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ABSTRACT 

The purpose of this study was to examine how cataract surgery affects 

individuals' ability to meet their self-care requisites and thereby maintain their structural 

and functional integrity. The sample (N = 10) was composed of males and females over 

the age of 60 who were living independently in the community. The sample size was 

restricted due to time constraints. A descriptive design, with measures at 24-72 hours and 

one week post cataract surgery was used. The Post-Discharge Self-Care Questionnaire 

and Addendum to the Questionnaire, both of which were based on Dorothea Orem' s 

Theory of Self-Care were used. They asked the individuals' perspective of their need 

assistance with self-care requisites after surgery. 

The most common self-care deficits at the 24-72 hour time point were vision 

difficulties and not feeling quite back to normal. For the majority of the sample, these 

deficits had improved by one-week. The areas where assistance was needed with self

care requisites paralleled that of the self-care deficit areas. Again, improvement was seen 

at one-week. When asked individually if they felt they needed assistance after surgery, 

the majority denied needing any assistance with their self-care requisites. 

This study did not find any areas that adversely affected structural and functional 

integrity for an extended period of time. This is one of the few studies that focuses on the 

nursing aspect of post-discharge living, as opposed to the medical aspect of morbidity 

and mortality. Further studies need to be completed on different surgical populations, 

with larger sample sizes and a larger percentage of comorbidites to provide more 

information on the nursing aspect of post-discharge care. 



CHAPTER ONE 

STATEMENT OF PROBLEM 
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The number of elderly people in the United States is on the rise. Currently, 13% 

ofthe population is 65 years of age or older (Waugman & Rigor, 1999). The world 

population of elderly people is growing at a rate of two and a half percent each year 

(Weintraub & Kekoler, 1997). By the year 2030, twenty percent of the population (i.e. 70 

million people) will be older than sixty-five (Waugman & Rigor, 1999; Weintraub & 

Kekoler, 1997). With this increase, there is also an increase in the number of elderly 

people requiring surgery. Currently, one out of four surgical patients is over age sixty

five (Muravchick, 1997b ). In 1990, patients over the age of 65 accounted for 20-40% of 

all surgeries (Powers & Billings, 1998). The increase in the elderly population has also 

led to an increase in the number of elderly people having outpatient surgery (Powers & 

Billings, 1998). 

As the number of elderly undergoing surgery has increased, so has the concern 

over how well they can tolerate the effects of the anesthesia, as well as, the actual 

surgical procedures. Studies have shown that it is the number of comorbidities that a 

person has,. which determines the outcome of surgery, not the person's age alone (Boure' 

& White, 1997; Muravchick, 1997a; Powers & Billings, 1998; Vlymen & White, 2000; 

White, 1997). A study by W augman & Rigor showed that, if adequately prepared elderly 

people tolerate surgery as well as young people (1999). However, with ambulatory 

surgery, patients go home with post-operative instructions and the occasional follow-up 

telephone call (Carr, 1994). Little research has focused on long-term recovery among 



elderly persons, so questions regarding residual post-operative problems remain 

unanswered. 

12 

Elderly peoples' ability to provide self-care after surgery is an area of concern for 

nursing. It is currently unknown what happens to patients when they are discharged after 

ambulatory surgery. This study focused on the post-discharge recovery of elders after 

cataract surgery, the most common type of outpatient surgery in the adult population 

(Fischel, 1996; Spires, 1996). The structural and functional integrity of the subjects was 

measured at two time points during the first week after surgery. Structural and functional 

integrity involves an individual's quality of life, in both a physical and emotional sense. 

The marker used in this study to evaluate structural and functional integrity, and therefore 

quality of life, was Orem's self-care requisites (1995). Orem (1995) stated that 

individuals or their caregivers strive to meet self-care requisites to achieve this structural 

and functional integrity, or self-care. She focused on the quality of life. An individual's 

structural and functional integrity is in part related to the number of medical (physical) 

ailments an individual might possess. Post-operative self-care deficits experienced by the 

subjects in this study were assessed. The sample was males and females over the age of 

sixty. 

Background and Significance 

This section will examine the types of cataract extraction, types of anesthesia, 

ambulatory surgery, and elderly individual's role in these areas. All these areas have a 

role in helping to determine the long-term effect cataract surgery has on elderly 

individuals' structural and functional integrity. 
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Types of Cataract Extraction 

Cataract surgery is the most common type of outpatient surgery for the adult 

population (Feely & Botz, 1997; Spires, 1996). Cataract surgery describes the type of 

surgery the patient has, while cataract extraction is the procedure performed during 

surgery. In the United States almost all cataract extractions are performed with local 

anesthesia. The average hospital stay is less than two hours (Carr, 1994). The American 

Academy ofOphthalmalogy in 1995 estimated that 70% of the people over the age of75 

suffer from age-related cataracts (Rose, 1997; Spires, 1996). With the increase in the 

number of cataract surgeries performed, the shortened hospital or ambulatory surgery 

center stay, and the number of elderly people having cataract surgery, the need for 

follow-up is increasingly important. There is a need to evaluate what happens to the 

patients' structural and functional integrity. 

A cataract, is the clouding of the lens, which is located directly behind the iris 

(Spires, 1996). The clouding can also include the capsule of the eye (Taber's, 1997). As 

the cataract worsens there is a decrease in vision (Spires, 1996; Taber's, 1997). Because 

the increasing cloudiness of the lens inhibits light rays from reaching the retina, vision 

becomes hazy and blurry (Spires, 1996). Often people describe their decreased vision as 

similar to looking through a fog (Spires, 1996). There are four stages to a cataract. The 

incipient stage is characterized by spoke-shaped opacities, cloudlike opacities, and 

opacity of the cortex or the nucleus. The swelling, or immature stage includes a swollen 

lens and a shallow anterior chamber. In the mature stage, the lens is completely opaque. 
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In the fourth and last stage, the hypermature stage, the lens is either solid and shrunken or 

soft and liquid (Taber's, 1997). 

The goal of treatment is to remove the cataract. Once the cataract has been 

removed, the patient's visual acutity should begin to slowly improve. Most patients note 

improvement in colors immediately after surgery (Elliott & Feman, 1998). After several 

months, vision reaches its maximal point of improvement (Elliott & Feman, 1998 ). 

Ninety percent of all cataract patients have improved visual acuity and increased daily 

functioning, after several months (Flowers & Palmer, 1998; Lundstrom et al., 1998). This 

study, however, gathered data about what types of assistance individuals needed to return 

to baseline self-care immediately after cataract surgery. This was done by examining 

which self-care deficits individuals identified and which self-care requisites individuals 

were unable to meet. 

The three main procedures for cataract extraction are intrascapular cataract 

extraction (ICCE), extracapsular cataract extraction (ECCE), and phacoemulsification 

(PE) (Ficker, 1996; Rose, 1997; Spires, 1996). The preferred procedure is PE (Ficker, 

1996; Murray, 1995; Rose, 1997; Spires, 1996). With all types of cataract extraction, it is 

common to insert an intraocular lens implant. The most freqently used are silicone lens 

implants because they are flexible and small enough to fit through the incision used in 

phacoemulsification (Ficker, 1996). 

ICCE was one of the first types of cataract extraction, but for the most part it has 

been replaced by ECCE and PE.The major reason is the greater risk for vitreous humor 

loss with ICCE (Spires, 1996). When this occurs, the loss of vitreous humor is a major 
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complication, because it interferes with healing if it enters the wound (Spires, 1996). 

There is also a high incidence of post-operative retinal detachment (Spires, 1996). 

Currently, ICCE is usually reserved for individuals who have experienced trauma and/or 

lens dislocation (Spiegel & Kastl, 1997). In ICCE, the lens, the anterior and posterior 

capsule, the cortex, and the nucleus are all removed (Spires, 1996; Spiegel & Kastl, 

1997). 

ECCE is similar to ICCE in that the anterior capsule, the cortex, and the nucleus 

are all removed along with the lens (Elliott & Feman, 1998; Ficker, 1996; Rose, 1997; 

Spires, 1996). The remaining intact posterior capsule, provides an excellent support for 

intraocular lens implant (Spires, 1996). The posterior capsule also acts as a barrier to the 

exchange of molecules between the aqueous and vitreous humors (Elliott & Feman, 

1998). ECCE requires a 12mm incision which is sutured after the extraction and then the 

sutures are removed approximately 12 weeks post-operatively (Ficker, 1996). Compared 

to ICCE, ECCE has a decreased incidence of macular and corneal edema, as well as, 

retinal detachment (Elliott & Feman, 1998). Complications include posterior dislocation 

of the lenses and chorodialloss (Spiegel & Kastl, 1997). Opacification of the residual 

posterior capsule occurs in 25% of patients one to three years after surgery. However, this 

can be corrected with a Y AG laser and additional surgery is not needed (Elliott & Feman, 

1998). Y AG is the abbreviation for the type of crystal that the laser must go through to 

produce the proper amount of power to achieve the desired outcome. 

The final and most common kind of cataract extraction is PE. The main reasons it 

is so common are that the incision size is 3.5mm, the wound is self-healing, and it 
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requires no sutures (Elliott & Feman, 1998; Ficker, 1996; Spiegel & Kastl, 2000). Both of 

these points are benefits from the patient's and the surgeon's points of view. PE involves 

using ultrasound to break up the nucleus and the cortex into minute particles (Ficker, 

1996; Rose, 1997; Spiegel & Kastl, 1997; Spires, 1996). Then the ultrasound probe 

aspirates the particles (Ficker, 1996; Rose, 1997; Spiegel & Kastl, 1997). Advantages, 

other than the small non-sutured incision include a decrease in surgically caused 

astigmatisims which are fairly common in ECCE (Elliott & Feman, 1998; Spiegel & 

Kastl, 1997). Also, there is an increase in patient comfort and a shorter period of time 

required to reach optimal visual acuity (Elliott & Feman, 1998; Potamitis, Beatty, Pererra 

& Pearce, 1996; Rose, 1996). Lastly, PE has shown the lowest rate of post-operative 

morbidity when compared to ICCE and ECCE (Elliott & Feman, 1998). Disadvantages of 

PE are that it is a difficult procedure to learn and the equipment is expensive (Spiegel & 

Kastl, 1997). It is also not the most appropriate type of extraction for all patients (Spiegel 

& Kastl, 1997). PE requires patients to keep their eyes fixed on one point throughout the 

entire extraction, and maintain open communication with the surgeon. For these reasons, 

it is not recommended for children, patients with any type of dementia, or where there is 

a languauge barrier. 

The complications and advantages are different for each type of cataract 

extraction. Advancements in cataract surgery have increased the importance of 

determining the effects on those who are participating in the surgery, especially the 

elderly. This includes identifying potential changes, positive or negative, in the 

individuals' abilities to meet their self-care requisites after cataract surgery. This study 



examined potential advantages or disadvantages on structural and functional integrity 

over two time points in the first week after surgery. 

Types of Anesthesia 
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The type of anesthesia is a big factor in how quickly a person can be discharged 

after ambulatory cataract surgery. Patients with comorbidities, may have more difficulty 

with anesthesia and surgery than patients who have no comorbidities (Fleisher, 2000; 

Powers & Billings, 1998). Eighty percent of Americans 65 years of age and older have 

one chronic disease, so the majority of the elderly surgical patients have comorbidities 

(Boure' & White, 1997; Waugman & Rigor, 1999). Elderly patients with one or more 

comorbidites are the main population that has cataract surgery (Elliott & Feman, 1998; 

Hamilton, 1996a). The American Society of Anesthesiologists state in their guidelines 

that Class III and IV patients are eligible for elective procedures, if their disease is stable 

and well managed (See Appendix A) (Boure' & White, 1997; Gurkowski, 1995; 

Hamilton, 1996a). 

There are several types of anesthesia and their place and usefulness in cataract 

surgery varies. Perhaps the most commonly known type of anesthesia is general 

anesthesia. It is rarely used for outpatient cataract surgery, and is now reserved for 

inpatient or extremely complex cases (Buratto, 1998; Feldman, 1997). Since the number 

of outpatient cataract surgeries continues to rise and the number of inpatient surgeries 

· continues to decrease, the use of general anesthesia for cataract surgery is greatly 

declining (Carr, 1994; Moffat & Cullen, 1994). In the United States, according to most 

estimates, more than 80% of cataract surgeries are done on an outpatient basis (Moffat & 
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Cullen, 1994). Avoiding general anesthesia is advantageous for elderly patients because 

they do not experience the decreased cardiovascular stability or hormonal and metabolic 

changes associated with general anesthesia (Barker, Vafidis, & Hall et al., 1996; Carr, 

1994). This is of greater concern in patients with comorbidities (Elliott & Feman, 1998; 

Hamilton, 1996a). The use of general anesthesia requires extubation, and if a patient 

coughs during this procedure, it can cause a rise in intraocular pressure leading to post

surgical complications in cataract patients (Buratto, 1998). The most devastating 

complication is permanent loss of vision (Smith, 1995). Avoidance of complications 

results in an overall decrease in morbidity and mortality (Gills et al., 1998). 

There is currently some confusion in the anesthesia community about the specific 

definitions of regional and local anesthesia, and they are often used interchangeably. In 

this paper, retrobulbar and peribulbar blocks, which are considered to be both regional 

and local anesthesia, will be defined as local anesthesia. Topical anesthesia, is often 

considered a type of local anesthesia, but for this paper it will be defined as topical 

anesthesia. 

Retrobulbar and peribulbar blocks are among the most popular forms of 

anesthesia for cataract surgery (Gills et al., 1998, Gillart et al., 1999; Moffat & Cullen, 

1994). Since the reintroduction of topical and intraocular anesthesia, the use of local 

anesthesia has moderately declined (Nielsen & Allerod, 1998; Piovella & Gratton, 1998). 

The increased use of PE as the main procedure for cataract extraction has also caused a 

decline in the use of local anesthesia (Gills et al., 1998). Local anesthesia use remains 
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common in cataract surgery because of its appropriateness in ambulatory surgery, which 

accounts for the majority of cataract surgeries (Hamilton, 1996a). 

Local anesthesia works by producing a temporary block of neural transmissions 

when applied to nerve axons (Mulroy, 1989). In 1990, ninety-two percent of the members 

of the American Society of Cataract and Refractive Surgeons (ASCRS) used retrobulbar 

block with or without a facial nerve block. In 1993, that percentage had decreased to 

59%, with the rest favoring peribulbar blocks (Greenbaum, 1997). A retrobulbar block is 

performed by injecting the anesthetic into the space behind the globe into the muscle 

cone (Hamilton, 1996b; McGoldrick, 1997). This causes ocular akinesia and internal 

ophthalmoplegia (Bahadur & Sinskey, 2000), meaning that there is paralysis of all of the 

ocular muscles (Taber's, 1997). A peribulbar block is injected within the orbit, but 

outside the cone of rectus muscles, and then it is allowed to slowly infuse (Bahadur & 

Sinskey, 2000; Hamilton, 1996b). The rate of use for peribulbar blocks has increased 

from three percent in 1985 to 35% in 1993 (Greenbaum, 1997). One of the major reasons 

for this is that peribulbar blocks have fewer serious complications compared to 

retrobulbar blocks (Bahadur & Sinskey, 2000; Hamilton, 1999; Piovella & Gratton, 

1998). 

