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ABSTRACT

A descriptive study was conducted to determine if 
there is any significant difference between the perceptions 
of adults toward a scheduled bronchos copy and a thoracotomy, • 
as indexed by the Palmer Patients' Perception Scale, pre
ceding and following surgery.

The sample consisted of six adults who were to have 
a thoracotomy and five who were to have a bronchoscopy.
Data were collected utilizing a data sheet and a revised 
version of the Palmer Patients' Perception Scale composed of 
43 items. Subjects'were administered both questionnaires 
the day preceding their surgery. The scale was readminis
tered to the bronchos copy group the day following their 
procedure. It was readministered to the thoracotomy sub
jects approximately four: to six days following their surgery.

A comparison of preoperative total mean scores, 
standard deviation, coefficient of variance, and two-tailed 
probability lead to the decision to retain the null hypoth
esis that there will be no significant difference in the 
scores of subjects on the Palmer Patients' Perception Scale 
preceding a bronchoscopy and a thoracotomy.

The null hypothesis that there will be no signifi
cant difference in the scores of subjects on the Palmer

vii
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Patients' Perception Scale following a bronchoscopy and 
thoracotomy, was not retained.



CHAPTER 1

INTRODUCTION

Numerous studies have been conducted on the effect 
of presurgical anxiety on the patient's ability to prepare 
for the surgical experience (Janis, 1958; Lindeman and Van 
A e m a n , 19 71) . The findings have resulted in the identifi-rr 
cation of effective methods of nursing intervention which 
can be used to assist patients to identify and cope with 
their fears toward impending surgery. The studies have 
shown the benefits of structured preoperative teaching upon 
postoperative recovery and emotional response to surgery.

The subjects of these studies have been patients who 
were scheduled to have a major surgical procedure. Little 
has been done to determine if patients who are scheduled for 
minor surgery perceive the experience in the same manner,.
If such a relationship could be demonstrated it would indi
cate the need to provide both groups with similar types of 
psychological preoperative preparation.

Statement of the Problem 
. What are the perceptions of adults toward surgery, 

before and after a minor or a major surgical procedure?

1



Significance of the Problem 
The degree of p re operative anxiety patients expe

rience and their ability to cope with it are related to 
their perceptions toward the impending surgery (King, 1962). 
Most practitioners consider major surgical procedures to be 
more psychologically stressful for patients than minor 
surgical procedures. It is generally believed thatfpatients 
who are scheduled to have major surgery should be psycho
logically and physiologically prepared during structured 
preoperative teaching (Lindeman and Van Aernan, 1971) .

Patients who are scheduled to have minor surgery do 
not usually receive this type of preparation. The emphasis 
is often placed upon the physiological and technical aspects 
of the procedure. Little effort is made to psychologically 
prepare them since minor surgery is thought to pose a 
minimal risk to the patient's welfare. If patients do 
choose to mention their concerns':, they are not often taken 
seriously or are dismissed by many nurses and physicians 
for the above reason. Minor surgical patients are there
fore deprived of the opportunity to openly discuss their 
fears with the people who could best help them to under
stand and cope with them.

Purpose of the Study 
The purpose of this study was to determine if there 

is any significant difference between the perceptions of



adults toward a sdhedxaled bronchoscopy and thoracotomy, as 
indexed by the Palmer Patients' Perception Scale, preceding 
and following their respective surgery.

Null Hypotheses 
There will be no significant difference in the 

scores of subjects on the Palmer Patients' Perception Scale 
preceding a bronchoscopy and a thoracotomy.

There will be no significant difference in the 
scores of subjects on the Palmer Patients' Perception Scale 
following a bronchoscopy and a thoracotomy.

Theoretical Framework 
Surgery is an anxiety producing event. The degree 

of anxiety experienced is related to the patient^s percep
tion of the surgical procedure. Post-operative behavior and 
recovery is dependent upon the patient's ability to cope 
with pre-operative anxiety.

A great deal of research has been conducted on the 
factors, which contribute to the patient's response to the 
stress of surgery. Deutsch (19 42) reported that the success
ful conquest of operative anxiety is determined by the 
amount of pre-operative preparation. Pre-operative prepara
tion does not only pertain to the information and instruc
tions the patient receives from the physician and the nurse. 
It also includes the processes the patient uses to psycho
logically prepare for the surgery. Learning of the need for



surgery evokes some degree of anxiety which serves as a 
signal of the perception of danger, initiating a readjust
ment of psychological defenses and physiological processes 
to meet the threat (Deutsch, 1942). Deutsch defined this 
process of perceiving and integrating a signal of impending 
danger as assimilation of anxiety.

Some individuals automatically make use of this 
signal to initiate readjustments to meet the threat to 
equilibrium (Titchener and Levin, 1960). The effectiveness 
of these adaptive mechanisms is determined by the patient's 
personality, perception of the surgery, and the interval 
between first learning of the need for surgery and the 
operation itself. Personality is goal directed, motivated 
activities which become organized into persistent long term 
patterns of thought, feeling, and modes of behavior 
(Titchener and Levin, 1960). Perception is the process by 
which an organism receives or extracts certain information 
about the environment. Through learning and experience,
"this information becomes part of the organism's storage of 
facts in memory against which future cues are judged"
(Fergus and Melamed, 19 76, p. 36). The time interval will 
determine whether the patient has a long or short period of 
time for inner preparation.

Titchener and Levin (1960, p. 82) postulated the 
following theory of reaction to surgical stress:



1. An adaptation that will be effective in 
reacting to an operation must permit percep
tion of the anxiety, some means of assimila
tion of it, and finally, some capacity to

.1 discharge the feeling.
2. The adaptation, to be effective, must, be 

flexible enough to permit some changes neces
sary for integration of stress and also to 
adjust to the psychological and physical con
sequences of the operation itself.

3. It is not the stability of the adjustment that 
makes possible the maintenance of equilibrium 
but rather the reactivity of adjustment.

