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ABSTRACT

The purpose of this study was to examine the influence of individual's attitudes
toward Health Care Involvement on length of time returning to work for post microscopic
discectomy patients. A sample of 20 subjects who had undergone microscopic
discectomy surgery provided the convenience sample for the study.
This study used a correlational design to examine the relationship between the
subject's level of Health Care Involvement and his or her length of time returning to work
after surgery. It was predicted that the subject's length of time returning to work was
predicted to be less if the subject had a high degree of Health Care Involvement.
The findings demonstrated a weak correlation between the concepts of
Information Seeking, Behavioral Involvement and length of time returning to work. In
this study, Behavioral Involvement demonstrated a greater impact on length of time to
return to work than did Information Seeking.
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CHAPTER!
INTRODUCTION
Low back pain (LBP), is believed to occur in 80% of people at some point in their
life. LBP is a primary source of disability among the working age population in the
United States with an estimated cost of $24 billion annually generated in medical costs
and workers' compensation. Two percent of LBP cases are caused by an intervertebral
disc herniation which may require surgical intervention (Nilasena, Vaughn, Mori & Lyon,
1995). Currently, no research has provided evidence as to potential factors which may
influence the recovery of this large population. The purpose of this study was to examine
the influence of the patient's attitudes toward Health Care Involvement on their length of
time returning to work post microscopic discectomy. Statement of the problem and the
significance of the study are presented in Chapter 1.
Statement of the Problem
Work-related injuries are enormous medical, social and economic problems.
Medical expenditures are only a small portion of the overall cost. Workers'
compensation provides financial compensation for permanent disabilities, medical care
coverage and income protection to employees with work-related injuries. The cost of
workers' compensation has escalated in the past thirty years at a growth rate of 12%
annually. In 1990, America spent $56 billion and is estimated to spend $150 billion by
the year 2000 for worker's compensation (Pimentel, 1996). The steadily rising costs have
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become a primary operating expense for employers, forcing businesses to address
workers' compensation issues and reduce the cost of compensation.

Failed back syndrome is exhibited in patients who have undergone back surgery
and who have not demonstrated decreased pain or functional improvement. Individuals
who develop failed back syndrome, waste medical resources, incur substantial disability
payments and medical costs as well as lose their earning potential (Herron & Turner,
1985). Industrialized societies are challenged to address issues regarding sick leave and
permanent disability compensation caused by LBP due to the immense socioeconomic
impact of low back injuries (Pihlajamaki, Myllynen & Bostman, 1996).
Returning patients with LBP to work as soon as possible is imperative as the
likelihood of their returning to work decreases as the length of time out of work increases.
Return to work rates for patients with lower back injury are 50% at 6 months of disability,
25% at one year and a 0% probability of returning to work at 2 years of disability (Alejos,
Wilder, Weinstein & Stratton, 1997). As this statement may be true, the probability of
the patient returning to work may be influenced by the severity of the illness.
Returning to work may help decrease the disability of workers who have
demonstrated barriers to recovery, such as, physical deconditioning, lack of motivation,
psychologic dysfunction and secondary gain issues (Alejos et al, 1997). Employee's
personal cost due to disability including financial, emotional and psychosocial costs may
be diminished.
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Returning the patient to work reduces the costs of workers' compensation as the
communication between the involved parties is enhanced, employees are productive,
employee satisfaction is increased, the management of the patient's health care is
improved, potential lawsuits are minimized and some medical rehabilitation costs are
decreased. The employer and/or company also benefits when the employee is returned to
work as soon as possible as absences and workplace disruption caused by employee
disability are shortened (Toran, 1997). The economy of the company improves as the
employer has the potential to regain a productive employee as the employee returns to
work within his or her physical limitations. The goal is to "get the employee well and
back to work as expeditiously as possible and to minimize wage replacement
(Richardson, 1997). Returning the employee to work as soon as possible also reduces the
cost of disability benefits and saves money for state agencies and taxpayers.
Clinicians are challenged with assisting employers, who face high costs in paying
workers' compensation benefits, and employees in finding acceptable, efficient and costeffective methods of care which will return the employee to work as soon as possible.
Rehabilitation can have a significant effect on the wage replacement and lost-time
components of worker's compensation costs (Abeln, 1995). However, initial health care
efforts may be futile if the injured patients/employees are non compliant in fulfilling
responsibilities by participating in their health care. This could result in additional claims
dollars for the company as well as unsuccessful health outcomes for the patient/employee
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(Mock, 1997). For rehabilitation to be successful an employee must understand and
comply with a mutually agreed upon treatment regime.
Injury and Intervention
A herniated disc results from an initial tear of the annulus fibrosus, the protective
covering of the nucleus pulpous of the intervertebral disc, due to mechanical stress in the
fragile area. The internal disc pressure decreases and alterations in function of the spinal
unit may result due to the dynamic load of the disc during excessive motion (Tsuji &
Dawson, 1991 ).
As the tearing of the annulus fibrous progresses, the "nucleus pulposus may
migrate through the tear and eventually form a herniated mass (Tsuji & Dawson, 1991),"
due to increased intradiscal pressure during motion. The internal pressure of the disc
decreases and the intervertebral disc space is narrowed, thus causing the low back pain
related to vascular dilation and exudation, increased intraneural pressure, local ischemia,
nerve root ischemia and neuronal loss of function. The primary goal of the microscopic
discectomy is to remove part of the lamina and facet joint in order to gain access to the
spinal canal and decompress the nerve root by removal of the herniated material (Tsuji &
Dawson, 1991 ).
Microscopic discectomy is a preferred surgical intervention for a herniated disc
(Hutson, 1993), which is a common result of injury to the lumbar spine as the lumbar
spine absorbs the greatest amount of the body's weight in comparison to the intervertebral
disc of the other parts of the vertebral column (Ruch, 1997). Microscopic discectomy
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may be expected to optimize the patient's quality of life by decreasing symptoms and
returning the patient's physical function. The Maine Lumbar Spine Study found that
patients on workers' compensation who were surgically treated were more likely to return
to work and stop receiving compensation benefits than were non surgically treated
workers' compensation patients (Atlas, Singer, Keller, Patrick & Deyo, 1996).
Health Care Involvement
In recent years, there has been a movement to promote increased patient
involvement in the individual's health care. However, controversy exists as to whether
patient participation in health care actually increases compliance and improves treatment
effectiveness resulting in positive health outcomes (Mahler & Kulik, 1990).
When individuals are provided with information regarding the illness, he or she
becomes more knowledgeable about the condition and may be more receptive to the
proposed treatment plans. The increased knowledge of the patient increases his or her
ability to participate in the decision making process which may result in improved patient
outcomes and satisfaction with the treatment (Northen, Rust, Nelson & Watts, 1995).
Informed patients demonstrate less stress, anxiety, depression, symptom distress and
illness concern as well as increased coping (Davison & Degner, 1997) which will all
influence the patient's recovery process.
Patient's involvement in healthcare encompasses becoming informed regarding
the illness and demonstrating behaviors related to the outcome. Information Seeking
familiarizes the patient with the illness and treatment options. Behavioral Involvement
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includes discussion of care, decision making, goal setting, treatment planning, active
participation in rehabilitation activities and evaluating outcomes (Nelson & Payton,
1997).
Factors Affecting Return to Work
Surgical intervention alone will not guarantee a successful outcome. Patients who
have undergone discectomy surgery require extensive rehabilitation to expedite return to
function, return to work and decrease pain. Emotional, environmental and psychological
factors have been identified as influencing the outcome of patients having undergone
laminectomy surgery (Pihlajamaki et al, 1996). The nonmedical problems resulting from
the injury are almost as severe as the primary injury itself.
Recovery from back surgery is complex. The complexity of spinal injuries
extends beyond the boundaries of pain, as a physiological phenomenon. Pain is also a
psychological phenomenon (Southwick & White, 1983). The decrease in quality of life
issues contributes to and increases pain, hence perpetuating the chronic pain cycle
(Krause, 1997).
Patients who have undergone back surgery are often challenged with chronic back
pain which impacts many aspects of the patient's personal life because of debilitation in
general health, function and overall well-being. Psychological consequences such as:
depression, anxiety and stress may occur due to social isolation, decreased "leisure
activities, family stress, sexual dysfunction, decreased income and financial stress,
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possibly job loss or change and insomnia (Krause, 1997, p. 48)," decrease the patient's
quality of life.
Emotional factors may affect the course of the recovery, as well as, alter the
patients' response to symptoms and medical advice which can influence the patient's
subsequent management of his or her own disease (Mumford, Schlesinger & Glass,
1982). Poor motivation to return to work may be caused by situational depression and
anxiety, a change in family roles at home and/or a sense of loss of control regarding the
future (Alejos et al, 1997).
It is imperative that the patient's emotional status is not ignored as the