The complications caused by retrobulbar blocks are few, but serious. They 

include, retrobulbar hemorrhage, intramural or subarachnoid injection, optic nerve 

damage, and globe perforation (Concepcion, 1996; Gills et al., 1998; Hamilton, 1999; 

McGoldrick, 1997; Piovella & Gratton, 1998). While peribulbar block can avoid these 

complications, there are also disadvantages to its use. The onset of akinesia is slower with 
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peri bulbar blocks (Bahadur & Sinskey, 2000; Hamilton, 1996b ). There is also an 

increased number of failures to reach total akinesia with a peri bulbar block (Bahadur & 

Sinskey, 2000; Hamilton, 1996b). The total volume of anesthetic needed to achieve 

akinesia is also greater (Hamilton, 1996b ). Lastly, the incidence of chemosis, edema of 

the conjunctiva around the cornea (Taber's, 1997), is greater in peribulbar blocks 

(Bahadur & Sinskey, 2000; Hamilton, 1996b). Even with the complications and 

disadvantages attributed to the blocks, there are several advantages. By using retrobulbar 

and peribulbar blocks, as opposed to general anesthesia, po~t-operative emesis and pain 

are largely eliminated (Mulroy, 1996). There is a decrease in overall post-operative 

complications and a faster recovery time has been noted. Both of these increase the 

patient's overall satisfaction (Waugman & Rigor, 1999). Although there is an increase in 

the use of PE and topical anesthesia, they are not appropriate for everyone. Therefore, in 

the future, retrobulbar and peribulbar blocks may continue to be a major type of 

anesthesia for ICCE and ECCE (Nielsen & Allerod, 1998). 

The next type of anesthesia is one of the newest methods. In 1991, topical 

anesthesia was reintroduced into practice by Dr. Richard Fichman (Gills et al., 1998). Its 

use has gained in popularity with the increased use of the phacoemulsification technique 

for cataract extraction (Bahadur & Sinskey, 2000; Feldman, 1997; Greenbaum, 1997; 

Piovella & Gratton, 1998). The use of topical anesthesia eliminates all of the risks caused 

by local anesthesia (Buratto, 1998; Deutscher, 1993; Gills et al., 1998). It requires 

constant and open communication between the physician and the patient during the entire 

surgery (Deutscher, 1993; Gills et al., 1993; Hamilton, 1996b). The extraction can last 
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from five and half minutes to over twenty minutes, depending upon the surgeon (Beattie

Manning, 2000). Another negative is the fact that it is harder on the surgeon if he/she is 

not completely comfortable with the procedure (Fichman, 1993; Piovella & Gratton, 

1998). The surgery can also be more challenging because the patient's eye remains 

mobile (Bahadur & Sinskey, 2000). It is not ideal for everyone because the patient must 

maintain fixation for the entire surgery (Gills et al., 1998), and there must be constant 

communication between the surgeon and the patient. It is not recommended for children, 

patients with dementia, and in cases where there is a language barrier (Bahadur & 

Sinskey, 2000; Hamilton, 1996b ). For patients with dense cataracts, small pupils that will 

not dilate, and those with macular degeneration, topical anesthesia is not an appropriate 

choice of anesthesia (Hamilton, 1996b, Hamilton, 1999). 

Many of the disadvantages of topical anesthesia can also be advantages. Patients 

maintain more control during and after the surgery because they remain alert, this leads to 

a decrease in anxiety (Gills et al., 1998). Other advantages include no needles (Hamilton, 

1999), an immediate return of vision after surgery, and no need for an eye patch (Bahadur 

& Sinskey, 2000; Feldman, 1997; Fichman, 1993; Gills et al., 1998; Greenbaum, 1997; 

Koch, 1997). Perhaps though, the greatest medical advantage is for patients who are on 

anticoagulation therapy, because they do not need to stop their medication as the 

anesthesia does not interfere with it in any way (Gills et al., 1998; Koch, 1997). 

Intraocular or intracameral anesthesia is used in conjunction with topical 

anesthesia to provide more comfort to the patient throughout the procedure (Bahadur & 

Sinskey, 2000). Commonly, the injection is given a few moments after the topical 
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anesthesia is applied (Bahadur & Sinskey, 2000; Koch, 1997). So far the literature shows 

no complications intra or post operatively with this type of anesthesia (Gills et al., 1998; 

Koch, 1997). Occasionally, the patient complains of a mild stinging at the time of 

injection (Bahadur & Sinskey, 2000). The topical anesthesia is applied first and then a 

small incision is made to anesthetize the rest of the eye (Koch, 1997). This decrease in 

sensation in the ciliary body provides an overall increase in patient comfort (Bahadur & 

Sinskey, 2000). Another advantage of intraocular anesthesia is that there is no alteration 

in blood flow as in a retrobulbar or peribulbar block. Thus, there is no fear of damaging 

the optic nerve making it a good choice for patients with glaucoma (Gills et al., 1998). It 

also helps the patient tolerate the microscope light with less difficulty, while maintaining 

pupil size (Bahadur & Sinskey, 2000). 

The last type of anesthesia to be discussed, is better described as a method of 

anesthesia. It is used in conjunction with local, topical, and intraocular anesthesia. 

Monitored anesthesia care (MAC) occurs when an anesthesia provider monitors a patient 

receiving local anesthesia and/or administers anesthetic drugs to a patient undergoing a 

diagnostic or therapeutic procedure (Feeley & Botz, 1997; Vylmen & White, 2000). In 

the case of cataract surgery the surgeon often administers the appropriate anesthesia, 

local, topical, and/or intraocular, while the anesthesia provider monitors vital signs, 

provides intravenous sedation, treats potential complications, and is available to induce 

general anesthesia as needed (Funke, 1999; Whitman, 1994). The ASA states that the 

anesthesia provider is responsible for controlling the patients vital signs, oxygenation, 

temperature, circulation, ventilation, and to provide medical care as appropriate 
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(Mackenzie, Southern, & Stensrud, 2000; Sa Rego & White, 2000). It is important to note 

that the standard of care during MAC is the same as during general or local anesthesia 

(Sa Rego & White, 2000). 

MAC is considered the anesthetic approach of choice for ophthalmic procedures, 

as well as, biopsies, vascular access procedures, and in conjunction with specific nerve 

blocks (Muravchick, 1997a). Currently, 20-60% of all outpatient procedures use MAC 

(Boure' & White, 1997; Sa Rego & White, 2000). Advantages of MAC are a decreased 

operating room time (Sa Rego & White, 2000) with fewer post-operative side effects 

such as nausea, vomiting, pain, and sore throat (Boure' & White, 1997; Sa Rego & 

White, 2000). The goal of MAC is to assist the surgeon to provide adequate conditions 

for surgery while ensuring patient comfort, safety, and satisfaction during surgery 

(Boure' & White, 1997; Sa Rego & White, 2000). 

When MAC is used the patient is often given a small amount of IV sedation. The 

drug of choice is midazolam (Versed), of which the patient usually only receives a couple 

of milligrams. Depending upon the anesthesia provider's discretion, propofol (Diprivan) 

and fentanyl are also sometimes administered during the procedure to maintain the 

patient's comfort level (Beattie-Manning, 2000). During cataract surgery using PE, the 

amount given is extremely limited because the patient must remain alert enough to follow 

the surgeon's directions and maintain fixation (Boure' & White, 1997; Hillier, 1997). 

Ambulatory Surgery 

Ambulatory surgery has increased in frequency over the past decade (Vlymen & 

White, 2000). Sixty percent of all elective surgery is performed on an ambulatory basis, 
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and the number of ambulatory surgeries is expected to climb to over seventy percent 

(Vlymen & White, 2000). Ambulatory surgery has advantages for both for the patient and 

the hospital. Patients appreciate the shorter separation time from a familiar environment 

and less disruption to their personal lives (Carr, 1996; Smith & Whitwam, 1994; Vlymen 

& White, 2000). There is a lower incidence of post-operative infection and complications 

than found in those patients who have inpatient surgery (Carr, 1996; Nolan, 1994; 

Vlymen & White, 2000). Also with ambulatory surgery, there is a decrease in cost both to 

the patient and to the hospital (Carr, 1996; Nolan, 1994). Benefits for the hospital include 

more efficient turnaround, shorter operating room times, and a decrease in pre-operative 

testing and post-operative medication when compared to inpatient surgery (Nolan, 

1994; Vlymen & White, 2000). 

In deciding who is eligble for ambulatory surgery, there are a few absolute 

contraindications. First, patients with life-threatening diseases which are not optimally 

managed and controlled are not good candidates (Vlymen & White, 2000). These patients 

fall into ASA categories III and IV (See Appendix A). Secondly, a patient who is 

morbidly obese with hemodynamic or severe respiratory problems is considered to be too 

high risk to have ambulatory surgery. Thirdly, a caregiver must be available to drive the 

patient home, and ideally, the caregiver would be able to stay and monitor the patient for 

the first 24 hours (Gurkowski, 1995; Vlymen & White, 2000). For the majority of the 

patients though, these are not problems and they are considered as candidates for 

ambulatory surgery. As long as current illnesses are stable and well managed, someone is 

available to stay with the patient for the first 24 hours, and the patient agrees to have 
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ambulatory surgery, they are considered (Gurkowski, 1995). Once again, age is not a 

determining factor of whether or not a person is a candidate for ambulatory surgery 

(Boure' & White, 1997; Gurkowski, 1995; Vlymen & White, 2000). Patients with renal 

disease, including those on dialysis, those with controlled diabetes mellitus, and patients 

with a history of cardiovascular disease all frequently undergo elective ambulatory 

procedures (Elliott & Feman, 1998; Gold & Fleisher, 1997). The medical team needs to 

be aware of these problems and handle them appropriately. 

Patients with comorbidities are the rule not the exception (Bahadur & Sinskey, 

2000). Cardiovascular complications are among the most common, and they are 

considered the most important, because they are associated with a high rate of mortality 

(Powers & Billings, 1998). At least 20% of all patients over the age of 60 have coronary 

artery disease (CAD) (Variakojis & Roizen, 1997). When looking at cataract extractions 

in particular, diabetes mellitus is one of the most common comorbidities (Carr, 1996). 

The risk of developing cataracts is three times higher in diabetics versus non-diabetics 

ages 50-69. Over the age of 70, the risk of cataracts in diabetic patients remains slightly 

higher than the average population (Sih & Morley, 1995). Subjects with comorbidites 

were not excluded from the study, since almost all participants were expected to have at 

least one. However, the type of cormobidity was noted for each subject and a comparison 

was conducted once all of the data were collected. 

Even with the slight increase in risk of complications with comorbidities, cataract 

extraction is considered so safe that health maintenance organizations (HMO), managed 

care companies, third party insurers, Medicare, and state Medicaid have regulations 



requiring that cataract extraction and lens implants, for all but a few persons, should be 

performed on an outpatient basis (Elliott & Feman, 1998). This mandate by third party 

payers also supports the need to follow-up with patients to determine how the cataract 

surgery affects their structural and functional integrity. 

The Elderly Population 
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Finally, it is necessary to look at aging related to cataract surgery, types of 

anesthesia, and ambulatory surgery. Increases in lifespan and life expectancy have lead to 

an increasing elderly population. Life span is an idealized, species-specific, biological 

parameter that quantifies the maximal attainable age under optimal circumstances 

(Muravchick, 1997a). This is also called "successful aging" (Muravchick, 1997a). Life 

expectancy is the typical longevity under prevailing conditions in society. It is flexible 

and changes through different periods of history (Muravchick, 1997b ). 

The increase in age does not always correlate with a continued increase in 

structural and fuctional integrity. Unfortunately, these usually decline as a person ages. 

Cataract surgery among elderly individuals is common. The knowledge of what happens 

to patients after they go home, what types of self-care deficits they have, and what 

assistance they need, if any, to meet self-care requisites is scarce. Numerous problems 

stemming from chronic .disease, such as arthritis, cardiovascular, and respiratory disease, 

may be aggravated by the stress of surgery. This increased stress could lead to 

complications with the pre-exsisting comorbidity; for example, decreased mobility 

related to the arthritis, or increased fatigue because of difficulty breathing. Both of these 

would lead to decreased structural and functional integrity. 
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The type of cataract extraction procedure is a decision for the surgeon and patient 

to make as no one procedure has been proven more advantageous to the elderly 

population than another. In regards to anesthesia, while all types are considered safe for 

elderly patients, it is important to remember it does take longer for the anesthetic to be 

metabolized, and some cognitive impairment is still common (Muravchick, 1997; 

Nuutinen, 1995; Veering, 1996). Ambulatory surgery does require a few extra 

precautions with the elderly population. While elderly people may prefer ambulatory 

surgery over inpatient surgery because it allows them a shorter time away from home, 

less disruption to their schedule, and a decreased incidence of post-operative 

complications (Vlymen & White, 2000; Waugman, 1999); they must have someone to 

take them home and stay with them during the first 24 hours post-operatively (Waugmen, 

1999; White, 1997). This is partially because studies have been unable to determine how 

much long-term effect anesthesia has on cognitive status (Muravchick, 1997). Thus, this 

study was important to determine if there are effects of which health care professionals 

are currently unaware. 

To summarize, studies have shown that if surgery is not performed, the patients' 

condition continues to worsen putting them at increased risk for a decrease in structural 

and functional integrity (Cutter, 1997). For example, someone who needs to have cataract 

surgery, but is unable to have it performed continues to have a decrease in vision. This 

puts the person at risk for falls and an overall decrease in the quality of life. In elderly 

individuals, it is known that falls have a high incidence of morbidity and mortality, as 

well as, a significant decrease in structural and functional intergrity (Boling, 1998; 



28 

Rubenstein, 1998; Ulfarssom & Robinson, 1997 ). If their poor vision makes them unable 

to leave their homes, there may be an increased risk of depression, alcoholism, and 

overall loneliness (Retchin, 1998; Sloan, 1997). The risks of surgery generally far 

outweigh the effect of not having surgery on structural and functional integrity. However, 

little is known about what happens to the structural and functional integrity of elders 

between the time they have surgery and when they return to baseline functioning. This 

study was designed to fill that knowledge gap. 

Purpose 

The purpose of this study, was to describe how outpatient cataract surgery affects 

the elderly individuals, specifically those over sixty who live independently. In addition, 

it was to describe the effects of cataract surgery on elders' structural and functional 

integrity. The research questions, were as follows: 

1) Which self-care deficits are present at the 24-72 hour and one week time 

points post cataract surgery? 

