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\ or the Contrg}kgroup. Each groupxconsisted of 24 participants The
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. o ., Abstract

A A ngnitive Approach To Fac)litating Psychological

3 S =

» . Adaustment to Hysterectomysﬁ:'
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The*méﬁﬁ punpose of this study was t0‘compare Stress Inoculation,

t

Preparatory Information and a Control,treatment in facilitating
positive post hysterectomy adjustment ' Patlents for the study were T2
women between the ages of 30 50}in need of a full or partial -

. hysterectomy for benign reasons'uhoﬁwere referred to the study by

gynecologists in a general teaching hospital Patients4were randomly

%ssigned to either the Strgss Inoculation group, the Information- group,

Stress Inoculation treatment was found to be more effective in
facilitating a positive post- hysterectomy adjustment as compared to an
Information or Control group as measured on a post- hysterectomy

adJustment scale administered 90 days after surgery. It was found that

" perceived feelings of self control were significantly increased in the

"

Stress Inoculation group as compared to .the Control group_ssbmeasuredvby

the Rosenbaum Scale (1980).‘ It was found that husbsndfs/partner’s

‘involvement was significantly greater in thQse patients'ﬁhOjparticipatedi

in both treatment groups as measured by a Husband’s/Partner’s -
Questionnairé. - Significant differences were found between~the groups on

seventeen of the twenty-eight individual variables'on the Adjustment

"Questionnaire. The resultsbof the study clearly demonstrated that the

!

Stress-Inoculationitreatment.is an effective program in facilitating a



o | e . ,
post-hysterectomy adjustment. This-study gives support te the notion,
:that it is more effective to/teach cognitive coping skills to patients
rather then;just ?roviding trem with information pertinent to the

”;hysterectomy,‘ Suggestions for further research and possible

applieations to other medicdl and. s&rgical interventions are presented :
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CHAPTER I -

e

. INTRODUCTION -,

. Of all the medical disciplines gynecology seems to have been the‘first‘

to deal uith|psychosoma medjcine. Hippocrates and Galean:recogniaec
the connection between diseases of the womb and emotional disturbances
of women. Indeeo, the term hysteria/geriving from the.Greek hysteros
(meaning womb) is often unjustly used in labelling women
psYchiatrically. As late as the end of the 19th century, pathology of
the womb or the"ovaries was still considered as the main cause of mental .
or emotional disorders in women (Polivy, 1974). |
Gynecological illness,,diseaées of one’s organs~of feminineh
function is often perceived by women as some impairment or "badness" of
¢ the feminine part of themselves (Raphael 19769 . Tne patient may see A
the illness as a "visitation" over which she has no control and to which
lshe"must passively submit, or as a punishment for past misdeeds or taboo
sexual behavior. Evenfwith the woman who islpsychologically well
| adjusted, perceptions -such as these may conscioualy or uhconsciously
influence the way in which she views her illness and the removal of her
diseased organ (Raphael 1976) . | )
‘Mathis (1967) suggestec thgt sex, reproduction, and the -
)

reproductive ‘system are almost synonymous with’ emotional;zeactions in

the North American culture. The emotional charge invest in the

- . /-
genitalia makes that region of the body peculiarly vulnerable to

symptoms-arising from any conflictualﬂaspect of living.

Hysterectomy has been a much discussed gynecological procedure for

—

women. The experience is psychologically significant for many reaSons

The uterus is a symbol of femininity and . intactness Although a ’ .




hystefectomy"cen leave minor sca}g or no scars, the sense of mutilatien
and damage can be profound (Bie?e;, 1958). Myths about the effect of
the surgery on sexual responses may also affeoﬁ the women'; ad justment
(Polivy, 197%):"Aceordihéveo.Steiner aed Aleksandrowicz (1976) thefe is
a psychiatric morbieity.or 48.8% after a hystereceomy. " These findings
. N
were éonfirmed by Brennan, Spano, and Jeekson (1979) in their study‘iﬂ

which they found psychoiogical complications in 48% of women undergoing

a hysterectomy. Stefner and Aleksandrowicz (1970) stated that there is .