psychological and physiological expression of emotions could lead to behavior which
may impede recovery and rehabilitation (Mumford, Schlesinger & Glass, 1982). Each
week an injured employee does not work costs the employer money and decreases the
chance of the injured employee ever returning to work (Abeln, 1995).
Specific to work-related injuries is the compensation effect, which creates the
false impression that because the injury was generated at work, the employer is
responsible for correcting the injury. This effect reduces the patient's responsibility
toward recovery and escalates his expectations for a complete recovery. The
compensation effect contributes to a sense of distrust and blame, providing an incentive
for illness behaviors and disability. The unconscious compensation effect occurs in
approximately 90% of the compensation effect cases and can be related to fear of reinjury, a fear of pain or failure, or a need for comfort, attention and control (Krause,
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1997). "The compensation effect has a potential to contribute to chronicity and thereby
increases the medical and indemnity costs (Krause, 1997, p. 4 7)," to the employer.
The interaction of medical and psychological processes is critical in the recovery
process of the laminectomy patient. Laminectomy surgery and the recovery is similar to
that of microscopic discectomy surgery. Laminectomy patients who deny psychosocial
stresses and complain of somatic symptoms have demonstrated a poor response to the
laminectomy surgery (Uomoto, Turner & Herron, 1988). The patients perception of
illness and the success or failure of psychological coping mechanisms may determine the
patient's recovery outcomes (Krantz, 1980). For purposes of this study, the behavioral
outcome of return to work will equate to recovery.
Purpose of this Study
The purpose of this study was to examine the influence of individual's attitudes
toward Health Care Involvement on length of time returning to work for post microscopic
discectomy patients. Patients involved with their health care become better informed of
their condition and may be more receptive to proposed treatment plans. As the patient
becomes more knowledgeable the patient increases his or her ability to participate in
decision making which may result in an improved outcome. The research questions were
1.

What is the influence of attitudes toward Health Care Involvement as indexed by
Information Seeking and Behavioral Involvement on length of time returning to work post
microscopic discectomy surgery?
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2.

What is the relative impact of Information Seeking and Behavioral Involvement on the
length of time returning to work?

Significance of this Study
Determining the effect of a patient's Health Care Involvement related to his or her
length of time returning to work will be advantageous for employers challenged with the
high costs of workers' compensation benefits. If Health Care Involvement is related to the
length of time returning to work, nurses will be provided with a rationale to develop and
implement alternative approaches to care which promote patient participation.
Nurses could develop strategies to promote the patient's Health Care Involvement
throughout his or her treatment period. Strategies may include; (a) providing education
and familiarizing the patient with the illness, (b) discussion of care and treatment options
(c) providing enough time for questions and (d) promoting increased patient decision
making and goal setting.
On the assumption that increased Health Care Involvement will decrease length of
time returning to work, decreased costs to the employer of the injured patient would be
expected. The employer's expenses would decline with the cost-effective use of claims
dollars and decreased litigation. The employer also has the potential to regain a
productive employee as the employee returns to work within his or her physical

limitations (Mock, 1997).
As nurses are directly challenged with preparing the patient, controlling his or her
anxiety, providing postoperative care, patient teaching and post discharge follow-up
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(Doughery, 1996) this study may provide valuable information to improve the level of
care provided to patient's undergoing microscopic discectomy surgery. Nurses could
develop a mutually agreed upon care path with the patient to reflect the individual
patient's level of participation. For example: a patient who takes a passive approach to
treatment may benefit from a care path designed to advance his or her role and
participation in recovery. The promotion of Health Care Involvement would be targeted
at decreasing stress, anxiety and depression as well as increasing the patient's hope and
coping mechanisms, thus improving the care provided to the patient.
Summary
The problem addressed in this study was length of time returning to work for
patients who had undergone microscopic discectomy surgery. The purpose of this study
was to examine the influence of attitudes toward Health Care Involvement on length of
time returning to work. The research questions addressed were: (1) What is the influence
of patient's attitude toward Health Care Involvement to length of time returning to work
post microscopic discectomy surgery? (2) What is the relative impact of Information
Seeking and Behavioral Involvement on the length of time returning to work?
This study is significant because of the costs related to lengthy
rehabilitation/recovery periods for patients who have undergone microscopic discectomy
surgery as workers' compensation costs have escalated over the past two decades.
Understanding the influence of the patient's attitude toward Health Care Involvement on
his or her recovery would generate a better understanding of what may help the patient to
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shorten the recovery period. The results of this study would be useful for health care
providers when developing recovery programs and promoting patient involvement.
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CHAPTER2
CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW
The conceptual framework underlying this study is presented in Chapter Two.
The elements of the framework are described. Patient's Health Care Involvement and
length of time returning to work were explored. The review of the literature describes the
components of the conceptual framework.
Conceptual Framework
The conceptual framework (Figure 1) for this study contains three levels: the
construct, the concept and the operational level. The construct level describes the
relationship between Health Care Involvement and recovery. Recovery was indexed by
length of time, number of days, returning to work. Attitude toward Health Care
Involvement was indexed by Information Seeking and Behavioral Involvement. The
concept level describes length of time returning to work, Information Seeking and
Behavioral Involvement. Information Seeking and Behavioral Involvement were
operationalized by the Health Opinion Survey subscales. Return to work was
operationalized by the number of days off of work. Each of these concepts will be
discussed in relation to length of time returning to work for post microscopic discectomy
patients.

