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' pretest posttest COntrol group study, Both treatment grOups received

a R Abstract - W
. \ : . -
The primary purpose of ‘his study vas to determine the o .

H

effectiveness of psychological preparation and individualized

supportive care on the‘distress levels of birn patients encountering\

-

the stressful events of tubbing and grafting Levels of distress vere

”»measured pre and post event by the Profile of Moods Scale (MeNair jforr -

& b&bppleman, 1971) A secondary purpose was to determine‘the o .

effectivensss of the intervention in enhancing purposeful selection of

préﬁ&em focused coping processesycasfmeasured by tbe Way of .ing o

Questionnaire‘post event (Folkman'and Lazarus' 1983). As problems in =
the past with the psychological preparation component of the . f";g‘b

intervention ‘have been associated with confounding preparatory

ihformationvfrom addition sources,,the Social Support Questionnaire .
~ . R
(Sarason. 1981) monitored the information received by burn patients.;

-~

' “
the source and the satisfaction’with such’ information.

'

Thirty four—subjects randomly assigned to treatment and . control

groups, divided into three groups participated in this 'L . -

-

psychblogical preparation, an audiotaSC presentation providing sensory

-and’ procedural informatiop prior tp eakch event. I:;:j:}tion, one grth
received individualized supportive ‘care from the nuypee researcher fg:*

during~the unfolding,of the event. Twenty- five subjects reached the
- o -~ s = \ ) ., ,.\. .
third event of post grafting tubbing ) S
. N ' L
" The results of the . study suggested a directional treﬁd toﬁards,
N

decreased levels of distress for the treatment group receiving the. v

\’“’

e

g

combined intervention in Event I (tubbing) and Event III‘(tubbing post -

A b

v

0 .
B . vn_'-g ) -
~w /

b
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~ ‘ . 8

) N } -

grafting)°. Results 'appeared to-suppert the hyp.'gtﬁesis &' in Event .

111, where differences between poettest levels of distress of the

)\ B
groups were statistically significant An' additional trend‘in posttest

s +

:“ldisfress was. noted across the three events. Subjects reeeiving

psychological preparation alone consistently demonstrated the highest

distress.levels post event.

Low levels ef distress did not appear to be linked with selection
' efspréblemffOcused copiné processes.. ’Subjects~appeared to use a "mix"

of problem and emotion-focused coping processes acrpss all three

11 events.

- " &

The findings of this study have implications for nurses caring for

the trapmatized burn victim o \\\\\\ .
. e ) ) . - )

° X )
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. CHAPTER I

e Introduction"and,Statement‘oﬁ,theuProblem" e
A burn injury has been described as the most.dramatig¢ insult an’

»

f m~individua1 can experience Yet the management of'the stressithat a

burn patient encounters in response to painful treatments and

procedures encompassing burn therapy has received. only cursory

. attention in both nQrsing and psychological literature to date (Ell}étt

o

& Olson 1983)., The researcher studying stress and its managemen is,

however, confronted with a concept that has a characteristic fotm but
. R . i

f‘no particular cause The visible changes, whatever the cause, make up.

the form of stregs (Raleigh 1980) In measuring the visible changes

A Y

. due to stress researchers have been forced to. use proxy/measures of

.

,stress related variables such .as. heart rate, problem sélving ability or

emotional response Marked individual differences /n physiological

-

reSponses to’ stress as noted in physiological indicators have resulted

p .

in inconclusive evidencgvof,the effectiveness‘, experimental
‘manipulation 7The‘validity Of”such.measureS/ére‘made»suspéct.‘;An
individual's perception and appraisal of thé-environmental situation

' seems to be a crucial.meggator of stress response (Garbin, 1979)

’ vSubjective self reports, therefore have been suggested by some

» i + L

: investigators as a better indicator of situational distress and a more

&S o

@ ..
Ki s

o When a stressful encounter is viewed as a dynamic unfolding

ca

'"5process and not as a static unitary event (Folkman & Lazarus. 1983),

¢

l._fsignificant changes iﬁ}emotion and coping across stages are expected

/,
N
4

-4 T : R . . - ————

L

N

: ‘reliable measure of the stress response (Cohen & Lazarus 1973 Wolfer _

i .& Davis 1970) and its natural counterpart coping ' h ' EJV ': v

v



\ .
[

Subjective self reports of emotional response and’ the coping processes

'iutilized during repeated stressful encounters can demonstrate the

effectiveness and therapeutic value of a nursing intervention,:such as

psychological preparation and individualized,supportive care, as a 6601«{
' N . ? . . N v !

‘% . } o .
to promote cognitive controlyand‘purposeful selection of coping

strategies.

-

Despite a variety of disagreements and(a'lack‘of clarity in the
types of stress analysis there is a concensus on one issue\ A given"
stimulus becomes a stressor by the. mediating processes of cognitiye
’ v d Sy e . . \u~

l

.appraisal and- eoping (Antonovsky, 197 )

'are evaluated as threatening or no

. modifying the stressor defining thi

distress are called into action (F. ‘Lazarus 1982) These

processes of appraisal and coping are een as interdependent Coping

strategies can serve as appraisers in shaping the meaning of the-

L e ~— =

stimulus just as fqrms of appraisal can act as coping behav1ours in

J'modifying the stressor (Lagarus, Krammer. & Folkman 1980; Folkman &

: . . ar .f
Lazarus, 1932)', Common factors can influence.thejggZping of,cognitive

appraisal and _coping behaviours 'For example ambiguity or lack of

~

clarimy in theuenvironment will result in uncertainty in the mind of =«

| " the individual.‘vSimilarly social'resources of wh1ch tanglble help,

'.information and emotional support are examples, shape interpretation of

o

athe stimulus‘configuration and copingxstrategiesw Individualr

Py
-

b*~differenCes or person factors are also recognized as potential

%

' determinants of ‘the varied fesponses to stressors observed in research

' (Folkman &lLazarusw lgou,.. R [ o

SN

-
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-+ = Nurses are aware that:patients experience‘stresS'as they cope with
hospitalization, illness and uncertainty about the futurq
‘Disproportionate levels of anxiety, tension, worry and generalized

\\deeom£ortiare_o£ten—pr§§entyin patients who are confronted with the

potential physical dangers of stressful medical procedures In the
hursing 1iterature, the unsuccessful resolution of persistently
stressful events has been shown to prolong 1ength of hospital stay,
time to first ambulation, incidence of post operative vomiting and
' reported pain, and the number of daysiof reported post operative
temperature elevation (fever) (An erson & Leonard 1964 1965 Johnson
1970; Wolfer & Davis;'1970; Dumas| & Johnson, 1%]2).
— As Florence Nightingale.pointed out?— |
‘Apprehension, uncertainty, Waiting,.ekpeCtation, fear of surprise -
do a patient more’harm than.any exertion.; Remember,‘he<is-face to
face”with his enemy all.the time, internally\wrestling‘with him,_
e havingflong‘imaginary conversations with him “You are:thinking of:
something else "Rid him of his adversary quickly" is a first
rule with ‘the sick (Nightingale, 1890, p. 22)
Although Nightingale was not addressing any particular group‘of
N'patients her'statement reflectS«the concern.that has stimulated ;

research into nursing approaches aiméd at alleviating or minimizing

distress

The approach may be psychologically oriented Adeduaté-
,preparation for a potentially stressful event may enable the patient to

.develop effective meehanisms for withstanding the event The approach -
- ! ‘-5‘
may. be. suppdrtive A consistently. present caregiver.may assist.the

‘patient in verbalizing concerns and emotions, assist in developing ,

. —

SN . o BRI

N
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‘ realistic expectations regarding the hospitalization and illneSs, ‘and ,
assist in coping with actual ahd anticipated discomfort and disability
The nursing intervention of psychological preparation and -

. individualized.supportive»care combines the two approaches.,- e

"

In the past decade, the- works of Janis Wolfer Leventhall and

!

. others have focused on psychological preparation “A review qf the
_literature shows that preparatory information, consisting of the ﬁ
sensations-typically experienced during procedural steps, has been
successful in reducing distress in patients undergoing events varying
“in stress magnitude from cast removal (thnsbqn Kirchoff & Endress |
1975) to cardiac catheterization (Finesikver 1578) and labzpr and
delivery (Jaé;;:21983) Failure to achieve-significant_results has
.occurred when the stress event was of short duration In addition,
when preparatory information was brief or confounded by additional
preparatory information from physicians and family members, anxiety»and
- helplessness were,unintentionally stimulated~reducing the stress
tblerance (Janis -1983)" Studies combining preparatory information
with instruction about behavioral coping str_r_gies and the adverse
effects of non- compliance could not distinguish whether the coping
‘action was wholly, partially or at_all.responsible for?the successful g
,’outcome.(Janis, l9é3). | |
It has been stated that no other group of‘patientstexperienceS.the

same kind of bombardment of distress producing stimuli as burn patients

, (Davidson & Noyes, 1913 Noyes Anderson & Hartford 1971) Research

.has'indicated that behavioral or-psychological»responses.tovthe_burﬁ'

1insult have,follovedla distinctive pattern, with distreSS‘being



", . T B 2 .

' ’\J o ‘ .
a . "

LU A D . ) “

N

presented as. only one of several responses Research into nursing v
frterventions aimed at alleviating or minimizinngI;E?:;;_auring o
unavoideble stress events:such,as tubbingsw debridement‘endﬁskinv

‘:grefting isulscking. ‘By the mfnipulation oﬂ,factorsvebaping-cognitive '
appraisal and‘coping processes,‘nurses—can‘derive'approaches‘to‘»4 |

‘ minimize sources gfudistress and assist the pstient 1n\coping_with"

unavoidable stress‘(Finesilver, 1978; felton,‘Hussr-PeYne,,l??&;

Johnson, 1977; Lindemen‘ ‘1972).~ Psychglogical preparation and .; e

individualized supportgve care designed‘to assist in the shaping of the
meaning of stimuli and,to facilitate‘coping protesses should

theoretically ‘reduce distress levels in burn patients undprgoing -

repeated/étressful events. o e o
" Purpose ~ ‘ ‘ AN O,

The primary purpose of this studyf%as to determine-the
effectiveness of psychological preparation and individualized _

‘supportive care on the distress'levely ofvburn-petiedti énCOUntering'

the stressful] events of tubbing and grafting. Leuelsfof distress wereigglﬁ

A oA )
B AR
. .,#

measured by the Profile of'Moods Scale (McNair, Lorr &xDroppleman, B y'f.f

_1971). A's condary purpose was to determine the effectiyeness of the A

intervention ‘in enhancing purposeful selection of problem focused :
coping pro¢esses, as measured by the Ways-of_Coping Questionnaire.

Problems _n'the past with the psychological preparation component of

the ‘inte) ention have. been associated with confounding preparatory
informa ion from additijnal sources. The Social Support Questionnaire>

monitoved the information received by subjects, as well as the source

“.and p rcEiﬁed satisfaction witb such'informstiOn.‘;

[ 45



Five research"hypqtheses were formulated“for this study, all of
Q - b - ) ‘ B ¢
which pertain to patients with burns. " _ >
N [ .
:;—IH Subjects, who receive psychological preparation prior to({/bbing

5 e
. and supportive care during and after the event will manifest less

diStress,than*those who receiVe psycho}ogical preparation only and/
those who do not receive the prepatation
II oubjects who receive psychological preparation prior. to surgical

-

eveicision and grafting as well as supportive care prior to and after the "',

3

‘.event will msnifest lesg distress than those who receive psychological

Tty R
[N

preparation only and those who do not receive the preparation —_—

.

111 Subjects, who receive-psychological preparation prior to tubhing
e ‘ :,/- ‘\\ . - - . A .
following excision and grafting as well as supportive care during and

after the event will manifest less distress than those who receive
: ®
_psychological ;#eparation only and\those who do not. receive the

preparation ‘¢~/3~ ¢ T

IV Subjects who manifest low distress in the events of tubbing,

4 Al

’surgical excision and grafting and, tubbing following excision and

grafting, will select problem'focused.and problem-emotion focused _.\\g;
: copinglprocesses in contrast‘to-subjects with,high‘distreSS responses
‘who will select emotionijcusedwcoping-processes. . |

v sSubjects who manifest 1ow distress will perceive the researcher T
as a significant source of social supp t in contrast to subjects‘wlth

~
high distress who ‘do not.

) Sensory and procedural preparation: A 10-12 minute tape-recorded
- transcript administered by the research,nursefto burn patients at their

]

s



(@

__ bedside 45 minutes prior to the events of tubbing, surgical excision

and grafting and. tubbing post excision and grafting. The tape ..

consisted of information about the purpose meaning and timing of

events and procedures. «In addition, information about the various

'_sensory experiences that the patient would have prior to, during and

‘during‘and after exposure to the taped transcript to address patientsi

&y ’

following-the“procedures was'providedn\~;he research nurse was present

questions, misunderstandingS‘or concerns. Content.was derived from'

t ped open- ended interviews.with 10 burn patients who experienced the

,-events in the particular health care setting within the past 12 nidnths.

‘SQBQOQQLVg ‘care: This term was*defined, for the purposes of this

study, as the‘assistance\receiwed by patients undergoing the stressful !

i

events of tubbings, sturgical excision and grafting, and‘post—grafting

tubbings that enhanced the verbalization of’concerns and emotions,'the

'development of‘realistic expectations regarding hospitalization and

'illness and the coping with actual and anticipated discomfort and

disability Together, the patient and nurse explored the meaning and -

sources of distress in an atte%pt to ascertain'the assistance required.

The appropriate assistance might consist of providing additional.

t information, supporting the patient s desire to talk about fears,

: (physician physiotherapist, social worker, etc.), and in general to

facilitating interaction withvthe appropriate burn team member | O

Y

help the patient realistically define, accept and utilize the

hospitalization with the Jleast possible distress ‘and digcomfort

ggg lar nu ;gigg care. This term was defined for the purposes of

‘this study, as the usual or regular nursing care provided to burn

patients in a particular health care setting. Physicalicaré/was <
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administered following established nursing protocol for the care ‘and «/“‘
¢

dressing of burn wounds and grafts and the care of the post dperat
'patient.' Although the protocol for nursing care of burn patients was-
"task-oriented", the nurse was considered a vital component in the team

4 ‘w

approach to-total burn care. One nurse was assighed td one or two
* . .

patients, at the discretion of the charge nurse. Patient assignment
/ %

was rotated on an. irregular basis among nurses who varied in'levels of
“ A

experience, communication skills and problemssolving capabilities

’required for the care}oﬁ the eﬁdtionally and physically traumatized
"' ‘ LN i ’ - .
burn patient. '

~ .

Ighhing;“ A term. uged, for the purposes of the study, to. describe
the following procedure Thg burn patient was gently lowered into a
hydrotherapy tank filled with water at a temperature of 100-130°F. The
"bur;.uound was carefully'inspected and palpated Hair within the -
burned areas was shaved for a distance of about 1. inch around the
involved wound. Loose skin was gently snippep avay with sharp ; \
"scissors, vesicles that inpeded moved%nt‘were'opened and debrided;:and
the burn gently cleansed with a mild antiseptic; During the entire
' pracedure, isolation\precautions (gloGes,'gown, mask and cap) were
carefully»observed (Hummell, 1982). q | ‘

.§grg1Qg;;gggigign_gng_gLA£ging: Surgical excision referred to the
removal of the{entire;burn uound with temporary or permanent wound
closing. Where donar sites were not available to cover the wound
allografts or other tissue (i e., pigskin) were.used‘ Tangential | .
excision was the}superficial removal of thermally damaged tissue down

to the plane of viable tissue, ideal fon:burns of the hands, joints and «

deep second degree injuries. Grafting referred to the closure of a
T i S

&
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burn defect with tissue, azzéjgyzbf tempgrary or permanent, d;ﬁinding
" on the tissue .chusen. Autogfafts may be lthin.‘!:hick. expanded or she 't

grhfts :;a?obtained from donar sites loca}ed on the thighs, back -

4

abdomen ‘and scalp (Hummell 1982). Ld& ) . _\ //

This term: referred p

LY

2.

X” i
' § cision and grafcing has

A A
i)
jiigs may commence within

to the résﬁmptibn of datiy &

occurréd."Depending on the

* ,.‘. '.
3- 5 days post surgery \\ P
ng_;ggg_;ggggggg This term was ‘defined for the purposes: of the

study, as the transient. fluctuating affective states iﬂentified'and

L]

asséssed'gy the Profile of Mood States questionnaire.

Coping process: -A term which was definéd,.fof the purpoi’f of

this study, as the processes a person used to deal with a specific"

*stregsful énéounte;, as identified by the Ways of Coping questionnaire.
( .

" The proceSs may be problem focused - doiﬁg ébmething to change for the
better the problem éﬁuging.the distress or emotion focused - the
‘ regulation of distressing emotions. A problem emotion focused process

was identified éS'seeking social support. \;j

su gltE\.A term which was defined, for the purposes of

this étudy, as the idéﬁéified members of an indiv&&ual's social network

\ " : v
w&% providéd,information,X&sqistance and guidance; tangible assistance;
and emotional support, as determined by the Social’ Support.

questionnaire. _ _ : o s

Conceptual framewg;k I

4,

.

The interdependeﬁ_‘df stress and coping and the sharing of common

determinents are ref1¥ted in Lazarus' Transactional Model of Stress

(Folkman & Lazarus, 1982). Stress is defined as "a relationship

Y

%
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between the person and the eﬁ\{;on;:;t that i appr&ised by the person
\ / \\l .

as rélgxgnt to his or her wsll-being and in which the person's
. 5 \ .

resourceb are taxed or exceeded" (Folkman & Lazarus, f?83). The model
: - .

N A

reflects a cognition oriented process theory of stress Qnd coping

(Figure I).

Stimuli from the person-enviroﬁmental interaction become stressors
1N

tbeugh the\dqgnifive process of apprais#l. The s;reésor i§ initially
aﬁp:aised as irrelevant, benign or innocuogf resulting in pdsitiYely
toned emotions, or ﬁppraised'as stresgful, fésﬁlting in negatively

. toned emotiggs (Scott, £§80). If the stimuli a;e appfaised'as

4 . . ' /
stressful, further differentiation occurs. _Stressful stimuli are-

characterized by threat, harm/loss or challenge. Threat refers to the
potential for harm or loss - the jon' s environment interaction is

-

viewed as hostile, or daﬁgeroﬁs, ith the self lacking in resources to
control or‘master }t. Chailenge refers to the opportuni;y for growth,
mastery or gain, assuming the demands are difficult, but not | .
impossible, u;ing'existing or acquirable skills (Scott, 1980) .

Harm/loss‘ refers to the 1njﬁry or damage al;eady done. Q?\

_ N -
Once the stimulgs has been appraised as threatening, cognitive and

‘behavioral efforts to manage (master, reduce, or tolerate) the trioubled

S 'y
person-environments interaction are set into 'motion. The coping -

process is viewed by Lazarus as having two major functions - the
regulation qf'negatively'toned or distressing emotions (emotion-

focused) and doing something -te ¢hange for the beéter the problem

\ i

causing the distress (probleni,-éoctised*).
It is important ﬁfﬁgpte that primary and secondary &£ppraisals are

;nterdepenhentf~—ﬂany coping strMategies can have an appréisal function
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Eigu:i_l: }Transictional Model of Stress and C?ping
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)
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Y =
'% allenge physiological
: Lrespoqﬁe
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(secondary or coping) o
-
B . .
‘Problem Focused affective response
. | :
Emotion Focused physiological response



in that they shape the meaning.:f the event and, conve;ﬁely. many forms
' ;f abprallalican have a céping funétlpn in that they help te’platg
.distre;l (Folkman & Lazarus, 1982). The mediating processes of
appraisal and coping are'jogntly influenced by the actual ;ituational

“context and by personality factors (Folkman and Lazarus, 1983) (Figure
) .

-

'3). Situation factors are subdivided into formal and substantive,
factors. Formal factors deal wiéh stimulug configuration. IncludEd in
such factors are the degree and imminence of harm; the frequency,
duration an& chronicity of the harmful encounter; and ambiguity about

‘whether théfa wil% be harm and about copingmalternatives. Subgtanlive
fgctors include the nature of the harm, whether it is physical or

!

N | '
psychological; the personal resources of skills, energy and stamina;

the social networks, support systems, money, and insﬁitﬁgional
resources. Lazarus différentiates between socia} networks and sociaT
systems. Social networks describe the ;qcial st;ucéure of which a .
person is a part./JSocial support implies a resource that an indlvidual
‘may draw uﬁ for ﬁipgible help, information and emotional support such
as that prbvided w;én anoth;r's presence or actiﬁn provide comfoft
(Schaefer, Coyné & Laiaru;, 1982). (
In addition, ﬁerson factors influéncg the processes of appraisal

'fnh coping. éuch factors include mo;iye/strengéh and pattern, ego
'dévelopment, cognitive style, belief systems (self esteem, locus of
'contrbl) and‘Sfcial competence (Lazafus, 1965; Laiﬁrus & Folkman,
1982). 1It is ﬁhrough such pigyog factors thaﬁ v&giation ;n stfess-.

1 v .
reaction patterns. to the same stress situations by individuals can be

explained.



Figure 2: Determinants of the Mediating Process of Apprafsal and

ﬁ\ Coping
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"K_ The Transactional,Model of Stress proposed by Lazarus provides a

hl working framework from which nursing interventions aimed at reducing oc

,9, . s

alleviating stress maY‘be researched It can be hypothesized
therefore that psychological preparation in the - form of sensory and

procedural information prior to stressful events "and supportive nur51ng

'”ﬁ. care during the unfolding of the stressful event will TN
11. , reduce the degree of ambiguity of the stimulus cue by describlng

the imminence and degree of harm frequency, duration and - 3
chronicity of the harmful encounter, and the nature of the harm

N2 e bolster social support resources by providing tangible help,
. N

: information and emotional support, thereby assisting cognitive
M;;> R con&rol and purposeful selection of coping strategies .' .

The effectiveness of the intervention willohe reflected in srgnificant

reduction of negatively toned emotions Lower- 1evels of distress w1ll

be associated with the use of more problem focused coping processes and

]
v
: : Rin

fewet negativelyxtoned emotion focused processes ;ﬁgﬁ;_
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e "Stressﬁ, a’term of ﬁaé%n derivation was used in the English

CHAPTER I1

Reyiew of Literature
N ) Y
Nature o) tre 345 o . R .