not a surgeon in practice who would tolerate a similar incidence of
vpest-operative'wound infection even éhough this latter condition is
usually less disabling ehd'mere reepoﬂsive to tﬁefapy. Pbet-oeepative
psychological difficulties.eay'hot be life threateﬁing and more often
than het they disappear in time, however, these psychological symptoms
ma&'be protracted and long lasfing causing‘cepeiden;ble misery and
disability. | ;

Post-hysterectomy depression is a gene;;ily recognized entity. In
a numee;'of.studies (Barber, 1968; Richards, 1973; Polivy, 1974) a
higher incidenoe of depression folloying this procedure ae éompared with
other surgical’procedures was reported. They reported that womenlwith
prevloue emotional disturbances seemed more likely’ to become depressed.
The loss of an organ (uterus) with SUch 1mportant unconscious symbolic
significance with poor.preparation results at .times in poor
psychological and physiological adjustment post-operatively.

In spite. of the number of women undergoing a hysterectomy the
systematic provision of education and information appears to be both

uncommon and sporadic (Walters, 1979). According to Neefus and Taylor

(1982) few reports of patient-education programs specific.to

4,



-

hqiﬁeréctogy appear in the liﬁerature. Most educational programs deal
with such topics as preghancy, parent educat;od,-diabetés, heart

N qiSeaSg, or.cénsist of general pre-operati chaSsés. Neefus and Taylor
tconcluded that presently there is‘a begipming 6f some structured
aystematié'hysterectomi patient-e&ucation thatris being planned; carried
out, and evaluated. L | - N

Impending sufgery is a situation which engenders aniie;y in mbst |
individu;isﬁébnfronted by it. Though.goméApatients rather than
exhibiting expected le@e;s ef‘féar ﬁfior'to sUrgéry, actually actively
and compulsively seek out ﬁhe experience most fhdividuals perceive it“as
a ézgessor involving pain, discomfort, loss of immediate control and
potemtial, and the loss of the ability to resume normal activities
(Janis, 1958).. | " -

According to Réading (197§) research stuqies-pﬁblishéd in reéent
years Sﬁgg;st‘that éurgery_i;‘a érisis‘sitﬁatign qnicp lends_itselt _
quite ;eadily to the administration and eVaiuation:of 1n£erventi$n
techniques designed to mitigate its stressfulness. Surgery;'along with
other invasive medical procedufes is unique in that the stressor is

v
" focalized and pred;ctable a}lowipg for relatively stablq\periods_both
prior to and subsequent t§'the stressor during which one may introduce
progéamméd intervention'brocedures.

Dumas (1563) wrote that skilled and conscientious pr$ical and
bsychblogical b;eparation is of crucial importancg“if post-operative
ébmp%;caﬁions are,to'be mipimiied.‘ The pre-operativg\period is a time
of trepidation for the patient. }deallyvpregaration sgsﬁid begin from

the moment of the decision to operate urtil the time of incision. In

>

\\

PR - e -

rgality howevef;‘tﬁif;ff;paration if there is any besides physical
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preparation rarely begins prior to hospitalization, consequently, the

7term pre-operative usually refers to that period of time which elapses

between hospital admission and. the onset of the: surgicalwgiocedure
Dumas (1963) concluded that when an individual enters the hospital for

surgery it is only natural that the individual regards the situation as

-one of the most important events in his or her life. The degree to

which the experience will provoke anxiety will vary frem batient‘to
patient and from procedure to procedure.

The bulk of experimental studies'dealing with the preparation of
patients for surgery and the psychologieal‘effects of surgical
procedures in general ‘have been published since 1970. According te
Auerbacn'(1973) the first major empirical study of the effects of
surgically induced stress on the emotional reactions andlsubsequent
adjustment was Janis’s (1958) study.. Janis”“s findings highlighted the
notion that although most people experience some fear when facing
surgery a'range Pf fear levels ane elicited, there are individual
differences in the overall perception and interpretation of the various
stimuli associated with surgery.