21
Health Care
Involvement
(+)

(+)
Recovery
(+)

Behavioral
Involvement

Return to
Information
(+)
S e e k i n g - - - - - - - - - - - - - - - - Work
(+)

(+)

(-)

Health Opinion Survey
(-)
Days off
Subscales_ _ _ _ _ _ _ _ _ _ _ _Work

Figure 1. Conceptual framework for Health Care Involvement and length of time
returning to work for post microscopic discectomy patients
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Model Construct Level
Health Care Involvement
Health Care Involvement was the first construct within conceptual framework. In
the past two decades there has been a promotion of patient involvement in health care
emphasizing the individual's rights and informed consent. Individuals began to
recognize themselves as consumers of health care rather than recipients and began to
demand involvement in the health care decisions affecting them (Northen et al, 1995).
Clinicians encourage autonomy and participation in treatment decision making by
providing patients with information and choices. Studies indicate that patients involved
in their health care by ways of familiarization of the illness, discussion of care, decision
making and research of treatment options improve their understanding of their scenario
and ultimately have better outcomes (Parascandola, 1993). Mahler and Kulik (1990)
found that surgical bypass patients who believed they could affect and wanted to be
involved in their care had positive health outcomes.
Patients provided with information and who participate in goal setting and
decision making regarding their treatment including the decision to participate in
rehabilitation activities experience numerous benefits. Benefits include: less stress, less
anxiety and depression, decreased levels of symptom distress and illness concern,
increased functional status, coping and control over his or her illness, commitment and
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compliance to the treatment plan, expanded hope and a higher degree of satisfaction with
the treatment plan and care received (Davison & Degner, 1997; Jewell, 1994).
The increased understanding of information by the patient assists the patients in
realizing the importance of his or her treatments. By recognizing the importance of the
rehabilitation phase, the patient may be more apt to comply and participate actively, thus
quickening their recovery and returning to work sooner. Strull, Lo and Charles (1984),
found increased health care participation resulted in improved outcomes including better
physical outcomes, "restoration of the patient's self-esteem and self-reliance, and
enhancement of the clinician's awareness of the patient's needs, expectations and
preferences (p. 2994)".
"It may be assumed that an individual who expects he can control health/recovery

outcomes will make every effort to become involved with his health care (Mahler &
Kulik, 1990 p. 743)." Patients can become involved with their health care by learning, as
discussed previously, and /or engaging in self-diagnosis or self-treatment (Krantz, Baum
& Wideman, 1980). Such behavioral involvement is reflected in examples as the patient
choosing to participate in rehabilitation or requesting pain medications or different
treatments.
Parascandola (1993) found that patients with lumboscaral radiculopathy who did
not participate in their own treatment programs were more disabled that patients who did
participate in their treatment regimens. Mahler and Kulik (1990) revealed that active
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behavior involvement in health care was directly related to a shortened length of stay in
the hospital for patients who undergone cardiac surgery.
Recovery
Recovery from microscopic discectomy surgery is based on the patient regaining
his or her function after the surgery. Recovery from back surgery requires an
intertwining of challenging biophysical, psychogenic and somatic factors. Wilkinson
(1992) points out patients who cannot perform activities they want to do or need to do,
due to activity limitations and pain, are likely to become depressed or anxious. Vice
versa, patients who are depressed due to stresses, such as family problems or job stresses
often related to back injury, will be more aware of and more disabled by somatic pain.
When depression and/or anxiety coexists with somatic pain and disability, one aspect of
the problem will generally affect other aspects. Despite quality health care, an estimated
8-1 0% of patients with chronic low back pain will become physically and or emotionally
disabled (Tollison, 1993).
Emotional factors may affect the patient's recovery as well as influence the
patient's response to symptoms and medical advice. For example: patients demonstrating
the compensation effect are likely to respond differently and not as successfully to
treatments compared to patients undergoing microscopic discectomy surgery who did not
suffer from a work-related injury (Krantz, et al, 1980). Hall (1997) notes that employees
who have suffered work related injures and recover at home often feel isolated, alienated
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and abandoned by their employer, creating resentment which may lead to lawsuits being
filed against the employer.

