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This study using 86 subjects explored the effects of psychological
intervention in patients undergoing surgical procedures. Patients received
either a psychological intervention or general attention and support.
Psychological intervention was individualised, paying particular attention
to coping style. The Miller Behavioural Style Scale and the Hospital
Anxiety and Depression Scale were used to match psychological intervention
to patients needs and to measure anxiety and depression prior to admission
and through to discharge. Patients receiving psychological intervention
had reduced pre-operative anxiety and depression compared to
attention-support patients and no-contact control patients as well as
reduced analgesics and shorter length of stay. Lower anxiety was also

maintained into the follow-up period after discharge from hospital.



More than 2.5 million operations are performed in the United Kingdom each
year creating stressful demands upon patients both psychologically and
physically. Most people find the prospect of surgery anxiety provoking
(Johnston 1980) and the research suggests that surgical patients suffer
more anxiety that medical patients even when conditions are of equal
severity (Volicer & Burns 1977). It is also the case that surgical patients
have continuing high levels of anxiety for long periods following surgery
(Johnston 1980). Surgery is usually a new experience, so as well as any
pain, discomfort or distress resulting directly from the procedure itself,
there is the additional matter that novelty may generate uncertainty which
may lead to anxiety, and elevated levels of pre-operative anxiety are
related to greater distress and slower recovery (RAuerbach 1973). However,
pre-operative psychological intervention has been shown to reduce distress
and speed up recovery as indicated by reduced analgesic use (Andrew 1970),
fewer post-operative complications (Delong 1971) and a shorter hospital

stay (Mumford et al 1982).

There exists a body of evidence published in the scientific literature,
describing psychological intervention in the preparation of patients for
stressful surgical and medical procedures. The intention of such
programmes is to alleviate avoidable anxiety and thereby improve the
quality of the patient’s experience of hospitalisation and treatment
outcome as well as to eliminate possible negative psychological

consequences of hospital treatment.



These techniques have been applied in research studies to a wide range of
procedures including: general surgery, dental surgery, hysterectomy,
cholecystectomy, cataract operation, cardiac catheterisation, paediatric

surgery, endoscopy, and chemotherapy.

As it is the case that stress aggravates physical disorders psychological
preparation should reduce further consultation and treatment costs.
Likewise, reducing stress in one individual, in turn reduces disturbance in
other family members which may otherwise result in additional medical and

psychological input (Butcher 1990).

The purpose of psychological intervention is thus to facilitate emotional
well-being by helping prevent untoward emotional disturbances, improve
adjustment following procedures and speed up recovery therefore improving
the quality of care. It may also reduce the overall cost to the authority

for patients, with shorter hospital stay and less medication.

why is surgery stressful?

Anxiety can result from any one or a combination of the following:
unfamiliar surroundings, loss of independence, separation from partner,
problems with medication (Volicer, 1978); anticipating a painful treatment,
seeing very ill patients and preoccupation with one’s own condition or
illness (Wilson-Barnett, 1978).

Kendall (1983) identifies four main stressors contributing to anxiety



suffered in hospitalisation: the hospital enviromment, medical, surgical
and nursing procedures, the demands of being a good patient and patients’

self-reported stressors. Each of these will be considered in more detail.

The hospital environment

Factors relating to the hospital environment can cause great distress to
patients. Patients often find the display of frightening equipment such as
oxygen cylinders anxiety-provoking. Also the envirorment is thought to be
threatening because of its unfamiliarity and because the patient is away
from those people with whom they have close relationships - family,

friends, colleagues etc.

Patients often find the routine of hospital care anxiety provoking. For
example, being instructed when to eat, sleep, receive visitors and so on,
may take some getting used to for some people. However, people are not
told how to "act" as a patient and often find it difficult to fit into the
"role" expected of them. Obviously in order to run a hospital ward

successfully, routine is necessary albeit stressful.

Communication variables are further environmental stressors for patients.
Distancing is one commnication variable. In this the staff maintain a
distance and by doing so behave in ways which typify the most frequent
patient complaints such as being too impersonal, too busy, giving
inadequate explanations and treating patients as an object or number. An



example of distancing would be referring to a patient as "the cancer in the

end bed".

