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Beth Ann Swan

Postoperative Nursing Care
Contributions to Symptom
Distress and Functional Status
After Ambulatory Surgery

The relationship of postop-
erative patient-perceived
nurse caring behaviors to
symptom distress and func-
tional status in 100 adult
ambulatory surgical patients
was examined. These behauv-
iors explained 9.3% to 18.2%
of the variance in functional
status on the lst 4th, and 7th
day postsurgery, and 10% of
the variance in symptom dis-
tress on the 7th postoperative
day after controlling for ASA
physical status classification,
preoperative symptom dis-
tress, and preoperative func-
tional status.
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A.: ambulatory surgery grows in response to the pressures of regulato-
y and economic incentives, so does the need to study the relation-
ship of shortened stays on ambulatory surgery patient oulcomes,
However, little systematic research has been directed toward examining
patient outcomes following ambulatory surgery, particularly symptom
distress and functional status. Recent increases in the numbers of patients
undergoing ambulatory surgery have had an enormous impact on the
process of nursing care, the way in which ourses provide care, and the
manner in which patients perceive this care. Further, the interpersonal
process of care has been challenged as a result of cost-containment strate-
gies (Taylor, 1995). The purpose of this study was to examine the rela-
tionship of preoperative and postoperative patient-perceived nurse caring
behaviors to symptom distress and functional status 24 hours, 4 days, and
7 days postsurgery in ambulatory surgery 'patiems.

Background Literature

Although the process of nursing care and its influence on patient care
outcornes are believed 1o be profound, there has been minimal study of
the relationship between patient-perceived nurse caring behaviors and
patient outcomes in the ambulatory surgery setting. The caring contribu-
tions of nurses in ambulatory surgery setlings are critical to successful
patient outcomes as nurses provide supportive, physical, educational,
and emotional care vital to patients’ wcll-being. Rapid assessment and
evaluation of patients using caring, interpersonal communication skills
are critical competencies for the ambulatory perioperative nurse
(American Academy of Ambulatory Care Nursing [AAACN], 1997). Nurses’
interventions are designed to minimize symptom distress and oplimize
functional status through the provision of caring behaviors (American
Nurses Association, 1993). It is important to demonstrate the effects of
nurse caring behaviors, if nurses are to survive in an increasingly cost-
conscious health care market,

Caring behaviors relate to the process of care and to the interaction
between patient and provider. They include such aspects of care as an
explanation of procedures, receipt of personal attention, psychological
support, coping assistance, and interpersonal skills of the staff (Wolf,
Giardino, Osborne, & Ambrose, 1994). These behaviors relate to the art of
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caring and do not require a physi-
clan’s order. Along with caring
behaviors, patient-provider inter-
actions play an important role in
patient outcomes (Richmond &
Roberson, 1995). It is important
that nurses clearly illustrate the
outcomes of nurse caring behav-
iors on patient conditions and
recovery, if they are to demon-
strate that their caring behaviors
are central cotnponents to suc-
cessful health care delivery
(Buerhaus, 1986: Sherwood, 1993).

Some researchers have begun
to identify dimensions of nurse
caring in select patient popula-
tions. fFor example, Wolf et al
(1994) described the dimensions
of the process of nursing care
using patient and nurse responses
to the Caring Behaviors Inventory
(CBI). This inventory includes the
lollowing dimensions: respectful
deference to the other; assurance
of human presence; positive con-
necledness, professional knowl-
edge and skill; and attentiveness
to the other's experience. These
dimensions adequately reflect the
processes ol interpersonal care
and were included in this
research.