Failed back syndrome is exhibited in patients who have undergone back surgery
and who have not demonstrated decreased pain or functional improvement. Wilkinson
(1992) found risk factors for failed back syndrome to include: family members who have
been chronically affected by their back problems, patients who are dependent upon
manual labor as their source of income, low intelligence levels, histories of excessive
punishment or parental violence and social stresses such as divorce or loss. Other
personality risk factors were related to patients who exhibited denial or hostility with their
situation, patients who were preoccupied by their illnesses or showed significant
individualism, work compulsive patients with limited outside interests and patients who
showed blatant signs of depression, anxiety and/or repression of normal affect
(Wilkinson, 1992).
In regard to the compensation effect Atlas et al. (1996) analyzed outcomes in
occupational related low back pain. Data were collected on 391 back injury patients.
This study found both workers' compensation and non-workers' compensation patients
demonstrated improvement in functional activities and symptoms at a 6 month follow-up.
The workers' compensation patients reported less back and leg pain than did the nonworkers' compensation patients. However, non-workers' compensation patients
demonstrated greater improvement in functional status. Atlas et al. (1996 p. 588) stated
"attention is often focused on psychological and nonmedical factors, such as the
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adversarial nature of the Worker' Compensation system, employer attitudes, and local
economic factors." This study also identified that sociodemographic factors such as age,
gender and education could explain the differences in the outcomes between the workers '
compensation and non-workers' compensation patients.
Illness-related behaviors are outcomes based on the patient's view of his or her
health situation. Krantz (1980) notes that mood and behaviors related to the patient's
illness are products of what the patient believes about the severity of the illness. Hence,
the patient's understanding of his or her clinical status is important for determining his or
her behavioral outcomes. Garrity (1973) found patients who believed their health status
to be poor reported having low morale and were less likely to have returned to
community involvement and/or work.
Understanding the psychological aspects of recovery places the patient's beliefs as
a central variable. Adams (1997) notes individuals learn to interpret and respond to
experiences, such as pain, by observing others such as family members. The patient's
past experiences will also affect his or her recovery by influencing future responses to
health care providers, treatment regimes and rehabilitation recommendations.
Essential to the recovery of patients undergoing microscopic discectomy surgery
is the development of a partnership between the patient and the health care provider. The
establishment of a partnership assigns responsibility to the patient for his or her recovery
(Krause, 1997) and also empowers the patient.
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Empowerment is defined as a process in which the "individual's belief in his or
her self-efficacy is enhanced, or their belief in personal powerlessness is decreased
(Davison & Degner, 1997 p. 188)." Empowerment is a process of helping the patient to
assert control over factors which may affect their recovery. Davison and Degner (1997)
explain that empowerment is related to expectancy and self-efficacy. Regarding
expectancy, the patient's motivation to increase his or her effort in treatment is dependent
on the expectation that the effort will result in and produce a desired outcome. The
empowerment process provides a sense of control to the patient by implementing
treatments which are indicative of the patient's preferences in treatments and decision
making. Empowerment occurs with the lessening of feelings of powerlessness as the
patient becomes a partner in his or her treatments and recovery process.
Relationship of Health Care Involvement to Recovery
Krause (1997) states that beliefs affect actions and the patient's beliefs are
influenced by his or her sense of control. Krause refers to the locus of control as the
patient's perceived ability or inability to have an impact on his or her treatments or
outcome. A patient who believes that his or her actions will have an effect is more likely
to take action rather than if the patient believes he or she is helpless or hopeless. Beliefs
and sense of control are influenced by the patient's personality and psychological state.
Severe clinical conditions will alter one's perceptions, actions and behaviors which will,
in tum, influence the patient's compliance in rehabilitation (Krause, 1997) and therefore,
his or her recovery and length of time returning to work.
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Swindale (1989) states prolonged anxiety creates stress which may delay
recovery. Anxiety is defined as a fear of the unknown, associated to the threat involved
and related to the future events in the individual's life. Anxiety is a common reaction to
illness and is particulary relevant to surgical patients in the hospital. Surgery is a posing
threat associated with possible pain, loss of independence and unknown diagnostic
results. Anxiety may be furthered by the patient's lack of knowledge regarding the
processes, treatments and/or facility. The effect of these factors may produce social stress
which can frustrate the patient and alter his or her normal behavioral patterns (Swindale,
1989). Emotions of stress, anxiety and depression prolong impairments and injuries and
delay the return-to-work process (Pimental, 1996). Therefore, decreasing such emotions
can lead to more timely, improved recoveries as well as being cost-effective.
Patients experiencing pain often feel that the pain has control over the individual
rather than the patient being in control of his or her pain. Feelings of loss of control,
hopelessness and helplessness may cause or further the patient's anxiety and depression
which may also magnify the pain and surgical experience and the concomitant symptoms
(Adams, 1997).
Perceived personal control may be demonstrated as the patient develops feelings
of self-reliance and control over his or her own body. Perceived control has been noted to
increase through heightened participation and choice as the patient believes that he or she
can alter or affect their outcome (Krantz et al, 1980).
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Successful cognitive-behavioral programs, measured by functional activities and
return to work, have been established which involve educating the patient, training in
coping skills, goal setting and encouraging patient decision making and the patient's
responsibility toward recovery (Harding & C deC Williams; 1995, Rose, Slade, Reilly, &
Dewey, 1995).
Model Concept Level
Return to Work
Health care providers treating patients with low back pain strive to return the
patients to work as soon as possible because the longer the patient is non working, the
less likely it becomes for the patient to ever return to work and a productive lifestyle.
Alejos et al ( 1997) reveal that delayed recovery and return to work can be predicted by
failed treatment programs, high levels of stress, anger, anxiety and depression and
unrealistic treatment goals or expectations.
Effectively managed rehabilitation and return-to-work programs benefit both the
employer and employee/patient. Returning the patient to work as soon as possible
benefits the patients by enhancing the patient's productivity thus ultimately decreasing
financial hardships and ultimately lessening stress, anxiety and depression. Early return
to work for the patient benefits the employer, insurance agencies and state and federal
agencies by decreasing wage replacement and time lost components of workers'
compensation costs (Abeln, 1995).
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Return to work, an outcome measure, can evaluate the results of healthcare and
the effects of the healthcare process on the well-being of the patient. Andersson and
Weinstein ( 1994), identify that insurance companies, employers, state and federal
governments and consumers look for outcomes research which will help to make better,
informed decisions regarding what kind of surgical care is appropriate for which patient
and when.
Hadler, Carey and Garrett (1995) found the indemnification by workers'
compensation insurance for patient' s with low back injuries negatively influenced the
patient' s length of time returning to work. The patients insured by workers '
compensation had an 18% decrease in recovery rate than did those patients who were not
covered by workers' compensation.
Hadler, Carey and Garrett's (1995) findings were supported by the Maine Lumbar
Spine Study (Atlas et al, 1996). The Maine Lumbar Spine Study found similar physical
examinations and radiographic images in workers' compensation and non workers'
compensation patients. However, symptoms and physical function of the workers'
compensation patient's were significantly worse than the non workers' compensation
patients.
Pihlajamaki, Myllynen and Bostman (1996), studied return to work patterns for
41 working-age adults who were treated with spinal fusion for lumbosacral
spondylarthrosis. The researchers found labor intensive occupations and extensive
surgical intervention as common denominators for the patients unable to return to work.
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The researchers also identified psychosocial and work environmental factors as
contributors to chronic low back disability.
Patient perspectives have be recognized as essential in judging the results of
treatment of back pain and there are growing calls for research to measure the end results
of treatment (Deyo, Andersson, Bombardier, Cherkin, Keller, Lee, Liang, Lipscomb,
Skekelle, Spratt & Weinstein, 1994). Deyo et al (1994) note that back pain is a chronic
and often recurrent condition for which improving the patient's quality of life is often the
goal of therapy. Past clinical research related to low back injury has centered on
physiological outcomes such as muscle strength, neurologic status and range of motion.
Newer studies are emerging focusing on "measurement of symptoms, functional status,
role function, satisfaction with treatment, and health care costs (Deyo et al, 1994 p.
2032)," which are all directly related to the patient's quality of life.
The return to work status of the patient is an index of the patient's recovery.
Numerous studies have evaluated outcomes for patients undergoing fusions and/or
laminectomies for spinal stenosis or spondylolithis (Chhabra, Hussein & Einenstein,
1994, Paine, 1995; Parascandola, 1996, Pihlajamaki, Myllynen & Bostman, 1996, Tuite,
Stern, Doran, Papadopoulos, McGillicuddy, Oyedijo, Grube, Lundquist, Gilmer, Schork,
Swanson & Hoff, 1994; Vaccaro, Ring, Scuderi, Cohen & Gartin, 1997). No literature
was found related to the outcome measure of return to work for patients undergoing
microscopic discectomy surgery.
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Information Seeking
Information Seeking is associated with asking questions and/or obtaining data