If there is failure of inner perception of the 
anxiety signal or failure for one reason or another to make 
a readaptation psychologically, the operation will bring 
about some form of emotional disorder (Titchener and Levin, 
1960). Psychiatric case histories include patients in whom 
relatively insignificant operations were followed by manic 
conditions, depressions, melancholies, etc. (Deutsch, 1942) 

People often hesitate to have surgery. The pro-", 
cedure puts a strain upon finances, halts careers, forces 
deferment of responsibilities and obligations, and causes 
fear of pain, bodily injury, and possible death. This 
anxiety is not related as much to the object of their fears 
as it is to their personality structures, unconscious moti- 

. vation, imagination, fantasy, early history, and the form 
of adaptation characteristic of the individual (Titchener 
and Levin, 19 60) .
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Nursing interventions for the pre-operative patient 

are aimed at reducing anxiety and physically preparing the 
patient for the surgical procedure. Nurses can assist 
patients to psychologically prepare for the surgery by pro
viding information, correcting misconceptions, and helping 
them to identify, fears and adaptive mechanisms to effectively 
deal with them. Psychological studies have shown that all 
surgical patients need to make this adaptation (Ramsay,
1972; Camevali, 1966) .

Definitions
The following definitions of terms were used for the

s tudy.
1. Perception— "a process by which an organism receives 

or extracts certain information about the environ
ment" (Forgus and Melamed, 197 6, p. 36); in this 
study it was measured by the Palmer Patients' Per
ception Scale.

2. Minor osurgery— surgery which deals with lesions that 
pose little if any threat, actual or remote, to the 
patient's life and can usually be treated under 
local anesthesia (Hardy, 19 77, p. 7). In this 
study it referred to a bronchos copy.

3. Major surgery— surgery which is performed on 
patients who have a serious associated illness; 
lesions of indeterminate extent; patients who are



psychologically unsuitable for local anesthesia or 
surgery which is performed under general anesthesia 
(Hardy, 1977) . In this study it was used to refer 
to a thoracotomy.
Adaptation— a readjustment of psychological defenses 
and psychological processes in preparation for an 
event that is almost certain to cause changes of 
some sort (Deutsch, 1942). In this study it was 
measured by the post-operative scores on the Palmer 
Patients' Perception Scale.
Anxiety— a reportable sensation known by a feeling 
of nameless apprehension, restlessness, "nervous
ness," and a feeling of being on edge. It is 
manifested by certain physiological concomitants 
such as, tremor, sweating, flushing^or blanching, 
dryness of the mouth, and tightness in the throat 
or chest (Titchener and Levin, 1960, p. 173).



CHAPTER 2

SELECTED REVIEW OF THE LITERATURE

The review of the literature focused on the inter
action between perception and anxiety and their effect upon 
the behavior of the adult surgical patient.

Perception
Perception has been defined in many ways. Fergus 

and Melamed (1976, p. 36) defined it as "the process by 
which an organism receives or extracts certain information 
about the environment." Mas low (1970) referred to percep
tion as a process of classifying, absorbing, and registering 
the intrinsic nature of a real event and thus allowing one 
to cope with the unknown. Allport (1955, p. 4 6 3) defined 
it as "a conscious awareness of objects, an immediate or 
intuitive cognition."

The factors which determine perceptions are many and 
varied. This is especially true of the perceptions formed 
toward health care and the anxiety producing event of 
surgery. Dodge (1969) conducted a study to determine the 
effect which sex, age, and education had upon the likelihood 
of patients having an adequate understanding of their health 
care needs. She found that the effect of these variables 
appeared to be more related to what might be considered the



individual's usual mode of response based upon past expe
riences.

Giller (1962) reported that perceptions toward 
surgery are often determined by the information the patient 
acquires during pre-operative preparation and communication 
with health care providers. A common cause of operative 
anxiety is the perceptions the patient derives from the 
fallacies and ideas learned from friends, neighbors, and 
media stories which tend to distort and exaggerate the 
facts (Levin and Fiedler,. 1969) .

The behavior people exhibit is an expression of 
their perceptions of the world around them. King (19 62, p. 
32) stated that man's basis for action in health and 
disease is a composite of many things but, one crucial 
factor is the way he "sees" or perceives the situation and 
all the social, ramifications which accompany it. The be
havior of patients facing an unpleasant experience, such as 
surgery, will be determined by information derived from what 
they have been told and whatever unconscious fantasies or 
unrealistic expectations are aroused (Baudry and Wiener,
1968) .

Dumas (19 63) indicated that the amount of stress 
patients experience is dependent upon how they perceive 
their illness, treatment, the hospital environment, and the 
function and responsibility of the hospital personnel who 
care for them. Quimby (1968) found that post-operative pain
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is often influenced by patients' perceptions of their care
takers and the impact the surgery has upon their body image. 
Fain is also affected by past experiences with pain and the 
amount of anxiety produced by the procedure. Janis (1958) 
indicated that recovery tends to be impaired when patients 
are unable to maintain a clear, reality based perceptual . 
field of the events around them.

Anxiety.
There is a general recognition that impending 

surgery constitutes a source of significant, realistic, and 
symbolic threat to most people (Giller, 1962). Selye (1965) 
stated that all living beings are constantly under stress 
and anything, pleasant or unpleasant, that speeds up the 
intensity of life causes a temporary increase in stress.
The hospitalized patient has to deal with two aspects of 
anxiety: those which arise from within the individual and
those which come from without and aggravate the inner stress 
(Saylor, 1975).

Several studies have been conducted to identify the 
concerns and fears patients have toward surgery. Some 
common stressors associated with a surgical procedure are 
pain, uncertainty, lack of privacy, passivity, need to 
abdicate care of the body to strangers, separation from 
customary environment, and the unknown element of possible
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discomfort and outcomes (Baudry and Wiener, 19 68; Graham 
and Conley, 1971).

Cassidy and Altrocchi (19 60) interviewed 40 female 
general surgical patients between the ages of 2 0 and 60. 
Their most prevalent concern toward their impending surgery 
was fear of diagnosis and its possible ramifications. They 
also expressed fear of death, discomfort, helplessness, 
socioeconomic problems, of becoming crippled, maimed, or 
disabled, and of the unknown elements associated with the 
surgical procedure.

Camevali (19 66) cited the findings of three studies 
which were undertaken to identify some of the fears patients 
have toward surgery. Pain and discomfort were the most 
frequently mentioned fears. Many of the subjects were 
worried about not knowing what to expect. They feared that 
they had not been told "the whole truth" about their diag
noses. Other suggested, by their responses, that they 
feared their body image would be threatened by the surgery. 
This concern was not limited to only those who were to have 
extensive surgery. The subjects also expressed fear of 
separation from family, disruption of life plans, losing 
control as. a result of anesthesia, and the possibility of 
death.

