites showed the highest average pain 

tolerance . 

\oodrow et al. (1972) employed an instrument which 

applied calibrated pressure to the Achilles tendon 

instead of to the skin of the forehead or arm. The selec

tion of measureme n t of deep pain was made because it was 

assumed that deep pain was more significant clinically 

than superficia l pain . At this time, the pain tolerance 

test results from t his study have not been shown to be 

correlated with cl inical pain. 
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Summary 

A review of the utilization of structured and 

unstructured teaching and the effects of this teaching 

on postoperative pain and recover from surgery has been 

presented . A brief discussion of personality traits, 

cognitive components, and cultural and ethnic factors 

has been included. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

A q uasi-ex perimental approach was used for the study 

(Polit & Hungler, 1978). The study included manipulation 

of a n independent variable and use of a control group, but 

was lac king randomization of the subjects. Polit and 

Hungler (1 978) stated that quasi-experimental studies 

involve the manipulation of an independent variable but 

will l a c k e ith er the randomization or control group 

aspect . The independent variable was structured preopera

tive instruction, and the dependent variable was post

operative pain . 

Setting 

The study wa s conducted in a city of 45,000 popula

tion , located i n the southern region of the United States. 

The site of the s tudy was a 241 bed general hospital which 

se r ve s t he population of the city and a large rural popu-

lat ion . 

Two surgica l uni ts were utilized for the study. Both 

unit s were 36 bed , single occupancy units. Patients who 
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had all types of surgical procedures performed, except 

orthopedic and ophthalmic surgery, were hospitalized on 

these units. 

Surgeons practicing in the hospital utilized tradi

tional medical and surgical protocols in treating their 

patients . The surgeons admitted patients the evening 

before surgery. Laboratory studies, electrocardiograms, 

and radiological studies were done the evening before 

surgery . 

The registered nurses on the units had varied educa

tional preparations. However, the majority of nurses had 

been prepared in an Associate Decree Nursing Program. 

Other personnel on the units consisted of licensed practi

cal nurses and nursing assistants. On the patients' 

admission, the registered nurse completed a nursing his

tory, instructed the patients about expected procedures, 

and oriented him or her to the physical environment. 

Population and Sample 

The population of the city and surrounding rural 

areas was approximately 50% black and 50% white Anglo-

Saxon Americans. Residents of the area were in the low 

to middle income status and occupy jobs in farming, small 

factories , and state civil service positions. The 
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population for the study was composed of adult, female 

patients between the ages of 20 and 65 scheduled for non

emergency intra-abdominal surgery. 

In order to be included in the study, subjects had to 

be a b le to speak the English language. Subjects had to 

be free of visual and hearing problems if they were to be 

included in the study. Subjects who had experienced no 

p ulmonary , cardiovascular, or gastrointestinal complica

tions postoperatively were included in the study. 

The sample consisted of a minimum of 32 subjects who 

were obtained through convenience sampling. Convenience 

s amp ling i nvolves the use of the most readily available 

per sons or objects for use as subjects in a -study (Polit & 

Hungler , 1978). Convenience sampling is probably the most 

c ommonly used sampling method but is considered to be the 

we a ke s t f o rm of sampling (Polit & Hungler, 1978). Indi

viduals who met the specifications for the study were 

identif i e d from the list of patients on the operating room 

schedul e which was posted on the surgical units. All sub

jects inc lud e d in the sample were female patients. 

Protection of Human Subjects 

Befor e conducting this study, an application was made 

to t he Human Subjects 1 Review Committee of Texas \-'loman 1 s 

• 
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University to obtain permission to conduct the study. 

The application contained a brief description of the 

study , steps taken to protect the rights and welfare of 

the s ubjects, the method for obtaining informed consent 

f rom t he subjects, and how the subjects were to be given 

t he opportunity to express their willingness to partici

pate in the administration of questionnaires. After per

mission was g r a nted by the Human Subjects' Review Commit

tee ( ppendix D) , permission was obtained from the agency 

in which t he stu d y was conducted (Appendix E) . Surgeons 

practic ing in the area where the research was conducted 

were sent a l etter in which they were asked for permission 

to obtain info rmed consent from their patients (Appendix 

F ) • 

Al l prospective participants for the study received a 

verbal explanatio n of the study (Appendix G) . They were 

told that thei r p art i cipation in the study was voluntary 

and that they would be able to withdraw their participa

tion from the stu dy at any time during the study without 

any penalty . Eac h participant was asked to sign an 

informed consent fo rm f or the study (Appendix H) 

All parti c ipants were told that information would 

remain confidential, t hat their names would not be 

included in the research report, and that only group data 
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would be reported. Each questionnaire had a code number 

and, in addition, the researcher maintained a list of 

patient names which was needed to complete the analysis 

of the data. The list with patient names was destroyed 

after the study was completed. 