Only one study has examined
the impact of nurses' caring
behaviors on the health status of
patients while hospitalized (Dulty,
1992). In this study, as nurse car-
ing behaviors increased, health
stalus increased as measured by
the Sickness Impact Protile (SIP).
Although not significant, these
findings indicate a trend in the
direction of Lthe original research
hypotheses. Duffy was able to

demonstrate the effect of nurse -

caring behaviors on medical-surgi-
cal patients’ satisfaction.
Unfortunately, little is known
about the relation between the
interpersonal  nursing  care
process and the outcomes of care
(Donabedian, 1988). The limited
“examination of patients' reactions
or responses leaves yndefined the
outcomes of a caring nursing prac-
tice (Sherwood. 1993). To address
these concerns, it is critical to
- measure oulcomes and other vari-
ables using an integrative frame-
work that examines the relation-
ship of patient characteristics,
provider characteristics, process-
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: Figure 1.
Relationship of Co-Morbidity, Patient-Parceived Nurse Carmg
Behaviors, and Patient Qutcomes

Structure —————— = Process

es of care, and patient outcomes
{Swar, 1996). The ultlmate reason
for evaluating patient care is
Improving patient health (Benson,
1952).

Donabedian (1966) conceptu-
alized the evaluation of patient
care in terms ol structure,
process, and outcome. The struc-
tural characteristics of the set-
tings In which the care takes place
can influence the process of care.
Similarly, the process of care, both
technical and interpersonal, will
influence outcomes. Donabedian
conceptualized outcomes as a
change in heaith that can be
attributed to the care being
assessed (Donabedian, 1980).
Donabedian's (1969) recommen-
dation for a comprehensive
approach to evaluating care
included defining health and con-
current or coordinated assess-
ment of all three components, to
the extent that each of the ele
ments is measurable under the
constraints of a given situation. In
addition, this framework identifies
the point-of-care delivery one

“might target to assess the struc-

tural, process, and outcomes phe-
nomena as patienl. providey,
and/or orzanization.

This conceptualization can be
readily adapted to an analysis of
patient outcomes in the ambulato-
ry surgery setting. This study
examined the relationship of pre-
operative co-morbidity (struc-
ture/patient), patient-percelved
nurse caring behaviors (process/
provider), symptom distress (out-
come/patient), and [unctional sta-
tus (outcome/patient) in patients

T —

» Outcome

ASA Physical -——————-® Postoperative ———————— Symptom

Status Patient- Distress
Perceived &
Nurse Caring Functional
Behaviors Status

having ambulatory surgery depict-
ed in Figure 1.

Methodology

A prospective, single cohort
design was used to examine the
relationship of patient-perceived
nurse caring behaviors and
patient outcomes in ambulatory
surgery adults.

Sample

A consecutive sample of 123
consenting adults from an urban
academic medical center (AMC), a
suburban community hospital
(SCH), and a suburban teaching
hospital (3TH), who had under-
gone ambulatory surgery, either
incisional inguinal hernia repair or
laparoscopy lor diagnostic or
interventional reasons, were eligl-
ble for Inclusion in this study.
Laparoscopy and incisional hernia
repair were chosen because ¢l
their relative frequency in the
ambulatory setting and because
they are significant enough ‘o
anticipate symptomn distress and
reduction in postoperative func-
tional stalus. Of the 123 subjects.
10 were dropped from the study
because their surgeries were can-
celed preoperatively; 11 because
they were admitted to the hospital
postoperatively; and one because
of preoperative hospital admis-
sion. An additional subject was
unavailabie for the followup inter-
views. The final sample size was
100 subjects: urban academic
medical center (n=35); suburban
community hospital (n=37); sub-
urban teaching hospital (n=8).
This sample size was more than
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sulficient to allow for an alpha
level of D3, a power of 80, and a
moderate elfect size of .25 for mul-
Liple regression analyses and also
caompensate for anticipated attri-
tenn (Cohen, 1988). A natural attri-
tiom rate of 20% had been predict-
v thue to expected reluctance to
oarticipate at one of the three fol-
wwup  telephone contacts, or
unanticipated hospital admission,
The actual attrition rate, however,
wis 26,

The mean age of the patient
sample was 42.6 years (SD-12.83;
tange= 22-64). The majority of the
subyects were female (62%), white
72, married (75%), and most
inul at least a high school educa-
Lon (63%). Forty-one percent had
maisional ingutinal hernia repair
winle  39% had laparoscopic
strgery. Of the 59 subjects whao
il laparoscopy, 57 had the proce-
dure for gynecologic reasons and
lwo  had the procedure for
cholelithtasis, The  American
society of Anesthesiologists’ (ASA)
Physical Status Classilication was
as lollows: 1 (n=21); I (n=66), I
tn=13) indicating patients’ averall
health and burden of ¢o-morbid
cenditions, In general, 79% ol
patients had at least one preopera-
live ¢o-morbidity such as hyper-
tension, diabetes, or asthina.