2) What self-care requisites does the patient need assistance with post cataract 

surgery at the 24-72 hour and one week time points? 

3) From the patient's perspective, at the one week time point, what assistance 

was needed after cataract surgery to fufill self-care requisites? 

There is an increased demand for ambulatory surgery, and a large number of the surgeries 

are being performed on elders. It is the responsibility of healthcare professionals to make 

an accurate assessment of elderly individuals post-operative needs. Knowing what 

specific self-care needs the elderly population have helps healthcare professionals 
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develop more specialized plans of care. Using this knowledge, healthcare as a whole, can 

help elderly persons recover more effectively and with the fewest number of self-care 

deficits and disruptions in structural and functional integrity after surgery. 
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CHAPTER TWO 

Chapter two examines in detail Dorothea Orem' s theory of self-care, which was 

used in this study. It also explores the literature available regarding the framework used, 

self-care after cataract surgery, cataract surgery, anesthesia, and ambulatory surgery. 

GUIDING FRAMEWORK 

Orem's theory of self-care was used as the basis of this study, because it allows a 

description of how well self-care requisites are met after discharge from ambulatory 

cataract surgery. It also enables research into elderly individual's structural and 

functional integrity. This integrity is met as individuals or their caregivers strive to meet 

their self-care requisites and by doing so they work to achieve their personal level of self-

care. 

Background 

Orem developed her theory of self-care in the 1950's, and first published her 

works in 1959 (Meleis, 1997; Orem, 1995). Since then, it has been refined and adapted. 

The latest edition of her book Nursing: Concepts of Practice was published in 1995. 

Orem' s theory is based on the concept of self-care, which is "the personal care that 

individuals require each day to regulate their own functioning and development" (Orem, 

p. 8, 1995). In her theory, a self-care deficit occurs when a person is unable to maintain 

his or her own self-care, thus creating a demand for someone to intervene. There are five 

key concepts in Orem's theory, (1) self-care agency, (2) therapeutic self-care demand, 

which is categorized into self-care requisites, (3) nursing systems, (4) self-care deficit, 

and ( 5) self-care. 



Concepts 

Self-Care Agency 

Self-care agency is an abstraction about the nature of powers and capabilities of 

persons to engage in activities that allow them to provide self-care (Orem, 1995). To 

simplify, self-care agency is the person's ability to perform needed self-care functions. 

Self-Care Requisites 
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Therapeutic self-care demands are the care measures that are needed to regulate a 

person's human functioning and development (Orem, 1995). They are based on 

deliberate actions (Me leis, 1997). In an effort to expand this concept, the idea of self

care requisites was developed. By meeting self-care requisites, therapeutic self-care 

demands are fulfilled. 

Orem defines self-care requisites as "insights about actions to be performed by or 

for individuals that are known or hypothesized to be necessary in the regulation of 

individuals' human functioning and development" (Orem, p. 191, 1995). Two elements 

make up self-care requisites. The first element is a factor, or a problem, that must be 

controlled to keep the individual within the norms compatible with life (Orem, 1995). 

The second element is the reason the requisite is performed (Orem, 1995). The self-care 

requisites are further divided into three categories, universal, developmental, and health

deviation requisites. 

Universal self-care requisites focus on maintaining human structural and 

functional integrity throughout the life cycle (Orem, 1995). There are eight categories of 

universal self-care requisites. These requisites represent actions that bring about the 
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internal and external conditions that maintain human structure and function which in turn 

support human development and maturation (Orem, 1995). An individual's ability to 

meet self-care requisites gives an estimate of their level of structural and functional 

integrity. 

The first three universal self-care requisites are concerned with the maintenance 

and sufficient intake of air, water, and food. These allow for a person to obtain materials 

needed for metabolism and energy production. Deficits in one of the areas could hinder 

the return to self-care after cataract surgery, and decrease the level of structural and 

functional integrity. 

The fourth requisite deals· with elimination processes and excrement. This 

requisite is especially important for elders. Constipation brought on by surgery can be a 

serious issue for the elderly, as it can lead to a paralytic ileus and chronic bowel 

problems. Changes in urination patterns can also be problematic. Both of these can 

decrease an individual's level ofhuman structural and functional integrity, and also 

decrease their ability to meet their self-care requisites. 

The fifth universal self-care requisite is focused on maintaining balance between 

activity and rest. Through maintaining a balance between these two after surgery, the 

body is able to heal more quickly, and according to Orem, a sense of well-being is felt 

(1995). For the study, activity and rest also include mental health. If activity and rest are 

not balanced, an individual's cognition may not recover immediately from the surgical 

procedure, leading to temporary cognitive problems such as short term memory loss. 
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The sixth universal self-care requisite deals with solitude and social interaction. It 

is important to know how well elderly individuals balance solitude, and socialization, or 

interaction with caregivers or other members of their community, early on after cataract 

surgery. By maintaining a balance, and meeting this self-care requisite, structural and 

functional integrity are maintained and, the potential for human achievement increases 

(Orem, 1995). 

Preventing hazards to human life, functioning, and well-being is the seventh 

universal self-care requisite. Hazards considered in the study were surgical 

complications, vision difficulties, pain, and problems or unusual occurrences since 

cataract surgery. All of these can detract from a person returning to normalcy, or full 

human functioning and development. 

The last universal self-care requisite is concerned with human functioning and 

development within social groups according to human potential, limitations, and the 

desire to be normal. The desire to be normal or to return to a baseline self-care level is 

determining factor in how well people recover from surgery. Orem states that promoting 

"normalcy" leads individuals to feeling and knowing their individuality and wholeness. 

This is occurs both physically and mentally (Orem, 1995). 

The second type of self-care requisite, developmental, focuses on what an 

individual needs to accomplish, so he/she can continue to move towards increasingly 

higher and more complex and intricate levels of organization and functioning (Orem, 

1995). Developmental requisites promote physical and emotional growth and maturity, as 

they are concerned with the individual's attempts to prevent conditions or situations, 



which could prevent human development (Orem, 1995). In this study, developmental 

requisites included attempting to have a positive increase in lifestyle after cataract 

surgery. To wholly recover from surgery a person needs to experience a measure of 

growth and maturity. 
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The final type of self-care requisite is health- deviation. This type occurs only 

when there is a breakdown in one of the other two requisites (Orem, 1995). When there is 

a health- deviation requisite, it means the individual is experiencing a type of pathology 

and they need some help to be restored to the normal boundaries of human functioning. 

The pathology in this study was the cataract. Undergoing cataract surgery was the 

beginning for restoring normal boundaries, and rebuilding universal and developmental 

self-care requisites. 

When all three of the types of self-care requisites are met, human structural and 

functional integrity, and self-care are achieved which accomplishes the seven goals set 

forth by Orem. She sees this as the maintenance of a well-rounded and healthy human 

being. After the following goals have been met, Orem would state that "normalcy" has 

been achieved (Orem, 1995). The goals are as follows: (1) support of life processes, (2) 

maintain human structures and human functioning within a normal range, (3) support 

development in accord with the human potential, (4) prevent injury and pathologic states, 

(5) contribute to the regulation or control the effects of injury and pathology, (6) 

contribute to the cure or regulation of pathologic processes, and (7) promote general well

being (Orem, 1995). 
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Nursing Systems 

In Orem's theory, when individuals are unable to meet their self-care requisites, 

nursing systems become a factor. There are three types of nursing systems, wholly 

compensatory, partly compensatory, and supportive-educative. The first, wholly 

compensatory refers to times when individuals are unable to meet any of their self-care 

requisites and someone else needs to help them meet the requisites. This can be done by 

the nurse in the hospital who helps to meet a basic need such as assisting breathing with a 

ventilator, maintaining a proper hemodynamic balance while the person is unable to eat 

or drink, or providing comfort care for a person in a coma. In Orem' s view, the person 

who helps the individual maintain his self-care requisites is generally considered to be the 

nurse, or medical staff, but it can also include the family. 

As the individual's condition improves, she/he transitions into the partly 

compensatory system. At this point the individual has the ability to perform some of the 

self-care requisites, and what he/she cannot fulfill, the nurse or family does. An example 

of this would be a person who is able to do some activities of daily living (ADLs) such as 

dressing and feeding, but still needs assistance from an outside source to complete the 

self-care requisites the individual is unable to perform. This could include physical 

therapy and other forms of rehabilitation. For example, home health would be considered 

in the partly compensatory system. 

Lastly, is the supportive-educative system. In this system the individual is 

completing the self-care requisites with minimal guidance from staff or family, but 

requires information or support of some type. An individual who has reached the 
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supportive-educative system may go to a support group and/or occasionally have a 

scheduled check-up to assure everything is being maintained properly. Support could also 

be having people visit occasionally just to socialize and keep the individual active, 

mentally as well as physically. An individual generally moves through the systems in a 

positive progression, but it is possible to move back and forth between the systems. For 

specific requisites, it may also take longer to progress to the supportive-educative system. 

Self-Care Deficits 

A self-care deficit occurs when an individual cannot meet his therapeutic self-care 

demands, and in tum is unable to fulfill her/his self-care requisites. These demands are 

different for each person depending the kind and number of self-care requisites an 

individual needs to fulfill at a particular point (Gast, 1996; Orem, 1995). The last 

concept, self-care, brings everything full circle. This concept is the basis of the theory, as 

it encompasses all ofthe previously mentioned concepts (Gast, 1996; Meleis, 1997; 

Orem, 1995). Self-care is composed of all the activities people initiate and perform as 

they mature. These are done so the person can continue to maintain the optimal level of 

structural and functional integrity (Marriner-Tomey & Alligood, 1998). 

This study examined the self-care deficits elderly individuals encounter after 

cataract surgery. It also examined the assistance needed to meet self-care requisites, and 

thereby researched the effect of cataract surgery on human structural and functional 

integrity. During the cataract extraction and during their stay in the Post-Anesthesia Care 

Unit (P ACU), individuals are in the partly compensatory system. After discharge, the 

time it takes individuals to fully transition into the supportive-educative system depends 



on how much assistance they need fulfilling their self-care requisites. As these are met, 

the individuals' structural and functional integrity is improved and they are able to 

provide self-care at their baseline level. 
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In regards to the self-care requisites, as Orem states, these support human 

development and maturation (1995). This means that a healthy and well-rounded human 

being is maintained. Thus, if after cataract surgery certain self-care requisites are not met, 

the person is not able to function at an optimum level. Some people never reach the 

optimum level because they never return to their baseline level of functioning. If they are 

unable to return to their baseline level of self-care, then there will be a decrease in 

structural and functional integrity. This study examined the subjects' ability to meet self

care requisites and fulfill their self-care deficits after cataract surgery. 

LITERATURE REVIEW 

The literature has numerous examples that pertain to Orem's theory (Gast, 1996; 

Marriner-Tomey & Alligood, 1998). However, many articles are clinically based, with an 

emphasis on chronically ill persons and inpatient settings (Gast, 1996; Meleis, 1997). As 

care moves away from the inpatient setting, and the emphasis on ambulatory surgery 

increases, articles pertaining specifically to Orem and the elderly, ambulatory surgery, 

cataract surgery, and anesthesia are few (Gast, 1997). Studies on each specific category, 

cataract surgery, anesthesia, ambulatory surgery, comorbidites, and the elderly are 

common. 
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Studies on Orem and Self-Care Among Older Adults 

The core of Orem, self-care, is used in, quantitative and qualitative studies, to 

examine the self-care behavior of older adults. These studies range from approaches to 

self-care (Berman & Iris, 1998; Clark, 1998), to self-care practices and how the practices 

affect perceived health status (Nicholas, 1993), to how often older people respond to 

specific symptoms with particular self-care techniques (Stoller, Forster, & Portugal, 

1993). 

Clark (1998) examined 30 healthy and active older adults, ages 57-83, who lived 

independently using a questionnaire based on Orem's self-care requisites. Expert nurses 

who used a wellness self-care model for their practice judged content validity. The 

questionnaire examined the subjects' self-care practices and their level of independence 

(Clark, 1998). The study was done in an attempt to examine self-care behaviors in the 

elderly. The intention was to then provide nurses with a framework that could be used to 

support healthy behaviors in an elderly population (Clark, 1998). Findings showed that 

elders deciding how to go about their own self-care, and then providing that self-care, 

enabled participants to enhance their independence (Clark, 1998). It could be inferred that 

patient's who are in charge of their self-care pre-operatively have fewer self-care deficits 

and need less assistance meeting self-care requisites after ambulatory cataract surgery. 

Breman and Iris (1998) viewed seeking assistance from formal or informal 

networks as another way to assert self-care. Using qualitative methods, this study 

explored 50 participants whose age ranged from 55-91, of which two-thirds were women. 

Four ethnic groups were included: Caucasian 54%, African American 23%, Hispanic 
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11%, and Korean ten percent. Three-fourths of the participants were considered to be 

healthy and active. The participant's feelings towards health related items, based on their 

pre-existing self-care beliefs, were examined. Personal interviews were used to gather 

data. There were five interviews, which focused on the following: 1) life history, 2) social 

networks and daily activities, 3) social support and community, 4) health and aging, and 

5) filled in any information needed after the other four interviews. Three main self-care 

concepts were found: 1) Do and think for yourself, 2) What can I do? Others take care of 

me, and 3) I don't pay attention to myself (Breman & Iris, 1998). Culture and social 

setting influenced which type of self-care a person followed. The perception of health, 

derived from multicultural points of view, was one of the strongest indicators of the self

care concept a person chose to follow. 

Another qualitative study focused on older people's responses to specific 

symptoms by examining health dairies they kept over a three-week period (Stoller et al., 

1993). There were 669 people in the probability sample and all participants were over the 

age of sixty-five. The mean age was 74.1 years, and 60.1% were women. The sample was 

limited to people who managed their symptoms without professional intervention (Stoller 

et al., 1993). Two methods were used to collect data. In the first method, the people in the 

sample were interviewed. For the second method they completed health diaries for three 

weeks, in which they recorded symptoms they experienced, how they interpreted or 

evaluated each symptom, and finally their response or treatment strategy (Stoller et al., 

1993). All of the strategies described were used to maintain self-care requisites as 

discussed by Orem (Meleis, 1997; Orem, 1995). Stoller and his colleagues found that 
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older people tend to place more emphasis on palliative care, as opposed to preventive 

care. Also, the way in which the elders interpreted their symptoms was one of the factors 

that determined which self-treatment strategy was used (Stoller et al., 1993). The type of 

assistance elderly individuals feel they need to meet their self-care requisites after 

cataract surgery could also be based on the interpretation of their symptoms, although this 

was not evaluated in this study. 