It is thought that distancing occurs because of the challenges and stresses
imposed upon health care staff. Patient care at any level is emotionally
stressful and medical staff have to make important decisions, quickly and
under pressure. Distancing effects may stem directly from emotionally
stressful aspects of patient care. Just as patients complain about nursing
staff and physicians, so do these people have complaints about patients.
The complaints about patients are commonly that they are demanding,
unreasonable, fail to follow instructions, have excessive complaints and
sometimes have obnoxious personality traits. Health care staff often cope
with this by reducing contact with patients, resulting in poorer care for

those patients disliked by any member of staff.

Another stressful communication factor is that of hearsay information and
personalising what physicians say. This is where patients latch on to
particular words that they hear and then worry about their significance,
and, thinking that the staff are referring to their case when they could be

talking about someone else.

An example of this is the typical situation in which a number of staff
congregate at the bottom of a patients bed, talking but not involving the
patient in the conversation. The staff may still be discussing the
previous patient, but the patient who overhears them does not know that is

the case and assumes it is them that the medical staff are discussing.



Communication skills are as important as the practical ones in surgical
care but research indicates that such communication is often inadequate
(see Gooch 1984). For example in one study, 65 percent of surgical and
medical patients reported dissatisfaction with communication (McGie 1961).
In another study, in cancer patients, 57 per cent were dissatisfied with
doctor-communications. An analysis of surveys of patient satisfaction with
communication indicated that the median for hospital samples was 38 per
cent for general practice and community samples is 26 per cent whilst for
psychiatric patients it was 39 per cent (Ley 1988). It is interesting
although not surprising to note that dissatisfaction was lower for general

practice patients.

Iey (1988) suggests that improving communication has the following
benefits: (i) patients understanding and recall are increased; (ii)
patients report greater satisfaction; (iii) there is less ill-formed
consent; (iv) compliance is usually increased and recovery may be quicker
and less stressful. Iey (1988) concluded that 40 to 50 percent of hospital

patients are critical of commnicational aspects of their stay.

A further environmental stressor relates to specialised settings such as
isolation and intensive care units. These are known to have profound
psychological effects. One researcher (Kornfeld 1972) drew a parallel
between patients’ experience in isolation units and that of sensory
deprivation. Isolation units are thought to be experienced as stressful
because they have individualised rooms, masked and gowned attendants and

limited visitors. The term "Intensive Care Syndrome" was given to such



marked psychological effects produced by these settings (Kornfeld 1972).

In this the patient suffers a reaction to intensive care which results in
high rates of delirium of between 38% - 70%. For example the patient may
think that the sound of the air conditioning is someone calling them. This
stressful phenomenon has been reported frequently in some major surgery.

Modifications such as increasing contact can reduce the patients distress.

A final source of envirommental distress worthy of consideration is the
recovery room. This is a large open area in which patients lie about at
varying levels of consciousness. For example, one patient may be bleeding
and thus requiring a lot of attention whilst another may be screaming in
pain, a further patient may be waiting quietly to be taken back to the
ward. Screens can prevent patients seeing distressing sights but they do

not hide sounds.

The next major group of stressors concern medical and surgical procedures
themselves. Advances in modern medicine provide greater hope for accurate
diagnosis and treatment. However many of the procedures are distressing or
embarrassing and patients then have to face the implications of them.

A typical example of a stressful medical procedure is cardiac
catheterisation. This is an invasive medical procedure that provides
visualisation of the chambers of the heart and its vessels. It is likely

to be undergone by someone who has been informed that they have some kind



of coronary heart disease. Patients are given only a mild tranquilliser as
their cooperation will be required during the 2-3 hour procedure. Patients
have to 1lie on a platform and several nurses, technicians and physicians
are independently involved in a variety of tasks. The catheter - a long

narrow tube is inserted into the patients femoral artery near the groin.