Another survey on pre-operative fear was conducted 
by Ramsay (1972) . He defined anxiety as a warning system 
and a motivator of behavior. Anxiety, for the surgical
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patient, begins with being told of the need for surgery and 
is enhanced upon admission to the hospital. Ramsay attrib
uted this to the unfamiliar environment and loss of liber
ties the patient encounters upon hospitalization. He inter
viewed 382 patients 24 hours prior to their scheduled 
surgery. Seventy-two per cent of those who were to,have 
major surgery admitted having some fear of the surgery. 
Seventy-one per cent of those who were to have minor surgery 
stated that they were, afraid to have their surgery.

An indepth study into the psychological stress 
associated with surgery was conducted by Janis (1958).
Janis (1958, p. 10) stated: "Any valid generalization about
the effect of one type of severe physical danger is likely 
to be applied to any other crisis or disaster if it entails 
the same basic threat of pain, injury, or annihilation."

Johnson (1972) stated that distress is a common 
reaction during threat and is heightened when there is a 
discrepancy between expectations about sensations and the 
actual experience. All patients who encounter a threatening 
even can benefit from receiving preparatory information 
about stimuli which may heighten anxiety (Kinney, 19 77) ,

If successful recovery is to take place both 
physical and adaptive mechanisms must function properly and 
have enough time to do so (Luckman and Sorenson, 1975). The 
effectiveness of both mechanisms can be assisted through 
structured pre-operative instructions. Wassner (1976)



reported that to give safe pre-operative care the whole 
patient must be considered. Physical and emotional prepara
tion are inseparable. They tend to decrease trauma from 
surgery, increase speed of recovery, and minimize damage to 
self respect and body image. Other studies (Lin deman and 
Van Aernan, 1971; Felton et al. , 1976) have demonstrated 
that structured programs of pre-operative teaching produce 
patients who are less anxious, have more inner control pre- 
and post-operatively, and have more favorable perceptions 
toward their surgery.



CHAPTER 3

DESIGN OF THE STUDY

The subjects presented in this chapter are the re
search design, a description of the setting and the sample, 
the instrument of measurement, method of data collection, 
and the analysis of data.

Research Design
A descriptive study was conducted to determine how 

patients, who are having either a bronchos copy or a 
thoracotomy, perceive their respective surgery. The per
ceptions of both groups were then compared to determine if 
any similarities existed.

The Setting
The study was conducted at three hospitals located 

in a southwestern city. Permission to conduct the study was 
obtained through the Human Subjects Committee of The Univer
sity of Arizona. Permission was also obtained from the 
subjects who participated in the study (see Appendix A).

The Sample
The sample consisted of five adults scheduled to 

have a bronchos copy and six adults who were to have a 
thoracotomy. The following criteria were used for the

14
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selection of subjects. They were either male or female over 
18 years of age. They must have been able to read, speak, 
write, and comprehend English. All subjects were hospital
ized the day before their scheduled surgery. At this time 
they were asked to respond to the statements on the data 
sheet (see Appendix B) and the Palmer Patients' Perception 
Scale (see Appendix C). Subjects who had a bronchos copy 
remained hospitalized the day after their surgery and at 
that time again completed the Palmer Patients' Perception 
Scale. Subjects who had a thoracotomy remained hospitalized 
four to six days after surgery and at that time were re
administered the scale.

Measurement Instrument
The measurement tool used to record the subjects' 

perceptions toward their respective surgery was the Palmer 
Patients' Perception Scale (Palmer, 1963). It is a five 
point Likert-type scale designed to ascertain the expressed 
perceptions of adults .toward imminent general surgery 
according to their social class membership.

The original scale is composed of 46 statements. 
Three statements, which pertain to incisions, were omitted 
from the scale used in this study. Incisions are not 
generally made during a bronchos copy unless a biopsy is 
taken.'
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Scoring for the revised scale was as follows. Sub

jects who attained a score of 215 were interpreted as having 
strongly favorable feelings toward surgery. This score was 
achieved by checking "strongly agree" for every statement 
on the 43 item scale. Scores ranging from 172 to 214 were 
interpreted as representing favorable perceptions toward 
surgery. Subjects obtaining scores between 129 and 171 were 
interpreted as being undecided about their feelings toward 
their surgery. Scores between 8 6 and 128 were considered to 
represent disagreeable perceptions. Respondents whose 
scores ranged between 4 3 and 85 were considered to possess 
strongly unfavorable perceptions toward their surgery.

The validity of the tool was obtained by Palmer 
through three methods. The first method was to test content 
validity. This is an important method of assuring whether 
the. items which compose the tool really are related to that 
which is to be measured (Treece and Treece, 1977). State
ments from more than 3,000 respondents, about the experience 
of undergoing surgery, were submitted to a panel of three 
experts who possessed doctorates. The panel consisted of 
two clinical specialists, one in medical-surgical nursing 
and the other in psychiatric-mental health. The third 
expert was a nurse researcher. The panel reviewed each item 
,as to its relatedness to the operational definition of per
ception and imminent general surgery and the clarity, lack
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of ambiguity, and simplicity of ideas. One hundred per cent 
agreement was obtained on 71 statements.

The validity and reliability of the tool was also 
tested by the concept of internal consistency. This in
volved relating each of the remaining 71 items in the scale 
to all the items in the instrument.

A pilot study was then conducted using 50 hospital
ized patients scheduled for general surgery. The item-test 
homogeneity values were calculated by finding the correla
tion between each item response and the total test score.
The resulting coefficients were tested for their signifi-: 
cance from zero using a t-test. Forty-six of the original 
71 statements had t-values which equalled or exceeded the 
.001 level of significance. These were selected for in
clusion in the final instrument.

The reliability of a tool refers to its accuracy in 
respect to stability and repeatability in data collection 
(Hotter, 19 74) . Test reliability for the 4 6 item scale was 
obtained by using the split-half method. The odd numbered 
items of the scale were administered to one group of 
patients. The even numbered items were administered to 
another group of subjects. The scores of each of the sub
jects were correlated using the Pearson product-mbment 
correlation coefficient to determine their reliability. A 
reliability coefficient of +.884 was obtained for a test 
one-half as long as the original test. The Spearman-Brown
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formula was used to obtain a coefficient of reliability of 
+.939 for a test twice as long as either of the half tests 
(Palmer, 1965) .