Instruments 

The McGill-Melzack Pain Questionnaire (Appendix B) 

was one tool used for the study. Written permission to 

use this tool was obtained (Appendix I) . This tool was 

developed by Mel zack and Torgerson (1971) in a study in 

which "subjects we re asked to classify 102 words, obtained 

from clinical literature relating to pain, into smaller 

groups that describe different aspects of pain experience" 

( elzack , 1975, p. 278). The second step was to create 

categories of words consisting of 3 major classes and 16 

subclasses . The classes were composed of words that 

describe sensory qualities, affective qualities, and the 

evaluative aspect of the pain experience. Other groups of 

words which subjects felt were similar in quality were 

placed in the subclasses (Melzack, 1975). 

There are four types of data which can be obtained 

from the tool . They are as follows: 

(1) Pain rating index based on the patients' 
mean scale values obtained by Melzack and 
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To~gerson~ designated henceforth as the PRI(S). 
Thls conslsts of the sum total of the scale 
values of all the words chosen in a given cate
gory (sensory, affective, etc.) or for all 
categories. 
(2) Pain rating index based on the rank values 
of the wo~ds--PRI(R). In this scoring system, 
the word ln each subclass implying the least 
pain is given a value of 1, the next word is 
given a value of 2, etc. The values of the 
words chosen by a patient are then added up to 
obtain a score for each category, and a total 
score for all categories. 
(3 ) The number of words chosen (NWC). 
(4) The present pain intensity (PPI)--the 
number-word combination chosen as the indica
tor of overall pain intensity at the time of 
adminis tration of the questionnaire. (Melzack, 
1975, p. 283) 

Validity 

Melzack (1975) used the pain questionnaire to deter-

mine the relative effectiveness of alpha-feedback train-

ing , hypnotic training, and a combination of both 

procedures in the treatment of several pain syndromes. 

The questionnai re was administered before and after each 

session for each patient. An analysis of the data 

revealed that as a whole there was consistency among all 

the scores . There was no statistical significance shown 

in the NWC scores. The PRI(R) was found to be a more 

alid index of a decrease in pain in the various cate-

gories . The PPI difference scores were statistically 

significant , but failed to reflect changes in pain as 

satisfactorily as the PRI(R). 
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Reliability 

There is evidence of reliability of the questionnaire 

s ince Melzack (1975) indicated measures taken to demon

s trat e internal consistency among various parts of the 

questionnaire. Melzack presented correlation coeffi

c ient s o f static pain questionnaire scores, correlations 

based on percentage changes in pain scores, and correla

tions based on individual syndromes. 

The s tat i c pain questionnaire scores revealed a high 

correlation b etween the scale and rank value methods for 

determining t he PRI scores for each category. Melzack 

(1975) found t h at i ntercorrelations were higher than .9 

for all categories (£ < .05: .14; E < .01: .18). The 

intercorrelations among the various subclasses were almost 

at the same l e vel. The NWC correlated highly with the PRI 

when they wer e calculated with either the scale or rank 

value . 

The ratings of overall present pain intensity cor-

related signifi c an t ly with the total number of words 

chosen and the PRI(R ) for each category and for all cate

gories together . Correlations based on percentage changes 

in pain scores we re found to be "highly significant sta

tistically and indicate an internal consistency among 
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different categories of the PRI and among the three indi-

ces in the q uestionnaire" (Melz k 1975 286) . ac , , p. . 

Str uctured Teaching Plan 

The ins t r ume n t used for applying treatment was a 

s truc tured teaching plan devised by the researcher 

(Appendi x A). Th e teaching plan was based on Gagne's 

hier a r chial l earn ing theory, and includes objectives, con-

tent , t eac he r activities, patient activities, and evalua-

tion . The teac h ing plan had not been utilized in a 

researc h stud y or teaching situation so there was no data 

available t o determine its effectiveness. 

Standard Teaching Plan 

The researc her presented information to subjects in 

the control g roup which was usually given by staff nurses. 

Information included coughing, deep breathing, turning, 

and leg exer cises . Explanations were also given concern

ing assistive devices, skin preparation, and preoperative 

medications . 

Data Collection 

The subjec ts were given an oral explanation of the 

study on the evening before surge ry and were asked to 

participate . A signed consent form (Appendix H) was 
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requested of each subject. It included consent to be 

included as a subject in the study. 