Nicholas (1993) studied a random sample of 72 older adults with a mean age of 

69.5, to examine hardiness and self-care practices, and how they affected perceived 

health status. The Health-Related Hardiness Scale by Pollock (1984) was used to measure 

hardiness. The Personal Lifestyle Questionnaire by Muhlenkamp and Brown (1983), was 

used to measure the extent to which the subjects engaged in self-care practices. The 

Visual Analog Scale was used to measure perceived health status. It was found that high 

scores in hardiness and self-care practices both had a positive influence on perceived 

health status (Nicholas, 1993). There was no significant difference between males and 

females. While difficult to measure, it could be inferred that patients, who have good 

self-care practices prior to cataract surgery, have a more positive outlook for recovery. 

A study by Backman and Hentinen, categorized self-care into four specific 

modes, responsible self-care, formally guided self-care, independent self-care, and 

abandoned self-care ( 1999). This was done with the intent of developing a model to 

clarify existing knowledge concerning the self-care of home dwelling elderly individuals. 

The different modes of self-care all represented certain mindsets and personalities. They 

also can be associated with past life experiences. The four modes were developed after 
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analyzing interview transcripts. They were based on the large categories noted during 

coding of the information. The sample consisted of 40 home dwelling elderly people who 

were older than 75 years and able to communicate. Grounded theory was used so 

respondents' own perspectives could be studied (Backman & Herman, 1999). The results 

showed that the way elders chose to promote self-care was a reflection of their general 

attitude towards healthcare, illness, and life as a whole (Backman & Hentinen, 1999) This 

is consistent with the findings ofBerman and Iris (1998). Self-care was not a separate 

part of elderly persons' lives, it was directly related to their personal perspective on life 

and how they dealt with life (Backman & Hentinen, 1999). In this study, the affect 

cataract surgery has on structural and functional integrity was thought to relate to the type 

of role the subject takes in meeting their self-care requisites. 

Jopp, Carroll, and Waters (1993) studied the self-care of older adults after 

hospitalization from the perspective of nursing management. They considered self-care 

development as an ongoing process that was promoted by the nurse at appropriate times 

throughout the recovery phase (Jopp et al., 1993). The participants were inpatients on a 

medical-surgical floor, who were followed up with a telephone survey one month after 

discharge, to determine their level of self-care. The sample consisted of 4 7 people with a 

mean age of 72.4 (Jopp et al., 1993). Only those who were available for follow-up 

telephone interviews participated. The researchers developed a Telephone Follow-Up 

Survey questionnaire to collect data. It consisted of nine demographic and general 

information questions and seven open ended questions regarding self-care abilities since 

arriving home. It was found that there is a need to broaden the nursing system so it 
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encompassed the patients after discharge. As hospitalization times are continually being 

shortened, especially for cataract patients (Carr, 1994), it is important to ensure that 

follow through is provided. Jopp and colleagues found that continuing Orem's 

supportive-educative system into the home was important in helping the individual regain 

self-care once back at home (1993). Determining which self-care requisites individuals 

needed assistance with after cataract surgery allowed for a focused approach to the 

supportive-educative care provided after surgery. Knowing what areas to focus on could 

lead to an overall increase in structural and functional integrity. 

Clossen, Mattingly, Finne, and Larson (1994) evaluated a telephone follow-up 

program based on Orem's theory. However, it focused on patients who had been 

discharged after a long hospitalization, as opposed to ambulatory surgery. The sample 

consisted of 105 subjects with a mean age of 63 years. A Rehabilitation Follow-Up Call 

Data Form was used to complete the follow-up interviews. Its purpose was to identify 

problems the patients or caregivers had after surgery. Calls were made at two and six 

week intervals. They found that they identified more problems on the second follow-up 

phone call than they did on the first. The problems most often identified during the first 

call dealt with safety (20%), medications (15%), bladder (12%), and skin (8%). During 

the second call the issues included medications (13%), bladder (13%), safety (11 %), and 

skin ( 11% ). The number of participants during the first interview was n= 1 05. The second 

interview had only n=39. This shows support for doing both the 24-72 hour and the one

week follow-up for this study. Especially the one-week follow-up, as the majority of the 

problems were discovered an interval after discharge. 
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Articles using Orem specifically in an ambulatory surgery setting are rare in the 

literature. In 1997, Henry and Holzemer reviewed evidence-linking variations in care 

systems with the achievement of appropriate self-care. Outcomes Model for Health Care 

Research was used as the framework. They examined the literature for studies examining 

the achievement of appropriate self-care. It was found that only a few studies focused 

expressly on how well self-care is met after discharge. They concluded there is a place 

for Orem's theory of self-care in ambulatory settings, as it is an efficient framework to 

use and it focuses on achieving self-care. Research investigating the effect of decreased 

duration ofhospital stays on self-care is also needed (Henry & Holzemer, 1997). 

All of the above stUdies involved samples of elders who were living 

independently. This is consistent with the population being studied in this investigation. 

All the studies considered how self-care practices interact with other variables. The 

variables included how people viewed self-care deficits, how pre-existing self-care 

beliefs affected attitudes towards health related decisions and how they helped choose 

how to treat self-care deficits, and lastly, how self-care practices influence attitude 

towards overall health. In this study, self-care was the dependent variable. This means the 

research examined how cataract surgery affects the ability to fulfill self-care requisites. 

This study looked at which self-care deficits were unmet, and examined the 

complications that occurred after ambulatory cataract surgery. The data gathered were 

then reviewed to see if decreases in structural and functional integrity resolved at the one 

week time point. 
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Orem' s theory provided the basis for this study. Ambulatory surgery has come 

into its own the past decade and is continuing to become more prevalent. This continuing 

trend provides a need for research that examines elderly individual's ability to meet self-

care requisites. Being unable to meet these requisites could lead to decreases in structural 

and functional integrity. Specifically, this study examined the impact of ambulatory 

cataract surgery on elderly individual's ability to fulfill self-care requisites. 

Studies on Cataract Surgery 

Cataract surgery has become the number one outpatient surgery for older adults 

(Feely & Butz, 1997; Spires, 1996). As this number continues to increase, research 

regarding the outcomes for patients once they are discharged home also needs to increase. 

A study conducted in Sweden used an outcome-based measurement called Catquest, 

which measures patients' satisfaction with their cataract surgery. The Catquest was 

developed for a previous study by the authors (Lundstrom et al., 1998). It measures 

disability, cataract symptoms, activity, driving a car, and sick days needed by having the 

subjects give their answers using a Likert scale. The possible answers were 1) no benefit, 

2) questionable, 3) moderate, 4) good, and 5) very good (Lundstrom et al., 1998). A total 

of 1933 participants, with a mean age of 76.1 years, completed the questionnaire both 

before cataract surgery and at the six-month follow-up. Over 90% benefitted and had 

• 
lifestyle improvements after surgery. Lifestyle improvements would enable an individual 

to meet their self-care requisites with less assistance, and thereby increase their structural 

and functional integrity. 
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In another study, Lundstrom, Stenvei, and Thorburn again used the Catquest to 

determine if those with ocular comorbidity had worse outcomes than those without ocular 

comorbidity (1999). In examining the answers of over 1900 subjects, whose mean age 

was 75.5, researchers found those with ocular comorbidity felt they had less benefit from 

surgery than those who did not have ocular morbidity. However, those with ocular 

comorbidity felt they received some benefit (Lundstrom, 1999). Even those individuals 

with ocular comorbidity had some benefit, which could have slightly increased their 

ability to fulfill self-care requisites. 

The other instrument most commonly used to measure functional status 

improvement after cataract surgery is the VF-14 (Steinberg et al., 1994). It measures 

visual functioning by assessing 14 items of vision dependent activities, to which the 

subjects answers 1) yes, 2) no, or 3) I do not do the activity for reasons unr~lated to 

vision. If the answer is 'yes', the subject rates the amount of difficulty using the 

following ratings: 1) a little, 2) a moderate amount, 3) a great deal, or 4) unable to do 

(Steinberg et al., 1994). This scale is particularly important because according to the 

Clinical Practice Guidelines, the need for cataract surgery is "based on the extent to 

which a cataract is interfering with the ability of the patient to carry out vision-dependent 

activities that are important to that particular patient" (Steinberg et al., 1994). The scale 

has a high internal consistency (Cronbach's alpha= 0.85). It is a good tool for measuring 

self-assessments of vision (Steinberg et al., 1994). Commonly, it is used to determine 

what kind of functional impairment the cataract is causing. It is useful from a nursing 



standpoint because it does not focus on morbidity and mortality, but rather on the 

individual's assessment of their everyday functioning. 

There are several techniques available for cataract extraction, with 

phacoemulsification (PE) and extracapsular cataract extraction (ECCE) being the most 

common (Ficker, 1996; Rose, 1997; Spires, 1996). In a 1996 study a group of33 
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subjects, aged 59-79 with a mean age of 70.4 years, underwent bilateral cataract surgery 

with PE on one eye and ECCE on the other (Potamitis et al., 1996). While the majority of 

both procedures achieved a Snellen acuity of 6/12 or better in visual acuity, the eye in 

which PE had been performed, it was significantly more common to have a Snellen 

acuity of 6/6. Also, there was a decrease in the amount of astigmatism with PE (Potamitis 

et al., 1996). Patients also reported better overall satisfaction in the PE eye. The results of 

this study also show the importance of noting the type of extraction performed, because it 

could have a direct effect on patients' long-term recovery. The increased acuity with PE 

should lead to an increased ability to fulfill self-care requisites. 

Studies on Anesthesia 

To perform cataract surgery anesthesia is needed. The type of extraction helps to 

determine what type of anesthesia is used. Nielsen and Allerod evaluated types of local 

anesthesia used during PE (1998). The study examined 66 consecutive patients, with a 

mean age of 78 years and range of 53-93 years, undergoing simultaneous bilateral 

cataract extraction. The three types of local anesthesia examined were, retro/peribulbar, 

sub-Tenon's, and topical (Nielsen & Allerod, 1998). To determine which type of 

anesthesia worked the best, the researchers used several methods to measure outcomes. 
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First, the surgeon wrote his impressions of each surgery in regards to pain, eye mobility, 

and patient cooperation immediately after the surgery. Secondly, the nurse was 

responsible for evaluating pain during the procedure through hand squeezes or 

verbalization. Lastly, a non-participating anesthesia provider measured visual analog pain 

scores after surgery. The nurse and the anesthesia provider were unaware of the type of 

anesthesia given during the surgery. They found that the retro/peribulbar block was 

preferred by those who did not want to be as aware of the surgery, while those who did 

not like the pain and/or fear associated with an injection preferred the sub-Tenon's and 

the topical anesthesia. Since all of the anesthetics work well with cataract surgery, it is 

best to pick the one that enables the patient to relax, while being alert and cooperative 

during the surgery (Nielsen & Allerod, 1998). This allows for the assumption that the 

type of anesthesia, if properly chosen, should not affect the patient's perception of the 

surgery. Thus, the experience of one particular type of anesthesia should not skew the 

final data more than another type, if the patients are all satisfied with their choice of 

anesthesia. 

Kortilla (1995) examined various factors, which can affect recovery from 

ambulatory surgery. This was done by researching the length until discharge after 

different types of anesthesia, common side effects, post-operative pain, and unexpected 

hospital admissions after ambulatory surgery. Kortilla described recovery after anesthesia 

in three phases. Early recovery, where the patient awakened, intermediate recovery where 

home readiness and discharge occurred, and late recovery, which was how long it took to 

return to normal functioning (Korttila, 1995). Those who received regional anesthesia 
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had to meet the same criteria as those under general anesthesia, before being allowed to 

go home. A caregiver was important for the first twenty-four hours, as reaction times can 

be impaired through the second post-operative day (Korttila, 1995). It was found that 

research on the effect anesthesia and surgery have on individual's self-care abilities is 

inadequate, and further study is needed. Examining how anesthesia affects an elderly 

individual's ability to meet self-care requisites is one way in which research can be 

expanded. The amount of anesthesia used in cataract surgery is a small amount. However, 

the affect on self-care requisites, including forgetfulness, coordination, and social 

functioning needs to be examined to research its effect on structural and functional 

integrity. 

Studies on Ambulatory Surgery 

With cataract surgery occurring on an outpatient basis, it is important to examine 

the outpatient setting and how well it accommodates the surgery. A study done in 

England found that patients preferred ambulatory surgery, because there was less 

disruption to their home lives (Law, 1997). This was also found to be true in the United 

States (Carr, 1994; Smith & Whitwam, 1994; Vlymen & White, 2000). Law's study did a 

telephone follow-up interview of 32 cataract surgery patients, aged 70-80, to determine 

the following objectives: 1) assess the usefulness of the pre-operative assessment, 2) 

identify if written and verbal advice eliminated post-operative difficulties, and 3) assess 

satisfaction of outpatient services. The follow-up questionnaire used was divided in to 

three sections: 1) pre-operative assessment, 2) day of operation, and 3) first day post

operatively. Both closed and open-ended questions were used. Closed questions were 
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evaluated by the following choices: 1) poor, 2) fair, 3) satisfactory, and 4) excellent. The 

open-ended questions were used to allow for additional comments. The questionnaire was 

administered 48 hours after surgery. The pre-operative assessment was found to be 

useful, but all involved felt it needed to be done closer to the time of surgery, instead of 

one to two weeks before. In relation to the second objective, it was found that not all of 

the information given verbally was retained. Written materials in addition to verbal 

instructions increased retention of information. The findings related to the third objective 

showed high patient satisfaction with ambulatory surgery (Law, 1997). It was discovered 

that patients needed to be empowered to play a larger part in their care. To learn more 

about all of these objectives, there is interest in making ambulatory surgery centers more 

accessible for research so cataract outcomes can be better studied (Rose et al., 1999). 

Two additional studies have focused on follow-up after ambulatory surgery. 

Heseltine and Edlington (1998) conducted a telephone interview to determine if patients 

were having any problems related to their surgery, if their pain was well controlled, and if 

they felt they had been given sufficient discharge instructions. All patients who had 

surgery at the ambulatory surgery unit were invited to participate. There were 976 

patients included in the study, unfortunately, age was not a reported variable. In the audit 

of the questionnaire, it was decided the type of procedure done would be included in the 

next time the questionnaire was used. The questionnaire consisted of nine questions, both 

closed and open-ended. It focused on problems related to surgery, pain levels, the 

usefulness of verbal and written instructions, and preference of ambulatory surgery 

versus inpatient surgery. It was found that the information gathered was useful to the staff 
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and the hospital, and the patients expressed appreciation of being checked on (Heseltine 

& Edlington, 1998). 