from the health care provider or other sources regarding the patient's illness, treatment
options and postsurgical outlook. Several studies have found that patients prefer to be
well informed of their diagnosis and treatment options (Jewell, 1994; Johnson, Roberts,
Cox Reingtgen, Levine & Parsons, 1996; Krantz et al., 1980; Mahler & Kulik, 1990;
Strull, Lo & Charles, 1984).
Obtaining information has been identified as a source of personal control for
patients to cope with their illness and its surrounding circumstances (Brandt,
1991).Through involvement with obtaining information, the patient becomes empowered
and empowered patients feel more capable of positively affecting his or her outcome
(Spath, 1997).
N eufelf, Degner and Dick ( 1993) state achieving success in information gathering
and becoming informed is the reinforcement which is needed for the patient to initiate
subsequent action as the information helps the patient to ascribe meaning and thereby
commit to action. Achieving information assists the patient in developing a sense of
commitment to and control over the treatment program.
Davison and Degner (1997) state benefits of providing patients with information
include: (a) increasing the patient's participation in treatment decision making, (b)
improving the patient's satisfaction with treatment choices, (c) increasing the patient's
satisfaction with consultations, (d) increasing the patient's ability to gain control and cope
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with the stress of the illness, (e) decrease the patient's level of anxiety, mood disturbance
and affective distress and increases the communication of illness-related information to
the family.
Johnson et al (1996) note physician-patient information sharing should be tailored
to the patient's desire for and ability to handle the information. Johnson et al (1996)
found patient's desired information regarding treatment options as well as provider
recommendations. If recommendations were provided, the recommendation was
followed 93.8% of the time. The researcher's findings indicated that information seeking
may not be directly related to controlling the patient's outcome but more likely to reduce
the patient's anxiety and fear of the unknown. Obtaining information may be an indirect
attempt of patients to resolve his or her concerns related to their illness without having to
engage in emotional discussions with their health care provider.
Swindale (1989) identified surgery as a stressful event related to the patient's lack
of knowledge thus generating anxiety. Coping was described as the actions taken by the
patient to bring about relief, reward and equilibrium. For patients undergoing
microscopic discectomy surgery, the acquisition of information may be a strategy in an
effort to cope and relieve anxiety. Swindale (1989) adds that information provided
"before surgery lowers anxiety levels, reduces stress, decreases pain and promotes a better
and quicker recovery."
Wright and Arthur (1996) studied 121 patients waiting for cardiac surgery. The
researchers found that the provision of information and educational material from the
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coordinator increased his or her knowledge of the planned surgical event and lessened the
associated anxiety. Providing the patients with information prior to surgery allowed the
patient time to identify and discuss potential concerns and fears. Patients who were well
prepared for surgery demonstrated less in-hospital fear and anxiety which has also been
linked to improved functional and physiological outcomes.
Information Seeking is an index of Health Care Involvement. Through
information involvement the patient recognizes the importance of the rehabilitation phase
and may be more likely to make an informed decision to comply and participate actively
in the rehabilitation program.
Behavioral Involvement
Behavioral Involvement is associated with decision making and participation in
rehabilitation exercises. Behavioral Involvement serves as a second index of Health Care
Involvement.
Mahler and Kulik (1990) found that active Behavior Involvement in health care
was associated with quicker hospital releases of patients following cardiac surgery. Due
to the Health Care Involvement, the patient was more likely to perform the recovery
activities more diligently in order to avoid complications and speed physical recovery.
Mahler and Kulik (1990) further suggest that risks are associated when the patient does
not believe that he or she can personally influence the surgical recovery and/or not
wanting to be involved in his or her own treatment.
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Parascandola (1993) investigated what role behavioral factors had in determining
the length of the disability for patients with lumbosacral radiculopathy. Parascandola
found behavioral and social factors as accurate predictors of the patient's prognosis. The
severity of pathology, type of treatment interventions, speciality or skill of the health care
provider, age and type of employer or employment had less impact on the length of
disability than did the behavioral factors. Patients who lived alone, had no family support
systems and did not actively participate in his or her own treatment regimens were
significantly more disabled than patients living with others, had support systems and
actively participated in their health care. Several studies found that behavioral
involvement in health care has led to positive outcomes.
Morrell (1996) points out that involving a patient in his or her rehabilitation
program will enhance the communication between all involved parties such as: the
patient, health care provider, employer, and/or workers' compensation representatives.
Morrell (1996) also notes that involving a patient in his or her rehabilitation will help the
patient to develop a sense of ownership for their recovery and return-to-work plan.
Behavioral Involvement may provide a sense of control to or for the patient over
his or her illness (Neufeld et al, 1993). For example: decision making by the patient
enables him or her to experience choice when acting in accordance to his or her beliefs
(Averill, 1973). As noted previously, increasing the patient's sense of control will
ultimately decrease his or her stress and anxiety lending to a shorter recovery
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period (Davison & Degner, 1997; Swindale, 1989). Davison and Degner (1997) also
found that patients who participated in goal setting and decision making in regard
treatment options and participation in his or her rehabilitation activities had less symptom
distress, increased functional status and greater commitment to their treatment programs.
Model Operational Level
The two concepts of this conceptual framework were operationalized using
existing measurement instruments. The first concept of Information Seeking was
operationalized by the information sub scale of the Health Opinion Survey. The second
concept of Behavioral Involvement was operationalized by the behavioral involvement
subscale of the Health Opinion Survey. The third concept of length of time returning to
work was operationalized by the number of days the patient was not working in any
capacity directly related to recovery from the microscopic discectomy. The patient's
return to work may be in partial capacity or at a decreased amount of hours worked per
day or week. The patient' s recovery was operationalized by the patient returning to work
in full capacity and working the same amount of hours as before the injury. The Health
Opinion Survey will be further described in Chapter 3.
Summary
The literature clearly supports the concepts and proposed relationships within the
conceptual framework. The conceptual framework was described at each of the three
levels: the construct level, the concept level and the operational level. Within the
construct level Health Care Involvement and recovery were described. The concepts of
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length of time returning to work, Information Seeking and Behavioral Involvement were
described within the concept level. Lastly, the operational level was described. Little to
no research was found in the literature that examined these constructs and concepts
relative to length of time returning to work for post microscopic discectomy patients.
Further research looking at post microscopic discectomy patients was warranted.
Knowledge of these relationships between these constructs and concepts was expected to
provide health care providers, insurance companies and state and federal agencies with a
baseline of information that can be used to help plan future recovery programs for post
microscopic discectomy patients.
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CHAPTER3
METHODOLOGY
A discussion of the research design and description of the setting, sample, data
collection instrument, human subjects and data analysis are presented in Chapter 3. A
non-experimental quantitative methodology was used for this study.
Design and Setting
A correlational design was used to examine the relationship between the patient's
level of Health Care Involvement and his or her length of time returning to work post
microscopic discectomy surgery. This study was conducted in a neurosurgeon's office,
located in the southwestern United States. The dates of return to work status were
obtained from the neurosurgeon.
Sample
The targeted sample for this study was a convenience sample of 32 male and
female subjects undergoing microscopic discectomy surgery for low back pain. This
sample size would result in a power of .80 with alpha equal to .05 and a moderate effect
size of .47 for the Pearson Correlation Coefficient. The sample included subjects from
sedentary, light labor and moderate labor positions. The criteria selection for this study
were (a) the subjects must be preoperatively employed, (b) have no serious/chronic
medical or psychological conditions, (c) be of working age, 25-70 years of age, (d) had
not had previous spinal surgery, (e) were not receiving workers' compensation benefits
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and (f) had the ability to read English. The subjects also had to agree to participate in the
study.
Protection of Human Subjects
Prior to data collection the research proposal was approved by the University of
Arizona's Human Subjects Review Committee (Appendix A). The subjects received a
Subject's Disclaimer Form, prior to participation in the study (Appendix B). The
disclaimer included the voluntary nature, withdrawal ability, purpose and confidentiality
of this study. The disclaimer also informed the subjects that no potential risks or benefits
were identified in this study. Participant anonymity was maintained throughout the study
by using assigned code numbers on all data collection forms. The master list of subjects
was kept by the investigator in a locked file . Consent to participate was indicated by
completing the questionnaire.
Data Collection Protocol
In the neurosurgeon's office, the investigator explained the study to the
neurosurgeon. The neurosurgeon agreed to participate in the study. Study packages were
mailed retrospectively to the eligible patients. The packages included an explanation of
the study, the Subject's Disclaimer Form, a stamped, self-addressed envelope and the
questionnaire.