Subjects in the treatment group were presented a 

structured teaching plan on the evening before their 

scheduled surgery the following day. Information about 

pa i n and discomforts that are usually experienced by post

operative patients was presented. The structured teaching 

pl a n was presented by the researcher and was 15 minutes in 

length . The researcher gave the subjects in the control 

group t he usual preoperative instructions used in the 

ho spital selected to be the setting for the study. The 

usual pr eoperative instructions included content relating 

to a ppr ox i mate time preoperative medication was to be 

admini s te r e d, effects of preoperative medication, time of 

sur ger y , approximate length of stay in the recovery room, 

postoper a t ive exercises, and equipment that would be used 

to mee t physiological needs during the postoperative 

period . 

Each subj ect in the control group and treatment group 

had the McGi ll-Melzack Pain Questionnaire (Appendix B) 

administered t o them 32 hours postoperatively. A research 

assistant admini stered the questionnaire to all subjects. 

Initially , the q uestionnaire required 15-20 minutes to 
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administer. After the assistant had gained experience, it 

took 5-10 minutes to complete. 

The research assistant read the instructions out loud 

to each subject. The subject was then asked to respond 

verbally to the items on the questionnaire and her 

r esponses were recorded on the questionnaire by the 

r esearch assis tant. The research assistant was instructed 

to give the subjects definitions of words if they were 

beyond t he subjects' vocabulary. 

The r esearch assistant was a 25-year old female 

enrolled in an Associate Degree Nursing Program. At the 

ti e the study was conducted she was enrolled in a 

medical - sur gi cal nursing course. The researcher and 

r esearch assistant met for a 1-hour training session in 

which the Mc Gi ll-Melzack Pain Questionnaire was discussed. 

Each part of the questionnaire was fully explained and the 

research assi stant was instructed in how to approach the 

subjects , how to explain the instructions, and how to 

record the subjects' responses. The researcher accom

panied the research assistant to the surgical units for 

t he f i rst five times t o be available to answer questions 

and solve potential problems. The research assistant was 

paid for he r work in the research project. 
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Treatment of Data 

The t h ree types of data which were treated statisti

c ally were the Pain Rating Index (Rank), PRI(R); Number of 

Wo rds Chosen ( NWC); and Present Pain Intensity (PPI). 

Par t two of t h e questionnaire contained 20 subclasses or 

subcategor i es of words that described pain. Categories 

1 through 10 were descriptive of the sensory component of 

pain . Categor i es 11 through 15 were descriptive of the 

affect i ve c ompo nent of pain. Category 16 was descriptive 

of t he evaluative component of pain and categories 17 

t h r o ugh 20 were miscellaneous word descriptors of pain. 

A sum o f t h e rank values for PRI(R) values of each of 

t he four major c a t egories was done for the control group 

a nd t he treatment g roup. The sums of PRI(R) for each of 

the majo r categories was then totaled. A t-test was then 

don e to de t e rmine if t here was a significant difference 

between the two g roups. 

The NWC s cores were determined by computing the mean 

fo r al l subj e cts in each of the two groups. At-test was 

then done to determine i f there was a significant differ

ence betwe en the control group and the treatment group. 

In comput i ng t h e PPI, a mean score was obtained for each 

g r oup and than a t - t e s t was done to determine statistical 

significanc e be t ween the t wo groups. 
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Sununary 

An explanation of the setting, population and sample, 

and protection of human subjects has been presented. The 

instrument utilized in the study, the McGill-Helzack Pain 

Questionnaire , has been discussed. The information about 

the reliability and validity of the instrument has also 

been discussed . An explanation of the structured teaching 

plan , method of data collection, and the type of statisti

cal analyses which will be employed has been presented. 



CHAPTER 4 

ANALYSIS OF DATA 

An analysis of data is presented which consists of a 

description of t h e sample and results of the study. Each 

null hypothesis is stated and the findings of the study 

are related to each null hypothesis. 

Description of Sample 

The sample for this research study consisted of 32 

female patients. There were 16 subjects in the treatment 

g roup and 16 subjects in the control group. The age range 

for subjects in the treatment group was 20 to 63 years of 

age , and the age range for subjects in the control group 

as 27 to 61 years of age. There was 1 Black subject and 

15 Caucasian subjects in the treatment group and 4 Black 

subjects and 1 2 Caucasian subjects in the control group. 

Intra - abdominal surgery was performed on all sub

jects , but there were various surgical procedures per

formed in each of the groups. In the control group there 

ere three cholecys tecomy procedures, one exploratory 

laparotomy , nine total abdominal hysterectomy with bilat

eral salpingo- oophorectomy procedures, one total abdominal 
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hyste rec t omy , one total abdominal hysterectomy with ante

rior repair, and one partial left colectomy procedure. 