Data Collection 
Data were collected utilizing a data sheet and the 

Palmer Patients' Perception Scale. Subjects were asked to 
respond to the statements on the questionnaires the day 
preceding their surgery. Subjects who had a bronchos copy 
were again asked to complete .the Palmer Patient's Perception 
Scale the day following their procedure. The time interval 
for the readministration of the Palmer Patients' Perception 
Scale post-thoracotomy varied from subject to subject. The 
majority of the .thoracotomy s-ubjects were not physically or 
mentally able to complete the scale until four to six days 
following their surgery.

Data were collected over a three month period. Some 
subjects were excluded from the study because of complica
tions which occurred as a result of surgery, cancellation of 
surgery after pre-operative data had been collected, or 
refusal to complete the Palmer Patient's Perception Scale 
post-operatively.

Analysis of Data 
The total score for each subject and the total mean 

score for each group was determined pre-operative and post- 
operatively. The standard deviation from the mean score and
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the coefficient of variance for each group, pre-operatively 
and post-operatively, was calculated.

The coefficient of variance is useful in comparing 
the dispersion of an entire set of data with the dispersion 
of another set of data. It is a relative measure of dis
persion and is obtained by expressing the standard deviation 
as a percentage of the arithmetic mean (Hamburg, 19 74). It 
was used to compare the amount of variation among the pre
operative and post-operative scores of the thoracotomy and 
bronchos copy groups.

The t-test was used to determine whether there was 
any difference between the pre-operative mean score for each 
item on the Palmer Patients' Perception Scale of subjects 
who had a thoracotomy and those who had a bronchoscopy. The 
t-test was also used to analyze the post-operative mean
scores per item of the scale between the two groups. A two-
tailed probability was then calculated to determine if there 
was any significant difference between the mean scores, pre- 
op e rati vely and post-operatively for each group per item of
the scale. The level of significance was set at .05
(Roscoe, 1969).



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA

This chapter presents the findings and statistical 
analysis of the data collected.

Characteristics of the Sample 
The sample consisted of six adults who had a 

thoracotomy and five adults who had a bronchos copy,
The thoracotomy group was composed of two females 

and four males between the ages of 54 and 70 with a mean age 
of 60. Four subjects kiniew at least one week in advance that 
their surgery was scheduled to be done. All subjects who 
had a thoracotomy had previous surgery which required 
general anesthesia. Five members of this group stated that 
they had received some instructions in preparation for their 
scheduled surgery. All subjects who had a thoracotomy 
acknowledged that they had discussed their feelings about 
having their surgery done. These data are presented in 
Table 1.

The bronchoscopy group was composed of two females 
‘and three males ranging from age 25 through 66 with a mean 
age of 49. Only two of the members of this group stated 
that they knew about the need for the bronchos copy at least 
one week before it was performed. All subjects who had a

20



21
Table 1. Characteristics of Subjects in the Thoracotomy 

Group.

Time
Age Sex Interval. .

Previous
Surgery

Receiving of 
Instructions

Discussion 
. of. Feelings

54 F 21 days Lobectomy yes yes
56 M 2 days . Appendectomy yes yes
70 M 5 days Herniorraphy no yes
54 M 3 0 days Appendectomy yes yes
65 . F 12 days. Colectomy yes yes
66 M "7 days Prostatectomy yes yes

bronchos copy had previous surgery. Of them only two had 
previous surgery which required general anesthesia. All had 
received instructions concerning what would be done in 
preparation for and during the bronchos copy. All but one 
member of this group stated on the data sheet that they had 
discussed their feelings about having the bronchoscopy 
done. These data are contained in Table 2.

Statistical Analysis of the Total Scores 
The range of possible scores on the Palmer Patients' 

Perception Scale utilized in this study was 43 to 215.
Scores ranging from 172 to 214 were interpreted as repre
senting favorable perceptions toward surgery. Subjects who
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Table 2. Characteristics of the Subjects in the Broncho
scopy Group

Age Sex
Time

Interval
Previous
Surgery

Receiving of 
Instructions

Discussion 
Of Feelings

25 F 5 days Intestinal
bypass

yes yes

55 F 7 days Hysterectomy yes no
48 M 14 days Bronchoscopy yes yes
66 M 4 days Bronchoscopy yes yes
53 M 3 days Bronchoscopy Yes Yes

obtained a total score ranging from 129 to 171 were inter
preted as being undecided about their feelings toward 
surgery.

The pre-operative score range for subjects who had a 
thoracotomy was 129 to 197.. The mean score was 169 and 
indicates that the group was undecided as to their pre
operative feelings toward surgery. The standard deviation 
was 24.1 and the coefficient of variance was 14 per cent. 
Post-operatively / the thoracotomy group's scores ranged 
from 131 to 202. The mean score was 172. This indicated 
favorable perceptions toward surgery. The standard devia
tion was 24.1 and the coefficient of variance was 14 per 
cent. This indicated that there was very little change in
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the overall scores of the group preceding and following the 
thoracotomy. This is confirmed by the fact that their 
post-operative mean score increased by only three points 
(see Table 3) .

Table 3. Total Scores of Subjects in the Thoracotomy Group

Subject Pre-Operative Score Post-Operative Score

1 • 129 (undecided 
perceptions)

131 (undecided 
perceptions)

2 19 7 (favorable 
perceptions)

202 (favorable 
perceptions)

3 159 (undecided 
perceptions)

166 (undecided 
perceptions)

4 16 5 (undecided 
perceptions)

169 (undecided 
perceptions)

5 178 (favorable 
perceptions)

183 (favorable 
perceptions)

6 187 (favorable 
perceptions)

185 (favorable 
perceptions

The pre-operative scores for the subjects who had a 
bronchoschopy ranged from 140 to 203. The mean score for 
the group was 16 8. This is interpreted as representing 
undecided perceptions toward surgery. The standard devia
tion was 26.5 and the coefficient of variance was 15 per 
cent. The bronchoscopy group's post-operative scores 
ranged from 133 to 204. The mean score was 16 6 and is a 
decrease of two points from the total pre-operative score.
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The standard deviation was 27 and the coefficient of 
variance was 16 per cent. The total scores of this group 
are presented in Table 4.

Table 4. Total Scores of Subjects in the Bronchoscopy Group

Subject Pre-Operative Score Post-Operative Score

1 180 (favorable 
perceptions) , .