There were no differences in
vilucational level and employment
status. or for baseline symptom
thstress and functional status.
Given the similarity among sites in
boseline symptom distress and
functional status, data from all
siles and subjects were combined
in the analyses.

Instruments

The  General Symptom
Distress Scale (GSNDS) (Lalande,
1987) was used to measure preop-
erative and postoperative sympr
tom distress. The 11 symptoms
are pain. nauseafvomiting, bowel
problems, urinary/bladder prob-
lems. cough. respiratory difficul
ties, swelling/fluid retention, skin
problems. speech  problems,
moad, and activity level, for exam-
ple, weakness, couordination,
endurance. The GSDS reguires the
client to be interviewed either in
person or by telephone. Each
symptom is rated on a 4-point

1on

scale: l-symptom relieved/not pre-
sent last 3 days; Z-symptom not
relieved but can be easily be
ignored; 3-symptom present but
intermittent, cannot be ignored
but in a 24-hour period remains
distressing {or less than half the
time, and 4-symptom present and
constant, cannot be ignered and in
a 24-hour period remains distress-
ing for one haif the time or more
than one-half the time. The possi-
ble total scores range from 0 to 44,
with a higher score representing
more distress experienced by the
patient. The internal consistency
is low (Cronbach alpha = 0.52) (B.
Lalende. persanal communica-
tion, lanuary 19, 1995). For this
study, the alpha coellicient preop-
eratively was (157, 24 hours post-
surgery was ().44, 4 days postoper-
atively was (.68 and 7 days post-
operatively was 0.61. It was not
expected that the scale would
have high internal consistency as
the scale is intended to measure
11 independent  symptoms.
Construct validity was assessed
on the basis of hypothesized inter-
relationships hetween select
patient populations and respons-
es to a single symptom. The corn-
struct validity hypotheses werc
supported by the data, The relia-
bility matrix also confirmed the
construct validity of the scale (B.
Lalonde, personal communica-
tion, January 19, 1995).

The Functional Status
Questionnaire (FSQ) (Jetie et al.,
1986) was used Lo measure preop-
erative and postoperative functicn-
al status. The FSQ was designed to
provide a comprehensive assess-

ment in ambulatory patients ot

physical, psychological, social, and
role function. The FSQ consists of
34 questions and generates six mul-
tiple item scales including basic
activities of daily living (ADL),
intermediate ADL., mental health,
social activity, social interaction,
and role function. Most items are
scored on ordinal scales from 1 to 4
or 1 to 6 (Jette et al.. 1986). FSQ
subscale scores are calculated and
transformed into a score with a
range from 0 to 100, with 100 repre-
senting maximum  functional sta-
tus. The internal consistency relia-
bilities [or the six FSQ scale scores
ranged from 0.64 to 0.82 (Jette et

al., 1986). Test-retest reliability has
not been reported. For this study,
internal consistency reliabilities for
the six FSQ scalc scores ranged
from 0.38 to 0.86 preoperatively, 24
hour postsurgery reliabilities
ranged from 0.31 to 082, 4day
postoperatively reliabilities ranged
from 0.61 to 0.85. and 7-day post-
operative reliabilities ranged from
0.63 to 0.87.

The Caring Behaviors
Inventory {CBI) (Wolf et al., 1994)
was used to measure preoperative
and postoperdative nurse caring
hehaviors (for exarnple, listening,
instructing, treating with respect,
including patient in decision mak-
ing). The CBI was designed to
assess the process of nurse caring.
The CBl included 42 items, with a
six-point Likert scale used to elicit
responses  (i=never, 2=almost
never, 3=occasionally, 4=usually,
5=almost always, 6=always) (Z.R.
Wolf, personal communication,
January 20, 1995) and generates
five multiple itemn subscales. The
higher the score of jdentified nurse
caring behaviors, the higher the
patient’s perception of receiving
care. The CBI can be self-adminis-
tered or administered by an inter-
viewer either in person or by tele-
phone. The alpha coefficient was
.83. Testretest reliability has not
been reported. For this study, the
overall alpha coefficient was .96
and internal consistency reliabili-
ties for the five CBl subscale
scores ranged from 0.63 to 0.96
pregperatively and from 0.89 to
0.98 postoperatively.