The catheter moves within the artery until it reaches the heart. A camera
suspended above the patients chest projects the events onto a nearby
screen. Once correctly located, the catheter transmits a dye that will
help to show heart functioning and to highlight diseased tissue. The
patient then has to cough hard to flush the dye. They must also take deep
breaths when told, so to move the lungs for taking clear photographs.
Often the screen is visible to the patient and during the procedure medical
staff are scurrying around the monitoring equipment, checking physical
signs, coaching the patient and comenting on the quality of the pictures

the procedure is producing.

The patient experiences various sensations. When the heart is stimulated
patients feel palpitations or a missed heart beat. When the dye is
released patients experience a rush of warmth and in some cases an

overwhelming surge of heat.

Patients also experience nausea and some brief but severe spurts of pain
due to vasospasm, as well as discomfort from lying for long periods flat on
their back. As if this is not stressful enough patients then have to face

the implications of the procedure.



Fear of anaesthesia is among the most frequent fears of patients (Ryan
1975) . Common fears are that they may not be fully asleep before the
operation begins; that they may have a mask forced over their face; that
they may wake during the operation and be unable to indicate that this is
the case; that they may never wake again, and, that they may choke during

recovery.

Demands of being a good patient

Patients are supposed to be obedient, not ask questions and follow
instructions. Asking questions is considered bothersome, as is seeking
emotional support. "Good" patients are not supposed to have complications.

A major paradox exists in medical treatment - the patient is physically and
psychologically in a weak and vulnerable position, yet the treatment staff

implicitly expects strength of character and will.

Patients self-reported stressors.

The final group of stressors discussed by Kendal are those of patients
reported stressors. A number of hospital stress rating scales have been
developed to indicate the aspects about procedures and hospitalisation that
patients find the most distressing. They appear to be clustered around: the
possibility of serious illness or loss of senses and a lack of information

about one’s condition.

Volicer and Bohannon (1975) developed a hospital stress rating scale and



asked medical and surgical patients to rank 49 medical events relating to
hospitalisation (see Table 1). Situations that were directly affected by
hospital staff rated high. For example, a lack of communication of
information was perceived as very stressful. Pain and discomfort are
further stresses reported frequently by patients. A common anxiety is how

much pain one anticipates and whether they will be able to cope with it.

Successful psychological intervention depends upon recognising individual
needs and designing preparation to suit those needs. A number of
individual differences including personality variables, can interact with

stressors affecting the efficacy of preparations.

Coping Style

one such difference is the patients "coping style". Coping style is the
strateqy people use to cope with stressful events in their lives. The ain
of psychological intervention is not to change one’s coping style but to
complement their existing mechanisms. A vast amount of research has been
undertaken to identify coping style and the types identified are
"information avoiders" (or blunters) who distract themselves from
information when in a stressful situation and "information seekers" (or
monitors) who seek out information in stressful situations and monitor the

information, people who fall between these categories, often called
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Table 1: Patients Self-reported hospital stressors

Assigned Rank Order and Mean Rank Score for Events Related to the
of hospitalisation