N

'1anguage to describe human experience and hehavior long beforenit was -

given a formal scient@fic definition for use in physics and engineering

'q-

(Hinkle 1974) In the 17th century,“?tress meant "hardship, straits, .

adversity or affliction" (Anions 1933)

'-.During the 18th and 19th century the usage was largely replaced by A

I Q-other uses in which the term demmtedk“tamce, pressure, strain or.
strong~effort".exerted uponva»materlq& object or a person - or
"upon a person s "organs or mental powers" It‘then-carried-with

,it the ~connotation of an objeﬁfas (or person s) being acted uponi
S ‘ ‘ )

by forces from without resisting the distorting effects of these

forces attempting to maintain its integrity, and trying to return
to its original state The word was taken over into science in'
‘ the popular usage (Hinke l974~ p.,337)

' yScientific interest in stress has been developed in several

+

disciplines, including sociology, anthropology, psychology physiology,,“

§

;hbendocrinology, medicine and nursing (Leventhal & Neremz, 1983)

= ‘Ambiguity about the proper'use of the term stress continues Stress'

this-sense and probably the scientific use of ‘the term reinforced g

vhas been used to refex to civcumstances in- the environment that disrupt’

an organism s normal activity (Antonovsky, 1979; Kagan 1971), it has-

" been usedvto.refer to the organismds responses either psychological or

‘physiological, to particulaf;events (Burchfield, 1979; Mason, l971;

° ‘ N v . .': ) L -
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Selye, 1974 1976) or as a "global" label to describe a field of study

————-that examines the processes of an organism s adaptation to disruptiye

vevaluation of. a;stimulus filled environment becomes the basis for a

Oberst, Dropkin 1980) IR o B

stress. - o

events (Lazarus, 1971'-Mason, J971). ' ) : S ' _;

N, ' o L.
: Recent advances in stress research have moved from the emotion or

arousal context to one in which the individual' interpretation and

,‘ —

\response to the stress’ experience and in which emotion and . i

‘physiological responses are viewed as by produqts of cognition (Scott

AN

Think of the stress response as a multidimensional con Aptl‘w1th

components of physiological arousal inwvarious organ systems,_

subiectiverphenomenology, and objective behavioral reactions. ‘)
(Lazarus, 1975, p. 235) ~ | o R

Theories of Stress.
AY :

Stress and coping are consideSed as part of a- process involvnng ;AN

environmental events,. psychosocial processes and physiological response

“~ P

(Fleming, 1984). _ Theories have evolved from two basic traditions -l

V one; being a biological perspective based on- research in physiqlogy and'

endocrinology; the other based on a psyohosocial perspective. .Each‘has'.

made impoftant contributions to the*understanding‘of‘the'concept of

AN
] . " .
o] '

0

. e - A ‘ » ’ ’
iolo ad~t on . A N

4

v

Cannon's (1936) work on emotional stress con\idered stress and its

response to be adapt;ve in that they prepared the individual to:. cope

_,with danger.“ Once danger'was»recognized _a state of heightened arousal.

’ followed - adrenal gland and'sympathetic arousal led to the secretion

-

of epinephrine and- increased heart rate respiration and skeletal

k)

o
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muscle tone. - Blood flow to the skin and viscera was reduced. In‘the

‘heightened statev0f arousal, the individual‘could.fight.or flee, a

. response directly related to smrvival‘and adaptation (Fleming, 1984), !

“Selye's (1936, 1950, 1956, 1976)vgeneralist position that'any
noxious stimuli,could mobilize a'syndrome of defense called the‘General
Adaptation Syndrome'(GAS) reflects_the primary view of stress research: ”

in the\biolp ical community. The adaptive non-specific biological

¥

" response is cha ‘cterized by three distinct phases: aromsal,

resistance and exhaustion. Regardless of the type of assault,'any
noxious stimult would set into notion the same neuro-hqmoralumechanisms‘,
and tissue reactiods_(Lazarusﬂ‘1975).- Although recent work

distinguishes betveen physiological stress and'emotional'"distress",

Selve (l9761>believes the same pattern of biological responses

; (pituitary;.adrenal cortex, thymus visceral) occurs - some features to

the pattern.may be specific to,particular stressors but these are

A
“s

situationally induced variants on a common biological theme"
(Leventhal Nerenz, 1983).r A similar non-specific hormonal response is
reflected in Levi s work (1971) on secretions of catecholamines

The implications of Selye's (1976) theory on stress are threefold
4

" The theory;implies ‘ﬁ%t the bf%ects of‘stress are-cumulative " That is,

»

the damage7produCed by the stressoragaccumulates over time. Second

the cumulative effects become critical When one's ability to cope is

overwhelmed Third, stress may be additive, an individual ‘s reaction

to stress will be added to by reactions to previous exposures to .

threats (Fleming, 1984) The model forms the framework of researchers

©

of life events who relate illness to 1ife changes encountered and the

o

Q
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demands"made on behavioral adaptation (Holmes‘and Rhale, 1367; Volicer,
1973 1975) v

~ The work of Mason (1975) argues against Selye s non- specific

_model Research demqnstra}ed different patterns of response of the

. endocrine system to specific threat - uncertainty‘or‘ambiguity'was

linked with catecholamine and cortibol increases, whereasyunger or fear
demonstrated increases in norepinephrine and cortisol. ~Mason suggests
that the sensitivity of the endocrine systems to psychological
influences may have contaminated earlier experiments of "physical
stressors“, thus placing Selye‘s theory in Question[ .?he theory also
fails to'explain~systematic variation of individual response tOxnenious
stimuli; or-identify'the factors that*influence thexresponse. ’The

processor mechanism of coping is ill—defined Forrelated to the

_process of~adaptation, it is delegated to on., the second stage of the

,syndrome, the stage of resistance. Selye suggests that adaptation.og

doping may be assisted byr"acclimatization"“which‘prepares the body to
meet stress by‘exposing‘it'to,a series of minor, though relatedy

stresses. One has difficulty in;moving'the concept of acclimatization

- from the laboratory to a clinical setting. . X

Yet the idea of "optimal stress" - that. point at which the’ body s

mechanism for dealing‘with stress is exactly correct for the amount of

stress it is meeting - as stimulating adaptation (or coping) is &,

thought provoking It can be theorized that failure of’ psychological
;& b

ﬂ.,preparation in some individuals may. be linked to understimulation that

leaves fhe body unprepared.or“to overStimulation whfch produCes

anticipatory preparation ‘that is in excess of need andtresulting in
B ‘ .

undue distress



Psychosocial Tradition , ‘

The emphaSis on appraisai\is a central component‘oi psychosocial
research onistress. Antonovsky (1979) suggests that uhether a "given
phenomenon, a given experience,'a given stimulus ie.a stressofr or not -

depends both on the meaning of the stimulus to the person hnd on the

" repertoire of ‘readily avai able, autonomic homeostasis - restoring

E mechanisms availabl 7 Although Antonovsky agrees that there are
.individual or group differences in the "differential perception“ of
_phenomena as stressors or stimuli, he argues that there ic aubroad"\
_cultural consensus that certain experiences are noxious or stresSors;

, Organisms‘respond-to stressors uith a state of tension - the"individual
wikh a. strong sense of coherence can prevent tension from being

’tra:;formed into stress. Coping is viewed as a plan for behavior
characterized5hy a’high level of rationality, flexibility and
foresightedness. Although characteristics that facilitate dealing.with"
or overcoming-a stressor are'identified;&ghe theory is largely global

in application: apprbpriatefonlflto-sociological;relatioas hetWeen the
health team and the patient/and'for the organization of health care’

“:erpices (Antonovsky, 1979). ;

. Antonovsky" s approach to differentiating stressqrs from stimuli is

Iidentical to Lazarus s Transactional Model'of Stress Developed irom
earlier research (Coyne & Lazarus,\l980 Folkman, Schaefer & Lazarus,
1979“ Lazarus, 1966 1981; Lazarus, Averill & Opton 1970), t

theoretical model suggests that a stimulus becomes a streﬁsor through

) the mediating process of cognitive appraisal and coping The'processes‘

are viewed as interdependent and shaped by common person. and Fituation "

factors. lResponses to threat may be affective or physiological. The
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cognitive approach of pr}mary and secondary appraisal and anticipatory

‘coping is one of few theoretical approaches that discusses how

individuals respond to threatening situations before the situation
develons into a crisis (Silver & ﬁortman,,l980). The model..thus,
suggests that any intervention aimed at avoiding or reducing sgress
should be ddsignedsto facilitate ‘cognitive appraisals, enhanc

repertoire of coping responses and to nurture the individual'

confidence in coping abilities (Meichenbaum & Jaremko 1983)

\;

}n contrast to Lazarus's model, other theorists have focused on

coping mechaﬁ’gms directed towards the crisis of undesirable life

events, Klingers Incentive- Disengagement Theory (1975 1977) . Wortman

and Brehm's Integrative Model (1975), tbe Learned Helplessness Approach

3

(Seligman, Maier, Solqnon, 1971) and Shontz s Theory of Reaction to
Crisis (1975) share common assumptions (Silver and Wortman 1980)

that there is a general pattern or consensual response to life ‘crises;

5that individuals go through stages over time in attempting to come to.
~terms with an undesirable life event; and that individuals accept or

'resolve their crises. Silvereand'WOrtman's (1980)ﬂreview of the

litérature‘demonstrated wide variations in individual responses to

3

’negative life events and little reliable evidence to support the idea
%
the failure to incorporate intervening'variables that may mediate
individual‘coping responses and explain the divetsavpatterns of .
response.

:tive Domains

Although emotion, as.a psychological concept, is the topic of

~ widespread concern in a large variety of fields, a feeling of

a

¢ N

of stages of emotional response Criticism of such theories focused on .



~

attempt to integrate the diversity in the field, theoretical

v ,e'\*‘w“.ﬁ‘d"";\‘;‘&f‘#} R

i

disjointedness apout its-defiqgtion-prevails (Plutchik, 1930). In an .
' cNY .

perspectivesvuill be groupedﬁﬁnto two traditions - the evolutionary .
context and the psychophysiological context (Plutchik & Kellerman,
1980).

* - Darwin's work provided the foundation for the evolutionary

“tradition of the study of emotions. From"gheabarwihian viewpoint,

8 . .
emotions are basically adaptive - they have evolved with specific
i ' 4

functions, which are primarily to increase chances of survival.

. . . F- B o .
Demonstrating a similar focus on adaptation, Plutc¢hik's structural
functionist model (1980) conceptualizes'emotions as being a behavioural

hdmeostatic proeess - an organism cognitively ‘interprets the harm or

' vbenefit relationship with the environment. The process serves as a

fundamental signaling system - derivative states such as personality

traits, behavioral or coping styles are produced and can be’ actually "
observed. Cognrtive capacities, synonymous with thinking and including
‘suoh functions as perceiving, conceptualizing and remember;ng,_are

uiewed as evolving wrth the euo{ution of the hrain, "in order to make

evaluations of stimulus events more precise-so that the‘emotional

behavior that finally resulted would be adaptively related to the

stimulus. It 1is in this sense that cognitions are 1 he gsirice off.
emotions" (Plutchik 1980, p. 15)

aAlthough there @re important differences amouy :ne®rists «orking
mithin the psychophysiological mode, they share a common concern wit
the role of feedback, ither from the autonomic nervous system (Jamesu

1890 Mandler, 1980), the facial musculature (Tomkins, 1980; Izard &

Buechler 1980) or brain centres (Cannon 1936 Mason, 1972 Levi
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1972; Selye, 1976) as vital déterminents of emotioﬁQI fespoﬁse‘ Yet
emotioﬁayare more ;omplex,‘orgahizeﬂ states‘invo}ving'not Just an
acﬁipn‘impulse and‘domatic'disturbances. Proponents of'thg General
Agousai Theory‘(Selye, 1976;‘Holmes & Masuda, 19745 &ho ;iew physiolo-
gical arousal as Lhé same in any emotion, fegafdless of quality, are |
unable to explain the specificity of autonomic end-organ réactidn; to -
ditfe;enﬁ types of person-environment transactions (Lacey, 1967) or the
different hormonal responsé~profile for varying phyéical'stressors

‘(Méson, 1975;. % . . ~

The ;ohcépt of cognitive appraiéal is essential to ﬁnderstaading ‘
individual differences in embéional in;gpsify) quality and fluctha;ion
obs;rved in ceffparable énvironmgntal'settings (Lazarﬁs, Krammer &

Folkman,_1980)} Ffom the perspective of cognitive éheorists, the

qhality and inceqsity‘of any“em?tion is‘generated by its own particdlar

appraisal (Elli;l'1962; Klein! 1970; Lazarus, Krammer and Folkman;

' 1980{ Weinér, éraham & Chaqﬁier, 1982). In contrast to other theorists

who treat coping ohly as a consequence;of emotion (Tomkins,-.1980;

*Izard,.1980),'F01kman énd Lazarus vigw‘;motional fiux and -quality of
the emotion as produéﬁs of .coping. Copiq; alters the |
pefbon-enﬁironmep; igfatisnéyip (transéction)iis construed and

"perceived by the individual of the positive.or negatiye sfgn{§1cance 6f

~ the éhcbunter. “ ‘ |
Emotions are thus of‘tfemendousﬁdiagnostic value, because their
intensity and quality_réyeal how pebple think they érg mgﬂaging

vwﬁat‘is;}mpoftant to them in anj particular context. As a S

person's appraisals of a transaction change, so too will ﬁiq or

her emotions. (Folkman and Lazarué,,1983,-p; 4)
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Therefore, aﬁy intervention aimed at changing how an individual

construes the .person-environment transactions has measurable outcomes

o

in the quality and intensity of emotional responses (Folkman'& Lazarug;
1983). . s

- yMeasures of Strees | -
The researcher studying stress is confronted with a concept }é:;

has /a characteristic form ‘but no parficulqrjcéuse. The viﬁible,changes

'dge to stress, whatever-the cause, make up the form of stress (Raleigh,

~ [}

1980). The emotions - anxiety, fear, hostilit&, etcetera . are
essentially subjective. The éffécfs‘bf the person;qnvirqhﬁent
transact}én, the source of potential dis%ress-producing stimuli are
objeétivé. Stress,%however is nof an emotidﬁ. It {s a fesgonse to a
stimulus to which an individual reacts with his or her emotiogs (May,
1972). Em;tion‘and physiological responses, are viewed as by-product;
of the pe;son-‘eévironment encouﬁter. ’ ' | | ‘

According to zeiye (;976) the most commonly used indicators of the
stress response are plésma and/or uringry levels of ACTH, |
corticosteroids and catecholamines - all are stress hormones which may

_ be used to measure the role of';he adrenél cortex and adrenal medulla
duriﬁg the ;ﬁfess response. The measures have beén Aemonstr;ted'fo_be )
vulnérable ta "hatural diurnal'fluctquion;igyﬁphthomimatic SQbsfances
ana psycﬁogenically induced stress résponses" (Bverly & Rose@feld,
1981, p; 48). Elegt}omyograph;c_(EﬁG) measurement of the stress -
resﬁonse, on indirectimeasurementvbf striate'mﬁscle tension, is
questionéd‘as aﬁ accurafe indg# of acute versés chronic stre;s arousal.
Striate muséle tensigﬁ is now recogn!zéd as thing both.state (acﬁte.

\ ) . )
transitory phenomena) and trais (chrogic and stable phenomena)

AL
\
n
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mealﬁrement quiliﬁies. Pibblems in interpretation of results question

the validity of such measurement. ‘ s

Similar difficulties are encountered with other indices referring |
to the phx;ibiogical properti;s of the s;%ess response. Cardiovascular’
measurements, by peripﬁerél blood flow and heart rate, are indicators

of.direct nerve innervation ana epinephrine release generated by“thé
adrenal meduf’a (Everly & Rosenfefd, i981). Both measures are subject
to inaccuracy‘ﬁad practical 1imita€ioﬂs.n Electrodermal measuremént
asses;és the'eff;éﬁc'éf‘stréss on the state-electrical charaéteﬁistics
Y of fhe skinf Skig xosisCance (Galvania Skin Response)f once é common
measurement of the 21;ctroderma1 phénomenon has been demonstrated to be
vuinerable to many so;rces of erfor (Hassett, 1978). Physiological
indices d%k“?: account_for the wide range of intra individual and
inter-individual differences unrelated to the specific stressor
conditions. (Garbin, 1979)‘: Inconclusive evidence of the effectiveness

)
of experimental manipulation:.on physiological indices has resulted,

making the validity'pf such measures suspect.

1,

In addition to physiological arousal, an action impulse also
encompasses the exprgésive aspects of emotion. Facial expressions
poscueaK‘Patterns -verbal styles and body gestures are capable of .
expressing or communicating the levels of distress an indivi@ual is
experiencing. Yet to distinguigh between the vaiious modes ;f re;ponse
_gnd to objectively qugntify the respQnse requires an expertise that
‘many researchers lack. Qualitative judgements of emotional respoﬁse '
are very difficult ‘to record reliably (Diers; 1979).

If an individual's perception and appraisal of the environmental o
4 : N

situation is the crucial mediator of stress response, subjective self
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reports of distress\are indicated (Wolfer & Davis;\19700. Studies have
demonstrated that self-raghng scales of affective states ars sensitive
Ito ind{viéual differences and sensitive to exp‘i;ed chuﬁgei\og a dhy"toh
day basis (Johnson, 1970; Wolfér & Davis, 1970) within the hospital
setting. ‘ '
,,Currentiy‘Chére exist numerous and dive;{e methods for measuring
affective fesponse, many of which focus on the distinction Eetweén
state and trait variables. Trait refers to the stable reaction pattern
that occurs acrosé'ali situations and the;éfore is, to some degree, |
predictable., A state, however, can fluctuate; that is, the reaction in '
onezsitugtioﬁ\may not occur in anothgr. The nursing literatzre
reflects the wide use of t?g State-Trait Subjeqtivé questionnaires, of
which the State-Trait Anxiety Inventory (Spielbeggér, 1970) 1is the most
- common example. There are, nevertheless, two inherent difficulties
with such questionnaires. If an individual's emotions throughout ;

-

stréséf&l eﬁcounter gre‘aggrqgated and presented as a summary "state"
“scofe, changes in emotional state, reflecting a situational and
cognitive'ﬁas;\ will be masked or 1gn9red (Folkman & Lazarus,, 1983).
Impottant indicatﬁrs of an indiQiduél's ongoing evaluation of the

démands of a stregsful encﬁﬁnter are buried. <The second difficulty
relates to the\synonymous use of anxiety with stress. For an

individual to suffer from anxiety, each situation is yiewed*aé o
"threatening”. By ignoring subjective reports of confident, hopeful, .ﬂ
;“énéry, relieved, esearcher misses the cognitive appraisal of

& N
arfm-evoking or benefit-producing (Folkman &

‘stimuli as challeng

Lazarus, 1983).



.

L
(

26

The cqmpleiif?'of the éoping domain is reflected in the diversity
of existing approaches to assessment (Biliings & Mooq,_i?84). Coping
has been sampled by eliciting information §n>how individuals respond to
standardized desc?iptions of stressors (Kravitz & Hammen, I9723 Sidle,
Moos, Ada;;‘Z Cody: 1969) or how :hey coped with actual stressful
events (Q;IIings & Moos, 1981; Folkman & Lazarus, 1980) or how they
endured sources of strain_(Peérlip & Schooler, 1978). Th? most widely
used inventory of coping responses in contemporafy research is Lazarus'
Ways of Coping (Mccégs, 1984), an instrﬁhent designed to aé#ess the
broad range of cognitive.and behgwior strat gies individuals usz to

’

manage stressful demands.

Supportive Care
Psychologically-oriented nursing\iﬁtn(zentions developed out of
the early writings of Orlando °(1961) and Wiede?%agh (1964). A

deliberate nursing appf?ach was advocated by which the nurse -assisted

the patient in expressing'ihe specific meaning of the patient's - \\

behavior in order to ascerta{? the level of distress (Wolfer; 1973). .
Coegs

Once the source;pf,distress 1s identified, further exploration by both -

patient and nurse ascertgiQed‘the assistance required.

Nurse researchers recbgnized the need to substantiate by empirical
evidence ﬁhe "del%berate“ pfeScriptioAs.for nursing practice intended
ﬁo promote individualized attepfiontand clarification'of feelings ;nd \
thoughts (Wdifer,“1973). Operationally defined as "exggrimen{fl
hursigg", the nursing“approach was syste;atically assessed #o ascertéin‘
its §ffecti§ene§s‘by direct examination ;f outcome variables.

Dependent variables were operationalizedxin terms of §arious afpects of

.

patienﬁsj physical condition on che‘basislof thelr assumed clinicai\
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rela 1onchip to creatment variables as well as their apparent
measurement feasibility (Wolfer, 1973) Clinical 1nd1ccl'anh as
lengﬁh of h%Spital stay, timeyto first ambulation incidence of fever,
nausea- and vomiting, urinary retenti&n. changes in vital signs, number i
of dosages of pain, anti-emetic and sleep medications and incidence of
"post-ccerative complications (Anderscn éyueonﬁgdﬁ 19647, Anderson and
Leonard, 1965; Chapman, 1970; Dumas & Leonard, 1963; Elms & Leonard,
196§; I. Johnson, 1970; Wolfer & Pavls. 1970; Dumas & Johnson, 1972)
were selected as indicators of relief of emotional distgcss. The focus
of initial cxploracor§ designs and subsequen% experimasfal-control
© group comparisons was on the events of hospitalizction that nurses
recognize as poteﬁtial points of distress -\admission,fsurgical ;
intervention and transfer (Wolfer, 1975).5 & - . . ‘
| Study results have demonstratedtfﬁ apparent difficulty in using
recovery or physiological outcome variables: In a’ study investigating
the effectiveness of experimental ncrsing duriné.the time of admission.
,' Elms and Leonard (1966) selected fout-physioIﬁgiccl'indicators of
distress: systoliﬁ blood pressure, radial pulse rate, respiratiou~ahd
oral temperature. A total of 75 subjects} admitted for gynecoiogic
‘surgery, were randcmly assigned to three treatment groucs and ranéomiy
-assigned to anexperimental or clicnt centered approach, a controlled

o .
task- orienth appgoach or a "regular" nursing approach Results

X

demonstrated a,common problem faced by nurse researche:s studying the-
effectiveness of experimental nursing - physiological Indicators did

not show statistical differences between the effects of nursing

*

interventions. Such indices which are appropriate in labcratory

studies demonstrated an insénsitivi;y when applied to the clinical
e NI B . ’

[N



v »:ffexpectations‘and coping strategies in situations of actual or

e

Y

‘setting- Extraneous or situational variabl s such as sPecific

roperative procedure duration of surgery, ‘ype of anesthesic, quality

and amount of special care available

B, Johnson, 1970) confounded the
results. Wolfer (1983) suggested a possible solution of tﬂe

measurement prob If the major goal of" experimental nursing is the :

Voo
f

promotion ofvpatient s psychological well being before during and
R after surgery (or other stressful events) more appropriate criteria,

as patient self reports would directly measure the cognitive and

st
«‘:3‘.: R e
Mg

_emotional recponses ‘to the stresses and demands of hospitalization

jSupport for the recommendation is apparent in clinical statistical
R
b_significance in studies&incorporating subjective rating scales with

ig.physiological indices (Elms & Leonard, 1966 “Wolfer & Davis, 1970“

\ -~

‘ Diers, Schmidt McBride & Davis l972)
A review of the experimental nursing literature reveals that few

k guidelines have been provided for the operational definition of the .