The ASA Physical Status
Classification was used (o catego-
rize preoperative co-morbidities.
Co-morbidity is any coexisting
medical condition(s), for exampie,
hypertension, diabetes, and/or
asthma (Hirsh, 1994). Every
patient is assigned an ASA physical
status classification prior to
administering anesthesia. This
serves as a general measure of the
patient’s  health, taking into
account all of the problems the
patient brings to the operaling
room, including systemic distur-
hances that may have caused the
surgical illness. The ASA physical
status classification consists of
five categories | through V repre-
senting increasing severity of coex-
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isting diseases. Instrument proper-
ties were validated through corre-
lations with other existing classifi-

Table 1,
Means, Standard Deviations, and Range of Scores

. for Sympt
Distress Over Time ymptom

cation schema such as the New L i —
York Heart Association grades { to Aesv:| of gymptom gymptom Symptom  Symptom
IV. Classifications were reported as istress Istress Distress Distress
i . (Preoperativel (24 Hours) {4 Days) (7 Days)

highly correlated, but no ranges’. Mean Mean Mean Mean
were reported (Maunuksela, 1977). (SD) {SD) {sD} (SD}
Procedure 1in=21) 2.85 14.42 9.14 4.95

The study plan was approved (3.36) {2.74) {3.96} (3.08) i
by the University's Committee on -
Studies lnvolving Human Beings It {n=68] 4.24 13.07 10.06 8.12
and by hospital-wide institutional 14.093 (4.78) (6.94) (.03} |
review boards af the three partici- lin=13) 392 15.46 14.69 876 !
pating mstltu(lgns. Each subject 3771 (5.76) (£.36) (5.84)
gave written, informed consent B
before entering the study. All Range 0-18 6-27 0-31 0-19 —’
patients who metl criteria for the i o
study were approached by the
principal investigator 1 to 3 days
preoperatlvely, at the scheduled
pre-admission testing visit, and
provided with both verbal and  Data Analysis Results

written descriptions of the study.
Dala were collected preoperative-
ly in person and three times post-
operatively hy telephone by the
principal investigator. Two scales,
the General Symplom Distress
Scale {GSDS) and the Functional
Status Questionnaire (FSQ), were
administered preoperatively and
postoperatively on days 1, 4, and
7. The Caring Behaviors Inventory
(CBIN) was administered postoper-
atively on day 1 and day 1. On the
first day postsurgecy, subjects
were asked to recall their percep-
tion of precperative nurse caring
behaviors during the pre-admis-
sion testing visit. On the Tth day
postsurgery,  subjects  were
queried about their perception of
pastoperative nurse caring behav-
iors experienced in the recovery
room. The decision to interview
subjects on days 1, 4, and 7 corre-
lated roughly with Kortilla's (1990)
identification of levels of recovery
in the perioperative period. The
levels of recovery are home readi-
ness, street fitness, and complete
recovery. Kartilla suggested that
home readiness is reached prior
to discharge Irom the recovery
room, street fitness when psy-
chomotor skills are recovered to
allow one to walk alone on the
street; and complete recovery
when one is able to drive a car or
ride a bicycle.

MEDSURG Nursing—June 1998—Vel, 7/No. 3

Multiple linear regression
analyses were used to assess the
relattonship of preoperative and
pustoperatlve patient-perceived
nurse caring behaviors on symp-
tom distress for each postopera-
tive time point, simultaneousiy
holding constant preoperative co-
morbidity and preoperative symp-
tornt distress. A model including
values of precperative co-morbidi-
ty and preoperative symptom dis-
tress was estimated. Then, the five
preoperative nurse caring behav-
ior subscales were added, A partial
F-test was used to see if this set of
varlables increased significantly
the explanatory power of the
model. This process was repeated
using the five postoperative nurse
caring behavior subscales. Thus,
this model aimed to assess the
impact of postoperative recovery
room patienl-perceived nurse car-
ing behaviors on symptom distress
24 hours, 4 days, and 7 days post-
surgery.