A study done earlier in 1995 by Tufail, Foss, and Hamilton examined a 

population of 387 cataract patients, with a mean age of 70.6 years. They investigated to 

see if it was necessary to follow-up with a phone call the next day, or if the first post

operative visit a week to ten days later was early enough to catch complications related to 

morbidity. This was completed by reviewing charts of those who had a post-operative 

follow-up as per usual procedure and those who did not receive a follow-up call. They 

concluded that there was no excess morbidity in those who did not receive a call. It is 

important to note they felt, to be safe, only pre-screened patients, who were determined to 

be low-risk, should not be called after surgery (Tufail et al., 1995). Although this study 

did not encounter a high rate of morbidity, it also did not examine issues related to 

structural and functional integrity post-operatively. 

Controlling diabetes during cataract surgery can be a challenge. Barker and 

colleagues studied 40 elderly patients with non-insulin dependent diabetes on oral 

hypoglycemics with an age range of69-91 (1995). They were attempting to determine 

how metabolic control is affected by different types of anesthesia. Venous blood samples 

were taken before surgery for baseline samples, at the induction of anesthesia, at the time 

of nuclear extraction, on completion of surgery, and then at 30, 60, 120, and 240 minutes 

post-operatively. These measured several blood level concentrations, the most important 

being serum cortisol, blood glucose, and serum insulin levels. The patients did better with 

local anesthesia as it did not cause the increase in cortisol and glucose that general 



anesthesia does (Barker et al., 1995). In fact, those with local anesthesia prevented all 

metabolic and endocrine complications (Barker et al., 1995). Diabetes is not a 

contraindication for cataract surgery. With newer procedures and anesthetics, it is more 

common than before. 
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Ambulatory surgery has been monitored for its effect on morbidity and mortality. 

However, there has not been much examination related to structural and functional 

integrity after ambulatory surgery. This would include issues contained in Orem's self

care requisites. These include decreased mobility which could lead to falls, increased 

forgetfulness leading to decreased socialization, and an interruption in daily routines 

related to a slow recovery from surgery. 

Cataract surgery in an ambulatory setting has been well tolerated by elderly 

individuals. Removal of cataracts significantly improves driving ability as well as 

everyday functioning (Retchin, 1998). This means greater structural and functional 

integrity for the elderly having surgery. This increase in everyday functioning is also 

related to increased mobility because the vision is improved. This can help to prevent 

falls, which are one of the leading causes of decreased structural and functional integrity 

in the elderly population. Accidents are the fifth leading cause of death for the elderly, 

with two-thirds caused by falls (Rubenstein, 1998). In addition, out of those who fall and 

are hospitalized, one-half to one-third do not survive a year and 40% become long term 

care patients (Ulfarsson & Robinson, 1997). 

Ninety- percent of all elderly cataract patients show significant improvement and 

they are able to resume normal activities in one to two weeks (Flowers & Palmer, 1998). 
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It is important to note that those who are visually impaired are two and a half times more 

likely to lose function than those without visual impairment (Flowers & Palmer, 1998). 

The improvements in visual acuity directly after surgery, and during the first week post

operatively, could lead to increased structural and functional integrity. 

Comorbidities contribute to how well elderly patients do before and after surgery 

(Fleisher, 2000; Powers & Billings, 1998). Arthritis is considered the largest comorbidity 

with 50% of the elderly population being affected. This is followed by hypertension 

(36%), heart disease (32%), hearing impairment (29%), and cataracts (17%) (Haber, 

1999). Ten percent of the population has diabetes, and diabetics make up a large 

percentage of elderly cataract patients. In this study, the types of comorbidities were 

noted, but further research would be needed to assess the affect of them on individuals' 

abilities to meet self-care requisites after cataract surgery. 

Chapter two has reviewed literature related to Orem and self-care among the 

elderly and literature on cataract surgery, anesthesia, and ambulatory surgery. The review 

of the literature has shown articles that determine how self-care affects certain variables 

such as health-care beliefs, outlook on life, and treatment of problems. This study used 

Orem' s theory of self-care to examine how cataract surgery affects an individual's ability 

to meet her/his self-care requisites and thereby maintain structural and functional 

integrity. 

Research on cataract surgery, anesthesia, and ambulatory surgery in the elderly 

have all shown that there is not a significant amount of morbidity and mortality. All of 

the research has been done from a medical viewpoint. This study took the nursing 
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viewpoint, and examined how structural and functional integrity was affected. No studies 

have examined this at two time points in the first week post-operatively. This study was 

intended to do that. This study accomplished this by answering the first two research 

questions at both time points during the first week post-operatively. The third research 

question was assessed only at the second time point during the first week post

operatively. 



CHAPTER THREE 

METHODS 
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This chapter will describe study methods including the design, sample, protection 

of human subjects, procedure, instruments and scoring, and data analysis. 

Design 

The study involved a descriptive design with measures at two times in the first 

week after cataract surgery, 24-72 hours and one week. For the purpose of this study, one 

week was defined as six to eight days post-operatively. Descriptive research studies are 

"research studies that have as their main objective the accurate portrayal of the 

characteristics of persons, situations, or groups and/or frequency with which certain 

phenomena occur" (Po lit and Hungler, p. 700, 1999). In this study, the occurrence of self

care deficits, and the need for assistance to meet self-care requisites, both of which could 

prevent a person from returning to baseline self-care and structural and functional 

integrity were examined using a questionnaire based on Orem's self-care requisites. It 

also examined the subjects' feelings on the need for assistance after cataract surgery. 

The study was a sub-study of McKnight's project (2000). Her study pilot tested 

the Post-Discharge Self-Care Questionnaire that was used in this study. The sample was 

drawn from her convience sample. Only those who were living independently were used 

in this study. 

. Setting 

Data were collected in two settings. The pre-surgery data collection occurred at 

The University Physicians Surgery Center in Tucson, Arizona the morning of cataract 
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surgery, but prior to the procedure. At that time, the study was explained to the potential 

subjects, and if they were willing to participate, the consent form was signed. The post

surgery data were collected by telephone interview. The subjects were either at home, or 

at the telephone they gave the researcher as the follow-up number. 

Sample 

A convenience sample composed of male and female patients, over 60 years in age, who 

had cataract surgery at The University Physicians Surgery Center were selected. This 

sample was drawn from McKnight's convenience sample from November 1, 2000 

through November 22, 2000. Anyone who was interviewed during this time period, and 

met the criteria, was included in the study. 

Inclusion Criteria 

All subjects volunteered their participation. They were living independently in the 

community, alone or with a companion. Prior medical conditions or mobility 

impairments had no bearing on selection. Individuals with all types of cataract extractions 

and anesthesia were accepted. 

Exclusion Criteria 

The main exclusion was language. Only those who spoke and read English were 

included. Those who lived in an assisted living community or in a long-term care facility 

were excluded. 



56 

Protection of Human Subjects 

The Human Subject Committee of the University of Arizona Health Sciences 

Center, Tucson, Arizona, determined on September 11, 2000 that this study was exempt 

from review by their committee. However, precautions were still taken to preserve the 

subjects' confidentiality and voluntary participation. Permission was also obtained from 

Patricia McKnight the principal investigator of the primary study. 

Subjects gave voluntary consent to participate with the understanding that their 

information would be kept confidential, and would only be seen by the researcher and 

those assisting her. Subjects were made aware they could drop out of the study at 

anytime, for any reason, without any effect on their medical care. In addition, all subjects 

were given a number for identification, which was used for data entry. 

Any questions they did not wish to answer, they could skip. They were also 

informed that demographic data and medical history information would be obtained from 

their pre-operative record, which was filled out by the nurse at the surgery center prior to 

their surgery. If the patient agreed, the consent form was signed. A copy of the form was 

given to the subject, and a copy was placed in the patient's medical record. The original 

was kept locked at the College of Nursing. 

Procedure 

The initial meeting with potential subjects was held at The University Physicians 

Surgery Center on the morning of the cataract surgery, prior to the surgery. At that time, 

subjects and caregivers, if present, were approached. The researcher explained to the 

potential subjects that if they participated, they would be contacted at 24-72 hours and 
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one week post-operatively. During each follow-up telephone interview, they would be 

asked to answer the same set of questions from the pre-established Post-Discharge Self

Care Questionnaire. During the one week follow-up, there were two additional questions 

asked at the end of the questionnaire. At this initial meeting, the subject was asked for a 

telephone number and the best time to reach them for the follow-up telephone interviews. 

The subjects' charts were reviewed to obtain demographic information, any 

pertinent medical history, the type of cataract procedure performed, the type of anesthesia 

used, any unusual occurrences during surgery or the recovery period, the time of 

discharge, and with whom the subject left. 

The next contact with the subject was a telephone interview during the 24-72 hour 

post-operative period following cataract surgery. At that time, the Post-Discharge Self

Care Questionnaire was used to evaluate how well the subject was fulfilling his or her 

self-care requisites, and to identify current self-care deficits. The second telephone 

interview was conducted one week following the cataract surgery. Again, the Post 

Discharge Self-Care Questionnaire was used, and then two additional follow-up 

questions were asked after the completion of the questionnaire. Answers given at the one 

week interview were compared with those from the 24-72 hour interview, and if 

discrepancies were found further clarification was done. At anytime during the study, if a 

problem was identified the subject was directed to the nearest source for the appropriate 

intervention. 
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Instruments and Scoring 

The instrument used in this study was the Post-Discharge Self-Care Questionnaire 

(McKnight & Jones, 1999). Information was also gathered on the Data Collection Sheet 

to provide descriptive information about the subjects. 

Operative Record and Anesthesia Record 

The Operative and Anesthesia records were used to complete the Data Collection 

Sheet, to provide frequency data to enhance the description of the population in the study. 

The Operative Record was a four page form filled out by the staff at The University 

Physicians Surgery Center. The anesthesia provider completed the Anesthesia Record. 

Information collected from the Operative Record included demographic information, 

significant past medical history, type of cataract extraction, type of anesthesia, total 

length of time at surgery center, type of transportation home, and who accompanied the 

subject. The Anesthesia Record provided the length of the surgery. It also corroborated 

the information gathered on the Operative Record. In addition, any unusual occurrences 

were noted. 

Post-Discharge Self-Care Questionnaire 

The questionnaire was based on Dorthea Orem's eight Universal Self-Care 

Requisites. These were 1) air, 2) water, 3) food, 4) elimination, 5) activity/rest, 6) 

solitude/social interaction, 7) hazards, and 8) being normal. In this study, the 

questionnaire was used to obtain information pertaining to the subjects' ability to meet 

their self-care requisites after cataract surgery. This was done in an attempt to isolate any 
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problem areas so further research could be done to find ways to improve or eliminate the 

problems. 

Questions one through five, combined air, food, and water, and focused on 

difficulties breathing, eating and drinking patterns, and nausea. Bowel and urinary 

elimination patterns were examined in questions six through eleven. Questions 12 

through 23 examined activity and rest, both mental and physical. They measured the 

ability to get around, changes in mobility status and in memory/mental status, number of 

alcoholic drinks, and the subject's ability to sleep since surgery. Information on whether 

or not someone had been staying with the subject was shown in questions 24 through 30. 

Questions 31 through 43 examined hazards encountered by the subject. These included a 

comparison of vision now and prior to surgery, amount of pain, and any problems or 

unusual occurrences since surgery. Lastly, questions 45 and 46 asked the subject if they 

were feeling as they did prior to surgery, or "back to normal". 

Scoring of the questionnaire was done in two ways. Some of the questions 

received a numerical notation to assist with gathering frequency data. For each question, 

there were specific answers pertaining directly to the information that was examined. The 

numbers were assigned to each meaning for each question. For example, question number 

one asked, "Have you had any difficulties breathing since your surgery?" The numerical 

notations were given as follows: 2 =no difficulties, 1 =difficulties of which there was a 

past history, and 3 =new difficulties. Therefore, questions were only compared to 

themselves. It was not possible to do a comparison of answers across different questions. 

The other questions use a yes/no format with follow-up questions to elicit more 
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information based on the answer. For the purpose of gathering frequencies, Yes = 2 and 

No = 1. Again, each question was individually scored. 

Addendum to Post-Discharge Self-Care Questionnaire 

This form contained two additional questions, which were asked following the 

one week follow-up interview. The first focused on if the subject felt he/she even needed 

assistance after surgery, and why or why not. The second question gave the subject a 

chance to provide information about the types of assistance needed, or other items they 

felt were important, that were not previously asked about during the questionnaire. 

Data Analysis 

The first two research questions were answered at both the 24-72 hour and one 

week post cataract surgery. Answers from each time point were then compared for 

similarities and differences. The third research question was answered using information 

gathered one week post cataract surgery. Frequencies were obtained for the first two 

research ques.tions so a description of the sample population's self-care deficits and self

care requisites could be derived. The third research question utilized the reporting of 

verbalized answers from the participants which were collected over the phone during the 

one week follow-up. In addition, frequencies were obtained from the demographic data as 

a means of sample description. 
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RESULTS 
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Chapter four begins with a description of the sample. Then, the frequencies for 

each research question with specific attention to the changes between the 24-72 hour and 

one week time periods. 

Description of the Sample 

The sample (!!.. = 1 0) consisted of adults over the age of sixty who had cataract 

surgery at the University Physicians Surgery Center. The subjects were invited to 

participate after registering at the Surgery Center just prior to their cataract surgery. The 

sample consisted of 60% (!!.. = 6) males and 40% (!!.. = 4) females. The age range was 68-

86 years of age. The mean was 74.2 years (SD = 5.38). The men had a slightly higher 

mean age than the total group with 75.5 years (SD = 6.16), and a range of68-86. The 

woman had a slightly lower mean age than the total group with 72.3 years (SD = 3.03), 

and a range of 68-76. 

All subjects had someone to take them home the day of surgery, but only 80% 

(!!.. = 8) had someone to stay with them the entire first twenty-four hours after surgery. 

Fifty percent(!!..= 5) of the subjects had previously undergone cataract surgery. All 

subjects(!!..= 10) had managed anesthesia care (MAC). They also all had 

phacoemulsification (PE), with an intraocular lens implant (IOL) placed at the end of the 

cataract surgery. The subjects were evenly divided between two surgeons with 50%> (n... = 

5) of the surgeries being performed by each surgeon. The mean length of surgery was 

32.7 minutes (SD = 15.32), and mean length of time in the post-anesthesia care unit 



(PACU) to discharge was 27.7 minutes (SD = 17.42). The mean length of stay from 

beginning of surgery to discharge was 60.4 minutes (SD = 16.93). 

Past medical history was gathered on each subject to examine the amount of 

medication used, past number of surgeries, and a review of diseases by system. Eighty 

percent (!L = 8) of the subjects took one to four over-the-counter (OTC) medications 

daily. The other 20% (!L = 2) denied use of any OTC medications. Prescription 

medications were used by 90% (!!._ = 9) with only one who used none. Out of the 90% 

who took prescription medications daily, 77% (!L = 7) took one to four medications, and 

22% (!L = 2) took five to seven medications daily. One hundred percent (n = 1 0) denied 

the use ofherbal medications. 
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All subjects had experienced at least one surgery in their lifetime. The maximum 

number of surgeries was five with 20% (n = 2) in this category. Forty percent (n = 4) had 

experienced only one previous surgery. Twenty percent(!!= 2) had two previous 

surgeries, 10% (n = 1) had three, and 10% (!! = 1) had four previous surgeries. 