Wolfer (1973) stated that when examining preparation of patients
for surgery one must be able to draw a distinction between a patient’s

recovery and welfare. Wolfer stated that often these terms are used

interchangeably although there is a tendency to use "recovery" in

. connection with the physical aspects of the patients’ condition while

"welfare" is employed with the psychosocial aspects. Recovery can be
viewed as the process of restoration and/or attainment of normal
phy31ologiea1 and anatomical functioning. Patient welfare can be

conceived as a complex multidimensional and changing affective and

]
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cognitive state of an individual ‘as he undergoes hospitalization and

4

surgery. A holistic view of man and a ﬁsychosomatic approach to illness
'holds'ghat the process of ﬁhysical recovery is influenced by_the
patient’s psyehosocial status. The physical and psychological aspects
are 1nterdependen;‘if not inseparable.

Rachman and Philips (1975) suggested that patients will benefit
4considerab1y from determined and systematic attempts té pcovid;
péyghological preparation for their admission to hbspital: This should
include at least full factual informatién, emotional reassuranqe,'and
séme inoculation. Rachman‘and Philips (1975) concluded that they look
forward to the day when greater medical and nursing ;ttentioh'is given
'to t%e patiént's need for emotional comfort and reassurance and less
;ttention to the vagaries of his or her bowel movements.

According to Bergin-and Gérfield (1978) the most recent and perhaps
surprising developments in the field of psycpology have been the grow%f
of fundamentally cognitive therapies Qithin the domain- of behavior
therapy. Meiéhenyagm-(197u) wréte that cognitive therapy refers to a
variety of thééapeutic approaches wﬁose straiegies and techniques are
based onhmodifying the faulty assumptions, patterns, and attitudes

underlying an individual’s cognitions.

Meichenbaum (1974; 1977)vdéVeloped a cognitive approach known as

cognitive behavior modification. This model focuses on the modification

of an individdal's internal dialogue which refers- to what~the individual

- ‘ . - . o

is saying to him or herself. CBM is made up of many diverse strategies
and procedures. A sample of:tbese7§pphoaches'éée Sélf‘Ins£>§ctional
Training, Cognitive Restructuring Techniques, and Stress Inoculation -

Training (SI), a multifaceted strategy which was developed to provide .

4
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clients with a%ggospective defense or set of skills to deal with future

stressful situations.\ As in medical inoculations an individual s

)

resistance is enhanced by exposure to a stimulus strong enough to arouse
defenses without being soﬁpowerful that it will overcome the individual *-
_(DavidSon,.1974). b |
A common theme‘underliing all the self statements in Stress
Inoculation is the notion téat it is not events per se that provoke
\n
anger, engender anxiety, and increase pain but rather it- is the

\(l

individual 's constructions and beliefs about these events. An important
implication of all the statements is the fact that people need not be

victims of their thoughts and. beliefs but can actively control and
change them, thus manifesting self dﬂhtrol (Davidson,-197u)

The Stress Inoculation package iscgmposed of three phases . (a)
Education, (b) Rehearsal or Skills Training, and (c) Application
‘Further discussion details, and analysis of all three phases will be
presented in Chapter II. .A number of investigators have commented,on.
the clinical potential of a preventive approach for ;andling
psychological and physical stressors (Janis, 1958; Seligman, 1973) The
Stréss Inocula jon procedure is designed to engender in clights a sense
of "learned resourcefulness" to replace their sense of "learﬁ%d." \

helplessness" as defined by Seligman (1973).

Nature of the grgblgg : o ' Y
Research has indicated that a hysterectomy is the most commonly _ o §§f

"performed major surgery with ten percent of North American uomen
undergOing.this surgical procedure (Roeske, 1979)."Hhile aéknowledging :
that. there are post-operative psychological symptoms, research has

focused on a remedial rather than a preventive approach In general the ’

[
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stress associated with this form of surgery seems most likely to

'precipitate adverse psychological reactions in patients who are less

wellvprepared to deal with.stress. The uoman undergoing a hysterectomy'
for benign or malignant.indications is likely to experience,some ’
psychosocial stress. HT; the patientvresolves this stress will'affect
her psychological and physical adjustment;; StresS'inoculation»is a
general treatment program that can be adapted‘to,many.stress'situations;
It was devised primarily to deal with stress and pain related disorders
making it a 1ogical approach in attempting to immunize the hysterectomy
patient against psychological problems related to 'this surgical
procedure. Janis’s (1965) study can be seen as a driving force toward
applying this approach. Itvyas suggested by this study tnat a

multifaceted training procedure in teaching coping skills should be

" employed to increase tolerance,for an {mpending stressful situation such

as surgery. o ‘ - S .