L

independent variable, that is, the definition remains'"global“ (Diers

Schmidt McBride & Davis 1972) Replication of such vaguely defined

o

and documented experiments becomes extremely difficult Only through
: '\

‘;replication of such causal hypothesis testing studies under different
uconditions can’ researchers begin to accept the predicted distress

H-reduction associated with'experimental nursing-(Diers,_l979).v._
g al _‘f'a‘ ,» on : | l | :&»_ L
e - o ' , . \f‘\:‘l G .
Deliberate and experimental nursing approaches‘formed the basis

for: the developme t of psyc ologically oriented‘nursing approaches A
'iclient-centered a:;;§ach focuses on the patient ] perception of
£ :

,Lhospitalization and illness and the development of realistic :

o e e
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anticipated'discomfort and disability Appropriate informhtion assists
&

. in the shaping of the meaning of events and facilitates individual ,

coping.procgsses. SR ' \‘/l . o
L e T .*1i‘*\> ' '
. ‘Stimulation in the area of study of preparatory information . '’

' devel°Péd;ff°m the ideas of Janis' (1958)>"WOrk\éf‘wOFWYing“aconceptv

‘vthreatening’events. Janis‘postulated that the provi'

and laboratory experiments uSing_adversive stimuli such as shock as

of accurate

. and authoritative information<about the - impending stress leads to

.1 ely to overreact “to setbacks during the post Operative period

‘experiments studying the effects of various kinds of preparatory

¢

anticipatory fear and the work of worrying In turn, this leads to the

A

development of accurate expectatiops - the knowledge of specific

-

\
problems and reassurancesv~ which has the result of reducing the

. incidence of hostility and depression during stress impact (Vernon &

Rigelow 1974) A study of 77 surgical patients (Janls, 1958)

i dicated that patients informed of the impending stress were IESs

N

Although definitive conclusions about the causal sequence could not be .

drawn from'the correlational study (Janis,i1983)y subsequent

in rmation on stress -tolerance: were fostered

Laborato;y experiments have demonstrated that perceived control

'd'jing threatening situations, ‘such. as. electric shock (Haggard 1943

LY

v
Pervi* 1963 1964), reduces subject s distress response It is-left

. Unclear as" to the theoretieal explanationuas how information about the

nature and,timing‘of such potentially stressful stimuli_reduces the

2

stress impact ‘ .
The clinical trial by Egbert (1964) and a team of -

v i |

anesthesiologists encouraged further clinical trials by nurses ayﬁrl/ W_l.

.
W
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‘psychologists (Wilson -Barnett, 1984). In a smalI‘clinical trial

A\

Vi

patients scheduled to. undergo abdominal surgery were visited the night

‘before gurgery and given procedural preparation about the location,

‘ severity and duration of the pain they might expect to feel

- post-operatively. c‘Experimental patients were also taught behavioral

“skills such as how to relax muscles and how to turn properly in bed so = =

R ‘as'to-reduce pain. The results indicated no difference in narcdtic
usage betweeh treatment and contrrol groups on Day. I, yet significantlyg
. ‘ ‘ —~ ‘ * - . o - —
bhlower levels in—the‘treatmentfgroup on‘subsequent days;"Treated
,‘patients were diSCharged earlier from hospital‘aég;rated blindly'by )
observers as being in 1ess pain (Kendall, 1983). | A similar |
.. 'pre- operative preparati/p/by Lindeman and Wooldridge (1971), designed

‘ e
to’ facilitate coughing, turning and deep breathing in a sample of 261
yd

adult Surgical pattents demonstrated similar results- reduced length of
‘hospital stay and better post operative ventilatory function among
etreatment group members‘ “r;‘

| Nursing researjhers hayeqfocused predominantly on diagnostic
'prOCedures and surgical.interventions such as ‘cast removal (Johnson,
_J.; Kirchoff‘ Endress ‘l975), barium enemas'(ﬁilson-Barnett~ 19785
_cardiac catheterization (Finesilver 'I979) and the surgical
inteﬁventions of Qlecystectomy and herniorraphy (Johnson Rice |
Fulber & Endress 1977) and hysterectomy (Wilson Barnétt 1978)
ReSuTts have.been mixed suggesting that the success of preparatory
‘ -information w1il V‘“y depending on the nature of the stress and. be most

applicable for those episodes,of stress that are painful or of long .
. ,duraeion"’(iani&:' 1983). |

S S ' =
In the past decade, the research of Jean Johnson has greatly

S : Y BN



influenced the study of psychological preparatidn for stressful events.

‘ Initial laboratory}experfments (Johnson,¢1972)‘tested'tho assumption

~ that discrepancy between expectations about sensations and[&xperience
during a threatening event results in distress The basis for the
study was the belief that information extracted from threatening 4

stimuii relevant to distress is information about sensations. Ischemicn

—npaiﬁfin\thg\frnlproduced'by'a tourniquet was used as the adversive

——

stimuli. Incorpofating a2x2 design'with l2 subjects per cell,
suhjects were administered either~sensory.or:procedural irformatiograw
distraction or attentionltreatments. Results supported‘theihypothesis
_that accurate sensation desdriptions reduced subjeeﬁive and objective'
measures of-distress Similar results in field experiments were KR

obtaineﬂ Replication of the causal hypothsis under differing ’

conditions such' as cast remova. oscopic examination and

“*z cholecystectomy dbntinued to demonstrate the statistical significance

\Qf\sensory and proce dral information or measures of distress |
Recovery.indices'such as‘days.of post-operativevhgspital stay, use of
analgesics,ﬂtime‘to'firSt;amhul;tion'and supjective and objective
rating scales_of distress~supported the predicted‘distress-reduction'
associated vith.psychological‘preparation. T |

Additional studies, however by Johnson and other nurse .

l\

researehers have resulted in partial’or notsupport for the . i v

ueffectiveness of’ psychological preparation in reducing'distress

R

;'? Failure to achieve significant results has occurred when the stress

) event was of short duration (Finesilver 1979 Johnson, 1978) In

-'addition when preparatory information was brief or confounded by

'additional preparatory information from physicians and family members

)
£}
(N



- anxiety and helplessness were unintentionally stimulated reducing the
_streae tolerance (Janis, 1983) Studies combining preparatory
information with instruction about behavioral coping stratqgies and the

adverse effects of non- compliance (Fuller Endress & Johnson,' 1977
=N

' Johnson 1977; Wolfer & Visintainer,’ 1975) could not distinguish
whether the successful outcome of-the psychological preparation was

‘ partially, wholly or npt at all due to coping actions or sensory and

~

procedural preparation (Janis, 1983). @
The eventé”selectgd for study by researchers studying

interventions to alleviate patients “distress have been short duration. .

Pt

¥Researchers have chosen to study patients before, during and after

discrete events to determine the-immEdiate effects-of the intervention

on distress response (Wilson Barnett," 1984) ¥Yet hospitalization is a
N
process, and the opportunity exists to stqpy the effects of

'jinterventions across events that evoke increasing levels of distress.

l“Monitoring,actionsvpathnts find effective in dealing with the events
' may give indications for_ppSsible interventipns,or provide support for:

the causal hypothesis under study (Lazarus 1979). ~Researcher5«in the

»

area of psychological preparation have ignored the possibility that the

o

'_support of a "significant other" at the time of stress may have a
”significant effect (Wilson Barnett 1984) The studies of Wolfer and
- Visintainer are ‘an attempt at investigating the effectiveness of

%
psychological preparation and the.support of a "significant other" over

repeated stressful events of hospitalization.

The nursing intervention of psychological preparation and

stress point supportive care combines the theoretical rationale of

ay



framework~of psychological preparationi Developed by Wolfer and

-+ deliberate and enperimentalinursing approaches with the theoretical

Visintainef (1975) and tested among children scheduled for minor : —

surgery, the intervention was aimed at removing or minimizing stress

and_assisting the child in coping through the provision of information,

instruction gnd support from a single nurse who was present.at critical

.times. The preparation consistedwof two components: child and mother

l

component.' The childvcomponent cpnsisted.of information, sensory .

expectations role identification, rehearsals and snpport During all

.nurse patient interactions the child‘s fears gnd concerns were

-

.explored. Any misconceptions were - clarified in terms familiar to the

- child. Information about proceduresvincluded procedgral preparation

and the sensatiens ahd emotions the child might expect to experience.

- The child was encouraged, through play, to exchange‘roles with the

N

3

nurse and conduct procedures on a doll. Once the preparatory“”;

information and rehearsal Were‘complete! the child was encouraged.to

v < i

identify goals, and was shown the behavior (role) necessary to obtain

it. For~example, for a short blood'test; the_child would neeg\tgnhold

the armqftill. Rehearsal reinforced»the’specific behaviors (Wolfer &

Visintairer, 1975). . .

The mother component of the preparation recognized ‘the rationale

‘ - of Skipper (1968) and Mahaffy (1965) in that a parent s emotional state

might be transmitted-to the»child The preparation-and support was

integrated for, ‘the parent and child. The intervention attemﬁted to

it

‘provide individualized attention to .the mother, to explore and clarify

their feelings and thoughts. and to provide accurate information and
appropriate reassurance. ) A o - S .

°



- coping.

The intervention was tested on 80 hospitalized children,“admitted

»for minor surgery, randomfy assigned to experimental and control

/
groups The experimental group received the intervention and

supportive care at. critical points pré and post operatively The

’control group received routine nursing care and procedures Thex -

results supported the hypothesis that children who reeeive systematic

[S

N
psychological preparation and supportive care during critical points in

.’contrast to those who do not showed less upset behavior and more

‘cooperation in hospital and fewer post-hospital adjustment problems.

Parents were less anxious and more satisfied with information and care

received.

Methodological~problems prevented the drawing of conclusions from

sresults. .The nurse observer was not blind to conditions when '

behavioralhratings'were made, raising the question of observer bias.

Bias on the part of the parents of the experimental group, who

recognized the additional effort and time spent by the research nurse,.
; . . { '

was also a limitation. 'Replication to determine if personality and

interpersonal‘capabilities of the research nurse influenced in the
‘ . - Lo : .

. positive '‘effects was indicated. 1In addition, the question was raised . |

" if the positive effects resulted from tHe supportive care on the

-

‘sensory. and procedural‘preparation or'the-intervention,to facilitate -

e ! »

The study was replicated to correct the problems in the original '

invesgigation. Children were randomly assigned to one of three

treatment groups or a control group: 1) a combination of systematic

~ preparation, rehearsal and supportive care prior to each stressful .

procedure, 2) a single session preparation conduCtid after admission,

< .
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- | RN

3) consistent supportive care given by one nurse at the same points as .

in the first\condition; but excluding the syst:matic preparation and
rehearsal. Similar'results to the first investigation supportod‘the'
effectiveness of the first treatment (Visintainer & Wolfer, 1975):“
‘1The effectiveness of psychological preparation_and stress-point
supportive'care as a nursing intervention to reducekdistress regponse
among young hospitalized children has been demonstrated. Honever,
concern continues about the ability of the researchers toﬂdistinguish
if the outcome was partially, wholly or not ‘at all due to the coping
‘action fostered by rehearsal or supportiVe care or due to Epe
feffectiveness of sensory and procedural preparation in reducing
ambiguity and alleviating the discrepancy between expectation and
experience. An additional concern is the applicability’ of the
intervention to an adult population.' Recognizing the support;generated
from thefnursing literature in relation to the’effectiveness of
psychological preparation and supportive:or experimental nursing
approaches; it was the beliEf of the researcher that these two -
. components of Wolfer and Visintainers' nursing intervention could be
- combined and tested in the clin;qzl setting among adult Burn patients.
le Burn Patient | ’> )

7Berhaps no other group of patients eiperiences‘the bombdrdment of

»

distress-producingistimuli than the group'comprised of burn patients.\

| The burn experience has been described as both physically and- ,

A emotionally devastating (Davidson & Noyes,,1973) _The injury is unique
"in that 1t severely tests the adaptive capabilfties of an individual by
exposing the patient first to severe pain and the threat of death and

later to prolonged convalescence and bisfigprement,(Noyes,-Anderson & -

L3
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Hartferd 1971). Interest in the psychological aspects of burn victims

did not appee} in the literature until after the Coconut Grove fire

disaster of 1942 (Wernick, 198%).
Initial studies, anecdotal in nature andig;sed primarily on

1nterviews and obser&ations, identified-burn Victims a; high risk -of

p;ychologica1>prob1ems secondary to the burn‘result'(Adler, 1943; Cobb

& Lindeman, 1943). The incidence of psyehologicalbproblems has been

observed to be quite high dur%pg’hospitalization It has been

estimated. that between 50 to 100% of severely burned patients have

developed at least brief periods of psychological disturbances (Cobb &

Lindeman, 1943; Hamburg, Artz, Reiss, Amspacher & Chambers, 1953;

Hamburg, }953; Noyes, 1971). Anderson Noyes and Hartford (1972)

identified ehree factors associated with poor adjustment - premorbid

psychoggthdlogy, prier physical prebleme and burns covering more that

' W3O%'df the -body. Tne most frequent psychologicai‘problems identified

v

are delirium and‘fea¥ of death when survival is at_fhreat (Andersonf
. ‘ . \

1974; Noyes, 197;; Weisz, 1967) and fears of deformity, handicap,
'disfigurement and rejection when sn:vival ie more probabie (Wernick,
1983).

nDepreseion }s reported to beAthe moﬁ? conmon.result of a major
'bu:n. In a.;etroepective study of 51 patients; Chang~and Herzog'(19805
found 75% of their"petienps were more depressed ehan before their
butns; White (1982) }oundAfﬁEE'evef'E—fhifdréf.75 patients studied-

- were depressed, a substantial number having some suicidal ideation

Yet little attention is given B?‘the.{esearchers to the burn etiology.

The reader is lefc questioning how much is caused by the burn insult or

"how much is the effect?
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Several studies challenged the incidence of psychopathology and
its correlation to.the burn ;eund. Kolman (1983), in a criticaI review
of the’ 1iterature of the incidence of psychopathology in burned 'ﬁult
patienﬁ! identifies ‘conflicting evidence in relation to which patients
are most at risk of psychiatric disorders. The high reported incidence
of such disordersais masked by tne increased incidence'oi pre-morbid
psychopatbology{ especlally organic brain syndromes, anti-social

personality‘disorder and alcoholic problems among patients prior to

admission to the burn unit. Delirium is seen particularly. in the older

“and severely burned patient. Depression occurs only in substantial

\minority of patients and msy’be agsociated with family stress ahd lack

of‘social SULportl The Klein and Charlton (1980) studf demonstrated ,
that patients exhibit a significantly high frequency of psychological
and somatic well- being, even in the context of intense, typically

A
painful treatment procedures, and that differences in well-being

behaviorsiyere not related to total body surface and burned site of
‘burn or days since onset. .A small ssmple size (N=16) and a

.ﬂguestionabiegpbjective "coding”"- system of 5 minute bensvioral

observations, however, makes such results suspect.

Little research has been conducted on the psychological responses

- of burn patients to the treatment they receive: The research that does

4

' exist is primerily anecdotal or descriptive in nature (Werniék, 1983).

u ' s , :
When considering the -stressful nature of burn trauma treatment and the

psychdlogiéal adjnstment required, research into nursing interventiens

N aimed %t reducing distress levels is greatly needed. Kavanadgb (1983)

studied the effect of ‘a psychological intervention that involved -

assisting the patient (age 2-12) to focus his attention on dressing

4
v



changes to 1ncr§nae‘its pfedictéb#lity‘of eachlhequential step. The
'child was encouraged fo take an active part in the dressing cﬁanga to
increase its Eontrdllability. \When compared to the stahdard approach
of ﬁistraction and support of tge patient during A nﬁrse-contfdlled
dresiing'change,significant reduction of anxiety, depression and

" greater patient cooperation was assoclated with the experimental
X,

w

treatment.
’ In éonclusion,.;wreview of the literature demonstrateé a lack of
,emﬁirical invéstigation on the effects of nursing‘interventions
designed to reduce distress levels of burn patients. The‘effectiveness
of pajcﬁological prepargtion Qfﬁ been supported in episodes of stress
Athat afe painful or of long duration. Supporﬁlvelcare glven during the
. events of admission, surgical interyention and new procgdures has shown
its utiliﬁy in bolstering social support and assisting'in determining
‘the méaning of distress prbdgeing events. Lazarus' fransactioﬁal Model
of Stress provides a workingfframework from which the nursing
,interventf%n.oflpqychological preparation and individualized supportive
éﬁré can Se sﬁudied for ité%effectiveness in_reducing the\ambigu!iy of
tﬁe stimulus cue and bolstering social support resourcés,.a§ reflected
in measu?es of distress response, coping processes and social_suﬁpors<<?Q§\
pe:ception. This study bf aVparticular'nuréingﬂintervention design ai;érg
fo redice léﬁels of distress of in-hospital burn patient; was én Y-

attempt to fill the knowledge gap that is evident in the nursing

" literature: oo
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cHapTEy, {f
Méthods and WVM“”
This investigation was conduccew*\ v large “rben teaching
hospitql 1n western Canada. The hog \V terves ag th, major - Jburn
centre for the central and northern VV/\ vl one "es“rn province and
admits burn victims to one of three V\/\f 7 beg Intengive Care Burn
Unit; a 20 bed Medical- surgical Isolvv\/\ Unit; O 5 16 ped Plastics
Surgical Unit. The decision about WVV\ vaic 8 bupy Victim 18 admitted
to is dete::mined by the severity of V\/ t/\’l'“ inj\lx-y and the bed
availability of the Intensive Care. B\/V (/)vit Datq Verg collected over
a fifteen-month period. ' ‘ | O
A sample size of 60 had been dqj{/\ﬁceq as dQSirable at the onset
of the study. The“unpredicted decliy’\ l/\ “d’“i.ssiﬁns of purn victims
duriné the data collection Qe;iod of \vﬁ& feudy pte"ented selection of
the .terget sample size.' It was reea%h/\d that the yg, of & much lower’
sample size decreased the power of tyh &/\ﬁtistical testg and lowered
confidence in(,\the results., The fir.‘xé\/s ?atiente admjtpegd to any of
‘the th;:ee services des{cribee who met we priteria for {’;T‘éction and
agreed to participate vere chosen faf ﬁh/\ sanple. All gubjects
l_selected for this. study met the foll/\}h& criteria
1. 16 years of age and older;
2. fluent in English
pbrt

3. conscious, not requiring ventil/wtﬁ“ sup » and gorjented to time

place and person;

, total b

4, burn 1njuries larger than 5% oﬁ {‘s Ody Surface area and

f
less than 65%, as determined b)\\,ﬁe Kule 0% 91y,

J -
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5. burn injuries requiring the surgical {ntervention of excision and

grafting; a

6. burn injuries requiring protectiveiisolaxion techniqué;‘ind

7. not requiring surgery upon admission and not having other serious\
complicating diagnoses. Subjects with ektensive burns requiring
frequent or.heavy sedation or whose injuries po%pd\a - .
life-threatening situation‘wére excluded from the sampl¢.

~

A pretest-posttest éontrol group design was used for this study.
The experimental design controls confounding extraneous variables
relevant’ to internal validity (Campbell and Stanley, 1963). Subjects

were randomly assigﬁed to groups by means of a table of random numbers

to one of three experimental groups. The experimental treatment

conditions were then randomly assigned to the three treatment groups.
Pre and post levels of distress were @easured on one occasion of each

event of tubbing, surgical excision and grafting, and post-grafting

completion of the third ppét-grafting’tubbing.
The initigl operative procedure of excj€ion a grafting\aﬁd the
1ni.t;ial- tubbing post-excision*& graftin were chosen as the occasions
for testing the treatment effects. ﬁiéproporflo ate levéis of distress
have béen,peported in the nursing literature ‘ag/being present in
patients confrontea with pétential phy 'al dangers of stressful
-medicaf'procedures. PersonalﬂcIIAEcal observation and interview§ with-

the ex-burn patients substantiated selection of the events as occasions

J

-
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of major disgr,ss_ Although recognizing a similar re}poﬂl° in burn.
patients confronted with the initial tubbing post-burn ifjury, the,
occasion of the gecond scheduled tubbing was selected, Confounding
variables gy.p as the”distress producing effects of hospital admission
as 8N evVent {n {tgelf and the shock response associated with a burn
insult preventeq consid%ration\Of the occasion of f?rst tubbing.

Subjects who met the criteria for selection into the sample were
approacheq by the researcher on the day prior to the secénd scheduled

cription.of nature, intent, demands and risks of. the

study werg ) at that time, and an opportuniﬁy tojask questions of
the invesy as offered. It was‘stressé’a\ that participation was
voluntary and!th;t the patient could withdraw ;t“any time from the
study withow affecting the relationship with the institution, or care
fr?m Physician, ‘nurses or other health professionals. Confidentiality
and abonymity were promised and ensured by individua1 assignment of a
subject n;mber.:

The“treatmentvconditions assured protection of the subject. Each
evelt was required for the care of thé burn injury and 1“itiat;d by the
" orders of the'physicién igicharge, ‘Thevcare and dressings of the burn
wound and/or graft were in accordance with.the nursing care prEBcol of
" e institution. ,The sensory and procedural componenf‘of thé
psychologicay prepﬁration treatment was developed froﬁ_feé;rted
sensationg experienced and expressed needs for pfeparation requested by
10 burn patients who had ugdergone the events within the past year.
The experimentéldtreatmgnt conditiong were an addition to the regular‘

nuiéing‘éare presently practiced in the institution; each subject

\



psychological harm,

'E T L . K ' . c . : .
' N\ R o0 R ; ' oL . +
[ . .

) ' ) ' - K
received sensory and procedural preparation or sensory,

- procedural preparation and supportive care in addition to the ,pPresent

a. '“'

‘ N
nursing practice Subjects were mnot placed at risk for physical or

sory and Procedural Preparatio o '

The sensory and procedural preparation compgnent was developed,by.
. . : : ) “ - -
the researcher fromvtaped intexviews with' 10-burn patients ‘who had

undergone tubbings, surgisal excision and-grafting, and‘postégrafting

N

‘tubbings at the study hospital within ‘the previous 12 months Subjects

were contacted during Burn Clinic - an outpatient progyam thﬁ* alléﬂﬂ‘

for follow up examination of ex- patients by members of the Burn Team.

‘Suhjects were played a tape,consisting of'each,procedural step of the .

‘,'encguraged to stop the tape when they recalled sensations they‘had ;

¥ N . P

thnee events, developed by - the researcher and evaluated for’ content by
members of the burn team two phys1otherapists a senior burn nurse

and the clinical iﬁstructor The tape was replayed and subjects

.(.

- experienced and were ready ‘to describe them. The typical sensations

'experienced by all ten subjects during the procedural steps of‘each

-thﬂthree taped presenthtions were administeﬁed to 4 in- hospital burn:

o

‘ cqntent Changes in content were not require# (See Appendix for
"transcripts ) &

'of three experimental treatment groups as depicted in Figure 3 The

?patients undergoing each event to evaluate the stnsoryvand procedural

| eyent were then condensed into a 10 12 minute tape presentation ‘ The L

L} A e s

\ . |

Each subject admitted into the sample.wa¥ randomly assigned to one

,;"
G

\\‘ i -

‘jcontrol group t atment (Treatment Condition A) consisted of regular R




W

Vi
Al

A
PR

i i

43 "

nursing care ..Qne nurse, assigned'by the'teah leader ;"

was responsible for the care administered to the subject during an 8 or

N

12 hour perdpd,’ from 0700 to 1500 hours or 07oo to 1900 hours.: Each

- event occyrred during the 12- hour period with tubbings and

pqst-grafting tubbings occurring-between 0700 and 1200_hours.