Assigned

Rank Event

1 Having strangers sleep in the same room with you

2 Having to eat at different times than you usually
3 Having to sleep in a strange bed

4 Having to wear a hospital gown

5 Having strange machines around

6 Being awakened in the night by the nurse

7 Having to be assisted with bathing

8 Not being able to get newspapers, radio or TV when

9

10
11
12

13
14
15
16
17

18

19

20
21
22
23
24
25
26
27
28
29

30
il
32
33
34

35
36
37
g
39
40
41
42
43
44
45
46
47
48
49

you want them

Having a roommate who has too many visitors

Having to stay in bed or in the same room all day

Being aware of unusual smells around you

Having a roommate who is seriously ill or cannot talk to
you

Having to be assisted with a bedpan

Having a roommate who is unfriendly

Not having friends visit you

Being in a room that is too cold or too hot

Thinking your appearance might be changed after your
hospitalisation

Being in the hospital during holidays or special family
occasions

Thinking you might have pain because of surgery or test
procedures

Worrying about your spouse being away from you

Having to eat cold or tasteless food

Not being able to call family or friends on the phone

Being cared for by an unfamiliar doctor

Being put in the hospital because of an accident

Not knowing when to expect things will be done to you

Having the staff being in too much of a hurry

Thinking about losing income because of your illness

Having medications cause you discomfort

Having nurses or doctors talk too fast or use words you
can't understand

Feeling you are getting dependent on medications

Not having family visit you

Knowing you have to have an operation

Being hospitalised far away from home

Having a sudden hospitalisation you weren’'t planning to
have

Not having your call light answered

Not having enough insurance to pay for you hospitalisation

Not having your questions answered by the staff

Missing your spouse

Being fed through tubes

Not getting relief from pain medications

Not knowing the results or reasons for your treatments

Not getting pain medications when you need it

Not knowing for sure what illness you have

Not being told what your diagnosis is

Thinking you might lose your hearing

Knowing you have a serious illness

Thinking you might lose a kidney or some other organ

Thinking you might have cancer

Thinking you might lose your sight

ADAPTED FROM VOLICER & BOHANNON (1975)
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Stresses

Mean

Rank

Score
13.9
15.4
15.9
16.0
16.8
16.9
17.0

17.7
18.1
19.1
19.4

212
21.5
21.6
21.7
23,7

22.1

22.31

22.4
2317
23.2
23.3
23.4
23.6
24.2
24.5
25.9
26.0

26.4
26.4
26.5
26.9
27.1

27.2
Lit=3
27.4
27.6
28.4
29.2
31.2
31.9
32.4
34.0
34.1
34.5
34.6
35.6
392
40.6



"neutrals" show no tendency to seek or avoid (Shipley et al 1978).
Monitors and blunters correspond to the cognitive style of vigilance and

avoidance respectively.

Miller (1979) validated a scale to identify monitors and blunters. The
"Miller Behavioural Style Scale" (MBSS) was later refined (Steptoe 1989).
The hypothesis predicts that monitors benefit more from information and
blunters benefit more from distraction. Miller’s study supported this idea
and found that blunters given low level of information were better than if

given a high level of information which served to increase distress.

Monitoring however, is a more costly emotional style. Miller found that on
arriving at the hospital, monitors were significantly more anxious and
depressed than blunters, they were more knowledgeable about procedures and
more frequently used medication for pain. However, if monitors are given

high levels of information, their recovery process may be quickened.

A direct 1link between speed of recovery and coping ability has been
reported (Furst 1978). The research shows unequivocally that information
seekers respond more positively to high 1levels of information whilst
information avoiders are made more anxious and require more medication when
they are given high levels or specific information (Andrew 1970). High
physiological arousal has been cbserved for avoiders given a high level of
information (Miller & Managan 1983), again the best results are found when

subjects’ coping style is matched with information given. Avoiders can



however, be helped by interventions which support their defences, by
minimising danger or encouraging avoidance through selective attention,
psychological support and low level general information along with

cognitive intervention.

A further personality variable thought to affect how people cope with
stressful events such as surgery is what Spielberger calls "State and Trait
anxiety". 'The State-Trait Anxiety Inventory (STAI, Spielberger et al 1969)
consists of a 20-item self report rating scale for measuring state and
trait anxiety. The A-State Scale requires people to describe how they feel
at a particular time, whilst the A-Trait part of the scale asks people to
desribe how they generally feel. The level of transitory or state anxiety
is increased in situations perceived as dangerous and relatively low where
there is no danger. Trait anxiety however, refers to individual
differences in anxiety-proneness. Thus ’trait anxiety’ is a relatively
stable personality trait that is not influenced by situational stress.
Therefore ’state anxiety’ would be expected to be higher in the immediate
pre-operative period than in the post-operative period. In contrast, no
change in ‘trait anxiety’ would be observed. One study in male adult
surgical patients (Spielberger et al 1973) supported this and found that
mean A-State scores were much higher before surgery than afterwards and,

that A-Trait scores were essentially the same.