Purpose g{ the Study ‘ N ‘ _ . 'rg;. -

The purpose of this study was the comparison of Stress Inoculation

and Preparatory Information to one another and to a Control group with ;““

respect to their effectiveness as a pre-operative preparatory program in
. | .
facilitating a positive post-hysterectomy adJustment
‘ ‘ p

KN
Al »‘:‘:3'
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The description of the study Just outlined progresses as fbllows.

<

Chapter II oontains a review of the literature related to the
Psyohological Aspects of Hysterectomy, Cognitive Behavior Therapy, Self
Instruotional Therapy, and the Psychological Preparation of Patients ‘for

Surgery. This" is followed in: Chapter I1I by a aescription ot thev*.'-

5
R

methodology of the study._ The thesis ooncludes with Chapters IV and V
'where.the results of the study as well as a discussion on the
impli%etions and possible suggestions for further research are

presented. L } - T .

~—,
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CHAPTER II

S REVIEW OF RELATED LITERATURE e o
Ps cholo ical Aspgcts or Hysterectogx . . . _ '

' Psy‘e‘and soma are int_er-related‘. Physical illness may cause

psychiatric symptoms'and emotional cbnflicts'can precipitate somatic
disturbances It has been suggested that women are a high risk group.
for psychosomatic illness which in many instances ante-dates the
gynecological operation (Rogers, 1950).

Surgicai removal-of the uterus has a_loné history, however, it was} -
not until the end of the 19th Century that -the mortality rate dropped<to

~a low enough level for the procedure to be COnsidered'generaliy-

,facticable and today 10% of North American women undergo a

~ .

hysterectomy
Drellich Bieber and Sutherland (1956) wrote that every individual

‘evolves patterns of adaptation that are defined as the eharacteristio
and habitual patterns of behavior that are designed po satisfy personal .

needs maintain feelings of safety and security and reconcile these

needs with the_demands of the environment.v Such patterns may ultimateiy
be 1ntertwined'with specific‘organs of-the body ~ When it becomes a

medical necessity to remove such an organ these patterns of adaptation <

are threatened or disrupted. A hystereotomy is a matter of great -
) -
.consequence in the life of a uoman since it appears that the uniquely

t‘emale organs are greatly valued and ‘are seen as essential in

maintaining the total'adaptation of.the woman (Drellich et aI., 1956)_
The woman’s uterus is ‘'viewed by many women as necessary for- the
' rulfillment of roles ordinarily seen as feminine in the individual s -

-personal life and.as a member of society.
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Polivy (197&) suggested that due to our culture a woman s breasts,'

genitals, and reproductive organs are essential to her adaptation and
self evaluation as a woman. As a result of the significance‘of these
organs a threat to them constitutes a threat to a woman’s whole self

concept. Some women.seevtheir uterus as their source of-strength,
b - .

Jhealth and. general effectiveness (Youngs & Wise, 1976)

Kolb (1977) described child bearing and uterine function ay the
most highly prized_biological possession and the loss of_procreative
‘ability as more than the loss of'one of the most fundamental of .
functions.. It is’a symbol.that'both the sources and ends of energy have .
failed;.'For‘Kolb the loss 4f the uterus is a profound event, leading tov
feelings of guilt worthlessness, shame, -and depression resulting in the
‘patient experiencing a narrowing of interests and a withdrawal from - -

' social contactsq - . _

The first study in this apea was carried out‘by Lindemann, (1941) -
who noticed a significantly different enotional response by women to °
this gynecological procedure as oonpareduto'surgeryjon the upper

abdomen. .
> ’