Overall, the review of systems showed a fairly healthy sample population. See 

Table 1 for a complete breakdown of all of the systems, and description of the sample. 

Fifty percent (n = 5) had no history of cardiovascular disease. Out of the remaining 50% 

(n = 5), 80% (n = 4) had hypertension, 40% (n = 2) had hyperlipidemia, and 20% 

(n = 1) had each of the following: hypercholesterolemia, history of bypass, and history of 

a myocardial infarction. Sixty percent (n = 6) had no history of respiratory disease. For 

the remaining 40% (n = 4), 75% (n = 3) had a chronic cough, 50o/o (n = 2) had 

sinus/allergy problems, and 25% (n = 1) had a history of bronchitis and pneumonia. For 
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the gastrointestinal and gastrourinary systems, 50% (!! = 5) had no history of problems. 

The remaining 50% (!! = 5) were divided into 20% (!! = 1) with gastroesophegeal reflux 

disease, 40% (!! = 2) with histories of hernias, 40% (!! = 2) with histories of ulcers, and 

20% (!! = 1) with an ileostomy. Ten percent(!!= 1) of the sample had a history of 

diabetes mellitus Type II. Another 20% (!! = 2) had a history of hypothyroidism, and the 

remaining 70% (!! = 7) had no history of endocrine related illnesses. Seventy percent 

(!! = 7) had no neurological history. The 30% (!! = 3) who did were evenly divided at 33% 

(!! = 1) among seizures, shingles, and a craniotomy. Fifty percent (!! = 5) of the sample 

suffered from arthritis, 20% (!! = 2) had a history of fractures, 10% (!! = 1) had a history 

of osteoporosis, 10% (!! = 1) had a bilateral knee replacement, and 10% (!! = 1) had a 

ruptured disc. Only 20% (!! = 2) had no history of musculoskeletal problems. Ninety 

percent(!!= 9) had no history of psychological complications. Ten percent(!!= 1) had a 

history of depression. 



Table 1 

Descri~tion of Sam~le 

YES NO 

Medication Use 

Over-the-counter 80% (n = 8) 20% (n = 2) 

Prescription 90% (n = 9) 10% (n =1) 

Herbal O% (n = O) 100% (n = 10) 

Surgical History 

All Surgeries 100% (n = 10) O% (n = O) 

Cataract Surgery 50% (n = 5) 50% en= 5) 

Diseases by System 

Cardiovascular 50% (n = 5) 50% (n = 5) 

Respiratory 40% (n = 4) 60% (n = 6) 

Gastrointestinal I Genitourinary 50% (n = 5) 50% (n = 5) 

Endocrine 30% (n = 3) 70% (n =7) 

Neurological 30% (n = 3) 70% (n = 7) 

Musculoskeletal 80% (n = 8) 20% (n = 2) 

Psychological 10% (n = 1) 90% (n = 9) 

Results in Relationship to the Research Questions 

Question One 

What are the self-care deficits at the 24-72 hour and one week time points? The 

eleven self-care deficits measured were, breathing, eating, nausea, bowel movement, 

constipation, urination, forgetfulness or confusion, sleeping, vision, pain, and feeling 

back to normal (See Table 2). None of the sample had any difficulty with the questions 

focusing on difficulty breathing, changes in eating and drinking habits, nausea, 
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constipation, difficulties urinating, and difficulties sleeping, at either the 24-72 hour or 

the one week time point. Ten percent (!! = 1) had not had a bowel movement at the 24-72 

hour time point, but this had resolved by the one-week time point. One hundred percent 

(!! = 10) denied any forgetfulness or confusion after surgery. When comparing vision 

prior to surgery, self-care deficits were found at the 24-72 hour time point. Thirty percent 

(n = 3) felt their vision was worse, 20% (!! = 2) felt it was about the same and 50%(!!= 

5) felt it was better. By the one-week time point, only 10% (!! = 1) felt their vision was 

worse, 1 0% (!! = 1) felt it was about the same, and 80% (!! = 8) felt their vision was 

better. When asked if they had pain after surgery, 90% (n = 9) of the subjects had no 

pain, and the other 10% (!! = 1) had pain that was relieved by medication. By the one

week time point, 100% (!! = 10) of the subjects had no pain. When questioned at the 24-

72 hour time point, if they were, "back to normal, that is are you back to feeling as you 

did before surgery?", 70% (!! = 7) felt they were not back to feeling normal, and the other 

30% (!! = 3) felt back to how they felt prior to surgery. At the one week time point, 40o/o 

(!! = 4) still felt they were not quite back to normal, but 60% (!! = 6) felt they were back 

to how they felt prior to surgery. 
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Table 2 

Com12arison of Self-Care Deficits at 24-72 Hours and One Week Post-012eratively 

Self-Care Deficits 24-72 hours One Week 

Since Surgery YES NO YES NO 

Difficulty breathing O% (n = O) 100% (n = 10) Same 

Change in eating habits O% (n = O) 100% (n = 10) Same 

Nausea O% (n = O) 100% (n = 10) Same 

Had bowel movement 90% (n = 9) 10% (n =1) 100% (n = 10) O% (n = o) 

Constipation O% (n = O) 100% (n = 10) Same 

Difficulties urinating O% (n = O) 100% (n = 10) Same 

Forgetfulness or confusion O% (n = O) 100% (n = 10) Same 

Difficulties sleeping O% (n = O) 100% (n = 10) Same 

Vision difficulties 30% (n = 3) 70% (n = 7) 10% (n = 1) 90% (n = 9) 

Pain 10% (n = 1) 90% (n = 9) O% (n = O) 100% (n = 10) 

Feeling back to normal 30% (n = 3) 70% (n = 7) 60% (n = 6) 40% (n=4) 

Question Two 

What self-care requisites does the patient need assistance with after cataract 

surgery at both time points? The eight self-care requisites are as follows: 1) sufficient 

intake of air, 2) sufficient intake of food, 3) sufficient intake of water, 4) elimination and 

excrement processes, 5) maintaining a balance between activity and rest, 6) maintaining a 

balance between solitude and social interaction, 7) prevention of hazards and, 8) the 

desire to be normal (See Table 3). 
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Table 3 

Comparison of self-care requisites at 24-72 hour and one week post-operatively 

Self-Care Requisites 24-72 hours One week 

Needs No Needs No 

Assistance Assistance Assistance Assistance 

Sufficient intake of air, 

food, and water 

Processes of elimination 

and excretion 

Balance between activity 

and rest 

Balance between solitude 

and social interaction 

Prevention of hazards 

Desire to be normal 

O% Cn = O) 100% (n = 10) Same 

10% (n = 1) 90% (n = 9) O% (n = O) 100% (n = 10) 

O% (n = O) 100% (n = 10) Same 

O% (n = O) 100% (n = 10) Same 

60% (n = 6) 40% (n = 4) 20% (n = 2) 80% (n = 8) 

70% (n_ = 7) 30% (n = 3) 40% (n = 4) 60% (n = 6) 

This question was answered by observing the results from research question one 

on the number of self-care deficits that were fulfilled. One hundred percent (n = 1 0) of 

the population needed no assistance meeting self-care requisites one, two, and three, 

sufficient intake of air, food, and water, at either time point. Only 10% 

(n = 1) of the sample population needed assistance meeting self-care number four, 

elimination and excretion processes, at the 24-72 hour time point. At the one week time 
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point 100% (!! = 1 0) did not need assistance. All (!! = 1 0) were able to maintain a balance 

between activity and rest, self-care requisite number five, without assistance at both time 

points. One hundred percent (!! = 1 0) of the sample, both those with and without 

caregivers, denied needing assistance to maintain a balance between solitude and social 

interaction, or self-care requisite number six. Prevention of hazards, self-care requisite 

number seven, at the 24-72 hour time point was met by 40% (!! = 4) of the sample. Sixty 

percent still felt that they needed some assistance. At the one week time point, 80% (!! = 

8) did not need assistance, but 20% (!! = 2) still needed some assistance to meet self-care 

requisite number seven. Lastly, self-care requisite number eight, the desire to be normal, 

was met without assistance by 30% (!! = 3) of the sample at the 24-72 hour time point. 

The other 70% (!! = 7) felt they needed assistance. At one week, 60% (!! = 6) felt they did 

not need assistance, while the other 40% (!! = 40) felt they still needed some assistance to 

meet self-care requisite number eight. 

Question Three 

From the patient's perspective, was assistance needed after surgery to fulfill the 

self-care requisites as addressed by the questionnaire? Ninety percent (n = 9) of the 

sample answered this question. Ten percent (n = 1) declined due to personal time 

constraints. Out of the 90% (n = 9) who participated, 44% (n = 4) felt they needed some 

assistance after surgery. Twenty-five percent (n = 1) of this group felt they needed 

assistance administering their eyedrops, and the other 75% (n = 3) felt they needed 

assistance driving home after surgery, but not with anything else. The other 55% (n = 5) 

who participated, did not feel they needed assistance at all after surgery. If those who 



needed assistance driving, but nothing else are included in the group that did not need 

assistance to meet self-care requisites after cataract surgery, then 88% (n = 8) of the 

sample population did not feel the needed assistance with the items discussed in the 

questionnaire. 

Summary 
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In summary, when examining the results of the Post-Discharge Self-Care 

Questionnaire, overall the sample was able to meet their self-care deficits and fulfill their 

self-care requisites without assistance. Problems with vision and returning to normal were 

the most frequently noted. The subjects who were individually asked if they needed 

assistance after cataract surgery, felt they were able to fulfill their self-care requisites 

without assistance. 



CHAPTER FIVE 

DISCUSSION 
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Chapter five discusses the results of the research for each question within the 

context of the research literature presented in chapter two. Implications to nursing 

practice and the limitations of the study are also addressed. Lastly, suggestions for further 

study and research are discussed. 

Results in Relationship to the Research Questions 

Through descriptive research and an examination of frequencies for the first two 

research questions, it appears that the structural and functional integrity of the subjects 

after cataract surgery is fairly high. One of the self-care deficits, which occurred most 

often, dealt with vision, which was directly related to the type of surgery being 

performed. The other most common self-care deficit involved not returning to baseline 

immediately after cataract surgery. The majority of the subjects were able to meet all of 

their self-care requisites without a great deal of assistance. The third research question 

discovered that the majority of the participants felt they did not need assistance after their 

cataract surgery. The following sections will examine each research question 

individually. 

Question One 

Which self-care deficits are present at the 24-72 hour and one week time points? 

This study showed that vision and "feeling normal" were the most common self-care 

deficits to occur. However, by the one week time point, there was an increase in the 



number of the sample who felt their vision had improved and they were feeling back to 

normal. 
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Many of the studies in the literature consider how self-care practices affect the 

way in which a person deals with self-care deficits. The study by Backman and Hentinen 

( 1999) divided self-care into four modes. Responsible self-care is where the person 

acknowledges the deficit and works to improve it. All of the subjects in this study who 

experienced vision problems called their surgeon, or mentioned it the next time they were 

in the office. The person who did not have a bowel movement in the first 24-72 hours 

stated that it his normal pattern, so he was not worried. The majority of those who were 

not feeling back to normal attributed it to the change in their vision, and were willing to 

give it a bit more time because they knew it could take some time for their the total 

results of their cataract surgery to be evident. The three other modes, formally guided 

self-care, independent self-care, and abandoned self-care, were not observed in the 

sample population. 

Two studies, which examined using telephone interviews to monitor self-care 

abilities after surgery, were conflicting about whether or not this was a good system. 

Heseltine and Edlington (1998) discovered that the information gathered could be useful 

to the staff and that the patients appreciated being called. Tufail, Foss, and Hamilton 

(1998) felt there was no excess morbidity by not doing the follow-up telephone call. 

However, the point of this study was to look beyond morbidity to the affects of surgery 

on structural and functional integrity, based on the number of self-care deficits and the 

ability to meet their self-care requisites. Jopp, Carroll, and Waters (1997) supported using 



the follow-up telephone call as an important tool to identify areas in which the patient 

needed continued support. They used Orem's supportive-educative nursing system as 

their basis for continuing support. This study would support that because those who did 

have minor deficits knew they were being checked on, and they could derive some 

reassurance that some deficits are normal and generally resolve. 
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The blurriness of vision and watery discharge that was complained about when 

the subjects of this study stated that their vision was the same or worse, is consistent with 

other research. The improvement of vision over the week time span is also consistent 

with research done by Potamis and colleagues (1996). 

The findings of this study also concurred with those from Retchin (1998), who 

found that cataract removal improved everyday functioning. Those who at one week felt 

totally back to normal, it could be inferred that their improved vision also improved their 

structural and functional integrity. They expressed increased ease in doing activities of 

daily living, and in recreational activities, such as reading and playing cards. Even out of 

those who had a bit of blurriness remaining at one week, the majority felt their vision was 

still better than before surgery. 

Question Two 

What self-care requisites does the patient need assistance with after cataract 

surgery at both time points? Vision, which falls under preventing hazards to human life 

and functioning, or requisite number seven, was one of the self-care requisites the 

subjects had the most trouble achieving without assistance. The other was returning to a 

state of"being normal". Again, Orem regards assistance as coming from medical 
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personnel, family members, caregivers, or the patient themselves using information that 

they have obtained. The majority of the sample provided their own assistance through 

information they had obtained. 

It was noted that even though only 60% of the sample felt they were back to 

normal after surgery, those who did not feel they had returned to baseline said it was 

because they were still adjusting to their vision. For some this was a change in depth 

perception, but for others it was because their vision was remaining blurry. Those who 

still had blurry vision were in communication with their surgeons about the problem. 

The literature does not focus specifically on self-care requisites, which are related 

to structural and functional integrity, or quality of life, but rather on morbidity and 

mortality. The study mentioned above by Retchin (1998) supported that cataract surgery 

increases structural and functional integrity, by improving everyday functioning. Another 

study by Flowers & Palmers ( 1998) showed that 90% of all elderly cataract patients show 

significant improvement, leading to a resumption of normal activities, and an increase in 

structural and functional integrity, one to two weeks after surgery. 

Question Three 

From the patient's perspective at the one week time point, what assistance was 

needed after cataract surgery to fulfill self-care requisites as addressed by the 

questionnaire? This study showed that with the exception of needing someone to drive 

them home, the majority of the population felt they did not need assistance after surgery. 

Based on this subjective information, the population appeared to have a high level of 

structural and functional integrity even though they had not met all of their self-care 
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requisites and had a few self-care deficits. Overall, they felt they had a high level of self

care abilities. 