-13 =



A further study looking at trait anxiety as a predictor of adjustment to
and recovery from surgery found that trait anxiety predicted elevations in
state anxiety on the morning of surgery but not on the evening. Trait
anxiety was though a weak predictor of pain, symptoms and behavioural
recovery. There was however a close relationship between pre-hospital
A-Trait and A-State anxiety scores suggesting that intervention designed to

reduce anticipatory anxiety may reduce significant periods of anxiety.

Iocus of control is another individual difference which may affect how one
copes with hospitalisation. Rotter (1966) developed the Internal-External
Iocus of Control Scale which is a 29-item self-report scale. The
orientation of locus of control refers to a generalised expectancy of
control one has over their 1life. People differ in the degree to which
they believe that they have self-control and feel personally responsible
for what happens to them. Individuals with an internal locus of control
characteristically perceive themselves as having personal control over the
reinforcement they obtain, whilst those with an external locus of control
perceive reinforcement as being determined by circumstances out of their

control, therefore being caused by luck or chance.

The relevance of this personality trait to psychological intervention for
hospital procedures is that one’s locus of control is likely to affect
their perception of the situation. For example, if someone has an external

locus of control they then assume that many things are beyond their control

- 14 -



and do no try to affect the situation in any way. Whereas an "internal" is
more likely to become involved in their care and influence their recovery
For example, by accepting that quicker mobility helps increase strength the
patient may interact to make this happen, whilst an external will just let
things happen and not try to influence them. Auerbach et al (1976) in a
study with dental patients found that "internals" (patients who perceive
themselves as having control over the outcome of events) responded
positively to specific information regarding surgical procedures they were
to undergo. They had higher ratings on behavioural adjustment during
surgery than those not receiving preparation. In contrast, "externals"
(those who perceive themselves primarily under the control of external
circumstances) had lower adjustment ratings when given specific
information. Such data is difficult to interpret as prior research has
shown that "externals" tend to be more defensive than "internals" and it
appears that people who adopt a defensive avoidance coping strategy fail to

show increased stress tolerance when given preparatory information.

Another interpretation of such findings may be that only those who perceive
themselves as influencing outcomes develop adequate coping resources when
given information about impending stressors. Whatever the interpretation,
this may be a valuable variable to consider when developing preparation

programmes.
Another individual difference affecting psychological intervention is
neuroticism with the claim that a higher level of neuroticism is associated

with more distress and slower recovery. Age, sex and previous experience
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of hospitalisation have not been given much attention but some effect on

the efficacy of psychological intervention might be expected.

Measures used far assessing efficacy of psychological intervention

A number of valid and reliable measures are used to establish how patients
feel physically and psychologically when facing stressful events such as
surgery, and to evaluate the efficacy of psychological intervention.

Physiological measures include clinical indices such as hospital stay and
medications; observer ratings such as adjustment following surgery, and,
self-reports of factors such as appetite, mobility and so on.
Psychological measurements include physiological indicators such as:
vomiting and level of plasma fatty acids; observer ratings of cooperation,
stress and patients self-report measures such as the State-Trait Anxiety
Inventory (STAI), or the Hospital Anxiety and Depression Scale (HAD),

measuring anxiety and depression. Psychophysiological measures reflect an
interaction of the previous two measures, for example, pain, anxiety about

nausea, comfort.

T of Sioaton o £

The various kinds of psychological intervention that have been used in the
past include: (1) psychological support which is reassurance and general
support to facilitate adjustment; (2) information provision - either
sensory or procedural; (3) hypnosis; (4) filmed modelling which is the
observation of others during medical procedures; (5) cognitive
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interventions; (6) relaxation training and (7) skills training. Previous
studies have used either one or a combination of these psychological
preparations. The current discussion has focused mostly on information and
cognitive interventions as these are most widely used (See Table 2 for a

brief review of the literature).