Polivy (197“) delineated the most common psychological reactions to‘

a hysterectomy as’ outlined in the psychological literature: (a) loss of
sexual desire which is not organic in nature; (b) concerns about the

loss of strength and femininity; (ec) anxiety surrounding the loss of her
.child bearing ability and menstruation; (d) fears ahout~the etfects of
Athe surgery on one’s appearance;‘(e)Lfearsueboththevsurgery's effects

on interpersonal4re1ationships; and (f) depression;. |

_‘According to Drellich and Bieber (1958)_many wonen‘feel that

undergoing ‘an operation that‘entails_the surgical removal of the uterus.

o
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. and or ovaries‘is a‘punishment for.past misdeeds and'or.taboolsexuai
behavior'leading many women into depression; In their study it was
4found that ’ﬁ;en who were mildly depressed pre-operatively and were able
to.foresee some,benefits from the surgery displayed-the:hest'adjustment

with only minor psychological difficulties Thosersomen who didn’t

: .exhibit any worry or fear were inhibiting extreme anxiety which erupted

into post-operative panic These patients with no pre-operative anxiety
with‘nespect to the loss of their uterus also-- presented with

post-operative depression and a number of disabling psychosomatic

symptoms

Richards (1974) found that 36. 5$ of the women in their study who

had a hysterectomy required treatment for their depres31on In'a""

e

comparison of 56 women who had a hysterectomy with 56 women who had

undergone other operations it was found that 70% of the hysterectomy
'patients suffered post-operative depression as compared to. only 28% of

" the post-operative controls )

According to Polivy (197&) depression can be found in uo; of the
M‘uomen post-operatively, Polivy s study delineated five warning signals_
for identifying those women - who are at risk in developing
post-hysterectomy depression (a) those with previous psychiatric :

hystory, (b) medical necessity, if the surgery is not completely

hecessary there is a greater chance of depression- (¢) marital problems'

(d) lack of pre-operative:anxiety; and (e) the presence of
misconceptions and fears about the effects of the surgery.
Wolf (1970) suggested that depression is he most frequently

~reported symptom and the mqst frequent psychiatric or physiological
compiication, An important underlying common denominator of all

W e

o



depressive illness is a psychologically significant‘sense of ‘loss of
something which is essential for a continued acceptable existence plus a
f;concomittanf/~oss of self esteem (WOlf 1970) - The loss of the uterus
has a different meaning for .each woman. .If one considers the importance
of the uterus in a woman ‘s adaptation to her 1ife ‘situation and her self
image then it is not surprising to observe such a 1arge number of ‘women
suffering from-post-operative depression (Turpin,.1979) ' 3 . Cae
//l - Another perspective on the onset of the pOst hysterectomy

8 depression was presented by Melody (1962) who suggested that sthe

» ‘depressive reactions that follow hysterectomy are usually-precipitated

by a traumatic social event_that the patient perceived as in fact

-

threatening oria symbolic act of'disapproval'or rejection Hysterectomy
to the woman who becomes depressed post-operatively comes to mean

' rejeotion from the sooial milieu in which she had previously been in.

'In the Melody study it was f‘ound that the patients who displayed the

| syndrome of'depression were'women'who-had demonstrated over the years'

prior to surgery ‘a tendency to react to any threat with an adaptive

1

pattern of depression. "

‘In a study by“Newton and Baron (1976)“in which the age'of the women
was studied as a possible factor in the develdpment of post-operative '

depression it wﬁs found that the risk of depression declined with
\

increasing age. The rate of depression was found to be markedly higher

. , _
for those women who were younger when they underwent the surgery.

Patterson and Craig (1963) and Wolf (1970) found that women from a

XN

lower socie-economié status seem to feel-more depressed due to the

)

feeling of being defeminized‘ There is,a greater prevalence of

W~;depression in such groups dUe to the belief by a’ highér percentage of‘

r
' 5
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these womenlthat a woman’s function is to‘bear children and that without

‘a womb she is no longer a woman

| Studies have been carried out trying to ascertain if it is the -

« N

,/hysterectomy per se that specifically triggers depression or perhaps it

7/ is the specific issue of- sterilization that is the cause of depression
<"