'Treatment:Condition B'(psychological preparation consisted of a

.'J_

10-12 minute tape recording of the typical sensations experienced
during the procedural steps of each event. The nursing staff were .
_unaware of which treatment group each.sﬁbject was assigned,to and

unaware.of the exact‘content.of the audiotapes Headphones worn by i
4

: the patient during administratipn of the tapes, allowed for
: i
confidentiality of the information presented and privacy The-tape
o ' '

" recordings ensured consistency of style and of information presented.

Since the’experimenter's-presence-to answer questions or concerns is

R

vital, complete automation of the approach was not possible
Consistency in presentation of content, however can operate to

eliminate some of the experimenter bias that threatens external

A

\ .
uvalidity (Christenseﬁ 1980) The recording was administered to the

subject By the ihvestigator in the privacy of the subjec%'s isolation

e g 1

;room 45 minutes prior to each event Upon completion of the recorded

'\
presentation the researcher'was avﬁilable to answer any questions or

vconcerns The staff nurse assigne; to the subject took over the

responsibilities of nursing care prior to, during and after each :

occasion o . ””." ";; | ::jf' PR 727“
: Treatment Condition c, psychological preparation and

- ; ’_{j\‘ “ v ' !
individualized supportive caré, was. identical to TreatmEnt Condition B 4

.

szith‘one exception thnxcompletion of the tape the reseai;her was 4
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FIGURE 3. Pretest-Posttest Controi Group Exporimental Dosign
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. . : PO w '
§ " -1 ' ' . 2 »
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Preatment Condition € Y - p.p. + ISC

o 4
O N-10 (Psychological . , ; ) o
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o ~ R N
’ .
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. ' N Do . . BT
(Adapted from Christensen, L., 1980. Experimental Methodology, Boston:
Allyn and Bacon, p. 172.) ' T
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P.P.* psychological preparation A ."". s
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® .

v,a:.. \

.
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‘o Y2 posttest Profile of Moods Quesﬂionnairev

Z p&sttest Ways of Coping Questionnaire ;
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resp0nsible for providing supportive care during and after each.eventui-

The end pointffor~Event;I (tubbing).and Event III (post grafting

tubbing) wasnupon completion'of the woundland[grigraft dressings.

. N . A . . / . . .
, Event II (surgical excision-and grafting) was ended when the subject

was conscious, ‘oriented to time, place and person and not experiencing
. - (‘,,,‘.-rﬂ .5' ;. , .

moderiﬁp jgghﬁvm& pain.

pAd It

J«.,

"»

I v ‘m 'V
| - INSTRUMENTS -+ oy
ueasg;emegt of’pistress Levgls B - f S .l“

¢
LevelSuef-distress were measured By the Profile of Mogxs States
. » . ’
(McNair Lorr & Droppleman 1981). The instrument consisfs of 65

5- point adjective rating scales which are'factored into"

qscores. tensiqn-anxiety, depression-dejection 'anger hostil ty?
vigor activity, fatigue inertia, confusion bewilderment. It was
designed to meet the need for ‘a rapid method of identifying and

assessing transient and fluctuating affective states (Buros 1978y

McNair Lorr and Droppleman (1971) report some empirical evidence for
B v

' predictive and construct validity based ion several studies g
investigating its factorial validitynin large.samples of psychiatric -
o outpatients and collegelstudents'(Eichman, 1978). The instrument has,
'.1been used in brief psychotherapy trials,.controlled.outpatient drug :
trials and studies of response to emotion inducing conditions ' \cc/
(WickowicZ‘ 1978) Concurrent validity has’ been‘claimed on the basis’
'of determining statistically significant correlations between the.
instrument s. mood scales and a number ‘of other affective measures'
/ .

(McNair Lorr & Droppleman 1981) Internal consistency reliabilities

for the scalé% have been reported as ranging from 84 to .95a4ueﬂair
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o

.Lorr & Droppleman, 1981) The adequacy'of the instrument'in measuring

v .

transient affective states during in- hospital events has been reported
\ :

'in the literature For example, it has been applied to . samples
consisting of patients with a variety of medical and surgical illnesses
i and life threatening diseases (McCorkle, R. & Benoliel J. 1982

Graydon J, 1984)
: ) ’ . . |
* : h . & R -
Coping strategies were measured by the revised Ways of Coping
k.

?

T
Scale (Folkman and Lazarus, 1983) which is a 66 item checklist devised

to elicit a‘wide range of thoughts 'and actions or strategies that
i . M T, s Y .
individuals use to deal with a gpecific stressful encounter. The

instrument was designed not to assess coping styles or traits but

“rather to ﬁbok for consistency across occasions by adminlstering the
- ‘%!

" measure repeatedly and then doing intraindividual analysis" (Lazarus :
1983). . . ¢ o : ) a0 ‘ "
:"3‘ ) . . . .

In order to assess construct validity of the Wa‘k of Coping Scale 0
Folkman and Lazarus used factgrhanalysis with obliqueurotation, for

data collected from 75'marriedmcoup1es who cbmpleted the questionnaire

5
N

_“ffgg times Based on the factor analysis'gESults they identified
' eight coping scales, accounting for A6 2% of the variance - confrontive

coping,rdistancing self- controlling, seeking social support~ acceptlng

v‘responsibility,_escape avoidance planful problem solving, and posit1ve B

reappraisal. (See Appendix for‘alphas and’factor loadings.)

.

evidence of the use of the instrument to study coping processes .I
selected by in hospital patients across eVents that evoke increasing

levels of distress has been found in the literature



‘read out loud by the collector.in a standardized interview format, A

. l Lj ) _.. , . “. . | _v. ‘ :

Sources of social supﬁort types of support and satisfaction with

' such support were obtained by the Social Support Questionnaire

‘(Sarason 1981) Construct validity was suggested by a statistically

4

significant positive correlation bétween the scales and reported
positive life change and a negative_correlation with-reported_

depression’level. Test-retest reliability over a three week:interval

was reported to be .80. . , o w :
. i . : - . ’ BN . e
Data Collectio L ’ '
ot .‘ ) % * o . )
Demographic data including age and\sex; burn-related information

vregarding site, degree and cause of the burn injury; previous
hospitalizationS' and the presence of perceived social support werepz
do?umented"from each subject s chart : Prior to initiating the study, ‘a
small-scale trial administration to assess the inconsistencies of .
performancehof.research protocols and instruments was ‘done with three
in-hospital burn,patients.‘ Difficulties'with proposed protocols for -
administering data collection.instruments in the study were identified
in pretests and the protocols adjusted as appropriate

B

The Profile of Moods States instrument was administered 45 minutes

_prior to the commencement of events I to IlI,by a data collector:jin
3the privacy of the subject s hospital room. It was're-administered

- post- -event when the end points of events I to III were reached. The

Ways- of Coping Scale was administered upon completion of the Profile of

‘Moods State! post-event. 'Each instrument required 10-15 minutes. ‘to

" complete. To maintain-consistency oflapplication,‘th: questions vere

@

lfurther reason for’interviewer-administered as opposed to pencil'and‘

.
RN RN




paper tests vas. that subjectsywith burn . injgries to.the'hands or arms .

were limited by buTky dressings and splints and unable to hold a

J

pencil
‘Ihe Social Support;Questionnaire was administered by the data
collectér in the afternoon of the third day of hospitalizstion and
re-administered in the afternoon of‘thelthird post-grafting tubbing.
- Perceived social support networks would be firmlv established by the
third day of thelhospital stay The.retest~monitored ch&ﬂges in th;
type of support utilized and determined the effect of supportive care.

The instruments were administered to. "_jects by a'data collectori

) ) . . - f‘;

Every attempt was made during the study to ensure that the collector
.- was "blindl-as to which group the‘subject was assighed. The‘collectory
'yas s registered nurse, not'employed in.any of the three settings and
vvhose background-included the care of‘physieallyvtraumatiéed patients.
vShe vas further familiar with the isolation precautions of the
.institution and with the changes in physical appearance exhibited by . .,
burn victims. The,researcher reviewed the interview technique'to be
b.employed by the collector prior to each testing during the pilot - KR
' project and observed for discrepancies during the test administration '
a sis . ’ ®
- » j:The data generated from the study yere analyzed using the
folloving statistical techniques. First, demographic;variables
selected for the study were presented in frequencies and pefcentages
Next, analysis of variaqu was done on the pretest levels of distress
The purpose\of the pretesting was to determine if subjects were J
linitislly comparab1e~on the‘variable of distress. Although randpm

assignmentlprovided the greatest,assurance.possible ofToomparanlitv of



subjects, failures in pretreatment equivalence could occnr, With a
Hsmall sample size and withdrawals'occurring between eventa,‘the etudy

was vulnerable to systematic variation of the relevant antecedent
¢

variable of distress. The comparison of group :;;yést ‘nean scores

would provide evidence of the\effect of randohi‘ation (Christensen,

e ——————————

1980).

To determinexthe effect of treatment,’analysis of variance was

RN

. ¢
,conducted on posttest measurgs of distress and the coping processes

- selected. The analysis of varlance procedure essentially compared the

.,

means of all the groups to determine if any one differed from the
others to a degree greater than that expected to'occur byvchanZe alone
"(Elenbaas,h1983) " In addition, rankings of’posttest 1eve1s of distress
(mean scores and subscales) and posttest coping processes selected
" (méan scores and subscales) were done to detect any trend in direction

ca"!o

of the meashtéments
As mentioned above,‘this study was vulnerable, becanse oﬁ'small

sample size, to sources of variation due to individnal differences. In

N

‘smaller groups, one could expect the means of the groups.tovvary on the
hneasure-of initial distréss. Thus analysis of covariance was

.conducted on posttest measures of distress with the pretest measure of
_distress as the covariate.' The analysis of covariance was applicable

to this experEment/in which a source of variation, which was not

possible to ejualize between the various experimental groups prior to
. ,

the administration of treatments, &'measured. @y statistically _

: :.\a_

isolating thisﬂeource of.variation and subtracting it from the sum of j'

- . ~

squares within groups, the mean square used as an errer term in the

test of significance could be substantially reduced.” To this extent,

49
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the Anaiysis would make possible the detection of smdller differences
between the experimental treatments, thus increesing the efficiency of
the experiment‘(Edwerds, 1950). o |

‘Finaliy, the ?earsoh product moment correlation procedure was used
to determine the}degree to which distress and coping proceseeé would
’vary cqrreSpondihgly. A high degree of correlation wedld not. show a
cause-and- effect relationship, but only the probability that a Type I

error had occurred and ihat the null hypothesis (no correlation) had

been falsely rejected (Elenbaas, 1983)

The level of significance for this study was set a priori at alpha-

= 0.05. Thus, the probability with which sampling error would lead to

AN

a,wrong decision to reject‘fhe null hypothesis was five percent.

50



CHAPTER IV

Results qnd Discussion

' A total of 262 burn patients were admitted to the hospital where
the study was, conducted dyring the data collection phase of fifteen
months. Eighty-three pefcent of the'subjects did not meet the

Selection Criteria. . Of the subjeéts approached with the request:to

participété in the study, five refused, citing an inability or

runﬁillihgness to express their f:elings (Table 1). Five subjects

: Qgreed to participate but were unable to complete either the pre- or
it 4

pbst-tdbbing]qheationnaire due to disorientation or confusion, an
ingbiIity to éoncentrate or, as in one case, overwﬁelming anxiety
grising from gxtremg\financial worries (Table 2).

| Thirfy-fbdr subjects met the study's admissiom criteria and agreed
to participaté. . Ten 'subjeets were assigned to the control group
(Treatment Con&ition A), 13 subject; to the experimental group’ _
‘receiving the audiotapé,(Treatment Condition B), and 11 subjects to thé
expériﬁéhtal‘group'réceiving the audiotape and individualize?
suppbrtive care (Tre&tment Condition C).a There were 9 dropouts. Seven
subjects had burns which healed and therefore did nét requireiexcision
Aﬁd’graf;in‘. One subject becaﬁe too 111 to ansver the pretest prior
to grafting and eventually‘died (Table 3). Another subjecc'ﬁas—
'droppgg_wheﬁ the first tubbing pdst-grafting was done a day early. A
total of‘25 shbjectévcompleted the study. There were 7 sﬁbjects in the
control group, 9 subjects ingTrea;ﬁent Condition B and 9 subjects in
‘Treathent andition.ET\“brﬁﬁtuts”could be expected'to likewisé oc;ut
randoﬁly‘frqm thg-grodﬁs; howgv;r, as n%ted aBove,'the'small sample

1



Table 1

" Characteristics of Subjects Refusing to Participate

Gender Age % Burn B face

B hand B other Maritql
F 45 . 10 Y N N N
F 20 - 10 Y N Y N L—
M 50 15 Y Y N Y
M 40 25 Y Y Y Y
M 16 10 Y N Y N
Y - yes ’ . N = no k

B face = burns to face
B hand = burns to hand(s)

‘B other = burns to other parts



Gender Age % Burn B face , B hand B other Marital Group

M 45 10 Y Y N Y A

[+ ]

M 50 20 ' v N Y N B
M 45 o 10 Y Y N Y B
K M -22 ‘55 B Y . Y Y B.
w25 sy Y y | c
Y = yes N‘, , N*= no
B face = burns to face
B hand = burns to hand(s) )
B other = burns to other parts
) i
A= C?ntrol ‘
= Psychological prepara{:ion . : ;
C = Psycho]:ogical preparatipn *qag individualized supportive care
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“TabTé 3 - | - L s
mmmmuummmuﬁmm_} xE
-

. ‘ . o . |
. Gender Age % Buﬁﬁ B face B hand B otheg///g;rital Group

M 37 10 Y N Y N C A

M 33 | 25 Y , N Y L Y A

M 27 15 Y B ¢ Yy N A

M 37 8 Y Y N B "
M 26 5 Yy 7y N - N _ . B

Fx 32 5.y Y Y Y B

M 19 B Y oy N c

M 21 1 N N et oy Sy e
' " s i .

* *Withdrawn'due to sevetity of illness Remhinink subjects healed &
, without requiring grafting. s v ,

Y =~ yes N = no

g
wy,

~, B face = burns to face
B hand = burns to hand(s)

B other = burns to other parts

LA M

A = Control

B « Psycﬁological preparation

C = Psychological preparation and
N T :



o :
size was a major problem in this study. »>

Thete was a proportionately larger number of males (31) than
females‘(B)iin the study group. The mean age of subjscts was 30.1
years of age with a mediau of 27. years of age (range 16-56). The mean

total body surface area burned for 411 subjects waé 19.7¢ with a median

of -18% (range 5-55%); 11 of the subjects suffered 108 or ldss as
opposed to 12 subjects who had 25% or greater. The areas burned ,

varied. Most subjects were burned on the hands (25) with a significant

. P
number experiencing burns to the trunk or extremetiés -(29). The '

frequency of subjects experiencihg facial burns matched that of hand

burns (25). ‘Nine subjectsldid ndt suffer from facial burns?

) -
A tal of 20 subjetts (58.8%) were or had been married and 14 §2

E

subjects (&1.2%) were single or never been married. The variation E
]

extent éndvlocation of burns megnt'that the,lengﬁh of hospital sta

would vary. The mean length of hospital'stay was 29.9 days with a
S S - & n
median of 24 days ﬁné?a wide range (11-102 days). Characteristics of

the sample are shown in Table 4. Characteristics of the treatment
. .

groups:across Events I to III are contained in Tables 5 to 7.

- Data Anaixsis

¢

Pre-Test Levels stress.
Analysis of varianae was conducted on the pretest levels of

distress to ensure that subjects were initially comparable on the

relevarit variable of distress. A summary'of the analyses is given in °

- ' . ’ Y
Table 8. Although there was ‘some variation in the mean vakulélof the

various grqtfjton pretest.distress thisswas not ;significant, as the

mean square ween the groups was relatively smaller than that within

Since the subjects had been assigned at random to the three N

? . “
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a Avarigble

N
[ Wi
) R

'.f«"vvl'rabllea : S \ " | “ . _» ot

Percentages

Y . . . . . . .
. . ! O . . .

. , BN
Category* e S ;

. Treatment Condition A 10
Treatment Céndition B~ . = 13 g
- +Treatment Condition C - © 11~

L SR ‘ o
 ?Male o ' 31
Female * = L ‘ 3

QBurngSite‘

Btfeée / - ‘ .
» " Yes . .25

' Yes s o 25 -
Noo o 9

_ B other o
e ; Yes _ » N :
oA No. S -5

‘.‘ﬁerital Status
 Never _ ‘ B 14

: fMarrie"d — .20

29 4%
. .38.2%
"32.4%

91;2&1‘
.. 8.8%

773 5%
26.5%

73,53
26.5%

5.3% 7

41.2% .
58.8%

Y
v ]

— Y mr) B

*Treatment Condition A - Control Treatment Condition B - Psychologxcal
a7 pﬁeparation Treatment Condition Cc - Psychologlcal preparatlon and
‘L(qhindividualized supportive care. . L ‘ :

SR
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&
Variable ’ i el ‘T Treatment Treatment
S o Condition A Condition B Condition C
N f’y N . " » _,:\'\‘ “ i . F-
) .‘Gender ‘ : ol 17
Male - o 10 ‘ 100 : 11
. Female e ‘ 0 , '3 - -0
Age - 4 : N T . : »
" Range : 18-56 © 0 16-42 E 16-43
Mean = 35.4 - - 32.6 : "25.4
Burn Eercént.. ‘ S ) . N
- Ramge - . < 6-30 \ 5-55 . 7-25 -
Mean S 19.6 : 24.8 o 14%7
‘Burn Site \
B féqe : &d
Yes 4 13 7
No - : 6 - 0 A 4
Bhand ' R
Yes  ° ' 6 12 : 8
No o 4 ‘ 1 .. 3
> ‘B other - | B . ‘(iw
. ~ Yes L 0. - ; 11 : . 8
T No -0 2 . ‘ 3
’ Marital Status
o . ‘Never . . 5 - -4 BN o 3 ‘gg
) ' Married ' ! 5 g 9., - 8 -
B ELengtH’of Hospital Stay ‘ ' S ' ”~d
o ‘Range . . - 1154 S 16-102 . 7 13-32
. Mear ... R . 28.8 : 38.5 ’ ©20.1

_ Treatment Condi Lon A--'Gontrolﬂ Treatment Condition B - Psychologicalf;
F pxeparation Treatment. qudition c,- Psychological preparation and o
individualized supportive cgre R T S
. ' ) TR . e . s o e

i il ; 4
R N



Variéblé- - .. Treatment o Tré&tment ‘ Treatment
o -7 . cCondition A . Condition B. Condition C
GendeY ]
: Male 7 7 -8 ‘ .9
!  Female - C 0 ooy L2 _ 0
Age o o ) 1 - _ .
Range - ; 18-56 o 16-42 : © . 16-43
Mean 0 36.7 3220 . S 26.6-
"Burn.?eiceﬁtd ' _ ‘ - : _
: Range ‘ ' 6-30 . 8-55 , - 7-25
'Mean -21.0. . » 26.9 - ' 15,6
Burn Site
e , B face ' )
_ . Yes ‘ . 1 10 - 6
.ﬁif.B‘hand o : o L e "
. . B Y.es \.p K - - . 9 z '
No . . 1 2 v
e | o
“" Yes ‘ 10 7 4
‘No o~ 2
- Marital Status - > o J
-;_( ~Never 3 .3 3
' - Married 4 7 6
. ‘_‘Léngth,of Hospital Stay. . - ? S S SR A
: -Range : ’ 20-54 . ¢ 21-1020 0 "13-32 ‘-
: "Mean - 34.0 _ 40.6 - 21,6
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Table 7
‘q
Cha - Ev -
5 t ~ - ¢ . |
Variable ‘Treatment - Treatment - Treatment

. Cohdition A"~

Condition B

. Copdition“C

Gender ;3‘ -
© Male 7 7 9
Female "0 .2 0
{
: - ‘ ¢
: Age ~ »
Range * =~ - 18-56 1642 16343
" Mean ' 36,7 28.7 26.6
. _ \
' o o

Burn Percent . = .
Range €-30 8-55 @ 7-25
- Mean 21.0 . .. ®29.0 15.6 4

" W Lot B '
' |Bu;n Site . , (
B fgce - e A
Yes. 1 . 9 6:
~No 6 o . -3
B hafid . B . ? W |
Yes 5 .8 7
No 2 1 2
B other - “ B W O RN
- Yes ' 7 97 ) LFe
:No . " 0 0 : 2 .

k '. ; sg R f"“;,. ' "

Mdrital Status g e o *
Never 3 o3 3:
‘Married: 4 3 76 6

Length of HospitaT”SEgy \\ »
Range . "? 1 20- 54 - 21-106 - -+ -13-32

. Mean 34 0 42,2 ... 21.6
»;gi Y « 1{'\:,‘“‘":". B ) \
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N groups and had not as yet been subjected to. the treatment conditions,

it can be assumed that the measures of distress were obtained under the.

.same'conditionSa - Thus, nothing but random variation was expected

3

- between the~measures . In addition' the withdrawal of eight subjects:s

\ N . . - B [

60

.

between Event I (tubbing) and Event II (eXcision and grafting) appeared

tosoceur randomly - subjects continued to.be initially comparable or

@ - -

'the variable of pretest: distress untiL the conclusion .of the study.

t- Lev of Distress !

: ’ ' x\ ' . i ' - . ' . "_ )
distress, an analysis of variance was conducted. There were no

-significant~differences between the means of the threeﬂgroups on. the
W, . . L S ."‘~? \ .

N oo
- posttest. scores for Event I. ’

Hypothesis I stated that subjects. who received psychological

@

preparation prior to tubbing and supportive care during and after the

", wN“

event would manifest less distress than those who recpi

psychological preparation only and those who did not receive the

‘it was recognized that a small sample size would not allow for

' preparation There was no evidence to support Hypothesis I. However,

detection of small variations due to low power of the statistical

"technigues used. Thus a ranking of posttest grOup levels of distress

c .

(scores édnd subscales) was done to ascertain-any trends in

R4 - At - ’ ) - I'L . . . ..
méasurementsm ’ o S ‘ , }";v. ' L
o -Di:ggﬁignﬁl_;;gﬂ%g. The order of post»treatmentilevels,of

S R : S R N T i

distress. for Event.I (tubbing) indicated that subjectsfwhofreceived

‘psychological preparation and individualized supportive care -

demonstrated the least. 1eve1 of distress (X;- 40.18) . Subjects who~

N - . . )
. . ) . e .
: * . - ' PR

a of variance. To test the effect of treatment on level of
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Table 8 . o ’ ) . T
Event I (Tubbing) Analysis of Variance - Pretest POMS 3
Source of Variance . sS df "Meaﬁ -~ F P
o % T ' Square
‘Between Groups . - C171.67 2 85.84 0,07 0.93
‘Within Groups - - .37193.27 31" 1199.78° T
Total- - . © 37364.94 33 1132.27 \
'Event II (Excision and Grafting) Analysis of Vgtigngé - Pretest POMS
o S .
PR [} i . ) ' - =
‘Source of Variance - 8§ - df - Mean F P,
: ‘ ‘ ' ' ‘ ' 'Square
Between Groups T . 2669.05. 2 1334.52, 9.93 0.41
Within Groups e 33101.92 23 1439.21 . .
Total : 35770.96 . 25 1430.84 )
1Eveht/IIIv'Post Grafting Tubbing) Anal sis of Varjance - Pretest POM
s » o ' A
‘ Source of Variance : SS' ’ df  ‘Mean F P
- : ~ Square
L - . . S .
Between Groups : 146.67 = 2 73.34. 0.08 0.92
Within Groups - : 19571.97- .22 .  889.64, : o
‘Total : ) ) : 19718.64 - 24 821.61 . -
. 5 - . . { . B . oY s )
POMS = Profile of Moods Scale ' \/ g T
kS . B . I s ' EN
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Table 9 o Y ‘ Lo
. . .