The same series of multiple lin-
ear regression analyses were used
1o assess the relationship of preop-
erative and postoperative patient-
perceived nurse cariny behaviors
on functional statlus (basic ADL,
intermediate ADL, mental health,

~ social activity,"and social interac-

tion) at each followup time point
simultaneously holding constant
preoperative co-morbidity and pre-
operative functional status.

R

The means, standard devia-
tions, and rangces for symptom dis-
tress, functional status, preoperu-
tive and postoperative patical-
perceived nurse caring hehaviors
are displayed in Tables 1-3. The
correlation matrix for symptom
distress, functioral status, and
postoperative patient-perceived
nurse caring behaviors over tine
are displayed in Table 4, Twenty-
four hours after surgery, the ounly
significant  correlation  was
between social interaction and
positive connectedness (p<0.05).
Four days postsurgery, there were
significant correlations betwevn
symptom distress and respectiul
deference to others, assurance of
human presence, and positive
connectedness (p<0.05). Also.
mental health and social interac-
tion were significantly correlatet
to respectful deference to others.
assurance of human presence, and
positive connectedness (p<0).05).
Also, mental health and social
interaction were significantly cor-
related to respectful deference to
others, assurance of hurcan pres-
ence, positive connectedness, pro-
fessional knowledge and skill, and
attentive to other's expericnce
{p<0.05). Seven days after surgery.
symptom distress and mentai
health were significantly correlat-
ed to respectful deference to oth-
ers, assurance of human presence.
positive connectedness, profos-
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Table 2.
Means, Standard Deviations, and Range of Scaores for

Functional Status Subscales Over Time

i Basic ADL Preoperative 24 Hours 4 Days 7 Days
. Level of Mean Mean Mean Mean
. ASA (SD} {SD) [SD) {SD)
RUEFAY $8.41 71.96 $3.65 99.47
; (5.30) (27.58) (10.27) {2.42)
F {in=66) 97.64 65.66 89.57 95.79
{9.03) (22.63) {12.45) (7.97)
Hl {n=13) 97 .43 51.29 82.06 89.75
(4.86) (26.87) {14.01) {13.18)
Range 56.60-100 0-100 44.40-100 55.60-100
Intermediate ADL
lin=21) 96.02 11.64 42 59 77.50
{12.57} (11.09) (21.18) (18.13)
Il {tn-66} 50.85 11.28 36.95 59.33
{18.37) {10.30) (272.11) {31.86)
I (n=13) B3.76 6.84 16.67 32.9%
{13.68) {6.46) (14.34) (25.38)
Range 27.80-100 0-50 0-100 5.60-100
! Mental Health
" ltn=21) 81.33 72.0 84.38 88.57
| {16.11) (711.45) (10.80} (10.75)
© 1 =66} 79.09 75.15 83.45 B8.96
: {15.73) {17.54) {12.56) (8.06)
Pl in=13) B83.38 76.61 17.53 82.76
i {11.98) (13.74) (18.22) (11.59)
i Range 16-100 16-100 28-100 52-100
| Social Activity
i 1in=21) 96.11 0 21.10 58.88
i {14.99) (0} (33.01) (36.43)
i 11 {(n=66) 96.80 0.84 2155 48,98
{11.81} {4.04) {35.93) {43.54)
M (n=13) 91.46 0 65,83 17.94
{14.43) 10) (17.30) (37.55)
Range 33-100 0-22.20 0-100 0-100
Social Interactian
{n=21) 86.85 £68.19 80.76 8552
{11.39) (16.32) {11.97) {10.15)
1l {n-.65) 86.12 70.66 B80.66 86.42
{10.00) {17 20} {12.52) (9.71)
M {n=13) 83.07 63.69 74.15 85.23
{8.96} (17.08} {15.19) (7.89)
Range 44-100 24-100 40-100 52-100
Role Function N Mean SD Range
Rote Function 63 98.32 464 77.8010 100
{Preop)
Role Function 0
(24 Hours)
Rote Function 8 92.35 11.85 66.70 to 100
{4 Cays)
Role Function 27 83.74 16.66 44.40 to 100
{7 Days) ’

i

sional knowledge and skill, and
attentive to other's experience
{p<0.05). Also, social interaction
was significantly correlated to
respectful deference to others,
assurance of human presence, and
positive connectedness (p<0.05).