In the treatment group there were two cholocystectomy 

with appendectomy procedures, one exploratory laparotomy 

with rig ht salpinto-oophorectomy and appendectomy, nine 

total abdominal hysterectomy with bilateral salpingo

oophorectomy p rocedures, one total abdominal hysterectomy, 

one gynecology laparotomy with uterine suspension, one 

total abdominal hysterectomy with left nephrectomy, resec

tion of sigmoid colon, descending colon colostomy, and one 

hiatal hernia repair. 

Findings 

Hypothesis One 

The hypothesis which stated that there is no differ-

ence between the PRI(R) scores achieved by the treatment 

group and control group of subjects on the McGill-Melzack 

Pain Questionnaire wa s accepted. The !-test was performed 

on the data for the treatment group and the control group. 

The results showed no significant difference between the 

t o g roups . Table 1 shows the mean, standard deviation, and 

E alue for the Pain Rat ing Index (PRI) (R). 



72 

Table 1 

Mean, Standard Deviation and p Value for 
Pain Rating Inde~ (PRI)(R) 

Control Group Treatment Group 

ean 34.56 30.44 

Standard Deviation 14.50 13.84 

umber 16 16 

ote . £ = .4 17 ; t = .82 

Hypothesis Two 

The hypo t he sis which stated there is no difference 

bet een the PPI scores achieved by the treatment group and 

co trol g roup of subjects on the McGill-Melzack Pain Ques-

t'onnaire was accepted . The t-test was performed on the 

d ta for the treatment and the control group. The results 

sho ed no signi ficant difference between the two groups. 

Tab e 2 presents the me an, standard deviation, and E value 

for the Present Pain Intensity (PPI). 

ypothesis Th r e e 

The h po thesis which stated that there is no differ-

ence betwee n the numbe r of words chosen (NWC) scores 

achie ed by the treatment g roup and control group of 

a ients on the cGill - Melz ack Pain Questionnaire was 
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Table 2 

Mean, Standard Deviation, and p Value for 
Present Pain Intensity (PPI) 

Control Group Treatment Group 

2.44 2.00 

Standard Deviation 1.15 .73 

umber 16 16 

ote . E = .21; t = 1.28 

accepted . The t-test was done on the data for the treat-

ment g roup and control group of subjects. The results 

sho ed no significant difference between the two groups. 

Table 3 display s t he mean, standard deviation, and E 

value for the number of words chosen (NWC) . 

The infe r enc e which may be drawn for the two groups 

of subjects in t h i s s ample is two-fold. The subjects were 

al ike regarding t he rating and intensity of their pain and 

on the number of words chosen to describe their pain. 

summary of Findings 

The findings of t his study were as follows: 

1 . The re was no s ignificant difference between the 

PRI(R) sco r es achieved by the treatment group and the 

contr ol group of sub j ects. 
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Table 3 

Mean, Standard Deviation, and p Value for 
Number of Words Chosen (NV~C) 

Control Group Treatment Group 

e an 14.75 13.31 

Standard Deviation 3.89 3.52 

umbe r 16 16 

ote . E = .2 8 2; t = 1.10 

2 . Th ere was no significant difference between the 

PP I scor es a c h ieved by the treatment group and the con-

t r ol group of subjects. 

3 . There was no significant difference between the 

numbe r of words chosen (NWC) scores achieved by the treat-

ent g r oup and the control group of subjects. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The p rob lem of this study focused on determining the 

effects o f s tructured preoperative instruction on the pain 

rating i ndex scores, present pain intensity scores, and 

numbe r of words chosen scores achieved by the treatment 

g r oup and c ontrol group of subjects on the McGill-Melzack 

Pain Questionnaire. The null hypotheses for the study 

stated that there would be no significant difference 

bet ·een pain· r a ting index scores, present pain intensity 

scores , and number of words chosen scores achieved by the 

treat ent group a n d control group of subjects on the 

cGill- elzack P a i n Questionnaire. 

Summary 

quasi - expe rimental approach was selected for the 

study . The samp l e consisted of 32 female preoperative 

patients who we r e awaiting intra-abdominal surgery. A 

s ructured preoperative teaching plan, which was the 

independent va r iable, was presented to each subject in 

the treatment g roup . Subjects in the control group were 

given the usual p reoperative information presented to all 
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patients awaiting s urgery. Thirty-two hours postopera-

ti el , each subJ'ect was asked to complete the McGill-

e zack Pain Ques tionnaire. A research assistant was 

t'l'zed to administer the questionnaire. After comple-

io of t e study , the pain rating index scores, present 

P in intensity scor es , and number of words chosen scores 

er com uted and a t-test was used to detect a possible 

s g i 'cant ~ifference between the scores. Findings of 

t e st indicated that there was no significant differ-

e ce bet en the two groups on their pain rating index, 

present in intens ity , and the number of words chosen to 

scr i e their pain . 