: Treatment Treatment Treatment :

Copdition A Condition.ﬁ____g_gmg______ANﬂA_
Event 1 - Tubbing n"= 10 . n=13 « -mn=11 \
Pre-POMS 43.40 . 45.54 ' 40.18 o
‘Post-POMS ] ‘ 45,20 .- '50.08 ) 40.18 * -

~ Gain - 1.80 . 454 0.0 *

. Post-POMS Subscales C o : ) .
tension-anxiety ~10.50 12.46 ‘ 10.36 . *
depression-dejection 13.40 12,38 - 9.45 ° * g -
anger-hostility -11.30 . 10.23- « 1.45 *
vigor _ . - -9.80 ! -9.00 -7.45 *

. .fatigue d - 11.10 - 13.54 11.36 x
confusion ‘?‘fg . 8.70 .10.46 9.00 *
Ly . :
Event II - Sun ical 1
+ Excision and _ . v ‘ -
. Grafting ‘ n=7 n=10" n=9
Pre- POMS = , 25.71 - 47.80 28.11 T %
Post,- POMS 29.57 46.60 <30.78 ok
Gain , 3.86 St -1.20 2,67
_Post-POMS Subscales _— . - . e
tension-anxiety S 9.71 10.90, 8.89 I
depression dejection 10.43 -14.00 9.11 LE
anger-hostility : 7.43 11.30 ' © 8.33 Sk
fvigor” <13.14 3. - -9.50 ~ -10.00 -
fatigue } .7.57 o 11.60 - 8.22 ' *
confusion - s 71.14 .. 9.90 7.33 *
Event III - Post : o \ . : ‘ S
) Grafting Tubbing n =7 n=9 " .. n=29
-Pre-POMS . ©30.14
: Post-POMS - ' : T 26.57.
}‘" 6ain ~ T =3.57 ;o
‘ %:Post -POMS" Subscales. 1 e
tension-apxiety - ., 9.43
‘depressiofgejection ' 9,23
anger-hodtitity . 7.86

5
& -

: vigor L %7
;‘fi’ fatigue w .

SN 3 B S T o
. confusi;@nf@' o T, 6700




. i
received psychological preparation alone demonstrated the highest level

of distress (i - 56.08),.with a treatment effect reflected in a'gain of

4,54, A similar gain was noted‘in the control_group (1.80, X = 45.20)

_(Table'9) _ - t

A copparison of Profile of Moods subscales revealed that subjects
receivihg‘?eychological preparation alone demonstrated higher levels of
tensioneanxiety, depression, anger fatigue and confusion post

treatment ‘in Event- I Subjects receiving psychological preparation and
\
individualized supportive care demonstrated less tension- anxiety and
N ‘ful’
depreesion post treatment. than the other groups Subjects in the

’

contqol group demonstrated less confusion and fatigue post. Event (Table“

9y. N

A

Although‘the‘differences in group‘means were not significant to
support Hypothesis I, a directional trend in post treatment distress
means for Event I (tubbing) was as anticipated by the hypothesis
Subjects who received sensory and procedural preparation (psychologic
preparation) demonstrated higher distress levels than. subjects in

either of the treatment groups Profile of Moods subscales indikated

higher levels of tension-anxiety, depression dejection, fatigue and

confusion, contributing to an overali increase in'distress LOWer - ‘
levels of distress were observed’in subjects in"the'controilgroup.’ The
influence of comhining psychological preparation with individuaiized
supportive care was suggested in post-treatment distressimeans.

Suhjects receiving the COmbined intervention experienced the lower

level of distreSS post- event in theftubbing procedure La;arus'
conceptual framework suggested that psychological preparation in the

g form of sensory and procedural preparation prior to stressful events

-~
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could reduce the degree of the stimulus cue by describing the imminence

and degroe of harm, frequency, duration and chronocity of the harmful

encounter; and the nature of the narm. Provision of the tapes alone
!

appeared to unintentionally‘ktimulate tension, anxiety, confusion,
N . ‘ " ) | “ .
anger, thereby reducing the stress tolerance., The results suggested a

fajlure of the intervention in reducing distress. Failures in the past

\

have occurred when the stress event was of short duratioh as
, she ‘

-

encountered in Finesilver's (1979) study'of patients undergoing cardiac
catheterization Disefepancies between expected and experienced
sensations have also unintentionally stimulated tension and anxiety

Yet subjecta.in Treatment Group C (psychological preparation and

~ individualized supportive care) demonstrated less distress

'post-interventidn, Perhaps the provision of sensory and procedural

preparation alone shap’d the meaning ofrthe;event as less threatening,

¢

yet left the subject uncertain as to which coping processes to set into

R

. . ’ . ' ¢ .
motion. It is important to note that primary and secondary appraisals

 are interdependent. .Hany coping strategles have an appraisal function

in that they shape the meaning of the event. With the self lacking in

. T CL ‘ . ,'/ . F3
resources to control or master a potentially threatening situation,

distress will resnlt.j
v A' ex on_and graftin A _
‘Anglxgig;gf;xgxigngg. As with Event?{f(tubbing), there were no

significant differences between the mean:

posttest scores for Event II. : %?'f L v c

¢

Hypothesis II stated that subje&ts who rzceived psychologlcal

preparation prior to excision and é%aftingraS'well as-supportive care
. . . : ‘-

prior to and after the event would mamifest less distress than those

@
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who received psychological preparafion only and those who did not
receive the preparation Thére was no evidence to support Hypothesis

II. As with Event 1, a ranking of posttest group levels of distress

"~ (scores and subscales) was done to detect a trend in measurements.

Di;gg;ign#i_;xgngg,_ The order of post-treatment levele of
distress for Evﬁnt I1 indicated that subjects who received
psychological preparation alone again demonstrated the highest level of
distress (i = 46.60). Control group subjects demonstrated tne least
level of diStress:(i = 29.57), closely followed by suojects uho
received psychological jpreparation and individualized aupportive care
(X = 30.78) (Table 9. "

As uithlEvent 1 ttuboing), a comparison of Profile of Moods

subscales revealed that subjects receiving psychological preparation

alone démonstrated higher levels of tension-anxiety, depression, anger,

fatigue and confusionvpost treatment in Event II. Squects recelving

_psychological preparation and individualized supportive care

demonstrated less tension-anxiety and depression post treatment that
the other groups. Subjects;in thekcontrol-group demonetrated less
confusion and fatigue post Event (Table 9).

The differences in group means were not statistically significant
to support Hypothesis II. -Contrary to Event I (tubbing), a directional
trend in postftreatment distrese means for Event 11 (exciSion and

grafting) was not‘as anticipated by the Hypothesis. Provision of the

- tapes alone again appeared to unintentionally stimulate tension,

anxiety, and confusion thereby reducing stress tolerance The effects

of the additional of a significant other is suggested and reflected in

"lower levels of distress. However, contrary to Event II (tubbing),



1

Treatment Condition c (psychological preparation and individuzslzed
Support Care) during Event II. Wilson-Barnett s (1984) review of )
interventions to alleviate patients’ stress offered a possible
explanation for this.ineffectiveness. Because ‘arousal and'anxiety
levels varied over the surgical period, it was suggested that
information would be more. useful to subjects when they were aroused and
attentive and not at peak anxiety ‘times. The thinking time forl
subjects given a procedural ‘account of ,the event .was vital in Janis
(1958) "work of worrying" concept. Janis had postulated that the ‘

. provision of accurate information about the impendin%'stress leads to
anticipatory fear and the work of worrying. In turn, this would %gad
to the,developm:nt of accurate expectations.f More practically, it |

- would give subjects the additional opportunity towash questions. The
presentationiof‘the informational tape shortly before Event II
(surgical excision and grafting) nay have hindered anticipatory copiné. -
In turn, the beneficial effects of thewintervention may.have been |

influenced by peak anxiety levels Presentation of the material the

day before surgery may be more feasible and effective

Event II1 (pggg-ggafting tubbing) ‘
P , 1 o

Analysis of variance. ‘The differences between the means of the =

three groups on the posttest levels of distress were statistically

cﬂl

significant for Event III. . - | ’

Anglx;ig_gﬁ_gg_gxigngg When the pretest level of distress was

controlled a~statistica11y significant difference between the posttest »

vlevels of distress of the groups was observed (Table 11).
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13 ‘ . '
The analysis addressed whether or not significqnt'differences

existed after the‘effects of individual differences on pretestldistress

i

had been accounted for. Table 11 illustrated that the regression
coefficient was significantly different from O at A = 0.05 level 1.

suggesting the influence of pretest on posttest. The techniqde made

possible the detection of smaller differences between the experimental

conditions.

' A comparison of the group means” revealed that the treatment gfoup
: . Ct

that received psychological preparation and individualized supportive
care experienceéd less distress (i = 17.89) than the control group~(i -
26.57) or the treatment group that received psychological preparation

4

alone (X = 45.56). A comparison of gain.scores between the groups
revealed thqt the groups receiving psychoiogical preparation spd‘
individuslized supportive care demonstrated a decrease in the 1eve1 of
distress (-16.67) post treatment. An additional decrease in distress
was noted in the-coﬁtrol group (-3.57). The tgeatment group that
teceived psychologioal oxeparation alone demo@strated an increase in
distress (+9.44) post~treatment (Table 9).

g : : .

Directional t;ehgs. Significant différeﬁées between the group
means of the Profile of Moods Su%;;gles for Event: 111 were obséfvedﬂ
(Table 9). Levels of tension-anxiety and anger- hostility were:

sigﬁificantly less in the group rec7iving psychological preparation and
\

individualized nursing care. Suqucts receiving psychological

o preparation alone demonstrated the highest levels of tension anxiety

‘and anger-hostility, as we%&ﬁgs depression,‘fatigue, confusion and less *

vigor. ‘ A

0
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Hypothesis 111 stated that subjects who received Treatm ‘tt‘«§MbV* R

‘ondition C (paychological preparation prior qo tubbing !Bllow

A

excision and grating as well as supportive care during wng;after,fhe\

.

event)»would manifest less distress than those who received Treatment

e

13

iCondition B (psyChological.preperation only) and those who received
.~ Treatment Concition A (regular nursiné care). Results appeared to
. support Hypothesis III. The differences between’posttest levels of
distres of the groups‘were statisticaliy significant. The‘treatmeniﬁ

oup that receivedbpsychological*preparation and {ndividualized

A

- su ;ortive_care experienced significantly less distress than the
control group of thektreatment group that received psychological
preparation alone. Levels of tension-anxiety and anger-hostility were
significantly less in the group-receiving psychological‘preparation
demonstrated the highest distress, Significantly gaining in

. post-treatment distress levels. Supjects Qemonstrated the highest
levels of tension-anxiety and anger-hostility, asawell as de;ression,
fatigue, confusion‘and less vigor. I

Treatment Condition B (sensory and procedural preparation) did not |

appear to diminish levels of distress. Qy the addition of a

significant.other during the unfolding“of the specific event of post

grafting tuﬂbing (Treatqent Condition C), distress levels were reduced -

and stress tolerance{enhanced. The effect of-providing-additional

info |! n or reinforcing expected sensations snpporting the
patient's desire to talk about fears and facilitating interaction with

:the appropriate burn unit's member was reflected in post treatment .
. %
~ distress reduction. The treatment effect suggested a reduction in ehe
\\é‘(\‘ . ‘ ~ : . .
degree of the stimulus cue and a bolstering of social support, thereby

v
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assisting cognitive control and purposeful selection qf coping
strategies The effectiveness of the interaction gés reflected in
¥ co ‘ .
" significant reduction of negatively toned emotions.
The event of post grafting tubbiné was wdentified in taped

interviews with ten ex-burn patients as perhaps tbe most distressing
procedure encountered doring the in-hospital stay.:gBulky~dressings and

painful donor sites restricted‘ambuiatton andp movement for three days

prior to the event. The‘appearaﬁce of the graft was disturbing to

many . 0
o 1 thougﬁt they looked terrible. i thought‘my hands looked just
‘ , ‘ awful . 'Tﬁe ne)tt dey the doctor ~cam‘e' it& and looked at them and
e said "Well you are”goingUto have virtually-pormal looking hands."

@ -
N

Of course I didn"t think he had a clue what he was talking about.

S

It takes a long time (Interview July, 1985).

Of particulai concérn'wss the diminished range of motion in the grafted

¢
limb

-

e e ¥

.

Didn't know whether I'd be able to use my'hands

—that. All,those worries! (Interview, June, 1985)

across events that.eQOke increas g levels of distress. By the third

tubbing, surgical excision and grafting, ‘the painful removal of. donor
dressings Pre- treatment levels of distress were approaching 1eve1£§
experienced early in hospitalization Perhaps most importantly was the

deVelopipg-influencevof theiﬁsignificant other." Subjects in the
N | ‘

i 4 " The study was aimed at mon(i:jizgseffectiveneSs'of an*intervention

A

-

I Wasn t prepared .1 wss kind cared, ‘I didn't thﬂﬂ%#l'd have .
\ P
"

usg'a nmuch as before. Afraid I jight not be able towswsb things

eveqt' subjects had. experie nced a bombardment of procedures - daily @ _

b o
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treatment group receiving psychological preparation and individualized

‘r '-..u .

supportive“bare had expefienced the presence oftthe nurse researcher on

% .
two previous occasions The interveption attempted to provide

e

individualized attention to. the subject, to ‘ex plo e and clanify

I3

s fee}ings and concerns.and to. prov1de accurate information and RN

1

"

) third event may be attributable, in part to- tHe establishment of a?{

appropriate reassurance. The effects of the intervention during the

R

R “

, warm, trusting relationship between‘subject and nurse researcher The

R

question then arises whether the post treatment reduction in distress

LY

in the group receiving psychological preparation and individualized

‘ supportive care was. prrmarily due to fﬁe supportive relationship

N \

i
\

added to Lhe original design ' Because of the difficulties in ach1ev1ngg

&

' gnf a sufficient sample size for a three group design the lack of an’ B

Y —

duriJg Event II (excision and

2
. P

x

¢

To answer the question, an additional treatment condition could be?,”

additdonal treatment group should be viewed as a 1im1ting factor in the,i

kY ‘.
]

study and a suggestion for future research »g'f: ff;”*

To determine the effeoé(of treatment “on the seleCtion of

“' ﬁproblem focused coping processes analyses of variances were conducted

l

‘ﬂfbfor Events I III There were no @ignificant differences between the

-

H“.urgroups in selection of problem focused processes (Table 12) When the

3

”-*pretest 1eve1 of distress was controlled (Analysis of Covariance),

& %

"‘Tfthere were no significant differences betWeen the groups in selection

/-

inoted Analysis of variance between the group means of the fcur

A

afting) (Table 13) A comparis&n df
'i@%\ Wy.ihfgemf74k’ S

P'Oblem focused sﬁbscales demonstr ?ed no significant differences ?bf"h'

v

ry Y

-
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grouosﬁmeans demonstrated that Subjects in the control group selected

h‘

';the process of confrontive coping most often (X - 7 14) while subjectsl

‘“receiving psychological preparation and individualizeq supportive tare
K :

1east often & = 3. ll) “A difference between the groups in selection
 of problem solving was also suggested Tae comparison of group means~ o

o revealed that the control group CR -9, 57) selected the process more

: > ¥ ) e L
»often than either of the treatment ggoups o 'hﬁ ’ :ﬁ-;'g R !
I3 e . ‘ ,

v n * . l’& o 22 (.
- PRost- est, moti focused ] D¢ ss L m
' f foo L . .
» & EN .
» To determine “the effect of treatment on the selection of
»emotion fOCused coping processes analyses of variances were conducted

By oo . KW

‘%ffor Events.I-III The analyses demonstrated no significant difference

v . > @ N

' ' between the groups in selection of emotion focused processes (Table
at f‘,lz)‘A A comparison of the group means revealed that the control

7group selected more emotion focused coping processes ‘than either of the

Y %’q‘% @gent grou?ﬁq%he treatment g jup reqeiving ps,y@ologin:al
L preparation ang individualized supportive care selected emotion- focused L
s S v '

coping processes least often When analysis of covariance was fﬁ

c conducted with the pre- treatment levels of distress controlled no _ - \\

significant differenCes between groups in section of emotion focused

processes were suggested (Table”IZ) To dete— ine if differences .

. N . A
'aiﬁp,, existed petween the groups on Selection of individualvemotion focused\\i f?
| process, a‘further analysis of variance was conducted A significapt " "ﬂ.
differéhce betwe n‘the groups was:demonsirated in’selection of the‘ 5;§?{

; self controliing process (T; le 14) for EventsiIfIII., xpﬁixontrol§_>l'

o 1Y

'ﬂ .
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A
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. l"i( . o
N \. ) 4
* Table 10 * : .
' T s A . N - ' &f"
vent ! sls of Varjance - Post-test POMS ‘
) N o / ’kv .‘ ' . - . ' .- : ’ ‘
Source of Variance -1 ~df " Mean «F  Signifiocance
’ ' o Square ! ;
Between Groups ©3578.22 1 -2 o | 1789«;11’ .16 *:
tWithin Groups ,1‘8194.‘83'  T2 B27.04
: ‘ & -
-Total . 21773 04 24\\¥ 907 21’ .
POMS - Profile of Moods Scale : *}"k" . ' .
* Nonsignificant ‘! .
ek Signific.am: at°k - 0 05 1eve1
R o ’_ Vlv



. Source of Variance - ss - d.f‘\.

Mean Square

4

oL Pre.-te.sft- . A k 10017'86 ' -.’/’-1

Between Groups .~ 3187.127 2
R N N el T f
Within Greups , 8568 2055 21

()
Y

f 0. 21773.040 24

110017.86

' 1593.564

»

907210

G 408.003

e




~ Table 12

¥
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% Significant ‘at % = 0.05 level

. .
s
ey
s %
’ ¢ -

. s MR .
i ~ Treatment Treéﬁment . Treatment ANOVA ANCOVA
Condition A  Conditiori B Condition C '
o b} Y.
- - : : =
- R . h "
' Event I:- Tubbing . v‘ - . ES
._'( T~ _ e an
- post problem o .31.; 29.92 ©23.64 S *
, ~focused .. - N Rt ’ ‘ .
N . . : - R & .
-~ post emotion . 31.50 © 26,92 19.45 * *
focused ,' R ‘ ' :
4 (N 44 . .“ - _'_'_“"" ‘
nfﬁ? . 4&? .
Event'il avixcisionf pe . S8 o
" "and Grafting'® "- ® ' | - .
n "‘ ) ° B s “, e“
. post iproblem : 437 57 2870 25.00.: - % -k w
focused . B | \>§g;\ 'y
| oo . T i
- post emotidh” ¢ - 34.14 28.10 22.78 C g by
focused %\ . o ' - ‘ R .
.‘ ' Q ‘ ) B W
. 4 .‘l't \b~ & : - b
o : .- . I v
~ Event III - Post . S By
Grafting Tubbing ". T | O .’/P
B - S . ' v ., e @ ;
- post problem -  34.57  .32.78' . 29.56 R
focused - . ' :
- post emotion. /. 30.43 25.78 21.22 * . %
3 focused T ) :
Bae e
‘ - \{i /o I B
* Nonsignificant = ‘- ;
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‘Table 13"

%

5

ﬂ; . . Treatment
. Condition A

Treatment

Condition B

T
-

* Treéatment
. Condition

c .

L —
- .Event 1 Agrubbing*

- confronxive coping

n= 11

ﬁ? - seéktng social . 8.09 *
support ' '
e TPPOTE y =
- problem § . . B 5.q§ *
. B . o ‘& ‘
- positiy 8.50 9.31 6 55 A
, . y )
fvent II -4 no= ‘7% n = 10 n= 9
Exc¥sion & G%afting
ey onfrontive coping 7.4 L 4.90 3.11 i*? -
. fw'ségking social 9,57, o 10.20 967 o
¥ .. /support . o C . s S
- . Y ol AR .. . i N j ‘ i
e #robl'exhﬁsol\{ing - o1 9,57 e 5.90 - ‘.. 5.22. -~ L ’w
R . ‘ . § . . o e R A‘~ L . .
1 positive;reapaﬁﬁisal 11.29 -~ 7.70° 7.00 *
“Event II? - Post’ T n= 7 ' n'q, 9 n=9
‘ Graftinggiubbing A R ;/,
- confrontive coping 7.14 7.06' 4,89, *
N, C e : i o R s o
- sewking social S 10014 . 9.00 9.56 L
xsupport : ’ i . K .- - ' ‘;
. L o - PO ) -
- pgﬁglem solving R ":6;57{jf b . 7.89 - »* 7.89° *
i positive reappraisal ,10.71’ ‘ 3 88'9’( ' 7.22. _—
{&v.‘ ., ,',)""“,;- . . - } ) ..
N . ‘_ ‘M
3 * Nonsignificant R o
ke Significant atst = 0,05 level g _ .
L T B T, ‘ e, >
; | . - :‘” ‘ : QA»’ o :ﬁ B " > j },':.L‘ "‘{A ' E



procs‘nes least often (Table 14) 3 “ A

pretest levels & di,stress Significant relationships noted

‘ summarized in Tab1~es 15 and 16 and with emotion focused coping

care sglected self controlling and the oﬁher emotion focused coping

A “\.‘v

. . . . . ) . ‘l.;

A

. N R . " - . .

-l
A vt

Pearson product moment correlations (r) ware cd\‘ulated to

e relationships between coping processes and the refuib%.gf the ‘5 "

pretest levols of distress with problem focused c(,pj_ng Process’bs are

N “ . C’l e .-r"j v
processes in Tables 17 19 e':ﬂ. o L _ DA .

5 - R .
pretest: distress snd co.ping proces.ses

O

Correlations betwe '

Y ﬂ .
indicated the -trend to sei’act@nore emotion focused coping @ses in - /

]

| response ‘to perceived tension, depression, anger fatigue and confusion

L]
pre-treatment. Escape and accepting respoxﬁ;ibility were predominant in

. stressful encounter’ then subject's judged the events as requiring

‘ was reflected in._ the Aresu@lts,. ’ o L o o

subject selection procinterventionwfor : ts I», to III. ' If

v

' emotion focused processes were selected in response to appraisal of a

RS .