Reports of studies about the patient's perception of needing assistance, and what 

kinds of assistance they needed after surgery were not found. Lundstrom et al. (1998) and 

Steinberg et al. (1994) used the Catquest and VF-14 respectively to measure how much 

assistance patients felt they required before surgery as a means of determining the need 

for surgery. However, the tools were not repeated after surgery. Also, they used only 

close-ended questions, which do not give an opportunity for the collection of additional 

data. 

Relationship to Orem 

Orem' s theory focuses on meeting self-care requisites to achieve the optimal level 

of structural and functional integrity, or self-care. Many studies focus on what kind of 

harm a certain procedure caused. This study looks at how the subjects overcame their 

self-care deficits and met their self-care requisites to regain their baseline structural and 

functional integrity status. 

This study supports Orem' s theory that individuals can achieve their own self

care. It also supported the movement of the subjects through the nursing systems. 

Because general anesthesia was not used and the subjects were always involved in their 

care, there was no use of the wholly compensatory system. However, from the time the 

subjects entered the pre-operative area to the time they were discharged, they were 

participating in the partly compensatory system. All reached the supportive-educative 

system a short time after discharge. This system was then continued during the next day 
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follow-up visit with the surgeon, as the subjects reviewed their surgery and the 

requirements for post-operative care. The two telephone follow-up interviews done by the 

researcher also continued the supportive-educative system by allowing the subjects a 

chance to ask questions and comment on their surgery and self-care abilites. 

Lastly, the study supports using Orem with more frequency in the ambulatory 

surgery setting. Her ideas on self-care deficits, self-care requisites, self-care, and 

structural and functional integrity, were developed for the inpatient setting. However, 

they fit well with this study and can be easily adapted to other studies. 

Nursing Implications 

The knowledge of how adequately patients meet their self-care requisites after 

surgery of any type allows the profession to plan both generally and individually to help 

patients continue to meet self-care requisites with the least amount of assistance possible. 

Using follow-up telephone calls to look for areas of decreased structural and functional 

integrity, is a way in which nurses can continue the supportive-educative nursing system 

as defined by Orem. 

Knowing that most subjects from this study felt they did not need assistance after 

surgery opens three areas where nurses can provide various types of support. The first 

area is doing more nursing research to discover exactly why the subjects felt they did not 

need assistance after cataract surgery. There could be several reasons why the population 

reported they did not need assistance after surgery. 1) They truly did not need assistance, 

2) they overestimated their abilities, 3) they had made compensations for any deficits, 

and 4) they needed assistance, but they did not recognize that they needed it. It is part of 
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nursing research to determine the reason behind the findings and then develop a system to 

increase the accuracy of the data collected. 

Secondly, in using Orem for this study nursing asserted its own personal view of 

quality of life by assuming self-care requisites could encompass all aspects. Obviously, 

there are many more aspects to quality of life, such as the spiritual and emotional 

components. Nursing needs to investigate how the patients' define quality of life. Then 

use the data collected to improve post-surgical care for the patients by focusing on what 

is important to the patient and coming to a collaborative agreement to develop the best 

plan of care. 

Thirdly, finding ways to educate patients on the purpose of having a caregiver for 

the first 24 hours after surgery is an area nurses can research. By explaining, nursing can 

bring the patients into the supportive-educative system by providing them with 

information. Then it can provide assistance as needed to help fulfill self-care requisites. 

This additional support and explanation could possibly enhance structural and functional 

integrity if it enables the patients to understand their part in the process more clearly. 

Limitations of Study 

Several limitations must be considered in this study. The first is the small sample 

size. The sample, although statistically representative of the average population in terms 

of comorbidites, male/female ratio, and the number of medications taken daily, is still too 

small to be generalized. This is the first study that truly focuses on self-care requisites in 

terms of maintaining structural and functional integrity, but the sample is too small to be 

generalized to other populations. 
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Another limitation is that the study only focuses on cataract surgery, which uses 

much less anesthesia and has a shorter intra-operative time than most outpatient 

surgeries. Also, the type of anesthesia does not produce the metabolic and hormonal 

changes that occur with the use of other types of anesthesia. Both of these facts decrease 

the generalizability. 

Using Orem as the theory for this study is another limitation. Orem focuses on 

very specific activities of daily living (ADLs) in her theory to assess a person's ability to 

provide self-care and assess their level of structural and functional integrity. She does not 

take into the complex activities that allow individuals to perform ADLs, which are called 

instrumental activities of daily living (IADLs). For example, a person may still be able to 

eat (ADL), but he or she is no longer able to cook the meal (IADL). In using Orem, these 

details are not discovered. In addition, Orem does not take into account over estimating 

of self-care ability. A theory with a more open structure would allow for further 

assessment of subject's statements. 

The last limitation is the questionnaire used. Because it is currently only being 

pilot tested, there is no information out on its reliability and validity. 

Recommendations for Further Study 

Replicating the study with a larger sample using a cataract population may not be 

necessary because there were no major self-care deficits or difficulties in meeting self

care requisites discovered. The sample needs to be expanded to a variety of outpatient 

surgeries, including those using different types of anesthesia. In addition, using a 

population with more or varying comorbidities would expand the scope of research. 



Continuing to modify and revise the questionnaire to make it useable across all 

populations would also increase its areas for use. 
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Including other variables such as comorbidities, current medications, history and 

anesthetic problems, and Snellen acuity before and after cataract surgery would all 

increase the depth of the studies being performed. Another path would be to study the 

functional status of other populations and then complete the Post-Discharge Self-Care 

Questionnaire on those populations. The types of self-care deficits and the amount of 

assistance needed to meet self-care requisites could then be studied and compared among 

populations. 

Summary 

From the data gathered, it appears that the sample was able to maintain a high 

level of structural and functional integrity. This finding could lead to the assumption that 

ambulatory surgery does not cause difficulty in meeting self-care requisites and does not 

affect structural and functional integrity. However, this study does not include other 

surgical populations where there is a higher incidence of residual anesthesia 

complications, which could lead to an increased number of self-care deficits, a need for 

more assistance to meet self-care requisites, and a decrease in structural and functional 

integrity. 

Even with the small incidence of blurred vision, this study did not show the 

presence of mobility problems, which could lead to, falls, one of the highest causes of 

morbidity and mortality and a substantial decrease in structural and functional integrity in 

the elderly population. Instead, it showed a high level of structural and functional 
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integrity as demonstrated by the results Post-Discharge Self-Care Questionnaire and the 

individual comments from the sample. To determine if the particular population is more 

healthy and independent than the average population, further research would need to be 

completed. 

Overall, this study is a start for other research to assess structural and functional 

integrity in numerous populations after they have undergone a variety of ambulatory 

procedures. It will only be with further research that it can be said that ambulatory 

surgery's affect on structural and functional integrity is truly minimal. 
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AMERICAN SOCIETY OF ANESTHESIOLOGISTS' PHYSICAL STATUS 
CLASSIFICATION 

Class I - Healthy patient 
(Inguinal hernia in an otherwise healthy patient) 

Class II - Patient with mild systemic disease 
(Chronic bronchitis, moderate obesity, diet controlled diabetes mellitus, 
mild hypertension, or an old myocardial infarction) 

Class III - Patient with severe systemic disease that is not incapacitating 
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(Coronary artery disease with angina, insulin dependent diabetes mellitus, 
morbid obesity, moderate to severe pulmonary insufficiency) 

Class IV - Patient with incapacitating systemic disease that is a constant threat to life 
(Organic heart disease with marked cardiac insufficiency, unstable angina, 
intractable arrhythmias, advanced pulmonary, renal, hepatic, or endocrine 
insufficiency) 

Class V - Moribund patient not expected to survive 24 hours with or without surgery 
(ruptured abdominal aneurysm with profound shock) 

Emergency (E) - "E" denotes the presumed poorer physical status of any patient in one 
of the five classes who is operated on in an emergency 

(liE- Class II status with an emergency situation) 

Gurkowski, M.A. (1995). 
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APPENDIXB 

HUMAN SUBJECTS APPROVAL 



THE UNIVERSITY OF 

: iuman Subject s Cummttt ee ARIZONA® 
HEALTl-1 SCIENCES CENTER 

s:y::v 

ll September 2000 

Patricia A. McKnight, MS, MPH, CRRN 
CollP.ge of Nur~ing 
PO BOX 210203 
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:622 E. !1.13bcl Street 
P.O. Box 245137 
Tucson. AZ 85724-5137 
(520) 626-6721 

RE: PILOT TEST OF POST-DISCHARGE SELF-CARE ASSESSMENT GUIDE FOR 
AMBULATORY SURGERY 

Dear Dr. McKnight: 

We received documents concerning your above cited project. Regulations published by the U.S. 
Department of Health and Human Services [ 45 CFR Part 46.101 (b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for. informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely, 

David~~~G) 0 tD 
Chairman 
Human Subjects Committee 

DGJ/js 
cc: DeparunentaVCollege Review Committee 

·-
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APPROVAL TO USE INSTRUMENTS AND DATA 



College of Nurs ing 

Ocr ber I, 2000 

Ms . Jennifer Smith, R .N . 
College ofNursing 
Uni ·,ersity of Arizona 
P 0 Box 210203 
AJ-t;c 
Tucson, Arizona 85721-0203 

De; - Jennifer Smith 

THE UNIVERSITY OF 

ARIZONA~. 
HEALTH SCIENCE.S CE.NTER 

'•Z:_b<fi...cl 
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Tucson. Ari zona 8572 1 
(520) 626-615·1 
FAX (520) 626-2211 

I at'. delighted that we will be working together on the Surgicenter patient followup 
stuc:y. I understand that you will be utilizing some of the data collected for your Master's 
th e~ is . I also agree to be on your thesis committee. 

I a; looking fo rward to our collaboration and to your successful completion of the 
i'd ? ters in Nursing. 

Re.gards, . ~ & ---· -- .... - I / JJ ,. .. .r::' ' .. . 1'l; 1' . 1,/l /1~ J--. I u /; /f.!({> ,. ··Jv, (] vr.~ G(_,.-c.:--c../.;..,._. ~ . i 

Patricia A McKnight 
C.R.R.N., M.S ., M .P .H. 
Clirical Assistant Professor 

..... 

' 
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APPENDIXD 

DEMOGRAPHIC DATA SHEET AND INSTRUMENTS 



P 
THE. UNIVERSITY 

HYSICIANS 
T 

SURGERY CENTER 
DATE IN/TlME 

LANGUAGE SPOKEN: 
0 ENGliSH 0 SPAMSH 
Oon9 
CURRENT IAEDICATlONS: 

DIABETES I D ORAl MEDICATlON 

DYES D 00 D DIET COWROU.ED 
t.IEOICA T10N AU£RGIES: 

REASON FOR ADMISSION: 

D INSWN DEPEMlENT 

{USUAL DOSES I TYPES) 
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PRE-OPERATIVE RECORD PAGE 1 OF 4 

USES ASSISllVE DEVICE 
DYES DOO 
TYPE: 

~~YECK 

IIMioiUNIZATlONS QJRRENT 

DYES DOO 

I RECE~ U.R.I. I ~ I USES AlCOHOl. 
ILWP NAIGI 0~ oocc. 

0 YES 0 NO 0 YES 0 00 ODAI!.Y 
HEART DISEASE 

I 
LUNG DISEASE 

I 
RENAL DISEASE lNEROISE-ISE 

I 

NEIJROMUSCLILAR 

1 
BlEEDtiG ID«n:Y 

PREVIOUS SURGERY: MEOICALIUJESSES: 

FAMILY I FRIEND ANE!miEStA RElATED PROBlEMS: I 0 NEEDS TO CAll FOR RIDE ,,VALUABLES 

0 ORMNG PT. HOME 0 LQCI(ED UP 0 'NfTH FAMILY I ffiiEI.U 

nME MEDICATIONS ROI.!Tt BY 

M 

E 

0 

s 

IV STARTED BY GAUGE LOCATION 
R L 

I TIME 
IV SOLvnON 

TIME AMOUNT 
STARTED OMPLETRl ABSOReEO 

v 

NURSING OX: POTEfoiTIAL FOR INJURY: 
RIT UfoiTOWAAO EVEfoiTS 

lfoiTERVENTIONS: 
1. IDEfoiTIFY: 0 VERBAL 0 IDBAND 
2. CONSEfoiT: 0 CORRECT AND ON CHART 
3. ALLERGIES: 0 ASSESSED 0 BANDED 
4. HISTORY AND PHYSICAL: 0 ON CHART 

NURSES NOTES: 

GOAL: PATIEfoiT REMAINS UNHARMED 

5. SAFETY: 0 NPO 0 INCISION AREA SHAVED; SHAVED BY--'--------------------
0 SIDERAILS UP AFTER SEDATION 
6. COMMEfoiTS I OTHER: 
EVALUATION: NO APPAREfoiT HARM TO PATIEfoiT 0 YES 0 NO 

NURSING OX: ANXIETY ----------------------GOAL: VERBALIZES UNDERSTANDING OF SURGERY I PROCEDURE 
RIT SURGERY AND/OR KNOWLEDGE DEFICIT 

lfoiTERVEfoiTIONS: 

1. SUPPORT 0 ENCOURAGE VERBALIZATION 
0 PRESENCE OF SIGNIFlCAfoiT OTHER 

2. TEACHING: 0 ANSWER QUESTIONS 
0 PROVIDE INSTRUCTION IN PROCEDURESIROUTlNES 
0 INSTRUCTION TO SIGNIFlCAfoiT OTHER 

3. OTHER MEASURES: 0 APPLY WARM BLANKETS 0 ADMINISTER MEDICATIONS AS ORDERED 

DECREASED ANXIETY 

0 LANGUAGE BARRIER--------------------- 0 lfoiTERPRETER UTILIZED 
4.COMMENT~OTHER : _________________________________________________ _ 

EVALUATION VERBALIZES UNDERSTANDING 0 YES 0 NO 

SIGNATURE OF NURSE I 
____ R.N. 

7.5-03 (8/00) 



DATE ~F SURGERY I PT. IN I SURG. START ISURG. END 
PRE.OP DIAGNOSIS: 

POST.OP DIAGNOSIS: 

OPERATION: 

SPECIMENS: 0 LAB 0 PATIENT 0 DOCTOR 0 OISCAFIOED PER OR. ORDER 0 LENS EMULSIFlEO 0 NONE 0 OTHER 
TOTAl NO SPECIMENS SENT: 

FROZEN SECTION 
0 YES 0 NO 
SURGEON 

ANESTHESIOLOGIST 

ASSISTANT SURGEON 

CRNA 

ANESTHESIA: 0 General 0 MAC 0 Regtonal 0 IV BlocK 0 Epidural 
0 naJ 0 Caudal 0 Local 0 None 0 Other OBSERVERS 

SCRUB: 

CIRCULATOR: 

MEDICATIONS TO FIELD: 

WOUND IRRIGATION: D Sartne 0 Water 0 BSS D Other 

WOUND ClASSIFICATION: 

NURSING OX: Potential lor MxJet.j 
INTERVEHTIONS: 

0 Convey camg Supportive e!Mrormert 

Ill IV ' SURGEON SIGNATURE (medicatiM verfficalion) X: 

GOAL: Demonstrales Decreased AADetf 

0 Remain with paliert runrg OOJCiion D Warm Blankets 
D Communicate patient corcems to team ~ 
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PAGE 2 OF 4 
I PT OUT 

OTHER AffiNDING PHYSICIAN 

REP. 