Discussion of Findings 

Since this s tudy was based on the aspect of the gate-

control t eory of pain which focuses on the control of 

sensor i ut by central nervous system activities, the 

e ch·ng hich was p r esented may not have been sufficient 

o i fl ence e nough control of brain processes over input 

peripheral s mall diameter fibers. In addition to 

e lai ing the types of pain and discomfort and causes of 

the pain , t e patient may have needed information on what 

ey could do fo r t hemselves to relieve their pain. This 

information would h ave provided them with an additional 
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deg r ee of control over the pain. Perhaps the findings 

would have been significant if an 1'nte t' ld h rven 1on wou ave 

been included to create a balance of activity in large 

and smal l diameter fibers. 

Since the patients in the sample were required to 

learn only basi c concepts about pain, it is felt that the 

intellectual skills taught were not too difficult for the 

earner . The finding s for the study may have been 

ffected by the event s of learning as stated by Gagne 

(1977) . Researcher interaction with the learner during 

e t eachi n g - learning situation indicated that the learner 

as involved in t h e process of attending. The learner 

onstrated eye contact, nodding, and the like during 

e i teraction . According to Gagne (1977), information 

a · tended to wi ll ente r the short-term memory. The problem 

n e processi ng of information may have been with the 

rocess of encoding the information into the long-term 

e or . The short duration of time devoted to teaching 

or he instructional events may have been insufficient in 

pro o ing the encoding of information into the long-term 

e or . Failure to encode information will lead to 

f ilure in the storage and retrieval processes. 

The findings of this study were congruent with 

Li de an and an Aernam (1971); however, their structured 
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teaching did not consist of l'nformatl'on b a out expected 

po stoper ative p ain. In the study conducted by Lindeman 

and Van Aernam (1971), the researchers hypothesized that 

structured preoperative teaching about turning, coughing, 

and deep breath ing would significantly reduce the need 

for postoperative analgesics for the adult surgical 

atient . This hypothesis was rejected. Johnson et al. 

(19 78) found a ma i n effect for instruction on the number 

of doses of analge s ics received from midnight the day of 

surgery to midnight the third postoperative day. Patients 

in this samp le were provided with instructions in deep 

breathing , coughing , leg exercises, turning in bed, and 

getting out of bed . Again, no information was given in 

re at·on to the pain which would occur postoperatively. 

he findings of t he present study are not in agree

e t with the study conducted by Miller and Shada (1978). 

In iller and Shada' s (1978) study, nurses presented pre-

o erati e instruc tion following the standard procedure 

of the institution . Information was provided to patients 

about incisional p a in and pain while deep breathing and 

coughing . Patients i n this study reported few complaints 

of i c isiona l pai n postoperatively. 

The findings of the present study were in agreement 

it the findings r eported by Perri and Perri (1979). 
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Perr i and Pe rri (1979) · lnvestigated the effectiveness of 

relaxation trai ning as a method for coping with clinical 

pain . This s tudy is more closely related to the present 

study be ing report ed even though the content of the teach

i ng wa s d i ffe r ent. Pain was assessed by administering the 

c Gil l - 1e lzack P a in Questionnaire and the Chambers-Price 

Sca les f o r Pain . The number of pain medications received 

a s a l so c omp a r e d. Reduction of clinical pain was not 

a cco p l ished by t h e use of relaxation training. 

lthough the present study did not focus on the study 

of c r onic anxiety or neuroticism and their relationship 

o p in , the r e is evidence that these factors are impor-

a t in the s tudy of postoperative pain. Johnson, Dabbs, 

d eventhal ( 1970 ) s tudied a group of 62 female surgi-

ca patients and found that mood scores and evaluations of 

ain ere r ela t e d to c hronic anxiety. Chronic anxiety 

as found t o be a p r e d i ctor of pre- and postoperative 

otional responses . In a study conducted by Parbrook 

e al . (1973) , resu l t s showed correlations between neuro-

ic's , postope rative pain, and vital capacity impairment 

an complications . The sample for this study consisted of 

50 a e patients who we re undergoing gastric surgery. In 

a ot er study , Dalrymple et al. (1973) studied 50 female 

pa ie ts ho were unde rgoing elective cholecystectomy. 
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A significant relationship between neuroticism scores and 

vital capac i t y i rnpairm t d en an chest complications scores 

was detected . 