-\

-acceptance., Less emphasis was placed on pro "lem-focused processesﬂ-«.q.‘

!

' _the encounter was vi‘éwed as ‘a situation tha’evt':buld not be acted upon.

v N

By the provision of information or ‘a eombination of information and

supportive ‘care, ﬁie reappraisaﬂ of the situation occurred

e, DU |

a i
Credibility was added to: the hyp&thesis that ‘preparatory informatign: - y

’ reduced the degree of ambiguity)Of the Stimulus cue. The presence of a -

. . v

-‘consistent caregiver could bolster the subject:s perceptﬁ\n of social

’J«pl

' “support as reflected’ in purposeful ‘selection of fewer emotion focused

. processes and a shift towards proble%focused coping processes ’I’his

o
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T

: o
- "\fe;“?"
L
/_/"? i ' 3‘ ) B .
oo o Treatmgntﬂ 'Treé,t;mgnt Treatment  ANOVA
' Condition A Conditioéri B - Condition C
veﬁc 1. Tubbing n =10 ne13 n =11 ,
-d tancing . 7.60. 7.31 6.09 *
V N l\r" - i o . .
.,.welf c ntroll}ng 9.80 6,77 49}@ ’ﬁf*
,* mccepting - » o
' responsibili,g' 5.40 & 5.31 2,82 *
[ ’ ‘ '.
- escape 8.70 7.54 5.64 *
¢ . |
' Event II - Surgical
Excision & Grafting - n=17 n = 10 n =9
- distancing 9.71 7.40 7.11 *
-_self controlling 11.14 7.10 6.11 & **
- accepting . o o |
-responsibility 4.29. 4.20 3.67 *(5& ‘
\ o -
‘--escape 9.00, 9.40 5.89 *
: Event -III - ‘Post : . ) -
Grafting Tubbing n =7 n=29 n=29
B distancing 7.71 5.89 5.00 *
- self controlling 11.43 7.33 5.89 o
Cal accepting - T '
" responsibility 4.14 4.78 3.67 *
- escape .14 7.78 6.67 [
. . .o - ] ’(1 “
* Nonsignificant
*k S’:‘L'gnifica‘nt at k= 0.05 level C
’ S i R



Table 15
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5 =
L '~ . Confronting Socipl Problem Positive
O " Coping Suppprt Solving Reappraisal °
o
o - .
J_ Pre-PdMS ‘. * .y(
W nsi,on &'nxiet * ok * L45%% N 6le
F‘ y "
R - . Ao
depression- * L334k . Lo LG5%F , »
.. dejection. '
o -t .
. g . . i . "‘ o
| anger-hostility’ * 31k o ARSI
vigor * * Volagwx L 30k -
fat}igue .k L31%% * *
;M L o E
-t p confusion ‘ : * * L 34%x .
At .
':“,\ . A o,
P0§48 - Profile Sf Moods Scair;" P
23 Nonsignificant | . '
sk SISnificant at .= 0.05 level . ; /
o ) T
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Table 16
W&W&Mﬂ.&w
'l ‘:(_n :‘.A B »
*§ Confronting  Social: Problem Positive
.Coping Sup@ort - Solving - Reappraisal
Pre- POMS
teﬁsion:amiety’ I LI | * L36%* - o
d_epresﬁion- ' .38%* * - : CL36%% _azi* - ¥
dejection
. . '.ﬂ‘ ﬁ”.'
anger-hostility - .4l * o T
- . ' ‘ s 2 \,";*.-1;
‘vigor' " - - 424 N * 7 * * |
' Fia L)
faﬁigue ' ' * *on * * &8 a-s{f
, S
confusion - T 38k * * * R
. _POMS = Profile of Moods Scale ; . S
* Nonsi'gnificant :
‘ )
*k Signi}\&cant at = 0.05 1eve1 o .
.
Q ~e



< ‘ 80
o .
Ty 9
T :
- Table 17 \ ’
N
i
i,
S‘elf Acceptin '
Distancing Controlling Responsibjity _ Escape
. St
“‘Pre-POMS ¢ i /
| te_nsfﬂn-anxiety .ok * -~ 33%x L50%*
[ : . . , .
» s . 14 ; . . “" . -
depression- Q k * ok L 6L
dejection ' \ ‘ "
Qgger-hostility * . 32%% L50%%

; . . t .«
N e m
" vigor * - 40%x%. *

% - . .wa"‘”‘m@.w.“ Portrne o Ay, g (:\
 fatigue * * * L36%%
o ! - :
‘ = . .
confusion * * / * 55%%
: : 3
. ) ’
- POMS = Profile of Moods Scale.
- L —
/ * Nonsignificant
** Significant at Sk = 0.05 level .



Table 18

. self - Accepting e
Distancing Controlling Responsibility ;"'aﬁ"n.fl':‘.scape

<

Pre -POMS
tension-anxiety S * * £
o _ . J :
depression- * * Ny L ' YA
dejection . . ‘ : ) -
anger-hostility x O £ T o soM
R | SR
vigor . . | % * % o .
fatigue /\t Cow * * |, S 36%%
confusion ° * * * o 4B8F%
, W
.POMS = Profile of Moods Scale = Lo
. ) R : . . —
* Nonsignificant
\ ok Signfficant;' at % = 0.05 level . ' - the

.
LY 4 : . 0’ \
> : - N : <f/
* oo . : . v ) ’- . .
» A : ' A | -
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Table 19 * . [
L
]
7 _ ) " Self - Accept, " »
‘ °  Distancing Controlling Responﬂ’ty Escape
\ : ’
Pre-POMS A L '
. : . AN I
tension-anxiety ‘ LL6%k LI NN * *
. . N .
- depression- AL .35%* AL9%x YA
dejection ‘ e :
" anger-hostility 153%% / .38 LTk . 59%%

. vigo’r\ ' * g ) - 4h%% L 36%% Ly Sk

= ' A\
- ’ : ) o 4 .

v fatigue L * 0 35%%

(,_gonfus ion

POMS = Profile of Moods Scale

* , * : * ' ‘ 39%%

* Nonsignificant ’ ' .
- %% Significant at X = 0.05 level ( )

. ) . ;' '_ L4 _.' / “" . N
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ﬂypqthesis v stated that subjects who manifested low didkrens in

the events of tubbing, surgical excision and grafting and tubbing
following excision and grafting would select problem focused art

problem-edotion focused coging processes in contrast to subjects with

high disttess responses who‘would select emotion focuscd coping
processes,

Thetfesults did not support this hypotﬁesis. There were mno
significant différences between the groups in selection of probleh’
focused or ptoblemAemotion focused-(%eeking social support) copiﬁgit

processes for Events I-III. In an attempt to distinguish a trend’iﬁ

selecting broblem focused coping processes across events, -a coﬁyafison

~

of group means demonstrated that subjects in all groups/used similar

problem focused processes during the three events. Intra;individual-

analysis could reveal consistency across occasions y;t the focus of
this study’ﬁas on the interindivid&3l>coocept - subjects within a
T Ispecific treatment'group compared with other group subjec:s. '

The results suggested differeﬁtes betweem the groups in selection
of'emotion-foc;sed coping processes for Event I (tubbing) Control :
o group subjecgsi;elqcted more emotion-focused processes than either of

RPN i :
_the treatﬁent ;fO&péy with the treatment gfocp.recéiﬁiﬂ psychological

-, L

preparation and individuali' supporgive care sélecti ] process

. ast ofq& The tren@ conti: ‘into Event 11 (surgkcal excision and

{“é a{ting) and Event III (post- grafting tubbing) Although maintaining'ﬁ
igher levels of distrgss post treatment subjects receiving
psychological preparation selected e;otion focused coping processes
less often than coctrollsubjects.r Differences in group means for t;e_

id

»
.
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N One field study by Folkman and Lazarus (1980) reported that

. v : | " K BUNRS - , ' “ ' . Ael’ .

.‘\*\g T . . {

- emotion- focused coping process of self controlling by control subjects R

1 \‘\‘ 4 13

.during Events‘I»III may explain the resu(ts.a The processvof self

S

. 4 . . . T . X B T L ' -y D
,controlling“was measured by 'subject responses to statements .such as:

: I tried to keep my feelings to myself kept others from knowingk -j‘
"a how baovthings.were. I tried to. keep my. feelings from interferfng
‘7; ;ith‘other\things too nuch. I went over in mj*mind w:at I would

say or do. ) . o : ’ ;\ﬁi n - .‘ S ‘i" .

By regulating emotional response control group sgbjects attempted

" to cope with the distressing events of tubbing and excision and
"—\

graftihg : Thls result corresponds to previous studies that

B demonstrated the regulation of distress (emotion\f\cused) as the[ -

fpredominant coping strategy utilized by in- hospital patients This b

N —

" also corresponds to study results noted by Folkman and: Lazarus (1980),

.'who found that the greater the threat and threat related emotion ‘the

more. coping efforts have to be d)verted from problem focused coping and

*diregﬁed~toward emotion regulatidh (McNett 1987) Treatment effects

suggest that psychological preparation alone or combined with

Y

individual supportive care teénd. to cause 1ess selection of .

S
-

‘ _emotion focused coping processes - _-", e e

[

N

' appraisal appeared to be a "potent predictor" of" whether coping was

oriented toward emotion regulation (emotion focused coping) or doing

=

'something to relieve the problem (problem focused coping)

An encounter judged as requiring acceptance was associated with a .
greater emphasis on emotion focused coping, whereas an encounter~

the person felt could be acted on was- associated with a great 1

a
T~ )

Qo T e
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. . -

emphasis on problem-focused coping. - (Folkman & Lazarus;-1984.
pebsy ;o |

y the provision ff sensory and. procedural preparation and a

2

' Fi
"significant other, ",coping procesbes were 1e55 oriented toward emotion

. regulation. The encountens ‘¢ouild have ‘been judged as requiring less
acceptance, with_the trend tovards acting\gn the encounters by dqing

,/ N S RN

-_‘something to relieve the problem causing the . distress By verba1121ng

~

-

conce;ns and emotions with the nrsearch\nurse during the unfolding of :
the event, subj ec}s ‘coped with actual and ’anticipated discomfor‘ and
»distressve;a;problem:fﬁcﬁ§§a¢process.“ o
doping'effectiveness requiresithe management of_negatively\toned
. o : _ .
\EmotionS{ ‘The post-treatment distress levels'suggest that the ";ix" of

.\ problem and emotion focused coping’ processes used by Subjects receiving

psychological preparation and individualized supportive care were
ey S

L’ effective ii’reducing negatively toned emotions. Yet a similar "mix"""

used by the psychological preparation group was not effectual -

/post~treatment distresselevels.were COnsistentk;.higher. The question

then- arises as to what contributed to the reduced 1evels of dlstress

5

Psychological preparation alone influenced selectlon of fewer

a:emotion focused processes Onlx when combined with pportyve care did
/ :
the intervention produce a reduction of negatively toned emotions

.
\) '

ﬂ(distress) and the selection of fewer emotion-focused processes.

o .
“ ~ o)

The ineffectiveness of psychological preparation in reducing

4 llevels of distress may be explained by the abgence of a repertoire of

ﬂcoping strategies experienced by subjects in Treatment Group B, /’
» . Y

,=.: Specific advice on coping strategies have been found in the nur51ng

‘literature to be beneficial in reducing distress (Lindeman 1971
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Johnson, J., 1985), ‘Cognitive coping techniques such as focusing on
: h

the positive, distractid‘\\ind imagery may permit versat ity in . j

selection of coping strategies and increase confidence in their
|

effectiueness (Johnsdh- J., 1985). Kavanaugh (1983) studied the effect

of a psychological interven‘ion that involved assisting young burn
. - /- oo
victims (age.2-12) to focus4their attention on dressing changes. By

increasing the predictability of eachvsequential step and encouraging

subjects to take an\active part in the dress ehanges, controllability
was increased It appears vital to coping effectfbeness‘that a
: repertgire of strstegies and some predictability/or contrdl during the
: unfolding of a stressful eyent be readily available Further work may
therefore benefit by focusing on secondary appraisal as the mediating
‘variable in stress. reduction among burn subjects
Perceptiog of Social Support
The Social Support Questionnaire was administered by the data
‘collectéi in the afternoon of the third day of hospitalization and  ~

2

re- adminstered in the aftetnoon of the third post grafting tubbing. As
‘problems in the past with ¢the psychological component of thel
‘intervention has been ‘associated with ‘confounding preparatory

Questionnaire

‘inforﬁation from additional sources, the Soeial Suppo

monitored the information, assistance and guidance received by burn
patients the source'and satisfaction with such support. x

. Results demonstrated that subJects selected family members, .

~ - .

- .

\\\ frlends, spouses or significant others as sources of support. Four
Ny - s . : . - ' . '
N e . ’ : ' . _ N

subjects selected mirses as a source of assistance and guidance. Of 27
- . : ‘ . = e

questions, a range of two to four questions were responded to with the
AENAN : » )

:nurse‘in mind. Subjects were not consistent in identifying the nurse

‘ L
|
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as a source of support. Identification vas noted in either the Social
Support Questionnaire administered ofd the third hospital day or, the

third postegrafting tumblng.,and not, both. The»nurse researcher was

S

{dentified as a source of support by one feméle-subjict uho received
Y &

psychological preparation glone, Of the remaining three subjects, one

25 year old male with a 25% burn was in the control group, ‘and two

males;with‘SS% bufns (16 years and 34 years of age) received
0 % . (-‘ :

. psycbological preparation alone.

4
ception of Social Support

Hypothesis‘v stated that subjectsdwho manife‘ted low distress ’

3 ]

e uould\perceive the researcher as a significant source of social support'
in contrast to,subject uith'high~distress who would not. This
hypothesisawas not supported by subjects'.responSes to the Social

-'Support Questionnaire. . Results indicated that subjects selected family
:members, friends .Spouses or.significant others as’ sources of support

' Only four subjects identified the nurse, with one subject selecting the
/ nurse researche;. None of the subjects receiving psychological

»
preparation and individualized supportive care recognized the nurse or
- \

-

QGSSe researbher as a source of assistance of guidance
e

LS

% ",:,..~

,g perhaps was not Surprising that subjects selected family
}.embers and friends Lazarus (1984) suggested a more useful view of

social support as a resource‘that a person must cultivate and use,

. ‘Q\‘
~

\
Subject’ assignment was rotated on an irregular basis among nurses who
'varied in levels of experience,_communication skills and
' problem-solving capabilities required f?r the care of;the emotionhlly

and physically traumatized burn patient. Of the subjects studied. only

*

A - . T .
‘a, small group experienced a consistently present caregiver. Buﬁ the

+
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interaction, aimed at shaping emotions and aesisting behavior was
L - . ' : ‘ b.\\.
1imite9 to a mall Aumber of gpecific encounters Subjects'tended to
. < :
be_ appreciative of the attention that psychological preparation or
\

f
psychological preparation and supportive care offered. ,Of_particular
interest was the perception of the .nurse as a sdqurce f'éupport by

‘three subjects wh0nreceiVed psYchblogical preparation. The subjects

were consistent in identifying the nursge in response to specific

' 2

Ke questions asked in the Social Support Questionnaire

Who can you really count on to listen to you when you need to.

‘talk? whom can you ‘talk with frankly, yithout haging to watch

what you say? Who helps you feel that you truly have something
positive to contribyte to others? 'Whom‘can you really count‘on to
lieten to you when you are angry at someone else? ﬁhom:can you

really count ‘on to\tellJyou, in a thoughtful manner, when you need

to improve in some way? .-Whom can you count on to console you when
p ' y D , y

you are very upset?
The're;ponees suggest that tpélnurEe wastought athtimesbof”
emotiohal.outbdrst, pﬁen anger and fruetration were'vepted.
: N
Consolation or a "listening ear" were'ealleo:upon in these situations.

a

‘ The results -noted in Event-III~(post-grafting tubbing) suggest a

trestment effect attributable, in part, to the war

as suggested by Lazarus,‘is a resource that myxe

period.of°time during thch the relationship must develop is required. .

" . - T ' : L
This may explain why treatment effects were not significant until the

* a

third encounter. R A

T LN .
. ! . - .
. - .
/—i | N \ |
’ £ -
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~Qne question notﬁaddressed in the study was the perception of

family Members or spouses about the xole of the nurse as a source of
. )

social supportﬂ Clinicaﬁ observation suggested that family members

+

-

turned to nursing staff for tangible information and emotional support
) .

Thislcould be Viewed as a fruitful topi¢ for future research. An

;additional question to be addressed is the conceptual meaning of social

support used in this study. - McNett. (1987) identified an inconsistency

)

.
l.‘ 4

in defining social support in terms of the existence or quantity of

social relationships that are measured structurally ,//)?b o
N
Suppdrt are

Assuming that the buffering qualities of'%ocial

ﬁ1ay’cognitive1y mediated a measure of perception of the available of
»

support would be a more sensitive .indicator of its buffering L

‘effects than objective structural measures (McNett 1987, p 99)

s

The technique for measurement ,of social support in this study mby

have been inappropriate. By monitoring subjects perceptions of socjal
/ . ) '

- support, the desired "buffering"” effects of the caring component of the

‘conceptually incorrect. : . - o Lk

intervention may have been identified The identification of the nurse.
as an objective structural measure of soclal support is perhaps )

°
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CHAPTER'V.

X roonclusiuns and Recommendations

'The purpose of this study was to examine the effectiveness of H "
‘psychological preparation and individualiied supportive care of the
,"distress levels of burn patients encountering the stressful events of
tubbing and grafting A secondary purpose was to'determine the .
effectiveness of thb intervention in enhancing purposeful selection of
" problem-focused coping processes, As problems in the past with the
.“psychological component, of the intervention have been associated with
confounding preparatory information from additional gources, the Social
Support Questionnaire monitored the information assistance and : -
guidance received by burn patients..the source and satis}action with |

"o - . h ;'1’ B
such support.. : ‘ o :

Ay

It was recognized that a small sample size would not allow for*

_detection of small variations between the groups, due to the low power
of the statistical techniques utilized Thus, rankings 'of group 1ev€1s
of distress and group selection of coping processes were done' to detect
trends in‘direction of the measurements. The resultS*of/ZEE\stﬁdy
"suggested the following conclu,ions | F‘ ) B |

.

1. Subjects who" rec\ived psychological preparation ‘prior to tubbing

v

-and supportive care during and after the event/appeared;to

‘manifest less distress than those who did not receive the

preparation. There was a directional trend towards decreased

/levels of distress for the treatment group receiving the combined

L YN

intervention, and an increase_noted in distress post event with‘

the group receiving only the'psychological preperation.

- ¥ N D o

” 90 o



é. Subjects who received psyahologicdl'p;epa;ation prior to.éhréical

\ v S . .
| excisidon and grafting as well as supportive care prior to and

A .

: w after the event‘demons;ratéd less distres# than the group .

receliving psycholbgiéal pfeparatioﬁ.w Contrary to the Hypd%hesis,

'subjects-wh6 received regq§9r5 e e

amount of distress. The ; %X trend tovarg

levels of.éistress in sﬁbdects ;eceiving psychb‘o- _G_WY”-' fat1on
v)J,nbted‘in Event I ¢ontinuedlinto Event 11,
3. .Subjects who‘reéeived psychological preparation prior to Eubbing
' bost grafting as‘ﬁell as suﬁportive care during and aft;r'the
event appeared t;‘manifest less distress than those who received

. . k-
psychological preparation only and thgose who did not receive the

:” preparaﬁiog. Higher 1evéls of distress continued to be noted ig
subjects receiving psychological preparation. |
4, éubjects who received psychological preparation and subjects whd
reéeived psychological preparation and individualiééd éupportive
.;;;e‘gpbeared.to select fewer e;otiQn-focused coping procésses
than subjects in thé?CQnéfol group. Low 1eve€; of distresé were
not linked with selection of'prbblém~£pcuséd coping éﬁocesfgs:

Sub}ects appeared to use a "mix" of'problem and emotion-focused

coping processes across all three events.

LY

5. Subjects did not select the research nurse as a signifiéant source .
of social support, gg . : : K
tio: e Stu

The sample size df this study was small and thus subétantive

-

inferences from the findings must be interpreted with caution. The

study.needs'to be replicated with a larger sample. - It is possible thdt



with a larger bamplg, the trend in treatment distress levels observed

.

LY o : )
in Events I and II might be fourd to be significant. Difficulties
encountered in the admission rate of burn patients to hospital limited

the sample size to 34 patients over a time frame of 15 months., A
o~

‘*ﬂepression in the’ service sector of the oil industry was greatly
reflected in"a reduction of industrial related injuries and, i{n turn,

v, - the number of burn trauma victims. Study replication is suggested in a

);larger cenfre with a stable tre?d in burn adhissions. -,

‘; A second_considefetion is the selection of the second'or third

tubbing post-admission for treatment effects. Ethical considesations
prevented the first tubbing as thefinitial encounter The effects of
providing sensory and procedural information for an encounter
previously experienced should be considered and the treatment effects

interpreted with caution.

=)

A third consideration is the possible .effect of the research

4

Wnurse'sfbersonelity, style and communication skills on hospitalized

burn patients. Replications of this study using other nurses is

required in‘orderAXO determine if the intervention is effective when.
~ Y
used by other nurseé In addition a fourth treatment group should be

added to the research design to ascertain if supportive care alone
™, ,‘

‘would produce a similar effésg\of/distress reduction as experienced in

subjects receiving psychological preparation and.individualized
o 1 a
supportive care. i )
£ ’

- 7" The possibility of Hawthorne effects in both treatment groups
should not be‘discountedi Subjects eipressed their 1nterest-and

appreciation on the audiotapes, which may have béen reflected in

agreement toiparticipate and an attempt in limiting distress response
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post:iﬁtefvention.\ The,{ﬁudy results are limited to a small segment of
patiehﬁu --burﬁ:?ntientsﬁ;;periencing'the stressful encounters of
tubbiﬁg and excision An¢.grafting‘at a particular Health carg .

ins?itution. Replica%io; of(t?e‘?{udy with 2he nudiotapea.developed

L

from this study should be cautionzj against. Sensory responses must be

in adherence to practiced proéeddral»protocol in the institution within

.

\vhiéh the .study will be done. : . ' . -~ -

) a N '
\ The findings of thissstudy have implications for_nurnes'cdrﬁng for
\ - S

the émocionaily and physically traumatized burn patient. The‘effeéts

of psychological prgparatibn and individualized supportive care on

reducing levels of distress of in-hospital burn patients encountering
stréssful procedures have been suggested. The 1ntgrventidn appeared to
be effective im reducipé levels of distress‘ and 8?sisting in ébgni;ive
selection of fewer emotion-fécuged coping processeétg The role of a
ésignificant other™" &uring times of stressful ;ncounters has been
suggested. Burn patieﬁts are continuously bombarded by
distress—producing stimuli duriqg their in-ﬁ%spital sfay ;hqt test
Wcoéing processes. By developing a warm, trusting rglatfonship wiﬁh a
parfiCular nufse, emotions can be vented, inforpation sought, and
coéihg,prOCesses eghénced. The study ;esuits have clinical
significance.‘ An intervgﬁtion was proposed that can easily be applied |
®

in the clinical setting. Nurses assigned to a pasticular patient may

administer the informational tapes prior to the stressful encounter,

o+ .
w \

then accompany the patient as the encounter unfolds. Encounters can be

limited to the procedures of tubbing, surgical excision and grafting

and post-grafting tubbings. _ ' l;?