Ellison (1965) reported a 30$ rate of depression among twenty patients

who had undergone a tubal ligation compared.with an 80% rate in o

. f‘::‘ -
,ftwenty-five women following a h ctomy indicating that sterilization

’

may not be the most important factor. Similar results have been
reported by‘Bargalow, Gunther and Johnson (1965) where it was found
,that hysterectomy patients had : poorer long-term psychological response
ﬁcompared with women ‘who had undergone a tubal ligation.” Ananth (1978)
:stated that the problem of whether hysterectomy per se, or sterilization
'-in general resulting "in depression is not yet ‘resolved. However,
.evidence seems to indicate that hysterectomy does induce depression.
Specific fears unrelated to the impact of the operation on sexual
functioning seem to occur in maladaptive women post-operatively ’

(Raphael 1976). Raphael further suggeSted that whether sexually

responsive ‘or not in the past women are concerned with their ahility to

participate sexually post-operatively Many uoméh‘after the surgery
'fihview themselves as desexed thus unable to satisfy their husbands or :
sexual partners sexually .According to Youngs ‘and Wise (1976) there is

a diminished ability to respond sexually, diminished sexual

s e

K4

‘ attractiveness and the feeling of owning defective equipment In oo

'-addition, _some women fear that this operation will render them more

masculine unattractive, fat and old. So. h (1979) wrote that Aorhost

Lv;womenrthe drive to reproduce is the essence o the taking

]

femininity

l

A
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'f!away of,this ability 1eads the patient to feel sexually undeSirable. 'ln
.-a study by Menzer Morris, Gades, Sabbath Rabey, Plant, and Sturgis
'(1975) 1t was demonstrated that women who adjusted properly sexually ‘
either denied. themselves feminine gratifications or resolved ‘
isata.sfacr:torily the loss of reproductive fUnctioning -,‘i" ke “ff“ﬁ . Ljfki
. Amias- (1975) suggested that the removal of the uterus. abdominally
or vaginally need only entail a temporary restriction of sexual
‘actiVity He proposed that 1n the long run far from hysterectomy
marking a. stage in the downfall of sexual functioning, the removal of
i *1the u%erus should result in an increase in sexual activity and Lo
enjoyment Removal of gynecological disabilities by the surgery will
generalIy produce the expected gratifying results both in" the patient s
physical well being and also in the restoration and improvement of her f
sexual life Amias suggested that if maladJ:stment persisted the cause
should- be sought elsewhere and ot in the surgical procedure itself*
Dennerstein Hood - and Burrows (1977) found that the fear of being
altered sexually was the most’ common pre-operative anxiety in the women'
_followed,by their study.’ A negative sexual expeotation of the operation
was significantly associated Wlth a-poor sexual outcome and the loss of
_sexual desire posteoperatively. Dennerstein et al (1977) outlined four‘

3

reasons for'this poor sexual adjustment- (a) the fear of losing their :

.

femininity, Cb) the lack of knowledge with respect to their sexual
.anatomy and physiology, (c) negative expectations of friends and family,
and (d) the reactions of their husbands or sexual partners Dennerstein

~y

et al warned that even though the Ioss of sexual interest is a’ common

“+

accompaniment of depression it appears that ' in their study it. uas a .
‘ Specific phenomenon unrelated to a patientfs reported feelings of

N .



' phy51cal and mental well being They concluded from the results of

their study that psychological factors partlcularly the expectation that
the operation will adversely affect sexual relations is responsible for
the deterioration in sexual relations following a hysterectomy.

Inhéreg& in phis operation cre many possible 'losses but by far the
most important loss to the ﬁoman is the loss of her child beiring o
abil};y (Drellich & Bieber, 1958); Raphael (1976) suggested "that a
large percentage of women across all societal Stratas ccnsidep
themsglves not really women when they cease being able to have children.

— , . - N
Investigators have illustrated that even the loss of the

ﬁenstruation period is not e;sily accepted. A woman 'S period -is at
times scen as an index of femininfty and Jooked upon positively as an
indication of womanhood . AMenstruation is seen by some women as being A
constant monthly "cleaning out" and reghlatory process so that many
Qomen become concer;ed as £o~how the§ will cc.cleanseé of their "padﬂ
blood (Raphael, 1976). This factor once again according to Raphacl
suggests that a womcn's‘understanding'ofrher bodily funetions and of
what real%y happens whcn she undergoes a hysterectomy is extremely

-

variable and rarely adequate.