Conclusions 

The c onc lusions of this study were: 

1 . The s tructured teaching plan may have been equi

valent to t h e s t and a rd teaching plan used in the hospi

tal . 

2 . a riab les o t her than the teaching plans may have 

been ope r a tive . Some examples of variables may be: pain 

tole r anc e , e t h ni c i t y , reason for surgery, medical regi-

e s , atti t u d e s about pain relief, and sedative effects. 

3 . u r si n g interve ntions other than teaching may 

effective i n the relief of pain. 

I mplications for Nursing Practice 

Befor e instituting patient teaching, nurses may need 

o identify those patients who are suffering from chronic 

iety or euroticism . Additional research probably 

o ld need to b e conduc ted in this area, but patient 

each ' ng will b e enhanced if these efforts are made. 

ur ses on all sur g ical units need to develop an 

a areness of t he need f or p atients to be taught about 

osto erative pain . Teac h ing must extend beyond the 
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p ractic e of teac hing only cough1'ng, d b h' eep reat 1ng, and 

turning . The d eve lopment of teaching plans which focus on 

all aspects of p o s tope r ative pain needs to be incorporated 

into c urrent n ursing practice. There are efforts being 

made in var i o us loc ation s with different types of surgi

c a l patient s , b ut the approaches being used differ 

g r eatl . 

Egbe rt et a l . (1964) provided instruction about all 

asp ec s of the p ain experien ce including what the patients 

c o uld do f o r t h emselves to relieve their pain. Egbert 

e t 1 . ( 19 6 4 ) f ound that t h e special care group of 

atien t s r equi r e d 50 % less narcotics in the postoperative 

e r iod and t h a t they were ready for discharge 2.7 days 

efor e the control g rou p . The approach by Egbert et al. 

r epr esen t e d comp r e hensive instruction on the pain experi

ence and r e vealed areas which were not included in the 

teaching p l a n uti l i zed in t h e present study. 

lthough t his study utilized individual teaching, 

r esearch supports the appr o ac h o f teaching to groups of 

pat ' ents . 
Th is is a more ef f i c i e n t app roach for the 

urse , and pati e n t s can benef i t f rom the interaction which 

t es place in the group . 
For the practicing nurse, group 

teaching is t h e mos t desi r ed method of teaching. 
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In relation to the benefits of group and individual 

teaching , Lindeman (1972) found no significant difference 

in the mean number of analgesics administered during the 

first 72 postoperative hours to subjects who had received 

individu 1 ins truction and subjects who had received group 

instruction . In the study conducted by Mezzanotte (1970), 

20 of the 24 patients reported that they preferred group 

instruction . Merkatz et al. (1974) reported that 78 

pat ients in thei r study believed it was helpful to dis

cuss their f e elings . 

Re commendations for Further Study 

Recommendations for further study are: 

study could be done including an assessment of 

ast experiences with pain, administration of personality 

e ts , nd asse ssment of physiological indicators of pain. 

since the teaching plan may lack information 

need d b the preoperative patient, additional informa

ion such as the severity of the pain, duration of the 

pain , ho to achieve relaxation, and when to request pain 

edication could be included. 

3 . 
s tudy could be conducted which consists of all 

ales in the sample . 
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4 . n exploratory of factors which inhibit learning 

in the preope rative and postoperative period could be con

ducted . 
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Mc GILL-MELZACK PAIN QUESTIONNAIRE 

Code umber Age 

Surgical Procedure 

Diagnosis : 

lgesic (if al r eady administered): 

1 . Type 

2 . Dosage 

3 . Time given i n relation to this test 

Sex 

Date 

Race ----

Patie t ' s intelligenc e : circle number that represents 
best estimate 

1 (low) 2 3 4 5 (high) 

* ********* 

is q estionnaire has been designed to tell us more 

o t our pain . 
Four major questions we ask are: 

1 . here is your pain? 

2 . at does i t feel like? 

3 . o does it chan g e with time? 

HON strong is i t? 

It is important that y ou tell us how your pain 

fee s now . Please follow the instructions at the begin-

i g of each par t . 
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Par t 1 Where is Your Pain? 

Please mar k o n the drawings below the areas where you 

feel pain . Pu t E if external, or I if internal near the 

areas wh ich you mark . Put EI if both external and inter-

a! . 
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Part 2 hat Doe s Your Pain Feel Like? 

So e of the wo rds be low describe your present pain. 

C~rcle 0 LY one word in each numbered category and only 

e one hich best descr ibes your present pain. Leave 

o t cate gory that is not suitable. Use only a single 

or n e ach appropriate category--the one that applies 

es . 