"

-

k2
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The sensory and procedural taies wpté found, to be of assiltance

‘and interest to burn patients. To

maximize the effectivoqpsn of this

type of information, the nurse must be present after exposure to the

taped transcript to aqgress pgtients' questions, misund;rstandings or
concefns.“

Content for the tapes ﬁ;s derived from taped open-ended interviews
‘with ten burn patZEnts who had exﬁerienced the events in the'particular .

3 ‘Health care setting within a 12-month time frame. In addition to

+ reporting senaation‘ experienced duping«épedific procedures, the former

burh patients expressed needs for prepafacion and suggestions for care

p—,

(see Appendix C),

w&e suggestions have implféatibns for nurses caring for the ~
traumatized burn victim. The injury is unique in that it severely -~
tests the adaptive qaepbilities of an iqd&vidual by exposing the

patient fifst to severe pain and the threat of death and later to
' ) 3

prolonged convaléscence and disfigurement (Noyes, Anderson and

. e

Hartford, 1971): When_consfdering the stressful nature of Burn trauma

_-treatment and the psychological adjustment required, suggestions for 5
]

care egpigssed by former burﬁ«viqtims are of clinical significance. "
The tubbing experiﬁ?cevWas'identified as an encounter 4ssociated
with sensory bombardment. A certain amount of control and

pfedictability was requested by former burn victims defing the

”

nurse-controlled tubbing and dfessing change. Perhaps by withholding

debridement and the cleansing of the wound until physiotherapy is

complete, as suggested, a reduction in anxiety and greater patient

~

cooperation would be achieved. .

 The tmportance of interpersonal contact with nurses was identified 7

’



in the interviews and reinforced in the study's results. Burn patients
N r - ' w
seek attentiSn. support ‘and distraction during nurqing pgdcedures to
assist’ in emotional release and coping with anticipated discomfort.

The experiences reported indicated the need for nurse-patient

interaction.and the development of a trusting chfing relationship.

- \ :
Recommendations for Further Study
Further studies could bé undertaken {o investigate the effects of
psthologic;1 pfgparation on diséress ieve1§ of in-hospital burn 4\
patients where the preparation includes audiovisual dids. Sugge;tioﬁs'
include the use of pictures depicting mesh and'&hgft grafts, and thFir
progressive chang;vin appegrénce as healing;occur;; audiov%gual
presenﬁatibﬂ'of the trip to the operéting réom, including visual

’ .
presentation of the waiting room and appearance of bulky dressings

post-grafting. Many individuals are visual learners and ffné graphic

) 1 .

‘depicti;n of ‘events more beneficial than verggl de;criptions.

Follow-up studies of burn subjects gftef discharge could be done .
" Studies focusing on coping processes'duriﬁg rehabilitation could
défermine a longitudinal effect of psychological prepara;ioh and -
individualized supportive carelon enhancingﬂcoping prqgesseg and
bolstering social support. The rehabilitatidn‘stage for burn victims -
is often leggthy, and résegréh-sgggests that for Péggon with functional
disability social suﬁport‘is offén tenuous.

w Of particular interest wouidhbe stﬁdies_focusing on the

perspectivé of social support by spouses of burn victims aﬁd
i . : :
nsignificant others." Are nurses perceived as soqrceé of sociai

support by families? If so, 1s the suppoft perceivéd,as emotional,

tangible, or ipformation? It is suggested that perception‘of.support
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rather than’ objective structural measures wWpuld be; n.nore senei‘tive to
the effectiveness of nStue family interaction, "Hﬁ

wh”“ The j}ecte of psyehulogical preparation and individuelized

/ﬁ supportive care on. reducing levels of distress have been suggested in
the event of tubbing post grafting. Replication of the study with a
larger sample size is suggested,‘with anelypis of covariance tpl
determine treatment effects between four éroups -.envadditional group
receiving the indﬁviduelized support care intervention.‘
Intreéindividual analysis of coping processes selected ecross events

mev be a more appropriate methods to. determine the effect of tteatment

on selection, as suggested by Lazarus.(1981). |
In eonclusion, a review of literature demonstrates a lack of

empirical investigation on the effects of nureing interventions
designed to reduce distress 1evels ef‘burn patients: When considering
the stressful naturé of burn trauma treatment and the psycholegical
adj-uetment required, research in‘to such interventions ‘g greatly

. needed. The‘effect}veness of psychological prepatation and
individualized supportive care has been suggested in episodes of stress
that are painful and of 1ong du;ation Lazarus Transactional Model of
Stress provides a work'frameWOrk from which tne nursing intervention
.cen be’studied for its effectiveness in reducing the ambiguity of the
stimulus cue and bolstering social support resources, as reflected in
measures of,distress response, coping precesses and social eupport

- pefeeption.A This study of a particular nursing interzfntion designed
to:reduce levels of distress of in-hospital burn patients was an

attempt to fill the knowledge gap that is evident in the nursing

literature.
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A
UNIVERSIY OF ALBERTA )
FACULTY OF NURSING

‘§URSING RESEARCH PROJECT

+

AS

Project Titier‘ The Effects of Psychological Preparation and Supportive Care
on Levels of Distress in In-hpspital Burn Patients

InVestigator: Gwynne E. MacDonald, Master of Nursing Candidate
Faculty of Nursing, University of Alberta

Advisor: Dr. Janet Kerr “

‘ Faculty of Nursing, University of Alberta

.

The purpose of "this research proposal is to study the effects of a

certain kind. of nursing care on hospitalized burn patients.

: Those who volunteer to be in the study will all receive the regular

- nursing care practised in the hospital by qualified burn unit nurses. They

. may or may not be asked to listen to a short tape recording describing what

' 1t feels like to have the burn wounds ansed during a “tubbing" procedure
or extra nursing care. They may or mff not receive an additional short tape
fecording describing what they may fedl before and after a visit to the
operating room.

You will be asked to answer questions before and after the nursing care
is given, This will take about 15-30 minutes each time. Chart information
will also be used in this study. :

] All inforﬁ!ttqp is strictly confidential and names of those partici-
pating will not be used in reporting study results, :

Although there may not be a direct benefit to you.from being involved .
in this study, results gained through your participation may contrlbute to a
better understanding of the needs of burn patients. ,

THIS IS TO CERTIFY THAT I, __ v , hereby asree

* (Print Name)
to participate as a volunteer in the above described research project. “

1 CONSENT to participate in the questionnaire interview, to allow my
chart to be reviewed by the nurse researcher and to receive additional
nursing ‘care on three specified occasions. ‘

I UNDERSTAND that I am free to answer or not answer specific questxons
asked of me. I also understand that I am free to withdraw my consent and
terminate participation at any time without affecting the relationship with .
the institution or care provided by nurses, my physician or any persgns. 3

1 HAVE BEEN GIVEN THE OPPORTUNITY TO ASK WHATEVER QUESTIONS I DESIRE \

AND ALL. SUCH QUESTIONS HAVE BEEN A?SWERED TO MY SATISFACTION. 5 —~ \

' ""A } ' ’ a
(Signature) L ~ (Date)

—_ . L3

-

' ; éubjectACode Number
(Witness) ‘ ' '
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(with typical sensations) }

Duration: 11 minutes

~ Tubbing, .or submerslon of the body intg a warm water‘Lath, is a
daily procedure all burn patients'e;perience during their stay h‘
hospital. It is a pecgssary Procedure because it ij;empﬁs to give your
burn injuries the best chance possible for healing. (ng tubbing .
accomplishes this goal will become clearer when each step of the
pro;eduro is desc;ibed in the féllowing tape presentakion.
| About‘one half hour before your scheduled tﬁbbing, a nurse will
begin to remove the outel dressings protecting your burns. She will
use scissors to cut away the bulky outer dressing materi;1 gently
removing the material until Only thin mesh tovering your burns.aré
exposed, ﬂSomg p;rts of the dressiﬁg will feel dry whiie other garts ,
damp, as they have sogked up the ~drainage t;hat has naturélly
accumulace? on your purns. If the drainéée has caused thé dréssings to
stick to your burns, and cannot be gently removed, the nurse will leave
them to be soaked off once you are in the-tub. You will ﬁotice.that'
the nurse has on a mask, cap, gloves and a gown - this is to protect
you against infection. Because your skin, which nqrmally acts as a
prbtective'sﬂield against infection_hés been damagegd; are
susgeptible to infectjion. fherefore, each person J:;hZ::;:ESyour room
| while your burns are expoged or assists in your _tubbing will be~dressed
in this manner. |

_ Once the dressings havye been removed, you are ready to’be

[} Y

transported to the tubbing room, The tubbing room is only a short

34



ro

RO

distance away. You will be asked to move frop XQur bed onto a

ey

stretcher that has been placed on one side of your b&d." It is tﬁis
stretcher that;wlll be submerged into the warm bach‘water.' Moving from
the bed to'the’stretchér is sometimes difficuit - you may feel weak,
and it is sometimes awkward when you have an intravenous and a tube to
help you go to the bathro§m. Do not worry - there ﬁill bk a nuree and
\; porter to suggest how pest to move your body and to help 1lift you if
you ﬁeedsﬁ hand. If the stretcher feels narrow, do not worxy - tﬁsre
‘is enoggh room_on it to‘safely transport you ;o tﬁ; tubbing room. Once
~ on the streth:r,’you will be &oVed out of your goom, ;ast the nursing
station"to the end of a shoif hallway and igto the EubPing room. The
x tubbing room is¥br1ght and will feel warm - fﬁhre will be a certain
- smell about the place that you will recognize as the smell ofb 4
antisebtic: Even if you have your eyes closed, you will know. when'y
-3 are approaching th; tubbing ropm because you can smell that smell. You
'ﬁili be tubbed in either the large hubbard tank, where you can stretch
you£ arms out , or inla Qmaller tub, about thé size of your bath tub at
home. You can expect to be in thié room for about 30 minutes. The tub
will have already been filled with warm water, ab;ut the temperature of
éﬁe'bath water you would u;e at home. Your stretcher will be moved
‘towards the tub - the stretcher will bevconnected‘to a lifting °
mmechanismA- you will feel an initial Jarring sensation as the lift
\\_’/glﬁﬁly moves the gtretcher towards thé tub. The stretcher will rise,
then be gently lowered until just theetop of the stretcher i{s submerged
into the water. If you are uélng the?hubbar& tank, you will notice thf
gentle humming of an electric.moEbr tﬁﬁt aliows the stretcher to be

. o .
moved. As the water comes in contact with your burned areas there will

« -

3 .

—



be'an‘initial.stinging or tingling sensation making you‘conscious of
N 'where the burned areas are % the burned areas will feel warmer than thé

9]
2

.'unburned parts But . this will gradually subside and the warm 'water
'y A

will begin to feel soothing ' You will notice several people with you
'during your tubbing - a physiotherapist and one or two nurses. ~Each
one has a’ specific job The physiotherapist will guide you thidugh

exercises involving the parts of your body that have been burned. _She'-v
s \ ":‘ S
‘°wil1_instruct»you on_how.to move each part so that‘the-proper movements =

'-;_p»and-exercisis'are‘accomplished; Because a person 1s npt conscious of

\_1:the rormal range of movement each limb goes: through each day, the

-

. 'physiotherapist will guide you by placing her hands on: the 1imb and
' N %

v'='helping you to move it in the direction that best exercises the body
!

Think of the movement of that limb as an elastic - before you f

. were burned that elastic stretched and shortened’éach time you moved

A

. While youi burn wounds, heal it is yery important that you not lose the'

~ amount’ of stretch that is possible The physiotherapist s instructions

PR S

/’///help stretch and shorten that elastic sobthat when your’w uhds heal

you will have the best movement possible “You will feel stiff atf"

. .

first and there may" even be s0me discomfort in the joints ‘a sensation

Qimilar to a toothache but asryou exeroise the Joints you will work '

»

"< the stiffness out and it will feel better.™ The physiotherapist s

N -

S instructions will require your full attention;- concentrate on the: limb

being exercised As the days progress you will begin to notice an’

Q » lﬁ

.improvement e RS ’ :
e d“ The nurse will gently remove the dressings that cover your- burn -

r L)

injuries - if the dressing sticks she will splash warm water over the

'b'-area unti¥ it san‘be.removed;g Oncefthe'dréssiﬁg;has/been removed, your

o
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-burns are ex osed, .. To give your burn in uries the best chance possible
P ¥ g yo

11 ""

-to heal the wounds¢must be cleanseQ‘of the drainage that has. naturally

z.u - R . »

q\accumulated on the surface Because the burn has. destroyed the outsidez.

‘) K

layers of your skin the damaggd@tissue,must be removed to give the
inner layers a chance to heal This is accomplished by using forceps

and scissors to gently sniy ‘away at. the loose dead skin. Although

.
L

. there is a certain amount of discomfort involved with thiérstep, the
medication given prior to your tubbing will help relax you and dull the
discomfort making it more manageable The burns are cleansed with a.

8
face cloth or: dressing material soaked with bqgu vater and a mild

lantiseptic "The nurse will® gently move the clﬁtz over the burns
Because hair attracts and shelters bacteria all hair in and around the
'burn &ill be shaved and wiped avay. Your scalp will be washed with

i
‘shampoo and the unburned parts of your body cleansed with a face cloth

¢ s,

Orice ‘the ‘nurse and physiotherapist have completed your jobs your body.

’

will be rinsed with a gentle spray from a hand held shower by the

nurse. ‘The ‘burns may again feel warmer than the rest of your body but

*

as. the spary is gentle, it w111 feel soothing Thevstretcher will then
: 5 T o .
be lifted from‘the water. You may feel"initiallyucool - similar to the

fee1ingdat'home when you just step out of the shower. Once the air

2comesvin'contact‘with the burns, there. will be a stinging sensation‘_
But the coolness and stinging will subside once the nurse applies saran
wrap over the burns The saran wrap protects the burns from the air

. and will feel like a nice warm wet blanket that holds in the body heat

ﬂ'and you will feel yourself getting warm. To Keep: you feeling warm,

S ~ e

'5thick clean cloth squares called soakers will be placed underneath and

rovertop of»your body. You are_now_ready‘t0‘be moved to the~dressing

v
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room, a‘brightlxblit room just next door that has been warmed by large

lights. Dépending bn}the extent»of your burns, youﬂcan.ekpect‘about 30

\ £

o ,
to 43 minutes to be spent in this room. You will be asked to move onto

a clean,\dry stretcher - again as with the first time you'bé‘given

assistance by the nurse and porter and may in fact be lifted The

: nurse will have’ prepared all the dressing supplies she will need before

you were tubbed. To. keep you as warm as possible the nurse will work

i —_— ———

. on one area at a time keeping the rest of your body covered As the

‘saran wrap is removed and the air comes in contact with your burns; sthi -

stlnging .sensation returns. But this sensation is taken away once a
single layer of fine mesh gauze lathered with a cream that helps w8

control the growth of bacteria is.applied over the burns. The cream

’

will feel cool and.soothing to 'the burns T A single layer of dre551ng
<

is then applied anid kept in place with rolled gauze This outer
dressing serves the purpose of absorbing the drainage that naturally
accumulates on the surface of your&Yurns. To keep .all_ the dressings in

place, a loosely knit stocking like material will be added -If your-

B

.face has been burned the nurse 'will cover the burn areas with a 1ight .

dressing that has been soaked with salt water that w111 feel cool to

your face when first applied If your back or chest has been burned a

very light green colored sheet to which cream has been applied will be

‘ placed over the burn areas,_again cooling that stinging‘sensation from’

Sl v

your burns. The green sheets will feel good because they will move

with your body as .you move. If your hands need a piotective covering,

| each finger will be dressed one at a time. A light weight' plastic e

PRSI

splint will be added upon completion of the dressing - the splint '

supports’ your hands and other body parts if they have been burnegd, such

L 'y

®



i)
» ‘ae arms, "*lege or feet in a ’i)roper pos\iti&n. The s‘plirit plays an.
%mporrant ;1'°1e in ‘main"taining or.increasi'ng the range of motion that.
the pﬁysiot@erapisr trieerto reach during'your deily exercises. Once
again the dressings will feel bulky, yet clean end comfortable Yeer
.dressings will be ‘done’ .as quickly as possible -Once the nurse is
.fipished, you will return to your room and again be moved from the
stretcher to yoer bed. The tubbing procedure will then be'completed
| I hope this informatidn will be helpful to you and will answer
‘:some of the questions you may have had. If you heve‘addftioﬁal
euestionsq.l a@ﬁa&ailable‘now ;6 answer themt

L]
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(with typical sensations)

. Duration: 6 minutes .vv/;;/

°

, 1t is possible

~ When a burn wound is too deep to heal on its own
to remove the burned tissq@ and cover the exposed area with healthy
calléd grafting,'is done in the operating room

skin. ‘This‘procedure,
Healthy skin is .removed by a surgeon from an unburned area on yoyr
' . If

The piece of skin if left intact is called a sheet graft
' it

body. .
the skin is stretched and made larger by small slits in its surface

'is‘called a»mesh graft : mesh" because of the texture and appearance
it takes. :The skin graft will be held in place by métal staples or . by
The area of your body from which the healthy skin is'taken is

. on 1its own over a '

sutures ;
which will gradually h

called the donar site
period of about 10 days.
You will have Jjust returned from your daily tubbing. You will

| :
notice that your burns that are to be grafted have been dressed

differently than they have on previous da&s - .to keep the wounds clean
and moist, warm, wet, salt water soaks have been applied The saran

wrap over top helps prevent“the soaks from drying,‘and the loose
‘Your burns, that

dressing over top keeps the soaks from slipping off

are not to. be operated on will have been dressed in their usual way.
ﬁ

About 30 to 45 minutes before your scheduled surgery, you may

receive an injection of a medication that will help sedate and relax
‘a porter from the operatingoroom will arrive

you, Shgrtly afterwards

in thé unit to transport you. _

’
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.* As you are moving oht of th%\unit and down'the hallways, you §111
feel the bed‘going“over'some tiles m_lookiaé uolyou'will‘see the'boles
in the ceiling and the bright lights" of the hospital. ,Looking around
you, you will see a lot of new areas of tbe'bospital going byband see
the'occasional‘nurse or orderly or someone ualking by. The trip
through the hallways and down elevators to the OR will seem long. You
may feel sleepy from .the medication you received. As you approach the"
opérating room, you will be moved into a’ waiting room where there will
be stretchers and other patients waiting. There will be a clock on the
wall. A nurse will approach you when you are ready to be moved into"

~the operating room and accompany you, “talking to you about the
operation iThe operating room may seem warm because of the bright
lights. A board of bright lights are situated directly over the |

- operating room bed; making the corners of the room seem darker. You«
vmay recognize the face 6} voice of thevanesthetist uho may have“visited'
you the”night,before. The time spentﬂin the operating ggom willbseem
like minutes it w111 seem that you just fell asleep and the next
thlng you will know, yOu will be awake again It will just seem like

seconds You may not in fact remember the trip back to your room 'You‘
will feel quite drowsy and be drifting off to-: sleeb frequently At
.nurse will meet you at thé doors of the unit and help you move your bed
) into the room. The nurse will take your heant-rage*and blood pressure
andvcheck'all_your dressings: The nurse will do tﬁis»quite frequently
during theyfirst coupleLof hours - do not worry, this is a normal

. . . Tt -
routine and not unusual. You will notice that the dressings over ‘your

new grafts wi11 be very bulky. The’ dressings will feel very heavy and
in fact feel‘11ke~cﬁ£€j\::/weights are on the limb that has been )
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gragﬁed. ‘They ma; feel tighf. Do not worty - the dressings pfevent
the graft from Being mo;:; fn any VAY'and,’és well, tonabsorb-tﬁé
drainage that ié expected frdm.the opefative sites. .

The bulky dressings will restrict some of the movement you had ’
befofe,surgefy. ‘As well, to procéct your grafts there~may be‘somé
pbsitibns in bed that’wilﬁhbe‘regtricted - do not'wor:y; this(\is all
sﬁ;t gf the rouﬁine\ Your donar sité'will‘feé}‘tight'- tPig/i 1becéu;e:
it is heavily bandaged{ in order to provide preésure to the sité and
absorb any blood thaf oozes from'thg'éréa; JThe'donar sit;umgy‘cause

more discomfort than your grafts as it is an area that previously had

‘not been a bother to you. A nurse will always be there to try to make

- . . o

yqu as comfor;ablgias poséible. It Qill‘seem to be a‘sleeﬁj‘fimé'for
you - and in fact, 1t'may not be until the next day cﬁaﬁ.you‘feek back .
to your normal self. | E

j I hope this inforﬁatioﬁ will be hélpful to you, and will.answer

some of the qdespipns you may have. If you. have additional questions,

I am available now to-answer -them.
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. - .«(with typical sehsations)

Durgtion: 12 minutes

- A Y
Tdbbing or submersion of the body Lhtd a warm water bath is‘a

daily procedure all burn patients resume several days after their burn

iﬁjgries have been grafted. It is a‘necéjgary procedure because it

) L . . S _
attempts to give your grafts and burns the best chance possible to
——

\ . Cox
heal. How tubbing accomplishes this goal will become clear when each
step of the procedure is described in the following tape presentation, &

About one half hour before your scheduled tubbing, a nurse will

begin to remove the outer dressings protecting your gféfts and burns.

She will use scissors to cut away the bulky outer dressing material,

‘gentlyAremoving the material until only the thin mesh covering your

W,

burns are exposed. The dressings may feel dry in areas and damp in

. - : "{e . . -

others, as they have soaked up.the drainage that naturally accumulated
on your burns. The dressings over yodr grafts will be taken down as

much as possible - because they have been in place for several days and -

ﬂvBecause old blood has accumulated under the dfessing,iﬁhéy Qiil.stickl

more than usual. To protect the graft the nurse will leave the

3 .

dressing on to be soaked off in the tub.