178 (favorable 
perceptions

2 143 (undecided 
perceptions)

150 (undecided 
perceptions)

3 140 (undecided 
perceptions)

133 (undecided 
perceptions)

4 203 (favorable 
perceptions)

204 (favorable 
perceptions)

5 174 (favorable 
perceptions)

168 (undecided 
perceptions)

The mean pre-operative score for the thoracotomy 
•group was only one point higher than that obtained by the 
bronchoscopy group. This indicates that there is no sig
nificant difference in the scores of subjects on the Palmer 
Patients' Perception Scale when they are compared preceding 
a bronchoscopy and a thoracotomy. The mean post-operative 
score was six points higher for the ,thoracotomy group than 
that obtained by the bronchoscopy group. There was also 
some difference between the standard deviation and
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coefficient of variance computed for the two groups fol
lowing surgery.

Statistical Analysis of Pre-Operative and 
Post-Operative Data Per Item of the 
Palmer Patient^1 Perception Scale

Each of the 43 items on the revised Palmer Patients' 
Perception Scale contained five possible responses ranging 
from "strongly agree" to "strongly disagree." Scoring for 
each of the responses ranged from five points to one point, 
respectively. The mean score and standard deviation for 
each item on the scale for each group were calculated to 
compare .their perceptions toward surgery. A t-test and a 
two-tailed probability were then performed to determine if 
any significant difference existed between the two groups. 
The level of significance was set at .05.

The pre-operative data comparing the thoracotomy and 
bronchoscopy groups are shown in Table 5. All pre-operative 
responses compared and analyzed met the .05 level of sig
nificance. The null hypothesis, that there will be no 
significant difference in the scores of subjects on the 
Palmer Patients' Perception Scale preceding a thoracotomy 
and a bronchoscopy, is retained for this sample. The 
thoracotomy group rated 24 items more favorably than the 
bronchoscopy group. On one item, "I can take what goes on 
before and after the operation," both groups obtained the 
same mean score.
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5. Analysis of Pre-operative Responses of the Thoracotomy and Bronchoscopy
Groups Per Item of the Palmer Patients' Perception Scale

Thoracotomy Bronchoscopy
Thoracotomy Bronchoscopy Standard Standard 2-tailed

Mean Mean Deviation Deviation t-test Probability
3.6667 3.2000 1.033 1.643 .55 .599
4.6 667 4.6000 .516 .548 .21 .842
2.5000 . 4.2000 1.225 1.304 -2.21 .058
3.6667 3.0000 .516 .707 1.75 .123
4.8333 4.4000 .408 .548 1.46 .187
4.5000 4.2000 .548 .447 1.00 .343
4.8333 4.0000 .408 1.225 1.46 .205
4.5000 4.6000 .837 .548 -.24 .817
4.1667 4.6000 .983 .894 -.76 .464
4.0000 4.4000 .632 .548 -1.12 .290
3.8333 3.4000 1.472 1.517 .48 .644
2.5000 3.2000 1.049 .447 -1.48 .182
4.8333 4.8000 .408 .447 .13 .901
3.3333 4.6000 1.211 .548 -2.30 .055
3.6667 3.6000 1.506 1.673 .07 .947
3.3333 2.6000 1.211 1.517 .87 .408
4.5000 4.2000 .548 .447 1.00 .343
4.6667 4.4000 .516 .894 .59 .577
4.6667 4.6000 .516 .548 .21 .842
4.8333 4.4000 .408 .548 1.46 .187
4.5000 4.6000 . 548 - .548 -.30 .770
4.6667 4.4000 . 516 .894 .59 .577
3.3333 3.8000 1.211 1.095 -.67 .519
3.1667 3.4000 1.169 1.140 -.33 .746
4.0000 3.8000 .632 .447 .61 .555
3.6667 3.8000 1.033 1.095 -.21 .842
2.8333 3.2000 .983 1.095 -.58 .579
4.6667 4.2000 .516 .447 1.61 .143 to<T.
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Table 5.— Continued

Thoracotomy Bronchoscopy 
Thoracotomy Bronchoscopy Standard Standard 2-tailed

Mean Mean Deviation Deviation t-test Probability
4.0000 3.2000 .632 1.304 1.25 .256
2.6667 3.2000 1.366 1.483 — .62 .555
3.5000 3.4000 .548 .548 . 30 .770
4.1667 3.8000 .408 1.095 .71 .510
3.6667 3.8000 .516 1.304 -.22 .838
4.5000 4.4000 .548 .548 .30 .770
4.6667 4.2000 .516 .837 1.09 .319
2.8333 3.4000 1.329 1.817 -.58 .580
3.8333 4.0000 1.602 .707 -.23 .825
4.0000 4.0000 .894 .707 0 1.000
4.3333 4.0000 .816 1.000 .06 .567
3.5000 3.8000 1.378 1.095 -.40 .697
3.6667 2.8000 .816 .837 1.73 .118
3.6667 4.2000 1.633 1.095 — .64 .535
3.8333 4.2000 1.602 .837 -.49 .640

ro



Post-operative comparison of per item responses of 
both groups failed to meet the .05 level of significance on 
three occasions. The bronchoscopy group rated items 10 and 
12 higher than the thoracotomy group. The thoracotomy group 
rated item 13 higher. In each of these instances, the group 
which answered more favorably pre-operatively also answered 
more favorably post-operatively. '

Post-operatively, the thoracotomy group rated 2 8 
items higher than the bronchoscopy group. Both groups 
rated item 27, "This experience is like an adventure to me," 
the same. A comparison of an increase in post-operative 
scores per item over pre-operative scores revealed that the 
thoracotomy group rated 10 items higher. The bronchoscopy 
group increased their ratings on 6 items post-operatively. 
The post-operative .data are presented in Table 6.
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6. Analysis of Post-operative Responses of the Thoracotomy and
Bronchoscopy Groups Per Item of the Palmer Patients' Perception Scale