5 

9 

g 

13 

ea r ful 
r igh f 
e rr if ing 

2 

Jump ing 
Flashing 
Shooting 

6 

Tugg ing 
Pulling 

renching 

10 

Tender 
Taut 
Rasping 
s p litting 

14 

Punishing 
Gruell ing 
cruel 

icious 
Kill ing 

3 

Pricking 
Boring 
Drill i ng 
Stabbing 
Lancinating 

7 

Hot 
Burning 
Scalding 
searing 

11 

Tiring 
Exhausting 

15 

wr e tched 
Blinding 

4 

Sharp 
Cutting 
Lacerating 

8 

Tingling 
Itchy 
Smarting 
Stinging 

12 

Sickening 
Suffocating 

16 

Annoying 
Troublesome 
Miserable 
Intense 
Unbearable 
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17 18 19 20 

Spreading 
ad· at· ng 

T i ght 
umb 

Cool 
Cold 
Freezing 

Nagging 
Nauseating 
Agonizing 
Dreadful 
Torturing 

e etr ting 
p ·erc'ng 

Dr a ing 
S q u ee zing 
Tearing 

P r 3 
How Doe s Your Pain Change 

With Time? 

3 . 

ord o r word s would you use to describe the 

t ern of your pain ? 

1 

con inuous 
Ste 
Constant 

2 

Rhy tlLrnic 
Per iodic 
Intermittent 

3 

Brief 
Momentary 
Transient 

at kin s of t h ings relieve your pain? 

a 
in s of t hing s increase your pain? 

ow Strong Is Your Pain? 

o agree hat t he following 5 words represent pain of 

c e si g in tensity . They are: 

1 2 
3 4 5 

o·sco fo rting Distressing Horrible Excruciating 

o ans e r each qu e stion belmv, write the number of 

e ost p?ropr iate word in the space beside the ques-

ion. 
ich . ord descr i be s your pain right now? 

2 . ic h ord de scr ibes it at its worst? 

3 . • ich o rd escribes i t when it is least? 
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ic word describes the worst toothache 
ou ever had ? 

5 . ich word desc ribes the worst headache 
ou ever had ? 

6 . lhich vo r de scribes the worst stomachache 
o ever had ? 
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Standard Preo perativ e Instruction 

Explanation and demonstration of coughing. 

E planation and demo nstration of deep breath-

Explanation of tu r ning . 

Ex lanation of leg exer c ises. 

Explanation of assist ive de v ices. 

E x lanation of skin p r e paration and preoperative 

c io s . 
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TEX; S WO':' Ad ' S UNIVERSITY 

t u-:-an Resea.:-ch Cof!1I"littee 

es 1 ator: Stephanie BarnQtt 

316 L~wrence BlvJ . 

Center: Dallas 

Date: 12/13/79 

Pine ·11 e , Louisian~ 71360 

OCI t Y entitled The Effects of Structured Preoperative 

·11e c by a commit tee of the Human Research 

t and it appears to meet our requirements 

o p o ectlon of the individual's rights. 

:l r inded that both the University and the 

r .ea th, Education and ~ielfare regulations 

wrltt n consents must be obtained from all 

in y o r studies. These forms must be 

. 5 . 

y you . 
or should youi project change, another 

o~~ittee is required, according to D~W 

Sincerely, 

CJ,_t;JJ&~<~F 
Ch a irman, Human ~esearch 

RevieW committee 

Dallas 
at __________________________ _ 
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TEXAs \\01AN' S liN IVERS I'IY 
COu..EGE OF NURs I~G 

DENTON , TEXAs 76204 

DALLAs PRESBYTERIAN CENTER 
81 94 l1.'AL\UT HI LL L\NE 
DA.I..l.AS • TEXAs 7 52 31 

IDJSTON CE.~1'ER 
1130 M.D. ANDCT...Svi~ :W.vu. 
HOUSTON, TEXAS 77025 

'CY PER'IISSION FOR CONDUCTING Sl1JDY* 

.. ··•Jc ur Pd pre() pera t i ve l nst r uction 

o n pos t c ner t tve pain 

lly ireed upon are as follows: 

c y) c . .-.~ be identified in the final report. 

consultative or adminis trat i ve pcr~onncl in the agency 
~.-..c ) identified in the final report. 

t..s) (rh t wtt ) a conference with the student 
rt i5 canpleted. 

~ (willing) ' · 3
1 

• 1; ) to allow the completed report _to 
through interlibrary loan. 