The questionnaire is comprised of questions using an agree-or disagree

format. The data obtained consisted of demographic information and the subject's
responses to the questions. The completed questionnaires were mailed to the
neurosurgeon's office and deposited into a sealed box in the neurosurgeon's office. The
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sealed box was retrieved by the investigator. The data were then entered into the
investigator's computer.
The surgeon confidentially recorded the names of the patients who were provided
with a study package and participated in the study. When the patient(s) returned the
questionnaires the surgeon provided the investigator with only the length of time needed
for the patient to return to work. The data collected were entered into the investigator's
computer for statistical analysis.
Instrumentation
Health Care Involvement was operationalized by the Health Opinion Survey
(Appendix C). This survey consisted of 16 agree-disagree questions. The survey yields
two subscales and a total score measuring composite attitudes toward treatment
approaches. The two subscales are (a) Behavioral Involvement, concerned with attitudes
about self care and an active role in care and (b) Information, concerned with the desire to
ask questions, be informed and be involved in decision making (Krantz et al, 1980).
Favorable attitudes toward self-directed or informed treatment are represented by high
scores. Items were worded both positively and negatively.
Krantz, Baum and Wideman (1980) reported a Kuder-Richardson 20 reliability of
.77 for the total Health Opinion Survey scale. Reliabilities for Behavioral Involvement
subscale was .74 and Information subscale was .76. The Kudar-Richardson 20 reliability
remained greater than .74 for subscales and the total scale for two subsequent college
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samples. Test-retest reliabilities were .74, .71 and .59 for the Health Opinion Survey
components.
Predictive, construct and discriminant validity of the Health Opinion Survey was
accomplished by administering the survey to three samples. Discriminant validity was
demonstrated on a sample of 149 college students, by comparing the Behavioral
Involvement scores of student clinic users, students enrolled in self-help courses and
those of dormitory residents. One-way analysis of variance followed by Dunnett's t tests
demonstrated higher scores for the self-help group than the dormitory group on
preference for Behavioral Involvement and the clinic users scored lower than the
dormitory residents (Krantz et al, 1980).
Construct validity was supported by a study of the 54 dormitory students who
completed the first study. The students were asked to retrospectively report the number
of times they had sought health care during the academic year. A significant negative
correlation existed between reported visits and Behavioral Involvement scores (r= -.35, p
< .01). The number of visits were not related to the scores on the Information scale (r =

.06, p < .66). Discriminative validity between the Behavioral Involvement and
Information scales was indicated through this null finding. The linear negative
relationship and the Behavioral Involvement score differences of the previous study,
supports an association between preferences for Behavioral Involvement and use of clinic
facilities (Krantz et al, 1980).
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An additional validation study supports the construct validity of the scale. Patient

behaviors were investigated during medical examinations of 81 college students. The
behaviors were related to information seeking, active involvement in treatment, electing
to choose medications and latency between appearance of symptoms and seeking health
care.
According to Krantz et. a. (1980) the number of questions asked by subjects
revealed higher information scores (r = .28, p < .03). No reliable relationship existed
between behavioral involvement scores and questions asked. A linear relationship was
demonstrated for total scores. Self-diagnosis exhibited a significant association with
behavioral involvement scores (x(2) = 6.91,p <.04) and information scale (p <.06). Total
scores were positively related to self-diagnosis (p < .01 ). Information scores were
negatively correlated with latency (r = -.28, p < .02). Total scores were not significantly
correlated with latency to report to the clinic. A curvilinear relationship existed between
behavioral involvement scores and latency to report to the clinic (Krantz et al, 1980).
The author of the Health Opinion Survey was contacted by phone and verbal
permission was granted to use the Health Opinion Survey. The author did not request to
receive the results of this study.
Data Analysis
Data collected from patient's undergoing microscopic discectomy surgery from a
neurosurgeon's office were entered into the computer and was analyzed using the
Statistical Package for the Social Sciences (SPSS). Probability level for statistical
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significance was set at p <.05. The first research question asked: what is the influence of
the patient's attitude toward Health Care Involvement as indexed by Information Seeking
and Behavioral Involvement on length of time returning to work post microscopic
discectomy surgery? A correlation coefficient was calculated to express, in numerical
terms, the direction and magnitude of the relationship between Health Care Involvement
and length of time returning to work. A regression analysis was used to examine the
second research question which asked: what is the relative impact of Information Seeking
and Behavioral Involvement on length of time to return to work? Descriptive statistics
were used to describe and analyze the sample demographics.
Summary
In summary, a descriptive non-experimental research design was used to explore
the influence of attitudes toward of Health Care Involvement on length of time returning
to work. The target population of discectomy patients from one neurosurgeon's office
were surveyed. A questionnaire were mailed to all eligible subjects to measure attitudes
toward Health Care Involvement. The instrument used in this study was the Health
Opinion Survey. Reliability and validity for the Health Opinion Survey was discussed
and demonstrated to be adequate. Data collection involved administration of the Health
Opinion Survey and chart review by the neurosurgeon. The data analysis included:
descriptive statistics, calculation of correlation coefficients and regression analysis.
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CHAPTER4
RESULTS OF DATA ANALYSIS

The findings of this study are presented in this chapter. The description of the
sample, presentation of data and statistical analysis are included.
Description of the Sample
The actual sample consisted of20 subjects who were not receiving worker's
compensation and had undergone microscopic discectomy surgery. A 20/50 (40%)
response rate on questionnaires was obtained in this study. The subjects of this study did
not have any serious or chronic medical or psychological conditions. The sample
included subjects who performed light labor or whom held sedentary positions. Sedentary
positions were defined as occupations which required little to no lifting. Moderate labor
was defined as occupations which required a moderate amount of lifting.
The occupational status of the patient sample revealed that 9 (45%) held sedentary
positions and 11 (55%) performed moderate labor while working. The educational
demographics showed that no subjects had less than a high school education and one
(5%) subject completed high school. Eight (40%) subjects had some type of trade school
or college beyond high school and 7 (35%) subjects had graduated from college. Four
(20%) subjects had advanced college degrees.
Ages of the subjects ranged from 31 to 70 years old. The mean age was 4 7.45
(SD = 10.59) years, the median was 44 years and the mode was 42 years. Of the 20
subjects in the sample, 12 (60%) were female and 8 (40%) were male.
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Two subjects (1 0%) lived alone. Eighteen subjects (90%) lived with someone who
could assist the patient at home. In other words, the average participant was female,
approximately 44 years old, had received some college education and their occupation did
not entail heavy labor.
Reliability Analysis
Estimates of internal consistency reliability for the Health Opinion Survey and its
subscales were obtained by computing the KR-20. A reliability coefficent equal to or
greater than .70 was accepted as an adequate measure of internal consistency. The KR20 for Information Seeking was .77. The KR-20 for Behavioral Involvement was .88.
The subscales met the criterion for reliability adequacy.
Description of Major Concepts
The instrument used in this study was the Health Opinion Survey. The survey
yielded two subscales and a total score measuring composite attitudes toward treatment
approaches. Favorable attitudes toward self-directed or informed treatment are
represented by high scores. The survey consisted of 16 agree-disagree questions with a
one point response with a mean of 8.2 (SD =1.82). The means for the subscales ranged
from 1.45 (SD =1.85) for Information Seeking and 4.65 (SD =3.17) for Behavioral
Involvement. Table 1 shows the means and standard deviations for the study sample for
the scale and the subscales.
Length of time returning to work was calculated using the date of the subject's
surgery and the release to return to work granted from the neurosurgeon. The range for
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length of time returning to work was 6 to 181 days with a mean of 57.1 (SD =36.6) days
and a median of 47.5. The mean length of time returning to work for females was 61.42
days. The mean for males was 56.38 days.
Table 1. Health Opinion Survey: Means and Standard Deviations