Thoracotomy Bronchoscopy 
Thoracotomy Bronchoscopy Standard Standard 2-tailed

Mean Mean Deviation Deviation t-test Probability
3.5000 3.6000 1.378 .548 -.15 . 875
4.8333 4.4000 .408 .548 1.46 .187
3. 66 67 4.0000 .816 .707 -.73 .487
4.0000 3.6000 .632 .894 .84 .429
4.8333 4.4000 .408 .548 1.46 .187
4.6667 4.4000 .516 .548 .83 .433
4.6667 4.0000 .516 1.225 1.15 .307
4.5000 4.2000 .837 .447 .76 .470
4.1667 4.0000 .983 1.000 .28 .788
3.5000 4.4000 .548 .548 -2.71 .024
3.1667 3.6000 1.472 1.140 -.55 .596
2.0000 4.0000 1.095 0 -4.47 .007
4.8333 4.2000 .408 .447 2.43 .041
4.0000 4.4000 0 .548 -1.63 .178
3.6667 4.4000 1.506 .894 -1.00 .347
3.5000 4.0000 1.225 .707 -.85 .423
4.5000 4.2000 .548 .447 1.00 .343
4.5000 4.2000 .548 .447 1.00 .343
4.5000 4.4000 .548 .548 .30 .770
4.6667 4.4000 .516 .548 .83 .433
4.5000 4.6000 .548 .548 -.30 .770
4.6667 4.4000 .816 .894 .51 .622
4.0000 3.4000 .632 1.342 .92 .400
3.6667 3.2000 1.033 1.304 .65 .535
4.3333 3.4000 .816 .548 2.26 .050
3.8333 3.4000 .753 1.342 .64 .544
3.0000 3.0000 1.414 .707 0 1.000
4.8333 4.4000 .408 .894 1.00 .363

VO
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Table 6.— Continued

Thoracotomy Bronchoscopy 
Thoracotomy Bronchoscopy Standard Standard 2-tailed

Mean Mean Deviation Deviation t-test Probability
4.3333 3.8000 .816 .837 1.06 .315
2.8333 2.6000 1.329 1.517 .27 .315
4.0000 3.6000 .632 .548 1.12 .290
4.3333 4.0000 .516 .447 .46 .657
3.3333 3.6000 1.033 .894 — .46 .657
4.1667 4.2000 .408 .447 -.13 .901
4.5000 4.4000 .548 .548 .30 .770
3.3333 2.5000 1.506 1.643 .56 . 593
3.6667 4.2000 1.506 1.304 -.63 .545
4.1667 4.2000 .753 .447 -.09 .930
4.8333 4.2000 .408 .837 1.55 .173
3.5000 3.4000 1.225 1.517 .12 .908
4.3333 3.4000 .516 .894 2.06 .085
3.6667 3.8000 1.506 1.789 • -.13 .898
3.8333 3.6000 1.329 1.673 .25 . 807

u>o



CHAPTER 5

DISCUSSION OF FINDINGS

The relationship between the findings of this study 
to the theoretical framework will be presented in this 
chapter.

Findings and Theoretical Framework
Surgery is an anxiety producing event. The amount 

of anxiety experienced and the ability to deal with it are 
dependent upon a number of factors. One major determinant 
is perception.

Prospective surgical patients must recognize that 
surgeryIdoes present some physical and psychological risks 
to their well-being. This recognition is closely followed 
by a feeling of anxiety, which is a signal of the percep
tion of danger. In order to maintain equilibrium, during 
this stressful event, it is necessary for all pre-surgical 
patients to go through the process of the assimilation of 
anxiety. During this process, the individual brings into 
play adaptive mechanisms. The effectiveness of these 
adaptive mechanisms is dependent upon the individual's 
personality structure and characteristic form of adaptation. 
Attitudes toward surgery formed through previous expe
riences, imagination, and unconscious motivation and the

31
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time interval between first learning of the need for 
surgery and the surgery itself will also influence the 
individual's ability to cope with surgical stress.

In order for the adaptation to be effective, pre- 
surgical patients must perceive the anxiety, assimilate it, 
and then discharge their feelings. The form of adaptation 
chosen must be flexible enough for adjustments to be made 
toward the physical and psychological effects of surgery.
Once the threat has been met, readaptation must occur to 
maintain equilibrium. Failure to perceive the anxiety 
signal or to make a readaptation can lead to.emotional dis
orders.

The primary aim of this study was not to determine 
how well the subjects were able to perceive their anxiety, 
assimilate it, and develop adaptive mechanisms to effectively 
cope with it. The aim of the study was to compare the per
ceptions of subjects who were scheduled for minor and major 
surgery. If similarities were found to exist it would indi
cate the need to provide both groups with a similar type of 
psychological pre-operative preparation.

The questionnaires utilized in this study were not 
designed to determine the subjects' personality structures, 
characteristic forms of adaptation, or attitudes toward 
surgery formed through previous experiences, imagination, or 
unconscious motivation. The data sheet did provide infor
mation as to previous surgeries performed and the time
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interval between first learning of the need for the present 
surgery and the surgery itself. It was also useful in 
obtaining data pertaining to the subjects' ability to dis
charge their feelings toward the impending surgery by 
discussing their feelings with someone and if any type of 
external assistance was given to aide their inner prepara
tion for. surgery.

The Palmer Patients' Perception Scale allowed 
recording of how well the subjects were able to assimilate 
their anxieties toward the impending surgery. It also pro
vided some insight into how they perceived the experience 
would affect themselves and those around them.

All subjects had a post-operative diagnosis of 
carcinoma. All bronchoscopy subjects were informed, by 
their physicians, that future surgery would be required.
The cancer was removed at the time of surgery for all 
thoracotomy subjects and no future surgery was planned. The 
thoracotomy subjects had a longer period of time to adjust 
to the physical and psychological stress of surgery prior 
to the post-operative collection of data. The same was not 
‘true for subjects who had undergone a bronchoscopy. They 
were again administered the Palmer Patients' Perception . 
Scale the day following their procedure.and soon after 
being informed of the findings.

The statistical significance of the data is not 
very reliable given the small sample size. The reliability
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of the post-operative data is also questionable because of 
the discrepancy in time between readministration of the 
scale to both groups.

No relationship was found between the interval from 
first learning of the need for surgery and the time the 
surgery was performed and the subjects' scores on the Palmer 
Patients' Perception Scale. Two subjects, in the broncho
scopy group, who had the longest amount of time for inner 
preparation prior to surgery, obtained the lowest pre
operative and post-operative scores in their group. The one 
thoracotomy subgect who had been informed of the surgery 
only two days before it was performed received the highest 
pre-operative and post-operative scores.

No relationship was found between the receiving of 
instructions and discussion of their feelings about the 
surgery and their individual total scores. The type of 
previous surgery also had little effect upon the individual 
total scores.