. J r------------------------------------------

ies to be distributed as fol~ows: 
e cop TI\U College of Nurs.lng. Second copy -

Origina:. - s·::cdent; 
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LETTER TO PHYSICIAN 

or . 
arc stu y on the be conduc ting a nursing rese h d 

s of str ct r ed preoperative instruction about the 

0 

0 

co 

0 

ence of po stoper a tive pain as experienced by 

tie t who has h a d intra-abdominal surgery. 

es i 
e rmission t o include patients admitted 

e of hospita l) for the study. 
( 

ros ec i e subjects for the study will receive 

tion of the study and will be told that 
scr 

c tion in the s t udy will be voluntary. A 

1 e ·sed by t he researcher will be presented 

i he trea tment g roup the evening before 

control g roup will receive the usual 

0 5 

5 

0 

e 

i en to patients the evening before surgery. 

n the control and treatment groups will 

estionnaire administered to them 32 hours 

a e an 
questio n s about the study, please 

5- 3672 o r 6 40 - 09 88. A copY of the teach

estionnaire, and approval form is 
a in 

c d to 
is etter -

sincerely, 
stephanie A. Barnett, BSN 
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P HYSICIA APPROVAL FORM 

s , o h ve my permission to ask patients for 

Co sent . 

o n o t have my permission to ask patients 

o co sen . 
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ORAL PRESE TAT ION FOR SUBJECTS 

s 

e ) 

s Stephanie B a r n ett and I am asking for 

0 ke part in a nursing research study. 

e ing conducted i n o rder to find out more 

i n t ' s ain which genera l l y occur s after 

i n g before sur g e ry , yo u wi ll be asked 

n 
short teac hing -learning session 

nu rs e . 
After y o ur surgery is over and 

o vill be asked some questions about 

o il l be able t o r emain in your room dur-

c in - e rning ses s i on and during the time 

ou 1 e as ke d to ans wer ques t ions about 

p r ic ation in the s t udy will take about 30 

o r i e . your name wi ll not be used in any 

s 

0 

r 

0 

res 

on l Y group numbers will be 
reports . 
re f r ee to withdr a w your consent and to 

ci at i on in the s t udy at anY time without 

here will be no medical service or com-

ed t o subjects by Texas woman's univer

of in j urY from participation in the 
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c s u Do you have any questions about the 

s 
e) ? 
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CONSENT FORM 

itle of Project : 

as a Subject for Research and 

a e received an oral description of this study, includ
. g a fair ex lanation of the procedures and their pur-
ose , ssociated discomforts or risks, and a 
escriptio n of the possible benefits. An offer has been 
a e to answer a ll questions about the study. I 

t t my name will not be used in any release 
nd that I am free to withdraw at any time. 

derstand that no medical service or cornpensa
r o i ed to subjects by the university as a 

o i jury from participation in research. 

Slgnature Date 

Wi tness Date 

by Person Exp laining the Study: 

0 
certify that I have fully informed and 

to the above named person a description of the 
le ents of informe d consent. 

Signature Date 

Positlon 

Date 
ess 
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\E BARN ETI I R.N. 

·of\~ orW.su primarily of 3 major clas-ses of word 
~ c-va.lua.tivo- that a..r1: \UCCi by paticnu to s-pecify 

t aJ.s.o co11Wns an intensity sa.le and other items to 
pau1 ~eQCC.. The questionnaire was designed to 

qii&AtiW:h-1 me~UDlftl"' f ~ paul that c:u1 be treated statistically. This 
_ utCS fo:r a.citnillistratiOll of the qu_=tionnaire and the 

d.c:rived r rom it. The 3 m.a jor mesuures a.re : ( 1 ) the 

o r.o types of Dwncric:ll values t.hat call be assigned to 
p<Of. ( ~ of _.is ciooU"; and (3) tho pruDft pdirl in-
~ Con<J&tiOU oc!l!cicnts a.<nOUII these ., ... ures. 

tb p&Ucnu su.ffcrina s.eve:nl kincb of pain. ue presented. 
,rudy llich uti i.z.ed th.e questionnaire is analyzed in 
-( L.Df~Oil that i_s obtained- The data, taken to

• cG. 1 Pain u.e5tiooa.a.i.re provides quantitative information 

, .:;as.n li:)C.IiJJY a.od · sum.cl.c:ntly sensitive to detect diifetence5 among 

paiD~ 

· n in ~o is e$.s.ent ia l for the evaluation of methods to 
• re urrentlY u.sed encounter serious difficulticsl.:t. 
prod~on and me:Uurem cnt of pain nave obvious 

, ry .,a Qur>tio• of the pain that can be employed 
. ~bont011' paiOI ~ needuriiY brie f ,..,a aft ;topped when 

a . y . C in.al ~ in oatraSt. are ofte11 l'<""'""" un· 

C·-~~~C.. 

1~:/(zv<-~t 
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