Instrument

Mean

Health Opinion Survey
Composite value

8.2

1.82

0 to 16

Information Seeking

1.45

1.85

0 to 7

Behavioral Involvement

4.65

3.17

0

to 9

Length of Time Returning
to work (in days)

57.1

36.6

6

to 81

Females

61.42

Males

56.38

SD

Possible Range

Data Analysis
Correlation Coefficient
A correlation coefficient was used to analyze the first research question which
asked: what is the influence of the patient's attitudes toward Health Care Involvement as
indexed by Information Seeking and Behavioral Involvement on length of time returning
to work post microscopic discectomy surgery? The calculation showed little correlation
for the Health Care Involvement and Length of time returning to work ( r = -.15).
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Regression Analysis
A regression analysis was used to analyze the second research question which
asked: what is the relative impact of Information Seeking and Behavioral Involvement on
length of time to return to work? The concepts of Information Seeking (Beta =-.04) and
Behavioral Involvement (Beta= -.33) demonstrated a slightly positive influence on length
of time to return to work. This influence was in the direction anticipated. That is the
higher the Information Seeking and Behavioral Involvement the shorter the time before
returning to work. Behavioral Involvement was the more significant concept to influence
length of time to return to work. However, the total amount of explained variance in the
length of time to return to work was only 11 percent.
Additional Analysis
In the course of this analysis it was noted that one subject could be considered an
outlier due to a long length of time returning to work. In an attempt to look at the data
without this subject the data shows the range for length of time returning to work as 6 to
96 days with a mean of 53.1 (SD = 20.99) days. The mean for females was 61.4 days and
the mean length of time returning to work for males was 56.4 days. The dropping of the
outlier did not improve the prediction for
the hypothesis.
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Summary
Descriptive statistics of mean, standard deviation and frequency were used to
describe the sample of 12 females and 8 males with a mean age of 4 7.45 years (SD

=

10.59). Ninety percent of the sample lived with someone who could assist the patient
subject postoperatively while 10% lived alone. Occupations included both sedentary
positions and those which performed moderate labor. Education ranged from high school
completion to post-graduate studies. The range for length of time returning to work was
6 to 181 days with a mean of 57.1 (SD

=

36.6).

Reliability analysis was computed using KR-20. The subscales of the Health
Opinion Survey was equal to or greater than .70.
The Correlation Coefficient was used to describe direction and magnitude of the
relationship between Health Care Involvement and length of time returning to work. A
weak correlation was found to exist between Health Care Involvement and length of time
returning to work.
Regression analysis was performed to explore the relative impact of Information
Seeking and Behavioral Involvement on length of time returning to work. Both
Information Seeking and Behavioral Involvement had a slight impacted upon the length
of time returning to work.
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CHAPTERS
INTERPRETATION, CONCLUSION AND RECOMMENDATIONS
The purpose of this study was to examine the influence of the individual's
attitudes toward Health Care Involvement on length of time returning to work for post
microscopic discectomy patients. The interpretation of the findings are discussed relative
to the conceptual framework and to each research question. Limitations of the study are
discussed and the implications for nursing research are presented.
Analysis of Conceptual Framework
The conceptual framework for this study was based on previous studies which
theorized that surgical patients who believed they could affect and wanted to be involved
in their care had positive health outcomes and quicker recoveries (Mahler & Kulik, 1990)
and that individuals who believe they can control their recovery outcomes will make an
effort to become involved in their health care (Krantz, Baum & Wideman, 1980). The
review of the literature supported the relationships between the conceptual model
constructs and concepts.
The results from this study demonstrated a small amount of support regarding the
conceptual model. The concept level of the model predicted that Information Seeking
and Behavioral Involvement would positively influence the length of time returning to
work for patients who had undergone microscopic discectomy surgery. Although the
result were not statistically significant, they were in the direction anticipated.
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Interpretation of Findings Related to Research Question # 1
A correlation coefficient was calculated to express the direction and magnitude of
the relationship between attitudes toward Health Care Involvement and length of time
returning to work. A favorable attitude toward Health Care Involvement demonstrated a
small influence, in the direction anticipated, on the length of time returning to work post
microscopic discectomy surgery. One possible interpretation for this finding is that
Health Care Involvement is only a small factor in the complex equation for the length of
time it takes a patient to return to work after microscopic discectomy surgery. Other
factors such as the patient's individual physiology, healing mechanisms of the spine, pain
and pain control may have played larger roles in the recovery and length of time returning
to work than did the patients belief system.
A second possible interpretation for why Health Care Involvement did not
strongly influence the length of time returning to work is related to the instrument used to
measure this construct. A lack of sensitivity was found due to dichotomous responses. A
third possible interpretation of the weak influence of Health Care Involvement on length
of time returning to work may be attributed to the sample size. A larger sample was
difficult to obtain due to the restrictive criteria, time constraints and poor response rate.
A larger sample could have been obtained if subjects who were collecting worker's
compensation benefits were included. However, including worker's compensation
subjects would have skewed the data.
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Interpretation of Findings Related to Research Question #2
A regression analysis was used to examine the second research question of which
asked: what is the relative impact of Information Seeking and Behavioral Involvement on
length of time to return to work? The findings demonstrated a weak correlation between
the relationships of the identified concepts. The relationship of the concepts is opposite of
what is found in the literature. The literature clearly supports a relationship between
Information Seeking, improved health outcomes and quicker recovery rates (Alejos et al,
1997; Davison & Degner, 1997; Krause, 1997; Mahler & Kulik, 1990; Paranscandola,
1993; Pimental, 1996; Strull, Lo and Charles, 1984). In this study, Behavioral
Involvement demonstrated a greater impact upon length of time to return to work than did
Information Seeking.
One possible interpretation for these findings is related to the demographics of the
sample. Ninety-five percent of the sample were college educated and the majority of the
sample held prominent occupational jobs. It may be plausible to consider that this
educated sample was eager to return to work or perhaps their employer was dependent
upon the patient to return to work promptly. Therefore, other external influences may
have had a greater impact on length of time returning to work than did the subject's
Information Seeking or Behavioral Involvement.
A second interpretation may be that the patient who demonstrated Behavioral
Involvement probably prefers to be in control of their health care. Having the desire to be
in control of their health care would lend to the patient wanting to be in control of their
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length of time returning to work. In addition, the Information Seeking patients may have
interpreted the information and determined it best to extend their length of time returning
to work in caution to prevent re-injury or further damage. The educated and/or informed
patient may be more concerned with a full recovery than with returning to work quickly.
Limitations of the Study
The first limitation is the instrument chosen to measure Health Care Involvement,
the Health Opinion Survey. The survey limited the subject's response due to the agreedisagree format. A Likert scale would have provided a more informative answer from the
subject.
The second limitation of this study was data collection. The surveys were mailed
retrospectively, after the patient had already undergone the surgery.