Patient-Perceived Nurse
Caring Behaviors
Patient-perceived nurse car-
ing behaviors did not differ by ASA
physical status classification,
However, there was a significant
increase in postoperalive patient-
perceived nurse caring behaviors
compared to the preoperative
measurcs on all subscale scores
(p=0.0001) except subscale A
(respectful deference to others) us
illustrated in Figure 2.
Preoperative patient-per-
ccived nurse caring behaviors did
not explain any of the variance in
postoperative symptom distress
and functional status 24 hours, 4
days, or 7 days postsurgery.

Postoperative PatientPerceived
Nurse Caring Behaviors and
Symptom Distress

The contribution of ASA phys-
ical status classilication and pre-
operalive symptom dislress was
significant and accounted for
18.5%, 21%, and 18.2% af the
explained variance among symp-
tom distress scores 24 hours, 4
days, and 7 days postsurgery
respectively. The addition of post-
operative patient-perceived nurse
caring behaviors did not expiain
any of the variance in postopera-
tive symptom distress 24 hours or
4 days postsurgery. [n contrast, ¢
days postsurgery, the addition of
postoperative patient-perceivec
nurse caring behaviors increased
R-square to 28.6%. Thus, 10.4% ol
the variability in symptom dis-
tress on the 7th postoperative day
that couid not be explained by

-ASA physical status classification

or preoperalive symplom dis-
tress, was cxplained by postopera-
tive patient-perceived nurse car-
ing behaviors. Results indicate
that subjects with a higher rating
of postoperative patient-per-
ceived nurse caring belaviors
experienced less symptom dis-’
tress; and subjects with a lower
rating of postoperative patient-



experienced more symptom dis-
tress.

]JL‘rCEiVBd nurse caring behaviors f T

Postoperative PatientPerceived
Nurse Caring Behaviors and
Functional Status

Basic ADL subscale. ASA phys-
ical status classification and pre-
operative basic ADL did not
account for any of the variance in
basic ADL 24 tiours or 4 days post-
surgery. However, 7 days postop-
eratively ASA plysical status clas-
sification and preoperative basic
ADL accounted for 12% of the
explained variance ang pustopera-
tive patient-perceived nurse car-
ing behaviors accounted for 10%
of the explained variance. The
variables together accounted lor
21.9% of the variance in social
interaction 7 days postoperative-
ly.

Menta! health. Four days post-
operatively, ASA physical status
classification and preoperative
wiental health accounted for 15.4%
of the explained variance and
postoperative patienl-perceived
nurse caring behaviors accounted
for $.3% of the explained variance
in mental health. The variables
together accounted for 24.7% of
the variance. Seven days post-
surgery, ASA physical status clas-
sification and preoperative mental
health accounted for 28,7% of the
explained variance, and postoper-
ative patient-perceived nurse car-
ing behaviors accounted for 12.6%
of the explained variance in men-
tal health. The variables together
accounted for 41.3% ol the vari-
ance,

Social activity. Seven days
postoperatively, ASA physical sta-
tus classificatlion and preoperative
social activity accounted for 7.8%
of the explained variance and
postoperative patient-perceived
nurse caring behaviors accounted
for 11.6% of the explained vari-
ance in social activity. The vari-
ables together. accounted for
[9.4% of the variance.

Social interaction. ASA physi-
cal status classification and preop-
erative basic ADL did not account
for any of the variance in social
interaction 24 hours ov 4 days
postsurgery. However, 7 days
postoperatively ASA physical sta-
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1.00 10 5.40
1.20 10 6.00
1.30to 6.00
0.88 3.50tc 6.00
0.84 2.40t0 520
0.76 2.60t0 5.40
0.35 200w 3.00
0.78 2.501u 4 80

Preoperative
1.05
0.99
0.86
0.75
0.94

Mean
0
30
3.59
2.61
3.79
464
3.68
3.42
2.63
3.53
4.46
3.49
3.44
2.49
344

4
3.