The comparison of pre-operative and post-operative 
scores for each subject revealed little change. When the 
scores are compared for each group, the bronchos copy group 
decreased their individual scores by an average of seven 
points. The thoracotomy group increased their scores on an 
average of three points. The significance of this finding 
is not known. It could be attributed to the thoracotomy 
group's longer period of post-operative recovery and the
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bronchos copy group's knowledge (prior to the readministra
tion of the scale) that future surgery would be needed.

When the total mean scores of both groups were 
analyzed similarities were observed. The total pre- 
operative mean score for both groups differed by -only one 
point. According to the interpretation of the scoring 
intervals, both groups were undecided about their percep
tions toward the impending surgery. The per item, two- 
tailed probability, pre-operative analysis of responses by 
both groups on the scale also supported this finding^ They 
all met the .05 level of significance. The null hypothesis, 
pertaining to perceptions preceding a bronchos copy and a 
thoracotomy, was retained.

A difference of six points was observed between the 
total mean post-operative scores of the thoracotomy and 
bronchoscopy groups. The two-tailed probability on post
operative data from the scale failed to meet the .05 level 
of significance for three items. The null hypothesis, per
taining to perceptions as scored on the Palmer Patients' 
Perception Scale following a thoracotomy and a broncho
scopy, was not retained based on these findings.

On Item 10, "I know what is going to happen to me," 
the thoracotomy group decreased its post-operative score by
0.5 points. The bronchoscopy group maintained the same 
post-operative mean score. Item 12 was "The pain after the 
operation is not going to amount to much." Understandably,
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the thoracotomy group lowered their post-operative mean 
score by 0.5 points. All the bronchoscopy subjects answered 
that .they agreed with the statement and increased their mean 
score by 0.8 points. The third item which failed to meet 
the .05 level of significance post-operatively was item 13. 
It stated, "My immediate family are able to take care of 
themselves while I am in the hospital." The thoracotomy 
group rated this item higher than the bronchoscopy group 
post-operatively. Pre-operatively, their mean scores dif
fered by only .0333 points. Post-operatively, the differ
ence was .5333 points. This difference may be explained by 
the fact that the bronchoscopy group had just been informed 
of their diagnoses and the need for future surgery. They 
and their families had not yet had the time to adjust to 
these facts. The thoracotomy subjects and their families 
were aware of the diagnoses and the effect the thoracotomy 
would have upon their lives before the surgery was per
formed. They had the time to make the necessary adjust
ments .



CHAPTER 6

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS ■

Presented in this chapter is a summary of the study, 
conclusions based on the data collected, and recommendations 
for future studies on the topic of patients' perceptions 
toward -surgery.

Summary
The purpose of this study was to determine if there 

is any significant difference between the perceptions of 
adults toward a scheduled bronchos copy and a thoracotomy, 
as indexed by the Palmer Patients' Perception Scale, pre
ceding and following surgery.

Two null hypotheses were tested. The first was, 
there will be no significant difference in the scores of 
adults on the Palmer Patients' Perception Scale preceding a 
bronchoschopy and a thoracotomy. The second null hypothesis 
was, there will be no significant difference in the scores 
of adults on the Palmer Patients' Perception Scale fol
lowing a bronchoscopy and a thoracotomy.

The sample consisted of six adults scheduled to have 
a thoracotomy and five adults who were to have a broncho
scopy. Data were collected over a three month period 
utilizing a data sheet and a revised version of the Palmer

37 .
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Patients' Perception Scale composed of 4 3 items. All 
subjects completed the questionnaires the day preceding 
their scheduled surgery. The bronchoscopy subj ects were 
again administered the scale the day following the pro
cedure. The time interval for readministration of the scale 
to the thoracotomy subjects varied depending upon their 
condition. Most were able to complete the scale approxi
mately four to six days post-operatively„

Conclusions
A comparison of the total mean pre-operative scores, 

standard deviation, coefficient of variance, and two-tailed 
probability per item of the Palmer Patients' Perception 
Scale led to the decision to retain the null hypothesis 
pertaining to perceptions preceding a thoracotomy and a 
bron chos copy.

A discrepancy did exist between the post-operative 
scores of both groups as indexed by the Palmer Patients\ 
Perception Scale. The thoracotomy group's total mean post
operative score was six points higher than that obtained by 
the bronchoscopy group. A difference was also found between 
the standard deviation and coefficient of variance between 
both groups. In the analysis of per item post-operative 
data on the scale, the two-tailed probability of three of

i
the items failed to meet the .05 level of significance. The
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null hypothesis, pertaining to perception following a 
bronchos copy and a thoracotomy, was not retained.

No relationship was found to exist between the time 
interval from first learning of the need for surgery and the 
surgery itself, type of previous surgery, receiving of in
structions or discussion of feelings toward surger, and the 
subject's score on the Palmer Patients' Perception Scale.

Recommen dations
1. Replication of the study utilizing a larger sample.
2. Replication of the study utilizing different groups

of subjects who have similar problems and are to be
treated with minor .rand major surgery:
a. subjects who are to have a cardiac catheteriza

tion and those who are scheduled to have a 
coronary artery bypass graft;

b. women who are to have a dilatation and curettage
versus those who are to have an hysterectomy

c. men scheduled to have a cystoscopy and those who
are to have a prostatectomy;

d. subjects- scheduled for excision of a squamous
cell carcinoma on the surface of the skin and 
those who are to have an internal carcinoma 
removed.



Construction of a tool designed to record and 
measure all the variables identified in the theo
retical framework.
Conduct a study where the Palmer Patients' Percep
tion Scale is pre-operatively and post-operatively 
administered to subjects who have received struc
tured pre-operative teaching and those who have not. 
Improvement of existing pathways of communication 
between the data collector and the units from which 
subjects.are obtained so potential subjects can be 
interviewed.
Conduct a study were the Palmer Patients' Perception 
Scale is administered to subjects who are to have 
surgery in an out-patient clinic and to those whose 
surgery requires hospitalization.



APPENDIX A

SUBJECT'S CONSENT FORM

Title: Patients' Perceptions Preceding and Following a
Bronchoscopy and a Thoracotomy

I understand that I am being asked to participate in
a study to determine and compare the perceptions of adults
toward .having a minor or major surgical procedure. My 

, participation in this study will assist nurses to better 
care for the surgical patient. I understand that the 
findings of this study will be published as partial ful
fillment for a master's degree in nursing by the investi
gator.