This author believes

the possibility exists that the patient's opinion regarding his or her health care
involvement may have changed preoperatively to postoperatively. However, an extensive
literature review does not support this author's belief.
The third limitation of this study was the actual sample size. Since there was a
small return rate from only one neurosurgeon's population in one city, generalizability of
the findings to the larger population of microscopic discectomy patients may be
questionable.
Implications for Research
Since the findings on Information Seeking and Behavioral Involvement were
inconsistent with findings from other studies (Alejos et al, 1997; Davidson & Degner,
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1997; Krause, 1997; Mahler & Kulik, 1990; Parascandola, 1993; Pimental, 1996; Strull,
Lo and Charles, 1984) done to measure the influence of Health Care Involvement on
recovery/length of time returning to work, one recommendation would be to repeat the
comparisons of the concepts using a larger sample size of patients who are undergoing
microscopic discectomy surgery. The sample could be increased by sampling patients
from multiple neurosurgeons who use similar postoperative regimens.
Another recommendation would be to further study alternative factors which may
influence the length of time required for microscopic discectomy patients to return to
work. A qualitative study may be used to identify other potentially influencing factors
such as pressure to return to work quickly, a stressful work environment, financial
difficulties, pain, emotional support and encouragement, or feelings regarding post
surgical exercises.
Another recommendation for further research would be to repeat this study using a
different questionnaire. This study and others in the literature support the link between
Health Care Involvement and length of time returning to work/recovery for microscopic
discectomy patients. Understanding the influence of the patient's attitudes toward Health
Care Involvement on his or her recovery would generate a better understanding of what
may help the patient to shorten the recovery period and warrants further research.
Summary
Findings of this study did not definitively support the conceptual framework that
was developed from previous studies which theorized that patients who believed they
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could affect their care would have positive health outcomes and quicker recoveries. In
terms of the findings related to the first research question, Health Care Involvement
demonstrated a small influence, on the direction anticipated, for the length of time
returning to work for patients who had undergone microscopic discectomy surgery. In
terms of the second research question, the findings demonstrated a weak relative impact
between Behavioral Involvement and/or Information Seeking on length of time returning
to work.
In conclusion, further research is warranted on the issue of Health Care
Involvement's influence on length of time returning to work for patients who have
undergone back surgery. In determining the factors which influence the length of time a
patient needs to return to work after undergoing back surgery may help improving the
care provided to the patient, as well as, decreasing the associated health care costs.
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APPENDIX A
HUMAN SUBJECTS APPROVAL
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UNIVERSITY OF ARIZONA HEALTH SCIENCE CENTER

SUBJECT'S DISCLAIMER FORM
Influence of Health Care Involvement on
Length of Time Returning to Work for
Post Microscopic Discectomy Patients
You are being asked to voluntarily participate in a study exploring health care
involvement on length of time returning to work for patients who have undergone
microscopic discectomy surgery. By responding to questions in a questionnaire, you will
be giving your consent to participate in the study.
The questionnaire will be located in your doctor's office and will take you approximately
10 minutes to complete. Your identity will not be revealed and your confidentiality will
be maintained in all reports of this project. The questionnaires will be locked in a cabinet
in a secure place.
You may choose not to answer some or all of the questions. Any questions you have will
be answered and you may withdraw from the study at any time with no consequences
whatsoever. There are no known risks involved with your participation.
The overall aim of this study is to help nurses identify factors which may influence
patients' recovery and return to function after undergoing microscopic discectomy
surgery.
You can obtain further information from Nancy Lesnick at 615-1466. If you have
questions concerning your rights as a research subject, you may call the Human Subjects
Committee office at 626-6721.
Thank you.

Investigator

Telephone number

Date
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HEALTH OPINION SURVEY
The following questions ask for your opinions about different kinds of health care. For each
statement below, decide whether you agree or disagree and circle the answer which best fits your
opinion. Each person is different, so there are no "right" or "wrong" answers. Please try to circle
an answer for each question, and don't leave any blank. Even if you find you don't completely
agree or disagree with a statement, choose the one answer that comes closest to what you believe.
Your answers are confidential and will be used for research purposes only. Thank you for your
assistance.
For each question, circle
only one answer that comes
Closest to what you believe:
1. I usually don't ask the doctor or nurse many
questions about what they're doing during a
medical exam.*

AGREE

DISAGREE

2. Except for serious illness, it's generally better
to take care of your own health than to seek
professional help.

AGREE

DISAGREE

3. I'd rather have doctors and nurses make the
decisions about what's best than for them to give
me a whole lot of choices.*

AGREE

DISAGREE

4. Instead of waiting for them to tell me, I usually
ask the doctor or nurse immediately after the exam
about my health.

AGREE

DISAGREE

5. It is better to rely on the judgements of doctors
(who are experts) than to rely on "common sense"
in taking care of your own body.*

AGREE

DISAGREE

6. Clinics and hospitals are good places to go for
help since it's best for medical experts to take
responsibility for health-care.*

AGREE

DISAGREE

7. Learning how to cure some of your illness without
contacting a physician is a good idea.

AGREE

DISAGREE

8. I usually ask the doctor or nurse lots of questions
about the procedures during a medical exam

AGREE

DISAGREE

9. It's almost always better to seek professional help
than to try and treat yourself.*

AGREE

DISAGREE
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10. It is better to trust the doctor or nurse in charge of a
medical procedure than to question what they are doing.*

AGREE

11. Learning how to cure some of your illness without
contacting a physician may create more harm than good.*

AGREE

DISAGREE

12. Recovery is usually quicker under the care of a
doctor or nurse than when patients take care of themselves.*

AGREE

DISAGREE

13. If it costs the same, I'd rather have a doctor or
nurse give me treatments than to do the same
treatment myself.*

DISAGREE

AGREE

DISAGREE

14. It is better to rely less on physicians and more
on your own common sense when it comes to
caring for your body.

AGREE

DISAGREE

15. I usually wait for the doctor or nurse to tell me
about the results of a medical exam rather than
asking them immediately.*

AGREE

DISAGREE

16. I'd rather be given many choices about what's
best for my health than to have the doctor make the
the decisions for me.

AGREE

DISAGREE

Krantz, D. S. (1980). Cognitive processes and recovery from heart attack: A review and
theoretical analysis. Journal ofHuman Stress. September, 27-37
*negatively worded item
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Occupation--------------Age
Sex:

Male Female

Circle hi~hest year of egucation completed
1.
2.
3.
4.
5.
7.

Less than eighth grade
Some high school
High school graduate
Some college or technical school after high school
College graduate
Masters, Ph.D., law degree etc, obtained

Do you live
1. Alone
2. With someone who can assist you
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