TIME: 

mAE: 

DNA 

0 Give dear concise expb1alions and allow patient to verbaize corcems 
D~r ______________________________________________________ ___ 

EVALUATION: Demonstrated decreased omiety 0 Yes 0 No 
NURSING OX: Potential for nection 
INTERVEHTIONS: 

GOAL: No iriedion related to irer.loperative intervention 

O~a~: ~By. _____________________________________________________________________________________ DNA 
0 Skin Prep: D Betadne Scrub D Beladine Paint D Ak:ot'd 0 F'hsodem1 D Other: D NA 
P~BY.----------------------------------~p~--------------------------------------------------0 Faey Inserted lrtr.Joperatively (size 1 type) ___________________ Inserted By:--------------------------------------------------Urine Characteris1ics1Color: ____________________________________________________ DNA 

0 Drains I Pacmg (size I type I site): 
(use \lg.J~ as irdcated) Dressings (type): -------------------------------------- D Eye Pad 0 Shield 0 Other ______________________________ D NA O~r. ________________________________________________________ ___ 

EVALUATION: Asepti: Technique Practiced DYes 0 No 

NURSING OX: Potential for lrjury and Alteration in Skin Integrity 
INTERVEHTIONS: 

GOAL: No lntraoperalive Injury Occurs. 

Position: D Supine 0 Prone D Knee Chest 0 Rigte Side Down 0 Left Side OO'M1 D Eye Bed 0 Otller -----------------------Head I Face: D Egg Crare 0 Gel Pad D Ocnn 0 Foam Headrest· turned R D Heclltest 0 Olller ------------------------Body: 0 Egg Crate M Entire Bed 0 Natural Aligrrner'C Other-----------------------------------------Chest D linen Rolls 0 Sand Bag 0 Vac Pac 0 Taped 0 Axillary Rdl D Breast Clear 0 Other ______________________ 0 NA 
Arms: 0 Extended <go· L A D Tucked L A 0 Across Chest 0 Salert Slrap 0 Other------------------------------Elbows: 0 Foam Pads D Other Wrist 0 Foam Pads 0 Other __________________________ _ 
legs: 0 Urcrossed D Safety Strap D Knee Pads 0 Pillow I Unen Between 0 Ace Wrap 0 ;Ted~s~D~Pil::lo~w~U~nd_::er_:Knees~~~D~Othe:::r..==============-Stirrups: D Other 0 NA 
Gen~al ia : D Grotn Clear 0 Scrotum Clear 0 Other ------------- D NA 
Feet I Heels: D Foam Pads 0 Ankle Roll 0 Gel Pad D Other 0 NA 
Hips 116ac Crest 0 Sand Bag D IGdney Rest 0 Taped 0 Other 0 NA 
Comments: 



R FRONT L L BACK R LEFT RIGHT 

Pre-Op First Count Final 

0 Correct 0 Correct 
Sponge 0 Taken 

0 Incorrect 0 Incorrect Count 0 Nollrdicaled 
0 NOI Indicated 0 NOIIndcated 

OCorrect 0 Correct 
Sharps 0 Taken 

0 lncom!CI 0 lrcom!ct Count 0 NOI Indcated 
0 Nollndca!ed 0 NOIIndicaled 

0 Correct 0 Correct 
lnstr. 0 Taken 

Count 0 Incorrect 0 lncooect 
0 NOIIIlfiCaled 

0 NOI lndcated 0 NOI lndi:a!ed 

Count lritials: -----------

Coin action taken: 0 NA 0 X·Ray 0 Olher 

Surgeon Notified of Courts 0 Yes 0 No ______________ _ 

&ggrures: ________________________ _ 

~----------------------------------------------
EVALUATION: Taerated Procedure With No Apparelt lnlraopera!M! Injury 0 Yes 0 No 

COMMENTS I OTHER NURSING DIAGNOSIS: _______________ _ 

FOR RN LOCAL ANESTHESIA MONITORING 
TIME M' PULSE 

DISPOSITION: 0 Montor 0 0. 0 PACU 
0 Ambu 

CIRCULATOR'S SIGNATURE: 

RESP TEMP O.SAT 

VIA: 0 Orderty 0 R.N. 
0 Anes. 0 Stretch!r 0 Bed 
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PAGE 3 OF 4 
I. Safely Slr.lps (=) 

2. lloYie Plate (D) 5m ~ ------- Skin Posi-<Jp ----- 0 NA 
3. Moritor Wds (0) Skin P,.Qp Sldn Posl~ 0 NA 
~ . Drain Site (®) Type 0 NA 

S. Tourniluel ( ~) No. Appied By: ------------
Pa<Hng Used 0 Yes 0 No 

Time 11 u Pressure 

6. Montor No. 

Check which used · ~ separate urit used indcale no.------------
0 Pulse Ox 0 Temp----------
O~G _______________ _ OBP ________ _ 

1. Etearosurgical UM No. ______ _ 

B. Bipdar No. -------

9. X-ray 0 Yes 0 No 

10. Miri C.Ann 0 Yes 0 No 0 NA 

11. 0 Legacy 9901145401X 

12. 0 Sovereig1199912008 

1l 0 IUPLAKTS 

TIME 
CONTINUED 

PULSE RESP 

PATIENT STATUS: 0 Salis. 0 Unsatis. 
Report Given To: 

TEMP O.SAT 
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PAGE4 OF 4 
ARRIVAL TIME I D NON REACTIVE I ANESTHESIOLOGIST OGA 0 SPINAL I TEMP I ALORffi SCORE II AJRWAY 1: D MASK 

0 CANNULA 
PACU I PHASE II D REACTIVE D ORAL D NASAL LPM: 

D ALERT I ORIENTED Dl.tAC. 0 REGIONAL DIG TIME 0/C TIME 
IV INTAKE PRESENT IV SOLUTION AEACTTVE 0 NURSES NOTES POHIOR 

CC. D/CTIME: ALERT I ORIENTED X 3 0 

TIME IVSOLunON nUE AJIT, r>:HTNCE ASSESSMENTS I mEAntENTS 
ADDED ADDED 00~ A8.SOOIIED TOTAl 

(.I] Yes (·)No (")See NoleS (NIA) 
I TIME 
v a: a: INITIALS 

DRESSING 

a: ,. DRY & INTACT 
TIME rl 5m: NO SWEWNG, 
200 PAJN, REDNESS v 

I 
ELEVATED: 

T ICE PACK: 
150 

A PAlPABLE PULSE: 
l OfWNS: 

PATENTJt>RAJNlNG 

s 100 
UP IN CHAIR 

I P.O. FUJlDS 

G AMBLJI..ATED: 

N 50 
VOIDED: 

s ~~~~~~ 
R£SP. 
O.SAT 

TIME MEDICATION ROUTE INmALS RESULTS (PER PT.) 

M 

E 
D 
s 

NURSING DX: ALTERATION IN COMFORT: 

R1T SURGICAL PROCEDURE 

INTERVENTIONS: 

0 ELEVATION OF EXTREMITY 

0 RX MEOS AS ORDERED BY PHYSICIAN 

0 ASSESS EFFECTIVENESS OF MEDICATION 

0 POSmON FOR COMFORT 

0 NOTIFY PHYSICIAN IF PAIN MED NOT EFFECTIVE 

EVALUATION: PATIENT VERBALIZES INCREASED COMFORT 0 YES 0 NO 

NURSING OX: KNOWLEDGE DEFICIT 

RIT SURGICAL PROCEDURE AND POST OP CARE 

INTERVENTIONS: 

0 VERIFY PATIENTS KNOWLEDGE 

0 INSTRUCT IN APPROPRIATE HOME CARE 

0 REVIEW WRmEN INSTRUCTIONS WITH PATIENT 

~~m~E 
SIGNATURE 

TIME DISCHARGE 
INSffiUCTIONS 

DRESSED: 

DISCHARGED: 

DRriER HOME: 

TIME RELEASED: 

NURSE SIGNATURE 

R.N. 

DISCHARGE AREA 

PATIENT FAMILY I FRIEND 

INOEPENDENTt Y W1Tli ASSIST 

WIC AMBULATORY PARENTS ARMS 

FAMILY/FRIEND PATIENT 

R.N. 

GOAL: DECREASE LEVEL OF PAIN 

GOAL: TO INCREASE PATIENTS KNOWLEDGE 

AND AWARENESS OF POST OP RECOVERY 

EVALUATION: PATIENT VERBAUZI:S UNDERSTANDING OF DISCHARGE INSTRUCTIONS AND IMPORTANCE OF FOLLOW UP CARE WITH PHYSICIAN 0 YES 0 NO 

Calls Anempted I Completed Spoke With 0 Pa!ier1 OOI"er COMMENTS: 

Initials Date Yes No Pain Control 0 Yes DNo 
POST 

OP Oral Intake OK 0 Yes 0~ 

CALL Follow Up ~ Schecltjed O Y~ ONo 

Nurse's Signature R.N 



Key for Post-Discharge Self-Care Questionnaire 

24-72hr 
· Subject ID # Date ofSx Time/date started _____ _ 

Time finished --------

1. Have you had any difficulties breathing since your surgery? 
2 = no difficulties 
1 = difficulties of which there is a past history 
0 = new difficulties 

2. If 1 = 2 or 1 => N/A 
If 1 = 0 => describe difficulties 

3. What have you had to eat and drink today? 
4. Is this your normal pattern of food and liquids? 

3 = back to normal 
2 = somewhat less than usual since surgery 
1 = eating much less since surgery 
0 = no appetite 

5. Have you had any nausea? 
3 =no nausea 
2 = minimal, able to take ice chips or sips 
1 = mild, occasional emesis controlled by lying down 

One week 

0 = severe, uncontrolled by supine position or medication CALL DOCTOR 
6. Have you had a bowel movement since surgery? 

2 =yes 
1 =no 

7. Are you constipated? 
2 =yes 
1 =no 

8. If 7 = 2 =>Do you have a history of constipation? 
If7 = 1 => N/A 

9. If 7 = 2 =>What have you done to relieve the constipation? 
If7 = 1 => N/A 

10. Have you had any problems urinating? 
2 =yes 
1 =no 

II. If I 0 = 2 => What have you done to take care of this problem? 
If I 0 = 1 => N/ A 

I2 . Are you able to walk as well as you could before surgery? 
2 =yes 
1 =no 

13 . Are you able to get about as well as you could before surgery? 
3=N/A(Ifl2=2) 
2 =up adlib or baseline (pre-surgery) 
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I =up out of bed~ can ambulate with assistance (previously did not require assistance) 
0 = unable to ambulate (or if could not ambulate before, unable to get out of bed) 



14. What is your name? What day is it? Where are you? 
2 =awake, oriented x3~ has returned to baseline 
1 = arousable, thoughts drift, but can refocus with cueing to do so 
0 = cannot maintain coherent conversation, disoriented in one or several spheres 

1 5. If 14 = 2 or 1 => N/ A 
If 14 = 0 =>Specify sphere 

16. Have you experienced any forgetfulness or confusion since surgery? 
2 =yes 
1 =no 

17. If 16 = 2 =>When and what kind? 
If 16 = 1 => N/ A 

18. Have you had any alcoholic drinks since surgery? 
2 =yes 
1 =no 

19. If 18 = 2 =>How many? 
If 18 = 1 => N/ A 

20. If 18 = 2 => How long after surgery? 
If 18 = 1 => N/ A 

21. If 18 = 2 =>What type? 
If 18 = 1 => N/ A 

22. How have you been sleeping since surgery? 
3 = as well as before surgery 
2 = sleeping more 
1 = sleeping less/insomnia 
0 = do not know 

23 . If 22 = 3 => Difficulty falling asleep or staying asleep? 
If22 = 2,1, or 0 => N/A 

24. Is anyone staying with you? 
2 =yes 
1 =no 

25 . If 24 = yes => Who? 
lf24 =no=> N/A 

26. lf24 =yes=> Have they been staying with you since surgery? 
2 =yes 
1 =no 

If24 =no=> N/A 
27. If24 =yes=> N/A 

If 24 =no => Is anyone looking in on you? 
2 =yes 
1 =no 

28 . If24 =yes=> N/A 
If 24 = no => How are you getting along? 

29. If24 =yes=> N/A 
If24 =no=> Do you need help? 

2 =yes 
1 =no 
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30. If24 =yes=> N/A 
If 24 = no=> How can you get help if you need it? 

3 1. How is your vision by comparison with before your surgery? 
2 =better 
1 = about the same 
0 =worse 

32. If 31 = 2 or 1 => N/ A 
If 3 1 = 0 => Have you told or seen your surgeon? 

3 3 . Have you had any pain? 
2 =no pain 
I =pain as expected, relieved by prescribed treatment 
0 = pain with no relief 

34. If33 = 2 => N/A 
If 3 3 = 1 or 0 => What have you done for it? 

35. If33 = 2 => N/A 
If 33 = 1 or 0 =>Have you contacted your surgeon about your pain? 

2 =yes · 
1 =no 

36. What problems have you experienced since surgery? 
37. If36 answered=> Are these new problems or have you had them before? 

If 3 6 unanswered => N/ A 
38. If36 answered=> What have you done to deal with these problems? 

If 3 6 unanswered => N/ A 
39. lf36 answered=> Do you have help to deal with these problems? 

If 3 6 unanswered => N/ A 
40. Has anything unusual happened to you since surgery? 

2 =yes 
1 =no 

41. If 40 = 2 => What happened? 
If40 = 1 => N/A 

42. If 40 = 2 =>What have you d.one about it? 
If 40 = 1 => N/ A 

43 . If 40 = 2 =>Do you need help? 
If40 = 1 => N/A 
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44. Do you feel as if you are "back to normal, that is are you back to feeling as you did 
before surgery? 
2 = back to feeling as felt before surgery 
1 = not quite back to feeling normal, but feeling better gradually 
0 = feeling worse than before surgery 

45 . If44 = 2 => N/A 
If 44 = 1 or 0 => Can you tell me more about that? 

One week flu interview: 
Time to call ----------------



Subject# 
Date Collected 
Date of Surgery 

Addendum to Post-Discharge Self-Care Questionnaire 
for use during one week follow-up 

I) Did you feel that you required assistance after surgery? Why or why not? 
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2) Is there anything you felt you needed assistance with after surgery, which I have not 
asked you about? 
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