I understand that I may be either a male or female
over 18 years of age in order to participa-te in the study.
I must be able to read, speak, write, and understand 
English. I understand that I must be hospitalized the day 
before my scheduled surgery. At that time, I will be asked 
to complete a data sheet and the Palmer Patients' Perception 
Scale. If I am going to have a bronchoscopy, I should be 
hospitalized the day following the procedure and able to 
again complete the Palmer Patients' Perception Scale. If I 
am scheduled to have a thoracotomy, I should be hospitalized 
and capable of completing the Palmer Patients' Perception 
Scale approximately 48 hours after my surgery.

I understand that the data sheet is composed of four 
questions pertaining to my previous and scheduled surgeries. 
I understand that the Palmer Patients' Perception Scale is a 
written test composed of 43 statements about my feelings 
toward my scheduled surgery. It will take approximately 15 
to 20 minutes to complete.

I understand that the investigator will have access
to my hospital chart. It has been explained to me that my
confidentiality will be maintained and that the investigator 
will be the only one who will be able to relate my name to
the findings. It is also understood that there is no cost
to me to participate in this study.
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In understand that my participation in this study 

is voluntary. I have read the above "Subject's Consent:"
The nature, demands, risks, and benefits of the study have 
been explained'-to me. I understand that I may ask questions 
and that I am free to withdraw from the study at any time 
without incurring ill will or affecting my medical or 
nursing care. I also understand that this consent form 
will be filed in an area designated by the Human Subjects 
Committee with access restricted to the principal investi
gator or authorized representatives of the particular 
department.
Subject's Signature _____ ■   Date _
Witness's Signature Date



APPENDIX.B

DATA SHEET

Age_____
Sex_____
1. How long ago-were you informed of the need for this 

surgical procedure you are going to have?____

2. Have you ever had an operation before? Yes  No__
If yes, how long ago was your most recent operation?

What type of surgery was performed?

3- Have you received any instructions in preparation for
the procedure you are going to have? Yes  No___

4. Have you discussed your feelings, about the procedure 
you are going to have, with your physician, a nurse, 
your family, or a friend? Yes,  No___
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APPENDIX C 

THE PALMER PATIENTS' PERCEPTION SCALE1

The purpose of this study is to determine and 
compare the perceptions of adults toward having a minor or a 
major surgical procedure. My participation in this study 
will assist nurses to better care for the surgical patient.
I understand that I am being asked to voluntarily give my 
opinion on the statements in this questionnaire. Ry re
sponding to this questionnaire, I will be giving my consent 
to participate in the study. My name is not on the ques
tionnaire, and I may choose not to answer some or all of 
the questions, if I so desire. Whatever I decide, my care 
will not be affected in any way. I am free to ask questions 
at any time.

The Palmer Patients' Perception Scale is a written 
test composed of 4 3 statements about my feelings toward my 
scheduled surgery. It will take approximately 15 to 20 
minutes to answer.

Directions:
The following pages contain some statements indi

cating how patients feel about being operated upon. There 
are no right or wrong answers to these statements. Let 
your own personal feelings determine your answers. Please

1, Permission was obtained from Dr. Irene S. Palmer 
to use this scale in this study.
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answer every statement. Please check whether you strongly 
agree, agree, are undecided, disagree, or strongly dis
agree with each statement.

Checking a statement strongly agree means that you 
definitely and emphatically agree with the statement. You 
are really sure of your agreement with it.

If you definitely disagree and have no doubt about 
your disagreement with the statement, check strongly 
disagree.

If you are not really sure about how you feel about 
a statement, check undecided.

If you agree with the statement generally, but are 
not completely emphatic and very sure about it, check agree.

If you disagree with the statement, but are not 
really emphatic in your disagreement, check disagree.
EXAMPLE:
Surgical operations have improved so 
much in the past several years.

Checking this statement strongly 
agree means that you are very sure that 
surgical operations have improved a great 
deal in the past several years. If you 
definitely and emphatically believe that 
surgical operations had not improved that 
much in the past several years you would 
have checked strongly disagree.
1. Soon I am going to be able to do 

all the things I used to do.
2. The people who are closest to me 

in my family can take this in 
their stride.

3. I can be up and doing things for 
myself in a few days.

4. Surgery is a quick way to get well.
5. Surgery is much safer today than 

it was in my parents' time.
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6.

7.

8.

9.

10.
11.

12.

13.
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The staff help make people comfortable 
when they have pain.
My immediate family knows how to 
manage while I am in the hospital.
Hospitals are the best place to be 
when you are sick.
With God's help, this operation is 
going to restore my good health.
I know what is going to happen to me.
Money is of little importance at a 
time like this.
The pain after the operation is not 
going to amount to much.
My immediate family are able to take 
care of themselves while I am in 
the hospital.
Even though I am being operated upon, 
there are some things I am able to 
do for myself.
If you have lots of faith in God, 
being operated on need not worry you.
Medical science takes the chance out 
of an operation today.
Surgery is necessary to my future 
health and well-being.
I am doing everything the way the 
doctors and nurses want.
Now is the best possible time for 
this surgery. .
The people closest to me understand 
how I feel about this operation.
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21.

22.
23.

2 4.

25.

26.

27.

28.

29.

30.

31.

32.

33.
34.

35.
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What I might say coming out of the 
anesthesia does not concern me.
I am receiving the best care possible.
This operation is going to remove 
my source of discomfort.
It is a relief to me that the .entire 
situation is out of my hands.
The people who are taking care of me 
are a great source of strength to me.
At times like this I am glad to 
depend on other people.
This experience is like an 
adventure to me.
I have confidence in the skill of 
the hospital staff.
The people who are caring for me 
give me great courage.
There is no need to worry about 
being operated upon.
Pain can be overcome in a situa
tion like this.
Modem drugs make people 
comfortable.
Soon I can take up where I left off.
Most of my questions about the 
operation have been answered.
I am being as little trouble as 
possible for the people whoaare 
taking care of me.
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36.

37.

38.

39.

40.

41.

42.
43.
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This operation creates no problem 
for the people closest to me.
With faith in God, everything 
turns out well.
I can take what goes on "before and 
after the operation.
We get wonderful care in our 
hospital today.
It is a relief that I have no more 
decisions to make.
The people who are taking care of 
me know how I feel about having 
this operation.
With prayers, all turns out well.
I can lead my usual life after I am 
over this operation.
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