- Once the dressingsvhave been removed as much as possible, you will .
be asked to move f%o@:the'bed to the stretcher th.- -af beer pusitioned
on one side of your bed. Because you have been on ved rest 3ince your

surger a‘3>because of the discomfort your donar site may be
gery an ‘ _ . y >

AN

. N .
experiencing, you may feel weak and may in fact need a hand from the

nurse and porter. Once on the stretche:, you wili,be'trqnspofted out =~
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' §f yogr'room, dpwnﬁthe short hal}wgy into the tubbing room. You can
. - expect to be in this foom fqr'about 30 minutes. The roéﬁiwill seem
bright and warm. The tub will already be filled with‘wﬁrm water, about
éhehtemperature of the bath water you would use At home. Your
stretcher will be moved towards the tub until it is ﬁgssible,to
submerge the stretchér into the water. You and the étretcher will then
be submefged into the water. To protect ycur donar sitg’from the
water, Lhé area will be kept out of the water - thq? pért may feel
chilied. It may feel.awkwhfd if your leg is supporfed on the edge of'
the tub. ' |

As.wigﬁdxydr‘previous tubbings,,theré will be Severallpéople wiﬁ? o

yoﬁ during your tubbing - a physiotherapist and one or 'two nurses.
Each one has a specific job. The nurse will geﬁtly‘remqve tﬁe
d;;ssings that cover your burn wounds aAd gfafts - if theiﬂres;ing
sticks, she will splash warm b;th water over the area ﬁﬁtil it can be

—

removed. She will carefully remove the dressing over your graft, to

prevent the graft'fr@m being torn or being pulled along with the

dressing. You may notice the bath watef is a darkiéh brown in color --

&
s

do not be alarmed; it has bee; sqgine&'By the old bloéd of ‘the
dressings\brotecting your grafts; your grafts and burns aré»nqw'
expﬁéed. The graft mﬁy'not have the appearance that you are expecfkng.
The'sheec graft in fact may appear glmost purple in co{pr, with |
occasioﬁal blue Sﬁots from blood that ‘has clotted underneath its
surfasp. There will bg some rais;d areas whe;e'staplés or sutures holﬁ

the graft in place. Do not be alarmed - each day you will note the
: o Co ; i s j 7
graft changing in appe§<::fe. As the days pass, there will be less of

a blue spot from the blo clots undefneath‘aéixhey are rolled out byi
: o :
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the nurserusing'a Q-tip. They will become lighter in color, as the
purple or redness fades and they become pinker and whiter in color.
- The staples will be gradually removed and the raised areas that you

noted will all,go down. It if is a mesh greft. that initial redness

I

“will again fade with time. There will be an overlap of skin that will

bejsnipped away and as time passes and the graft heals, the skin tones

o

will return. N
As with your burn injuries, the graft will be cleansed of the

drainage that has accumulated on its surface. If drainage‘has

accumulated under the graft, the nurse will attempt to remove it by

A

s gently rolling a Q-tip.over the area. This may be done again in the
dressing room. The graft will be sensitive to the weight of the Q-tip,

but little discomfort is involved. The graft will not be left4to soak
B : ’
any. longer than 5-10 minytes in the bath water. 1In fact, the sheet

gfaft may only be goaked for 1-2 minutes. You may notice that the
grafted area may take longer to feel the temperature of the.water,,end

that the discomfort associated with the areaiprior to grafting has™

diminished. Once the greft has been cleansed, the nurse will cleanse

thefﬁonigrafted areas,vgently snipping‘away any loose, dead skin.
: . - B . . ' ' ‘
The range of motion ékercisés_will be done first as before on all

ungrafted areas. The newly grafted areas will be exercised gently with .

. _ . ¥
not as much movement being done as bgfore the grafting. The exercises

\
.

will be done if the physiotherapist thinks the grafts are stable. enough
and ready for it. You may have lost eome movement since the 'grafting
but do not worry - with some ‘work it cag»be quickly regained.

Your.scalp will be washed, and‘the unburned parts of your body
' v

\/ M .
cleansed with a face cloth. Your donar site will not be submerged in

/

<o
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water - the ~gauze that'covers the-site will dry completely over the

»o
... \

next days: “and gradually 11ft off as the tissue heals underneath. Once

the nurse and physiotherapist have completed their Jobs, your body will

be rinsed as before with a gently spray from a hand-held shower. The
.lstretcher will then be lifted from the water. Saran wrap will be

applied overgfop of the grafted sites and your burn'injuries for
: . A ‘
protection. To keep you warm, soakers will be placed underneath and

over top of your body.. You are now ready to be moved to the dressing
. T Y,

room just next door. Depending on the extent of your: Eurn injuries,
you can expect abOUE 30 45 minutes to be spent in this room. ~You will. "
be asked to move onto a clean,. dry stretcher - again, as with the first

time, you be givn assistance by the nurse and porter and may in fact be

"Q

1ifted Speé&al care will be given to moving the grafted sites, to
protect them as much as possible. 'To keep you as warm as possible, the

) ™ . i
nurse will work on one area at a time, keeping the rest of your body

Ao

covered. Your burn injuriee that ‘have not been grafted will be dressed
/

in the same.way as before: Remember that the purpose of the dressing
is to control the growth of bacteria, to remove anyuloose deed”tissue,~
aﬁd.to,absorb the drainage tnat accumulates. To keep your grafts
. -

protected and dry, a singlé layer of fine-mesh gauze 1s applied,
followed.by a layer ofbdressing\and kept in place with-rolled gauze.
As with alllyour dressfng cﬁanges, splints wil~ then be applied to
provide support and to keep that part of your body in a proper °
positibnj ‘ | ﬁ

" Your dressings 6111 be done as quickly aslpo$Sib1e. ‘Once the

. . 4 ’ v B
nurse is finished, you will return to your room and again be moved from
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A\

. N N
' the stretcher to your bed. The tubbing ‘:}rocedure will then be -

/

I hope this information will be hélpful to you and will answer

;::omplete\d.

some, of the questions you have have had. If yoﬁ have additional
questions, I am available now to answer them.

[

L 4
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C*tz:::’for the tapes was derived from taped open-ended interviews

bt

with ten r, patients who had experfenced the events in the particular

health care setting within a 12-month time frame. In addition to

reporting sensations experienced during speoific procedures, the former

burn patients expressed needs for preparation and suggestionsl‘br care,

; . 1 !
The tubbing procedure was identified as an encounter associated

with sensory bombardment.'

// .

(

. Okay. What we ended up doing was, the first memories I have of it

or that I was really conscious of being in the tub and the
procedure was as follows. I was placed in the water and theﬁ the
therapist came in, it was the 7:30 a.m. appointment. The nurses
and whoever was available to help, you knoib pull away\ahy

dressings that were stuck and I don&t know what they called it
o

" when they take off all the loose scabs and what not, they would

start eoingfthat and at'the same time qge physiotherapist would be
saying "Now, bend your wrist" or "Bend your knees" ol whatever and
it wasbjust sensory bombardment. - You had pain going on, people
picking at you, somebody wanting to shave you, you know, so
finally I said "Look let the physiotherapist come in, give her 15
minutes to go over me and then attack.® You know, leave us alone
for 15 minutes because I couldn't coiitenttate dn the therapy and 1

A\ ‘

could not relax and just breathe through thé pain and-everything
!

,was twice as hard. Once we started doing that it was a.lot

easier. That is something'that should be a standard procedure, 1

think. 3

)
[ -

..1 vas so sensitive that I could feel every movement that theym

made. Sometimes beforekthey even touched me I was jumping, you
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know, because I thought they Would hurt mﬁ I'ﬁyself like it

‘better to have one thing done Just the - same . as'pnernurse‘uorking ‘

' ‘on one 1eg and the other Aurse on the other 1eg Well, one is’“

'

| tender and the other one 1Is so rough that you know they try to

7
be gentle but it is not the same.  You don t know which one to

: watch Yddztmand one 'says:"oh, did I hurt you?"‘ And'1I say

K

“No, the other one hurt me .."

oA certain amount of'control and predictability was requested by
: o ?j‘
- the patient during the. nurse controlled tubbing and dressing chapge

Kavan gh (1983) studied the effect of encoughging‘children to take;an
active part in the dressing changes to increase. its controllability A \

significant reduction of anxiety, depression and greater patient :

wiyy”

S < 43‘
cooperation w&s associated with perceived predictability and‘b

' contfollability during the dressing_change : Perhaps by w1thhold1ng
A N w ' N
debridement and cleansing of the® wounds until physiotherapy is "7
Q/ complete ‘a reduction in anxiety and greater patient cooperation could
: Y . Y

be achieved o
N pi The importance of interpersonal contact with nurses was identified

‘in the interv1ews and reinforced by the study s results Burn patients »
seek attention support and distraction during nursing procedures to
' 3

assist inwemotional release and coping with anticipated discomfort

I think it is really important for: the nurses to maintain,
. s ' 9
“‘.interact with you *You know talk to you whllelthey are worklng

E

:-withlyou You are not a piece on an assembly line that is being -

, 5

added to-or taken from~ You are. lying there and you are a person
yand thése peoplz\;gbw a lot- about you and you feel like you really :

~ want to talk'to them and some nurses ‘you know, maybe because of
v _ X _

MY o .
§ . . - L 3
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their cultural background or the type of person th4§ are, they . :~‘
don t talk to you or discuss anything or’talk about the weather
eyen,' It is nice to get on autopic.‘ It kind of distracts from
what is~going on. It makes the experience something that you
know for the most: part it could be something to 1ook forward to

rather.than something‘that you dread. That is why with the

'physiotherapy 1 find that they‘like to distract you‘res while

they - are. stretching you or whatever That helps n they are

applying the pain if they can distract you then they can get more
progress. The same thing applies to the‘dressings Any

disturbance vhile you are in thaé stage equates to pain.!

v ' ’ . . > . v

LAY

A

Maybe it is 1ike bra<éwish1ng —~But 1 know it works on me. If I

‘“tell myself that I am in no pain and that is it. Sometimes I talk

’
-

v to myself you know it is because-you like to talk and talking £O . 4

somebody is the best in a way it is the best curk you need Ihe
medicine can work great on you but it will slow things down and
it will take time, .Ialking to someone;vsortjof releases the pain,

- you know..
4

The only time I really hayevany kind'of'real-memory of‘after a

graft was when they grafted my forehead and the nurses had to roll,ai:'h
Vit Yt was every hour or so, they had to roll itsto try to keep

Athat blood from clotting underneath keés it nice: and flat and

: smooth. I remember it being painful but I liked the attention

you know, so after a,while I almost got used to it and 1 just ‘you

. would be laying there in the middle of the night and it would bi(’j/

v
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dark and they w0u1d,ggme,in and at first think _you were asleep and
1

\’start rolling your graft at least it seemed dark. I don't really
~
know but I- remember them coming in.and you would wake up and thej
would be there and roiling‘the‘gfaft. That is the only real

memory I hgvet

»The experiences reported by former burn patients indicate the need

— . ' . . -

for nurse-patierit interaction and the development of a trueging, caring

relationship.

. )

I think the'main}thiog‘is.to, as you are taking them rhrougﬁ tﬁe
procedure;-fs-to offer‘theﬁ en explanation of'ehat is gping on. .
Some peopie don't like to know,"some.peopiebare‘tﬁe type tHEE;GEnr
.ever;rhing rividly ieid out in froﬂt of them. I think dealing
| with them is, you know on a personai besis is really important
I had a nurse that I got really attached to in the burn ward and
she becamevattached to me aod'she wvas elmost the mother heh:figﬁre
to me and they ended up separating us and that is a danger. There

‘ has got to be a fine: line‘&here they can be your friend and help

. you. out.
4

Perhaps the assignment of one’nurse to a specific patient>over a
series of stressful encounters would provide more opportunity for the

establishment\of a warm and tqpsting relationship

& T @ |
R _ R S \

o r———
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¥

of Moods Questionnaire

2'I will read a list of werds that describe feelings people. have. Please
. listen to -each one carefully.:
How YOU * ARE FEELING RIGHT NOW,

The numbers refer to these phrases:

SPWNOMO

Not at_all
A little
Moderately-
Quite a bit
Extremely

- Then select the answer which best describes

L4

The instrument consists of 65 5- point adjective ratiné/;;;I;:\Wﬁtch are -

factored into six mood, scores:
-anger-hostility; vigor-activity; fatigue-inertia; confusion- bewilderment.
An overall mood score is calculated by &ddding the.sik mood scores, with-
vigor-activity being a minus value, » -

tension-anxiety; depression dejection,
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' A
'Please lisﬁen to each item and indicate by selecting the apprOpriate\

. ' category,; to what extent you used it in the situation just described

(tubbing; suxgical excision and grafting, tubbing post. grafting)a,

-11.
12

13.

Jl4
15.
16.
17.
18.
19.
208

21.
‘22

N

Just concentrated on what I had to
do next -- the next step:

I tried to analyze the problem in
order to understand.it better.

. Turned to substitute activity to

take my mind off things.

I felt that time would make a .

difference -- the qnly thing to
do was to wait, .

Bargained or compromised to get
something positive from the
sltuation. -

I did something which I didn't

' think wllild work, but at least
I was doing sogething. .

. Tried to.get the person respon-

sible to change his/her mind.
Talked to someone to find out
., more about the situation,

. Criticized or lectured myself.
. . Tried not to burn my bridges,

but leave things open somewhat.

>Hoped a miracle would happen.
Went along with f te,‘sometimes

I just have bad luck.

Went on as if nothing had happened.

I tried to keep my feelings to
myself.

Looked for- the silver lining,,so
to speak; tried to look on the
bright ‘side of things.

Slept ‘more. than usual:

I'expressed anger to the pérson(s)

who caused the problem.

+-Accepted sympathy and under-

standing from someone :

I told myself things that helped
me to feel better. -

I was inspired to do something
creative.

‘Tried to foget the Wwhole thing.

I got professional help

Not
Used

0

o

Used
_some-

what
1

1

e

Used
quite
a bit

2

2

NN

Used a
great
deal"

. 3 .

3

W W

w

w W

w W



23,

24,
25,
26.
27,

28.
29.

30.

31.

32.

33.

3,
35
36.
37,
- 38,
39.

40.
41.

42,
43,
4h .
45.
4.

47.

éhanged or grew as a person in a-

‘good way.
I waited to see what would happen
before doing anything.
I apologized or did something to
" make up.

‘I made a pan of action and followed

it. :

I atcepted the next best thing to
what I wanted. : g

I let my feelings out somehow

Realized 1 brought the. problem on
myself. - "

I came out of the experience better
than when I went in.

- Talked to someone who could do

something concrete about thé
problem. .

Got away from it for a while tried
to rest. v

. Tried to make myself feel better by

eating, drirking, using drugs ox
medication, etec.

Took a big chance or did something
very risky.

I tried not to act too hastily ot
‘follow my first hunch.

Found new faith, .

Maintained my pride and kept a

stiff upper lip. ’ :

Rediscovered what is lmpoxtant in
1ife.

Changed something so things would
turn out all right

Avoided being with people in general,

Didn't let it get to me; refused to
.think too much about it, »

I asked a relative or friend I
respected for adviee.

“Kept others from- knowing hoy bad

things were.
Made light of the situation refused
to get too serious about ‘'it.

-Talked to someone about how I was

" feeling.

Stood my ground and fought for wvhat

I wanted.

Took it out on other people.

N

Not

‘Used ,

0
0

04

Used
some-
what

1

)

2 . v

Used = Used a
quite great

a bit deal»
2 3
2 3
5
2 3
1 2 3
2 3
_2' 3
b2 3
2 3
2 3
7 .3
2 3
2 ;. 3
. 2 3
2 3
2 3
-2 3
_ 2 3
_2‘ : 3“,
-2 3
2 3
2 3
2 3
2 ' 3
2 3

1}



48,

49,

50,
51.
52,
53,

54.

55,
56.
57.
58.
59,
60,
61,
62.

63.

64.
65.

'~ 66.
1 67.

Drew on my past experiences; I was
in a similar situation before.
I knew what had to be done, so I
doubled my efforts to make things
“work,

Refused to believe that it had

z

happened.

I made a promise to myself that
things would be different next’
.time.

Came up with a couple of different
solutions to the problem.

Accepted it, since nothing could
be done.

‘I ttied to keep my feelings from

interfering with other things
too much.

Wished that I could change what had
happened or how I felt., :

.1 changed something about myself.

I daydreamed or imagined a better
time or place than the one I was

. 1n,

Wished that the situation would go
away oxr somehow be over with.

Had fantasies or wishes about how
things might turn out.
prayed

I prepared myself for the worst:-

I went -over 'in my mind what-I would

say or do.

I thought about a how a person I

admire would handle this situation
and used that as a model.

I trig¢d to see things from the other

person's point of view,
I reminded myself how much worse
~ things could be.
I exercised.

Something completely different from .
any of the above (please describe).

'

Not

Used

)/ Used*w<‘Used

‘some-
what

P

e

quite
a bit

133

" Used a

great
deal

w
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Empirically Constructed Scales from the

\ WAYS OF COPING (Revised) v

{Copmunity Sample)

»

Scale 1: Confrontive coping (glphg - .70) .

a6.-Stood my ground and fought for what I wanted.
7. Tried to get the perso? responsible to change his or her
mind,
17. .1 expressed anger to .the person(s) who caused the problem
.28, 1 let my feelings out somehow.
34. Took a big chance or did something very. risky
6. 1 did something which I didn't think would work but at
least I was doing something

.

7

Scale 2: Distancing (glgh_ - ,61) o -
44, Made light of the situation refused to get too serious
' -about it

13, Went on as if - nothing had happened.

4]1. Didn't let it get to me; refused to think about it too much.

21. Tried to forget the whole thing.

15. Looked for the silver lining, so to speak; tried to look on
{ the bright side of things.

12. Went along with fate; sometimes I just have bad luck.

Scale 3: Self-controlling (élphg - .70)

14. I tried to keep ﬁy feelings to myself.
43. Kept others from knowing how bad things were.

10. Tried got to burn my bridges, but leave things open somewhat.

:35. 1 tried not to act too hastily or. follow my first hunch.

54. 1 tried to keep my feelings from interfering with other

. things too much.

.62. I went over in my mind what I woulg say or do.

.63. 1 thought about how a person I would
situation and used that as a model.

-

Scale 4: Seeking socidl support (algh - .76)

8. Talked to someone to- find -out more about the situation.
31/ Talked to someone who could do something concrete about the
: problem. !
42. 1 asked a relative or friend I respected for advice.
45, Talked to someone’ about how I was feeling.
18. Accepted sympathy and understanding from .someone.
22, 1 got professional help :

e

7

admire would handle the

135

Factor
Loading

’

.70
.62

.61
.58
.32
.30

.55

.54
.50
.49
.34

.25

.73
.68

.58
.57
.56



Scale 5: Accepting responsibility (glp?;‘z .66)
9. Criticized or lectured myself.
29. Realized I brought tHe Pxoblem on myself ‘
51. I made promise to myself that things would be 'different
next time.
25. I apalogized or did something to make up,

Scale 6: Escape-Avoidance (glphg’- .72)

58.
11.
59.
33.

40.
50.
47.
16.

Wished that the situation would go away or somehow be over,

Hoped & migacle would happen.
Had fantasies about how things -might turn out.

Triéd to make myself feel better by eating, drinking, using

drugs or medication, etc. .
Avoided being with people in general.
Refused to believe that it had happened
Took it out on other people. :
Slept more than usual.

Scale l: PlanfulAproblem-solving (ng é - ,68)

49.

26.

1.
39.
48.

52.
Scale 8: Positive reappraisal (alpha = .79)

23.
30.
36.
38.
60.
56.
20.

The intercorrelations among the coping scales averaged

I knew what had to be done, so 1 doubled my effo-

things work. :
I made a plan of action and followed it. .,
Just concentrated on what I had to do next -- tha
Changed something so things would turn out all -‘g .
Drew on my past experiences, I was in, a similarfposition

before. '

Came up with a couple of different solutions to}¢he problem.
: y o

Changed or grew as a person in a good way.

I came out of the experience better than when I went
Found new faith.

Rediscovered what it~ imporgant in life.

I prayed. \

1 ¢hanged something about myself.

I vas iquired to do something creative.

_shown on page
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Factor
Loading

g1
.68
.49

.39

.66
.55
.54
49

46 ()

42
.40
.36

A1

61
45
44
.40

.38

.79
.67
.64
.64
.56
.55
.43

over 5 occasions are
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Eight Coping Scale& Ié 4

Intercorrelations Averaged Over Five Occasions o
N ‘
Scale 1 2 3 4 5 6 7 8
1... Confrontive ‘ .01 .36 .27 .26 .27 .28 .26
* coping - ‘
2. Distancing | 36 -.06 .27 .32 .09 .13
o> » r
,‘ : ~ : .
3. Self-controlling . - .24 .30 .36 .37 .39
4. ' Seeking social . .09 .23 .30 .32
support ‘
- :. v ‘)
5. Accepting ) .39 .13 .18

responsibility

v

6. Escape-avoidance

7. Planful problem-
solving

3

8. Positive reappréisal

S
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o . Social Support'Questionnaire SN .

.Please listen:to‘éach item and ‘indicate whom you would turn‘to in the

situation described. " You may select up to nine individuals. Please:

indicate how satisfied you are. with this suzsort by selecting the o

fappropriate category . ‘ g (I
'Example ) B | ' ' o
| Whose lives do you feel that you are an important part of?
h,eNo‘one‘ o 7 @) U 3)
A
 How satisfied? . R SR .
' h6'- very ‘ : .lﬂ 5 r’fairly \hlh f ‘4 -.a little
satisfied . o satisfied , ;satisfied ]
| 3 - alittle ' 2 - fairly - 1 - very b : '{

- dissatisfied ' -~ dissatisfied = - dissatisfied.

- Whom do you feel would help you if you were marrlea and had Just
; separated from your spouse7 PR _ ;- ‘

.VWhom can you really count on to be dependable whe‘

;11;'

-Who helps you f?el that you truly have someﬁhing p051t1ve to contrlbu
: ;to others? R ]

Whom can you really count on to distract you from your worries when you o
- feel under stress?

N

yWhOm can you really count on to. listen to you when you need to ta1k7

Whom could “you really count on' to help you if a person whom you thought

was a good friend insulted you and told you that he/she didn't want to
see you again? v‘.- » d S PR

Whose lives do you feel that you are an important part of7 }' TR

Whom could yourreally count on to help you' out in & trisis 31tuation L
even though they would have .to go out of their way to .do so? ¢

g

Whom can y9u talk with frankly, without having to watch what you say7

R

you nied he1p7.

WHom could you really count on to help. you ;
fired from your job or expelled from- school.hf
AN

With whom can you totally be yourself? "‘-:‘: R LN ~.‘. 4
ya : A B

1f f%u had just been ;d
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L)

12, Whom do you feel really appreciates you-as a person{

13. Whom can you really count on to give you useful suggesti;fy,that help

you to avoid making mistakes? : L \
14. Whom can ydu unt on to listen Openly and uncritically to your ﬁ
innermost feellngs? C ‘ :

15. Who will confort . you when you need it by holding you in their arms?

"-16.“1Whom do you feel would help if a good friend of yours had been in a’car
' " . accident and was hospitalized(in serious condition? .

17. Whom can you really count on to help you feel more relaxed when you are
* . under pressure or tensey ‘ SR

o

18. Whom do you feel would help if a family member very close to you died?
19, Who- aceepts. you toiplly, including,both your worst and your best'points?

20 Whom can you really count on to care about ¥ou,. regardless of what is
happening to" you? s '
21. Whom can you really count on to listen to you when-you are very angry -at
» - ’someone else?k :

122.‘fWhom can you really count on to tell you, in a thoughtful manner, when
~ . you need to. improve in some way? _ : o
. ‘ ' ‘ v

. Whom can you really count on to help .you feel better when you are

. feeling génerally .down- in- the dumps?

; ;Whom do you feel truly loves you deeply? ""\ ‘ " \1
Whom ¢ can ‘you count on to console you when you are very upset?
Whom&can you really count on to support you in major decisions you make9‘
l-27 Whom can‘you really count on to ‘help you feel better when you &re very _°
irritdble ready 'to get angry at almost anything?