(1) Psychological Support

This was one of the earliest strategies of psychological intervention and
may have been informal and unsystematic and somewhat nondescript. The
approach has attempted to offer reassurance and support to facilitate
adjustment to hospitalisation. One of the more systematic studies of this
nature was by Gruen (1975) who examined the efficacy of brief psychotherapy
in myocardial infarction patients. The experimental group received an
average of 30 minutes of therapy for 5-6 days of their hospital stay. These
patients in comparison to the control spent significantly fewer days in
intensive care and fewer days under intensive observation. No
attention-control was used so it is difficult to separate out the effects
of attention and coping style was not taken into account. Psychological
support often accompanies the other forms of intervention and has not

generally been studied on its own.

(2) Information Provision

The work on information provision was largely stimulated by Janis (1958)

who proposed that providing accurate and authoritative information about an
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impending stress leads to "anticipatory fear" and "the work of worrying",
leading to the accurate expectations, that is knowledge of specific
problems and reassurances which result in a reduction in the incidence of
hostility and depression during stress. Janis’s theory has not been
replicated and no evidence has been found to suggest that the concepts of
anticipatory fear or the work of worry were related to pre-operative
preparation (Vernon and Bigelow 1974). Also, the model fails to
acknowledge individual differences in coping which clearly affect the

efficacy of information preparations.

Information provision can be either sensory or procedural. Sensory
information is that which given the patient an accurate expectation of what
sensations are likely to be felt during and/or after the procedure, for
example, wound pain and other discomfort. Procedural information contains
a description of the medical event, where it takes place, the type of
preparation and something about how it is performed in relation to various

parts of the anatomy and so on.

Sensory Information

Egbert et al (1964) undertook a study with intra-abdominal surgery
patients. All patients were visited on the night before surgery by the
anaesthetist who told them about preparation for anaesthesia as well as the
time and approximate duration of operation. In addition the experimental
group were told about post-operative pain - where they would feel pain, how

long it would last and reassurances were given. They were told they could
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achieve relaxation through correct breathing and were also taught how to
turn on their side and to request medication if unable to reach a
reasonable level of comfort. The experimental group were visited the day
after operation by the anaesthetist where what had previously been taught
was reiterated. Reassurance was given. The results showed that the
narcotic requirements of the intervention group was half of that of the
control group on the five days following surgery. The intervention group
also appeared more comfortable and in better physical and emotional
condition than controls and were fit for discharge 2.70 days earlier.
However no attention control group was used to determine nonspecific
effects of attention. Also it is difficult to separate out the effects as
intervention patients were seen on the day following surgery as well.
Johnson and Leventhal (1974) compared the effectiveness of interventions in
patients undergoing endoscopy examination. All patients were given
procedural information but only some of them were provided with sensory
information. The second intervention group was given behavioural training
whilst a third group were given both sensory information and behavioural.
training. The findings indicated that people under 50 who had received
sensory information required less medication. The tube passage procedure
took 1longer for patients receiving combined information than for controls.
Both the combined information and sensory-only groups gagged less than
controls. The data provided some support for sensory information but
little if any for behavioural training. However, the sensory-only group
received some procedural information so it is difficult to separate the

components of preparation.
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Procedural Infarmation

Vernon and Bigelow (1974) looked at the effectiveness of pre-operative
procedural information in patients undergoing inguinal hernia repair. The
experimental group were given extra detailed procedural information. The
results showed that the intervention patients did have more information
concerning the procedure but not significantly so. This suggests that
providing extra information had little benefit. The authors suggest this
may have been due to patients not finding the procedure particularly

stressful, which would limit intervention effectiveness.

One study (Williams et al 1975) compared a long, maximally supportive and
informative interview with a brief, cursory interview in
pregnancy-termination patients. The supportive interview reduced the
anxiety of the high-anxiety group but brief interviews increased the
anxiety of low-anxiety subjects. However, the study did not control for

length or quality of interviews, or, attention.

Other information studies have taken individuality of the patient into
account. For example, Auerbach et al (1983) reported a programme offering
general or specific information given in either a personal or impersonal
way to dental extraction patients. The results indicated that the
intervention was most effective when there was congruence between

preference for information and specificity of information received. The
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