'
1

Respectful deference to others (A)
Assurance of human presence (B)
Positive connectedness {C

Professional knowiedge & skill ()
Agentive to other’s experience {E)
Respectful deference to others {A)
Assurance of human presence {B)
Positive connectedness (C)

Professional knowledge & skill (D}
Attentive to other's experience (E}
Respectful deference to others {A)
Assurance of human presence {B)
Positive conneciedness (C)

Professional knowledge & skill (D
Attentive to athier's axpenence (B1

Table 3
Means, Standard Deviations, and Range of Scores for Patient-Perceived Nurse Caring Behaviors - Preoperative and Postoperative
Subscale

21}

F
| I {n=
[ Il (n=68)

evel of
ASA

l{il (n=13)
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Table 4,

Correlation Coefficients for Symptom Distress, Functional Status, and Postoperative Patient-Percaived

Nurse Caring Behaviors Over Time

m Respectful . Assurance Professional Attentive
: Defarence of Knowledge to
to Human Positive and Other's
Others Presence Connectedness Skall Experiance

« Symptom Distress -0.11 -0.11 -0.10 -0.06 -0.05
Basic ADL -0.10 -0.11 -0.13 -0.13 -0.16
Intermediate ADL -0.05 -0.08 -0.04 -0.13 -0.10
Mental Health 0.16 0.17 €.18 0.70 0.14
Sacial Activity 0.05 0.03 0.1 -0.05 0.04
Sacial Interaction Q.16 0.14 0.20 0.06 0.07

1

|
Symptom Distress -0.21 -0.27 -0.22 -0.13 -0.14
Basic ADL 0.04 0.07 0.04 0.04 0.01
Intermediate ADL 0.14 0.11 0.14 0.05 0.06
Mental Health 0.26 0.30 '0.30 0.23 0.26
Social Activity 0.27 0.28 0,32 0.20 0.24
Social Interaction 0.27 0.29 0.32 0.20 0.24

- Symptam Distress -0.25 -0.24 -0.28 -0.20 -0.17

! Basic ADL 0.09 0.15 0.13 0.10 0.09

" [ntermediate ADL 0,14 0.1 0.15 0.05 0.05

" Mental Health 0.24 0.26 0.33 0.22 0.19

| Sociel Activity 0.14 0.11 0.20 0.03 0.07

' Social Interaction 0.23 0.21 0.23 0.17 0.18

[

p<0.05

tus classification and preoperative
social interaction accounted for
9 7% of the explained variance,
Twenty-four  hours  post-
surgery, postoperative patient-
perceived nurse caring behaviors
accounted for 14% of the
explained variance in social inter-
aclion; and 4 days pustoperative-
lyv. postoperative patient-per-
ceived uurse caring behaviors
accounted for 18.2% of the
explained variance. Thus, postop-
erative patient-perceived nurse
caring behaviors alone explained
the variance in social interaction
24 hours and 4 days postsurgery.
Results indicate that subjects
with a higher rating of postopera-
tive patien!-perceived nurse car-
ing behaviors experienced higher
levels of functional status, while
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subjccts with a lower rating of
postoperative patient-perceived
nurse caring behaviors experi-
enced lower levels of functional
‘status. '

Discussion

The findings from this study
indicate that patient outcomes
after ambulatory surgery are influ-
enced by postoperative patient-
perceived nurse caring behaviors
and ASA physical status classifica-
tion,

It is evident that preoperative
co-morbidity did not play a role in
patient-perceived nurse caring
behaviors. In this study, patient
awareriess of nurse caring behav-
iors was limited to nurses’ postop-
erative behaviors in the recovery
room. Nurses™ activities preopera-

tively, such as teaching, were not
perceived in the same manner as
the physical interventions and
monitoring that cccurred in the
recovery room. Preoperative
preparation is important, but
patients do not attach the same
significance to these activities.

In this study, patients report-
ing a greater awareness of nurse
caring behaviors in the recovery
room had less symptom distress
in the postoperative period. In
addition, these same patients
experienced a quicker return to
their daily living activities, such as
doing work around the house, gro-
cery shopping, and visiting with
relatives, as well as improved
mental health. Nursing care plans
that focus on and meet patients’
perceived needs during each

AMACMTIIDT Ry inn Limm 4000 Al TR~ 2



Figure 2.
Patient-Percaived Nurse Caring Behaviars — Preoperative and Postoperative

Mean Score
5 I
51 Fostoperalive
4 |-~ Preoperative
31—
b -
1
T !
|
1
0 i L. I |
Respectiul Assurance Positive Professional Attentive
Defarence 1o Others  of Human Presence Connectedness Knowledge & lo Cthers’
Skill Expericnce
—=— ASA Class | —t— ASACiass i ¥~ ASAClass Il
‘ ~&— ASAClass | —¢ ASAClass |l —{— ASA Class i
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phase of ambulatory surgery
might be one stralegy to foster
interpersonal care and promote
positive patient outcomes,

This study on a consecutive
cohort ol ambulatory surgery
pilients is unique in that it docu-
ments a different picture than has
bieen presented in the empirical lit-
vrature. While previous studies
l1ave focused on mortality and mor-
Lility postsurgery, this study exam-
ned clinically significant, but less
lile~threatening patlent outcomes.

Through the examination of
the refationship between preoper-
aive co-morbidity, patient-per-
veived nurse caring behaviors,
swinplom distress, and functional
sLatus, information was provided
revarding the impact of interper-
sonal nursing care on selected
postoperative patient outcomes.
I'ew researchers have been able to
demonstrate  the connection
belween nurse caring behaviors
ang patlent outcomes. In fact,
miny critics doubt the existence
of such a link. Data trom this
rescarch suggest that a connec-
tion exists and that its impact can
e ieasured.

Symptom distress can inter-
fre with functional status, self-
viare, and prescribed regimens.
The lindings of this study suggest
that nurses can positively affect a
patient’s progress during recowv-
vrv. Nurses' courteous attention
toward  and  investment in
patients’ needs and  security
enhanced performance of postop-
erative  recovery  behaviours.
Constant readiness on the parl of
the nurse and delivery of profi-
cient and skillful care also con-
tributed tec achieving positive
patient ouilcomes. Specifically,
postoperative patient-perceived
nurse caring behaviors played a
role in iinproving functicnal status
o the 1st, 4th, and 7th days post-
surgery and decreasing symptom
distress on the 7th postoperative
day. The results ol this examina-
tiorr of the relationship ot symp-
tom distress, functional status,
and patient-perceived nurse car-
ing behaviors suggest an impor-
tant role for ambulatory perioper-
ative nurses. Perioperative nurses
i ambulatory surgerv settings
must recognize symptom occur-
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rence and be able to dilferentiate
the occurrence of a symptom from
symptom distress. Inadequate
attention has been given to the
importance and assessment of
symptom distress. Ambulatory
surgery nurses must focus/investi-
gate ways to assess and evajuate
symptom distress, and use this
knowledge to assist ambulatory
surgery patients to manage and
potentially reduce their symptom
distress and enhance functional
status.

The ambulatory surgery set-
ting has been streamlined to be
profitable, Future studies should
investigate practical issues and
clinical problems inherent in
streamlining patients through thc
ambulatory surgery setting. These
studies must examine the patient-
nurse relationship as it affects
postoperative recovery.

In addition, a future interven-

tion aimed at enhancing preopera-
tive and postoperative interper-
sonal care may add to the clinical-
ly relevant question of whether
pusitive patient outcomes can be
predicted before the patient
leaves the ambulatory surgery
recovery roomn.

Improving patient outcomes,
and attention to symptom distress
and functional status, require a
deliberate and thoughtful approach
to nursing care. Findings from this
study provide an important step in
building a body of knowledge to
direct approaches to design nurs
ing care to improve patient out-
comes. .l
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