~

A whole range of interpersonal relationships may be influencing

factors in the perceftlon of this operation long before it comes to thewf’ -

- e

woman’'s own personal reality. In most 1nstances the woman will have e
spoken about the surgery and its possible effects’with thersﬁtnoted and
have been affected by their fesponses and ultimately formed herlown

pitture of her family's-and social group’s response to her after the

-«

_surgery (Youngs & Wise, 1976). The husband’s/partner’s involvement

. throughout tﬁié éxperience aesulting in. fecl%ngs of acceptance and

- . ¢ o~ ... . R B, R §
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R times more CommOR. (Richards, 1974).. . - - .. '_¥
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support is essential element for an“uneventful adJustment;. Disapprovaz oo
lack of.support, or negative feelings about the surgery will likely
result in anxiety and distress. Thus, it is.important that the women
undergoing this procedure are aware of the peality of their situation so
not, to be adversely affected by misdirected but well intentioned
1hforﬁation by Significadt people in their life. v

According to Brennan, Spano, and dackson (1979) it appears that
post-hysterectomy women have more family and interpersonal problems and
disruptions than women similar in all respects except for the fact that

they did not undergo this surgical experience. Their study suééested o

that the hysterectomy women are more 11kely to be involved in a divorce
or separation, tend to identify themselves-&as suffering from somatic
complaints and are ;ore likely to use psychotpopic medication. With
respect to the preva;ence of somatic complaints Richards (1974) found
that hysterectomy patients suffered from urinary symptoms, extreméd
tiredness, headaches, d%zziness, or insomnia in higher percentages than
women ;ho had had operations‘other_thaﬁ»hysterectomy. Other diseases
that arise more trequently after hysterectomy are cholecystitis apd
cholelith;asis vﬁich oceur two to three times more often, ulcerative
colitis,:dfv'e}j':’i_eui.‘_i_ti_.'sffamnd' othér-dlseases of the _i"“ﬂ?“?s_t:i:“e_v"'&.‘"_éf three - - -

»
I

-~ R S o e .
. -

The findings of these studies provide a basis ror the Justificatlon

— . e

of formulating ‘a preventive approach for the woman undergoing a
'hystereotomy aimed at lessening her subsequent health risk. In general
the stress associated with thls form of surgery no doubt seems most

likely to precipitate adverse psychological reactions in patients who

are not prepared to deal with this stress.
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Newton and Baron (1976) suggested that adverse reactions can be

minimized if the woman is given'the right pre-operative preparation.

Hysterectomy seems to’injure the patient»psychologically in proportion»
to her ignorance about the consequences and resuits of the surgery'and
the extent to which her interpretive reality of the surgery includes a
negative tnoughts, attitudes, ideas, expectations, and emotions.

Keith (1980) stated'that ; preventive approach shouid be edycative
and~eupportive rather than strictly treatment oriented. He suggested
that such a program should have the following goals: (a) to enhance the
teaching and learning process through groups; (b) to provide an
understanding of selr:end body foilowing a hysterectomy; (c) provide

group strength; and (d) to reach the emotional levels of the petient.

Through.a:preﬁpperative_program_anxieties and misconceptions can be'

alleviated énd emotional support given Such a program may also help

identify the woman who mayjne'etlriek for maiadjustnent. Thus education
and preparatory counselling of the‘patient can be directed toward

individual concerns and apprehensions ‘the. reduction of misinformation —1'»;VM‘1

- and ., fears.and the establishment,pf expectation; of. isfaqtipnﬂ ,' .

~ . . e
» .-..
‘ * o . a

Raphael (12}6) suggested that a thQrough psychological approach should
;contribute to the. lessening of the overall morbidity and'psychiatric . .:
»morbidity in particular: of this surgical procedure o
‘When' examining the psychological side of any’ surgicaI procedure, -
especially this one, it is important to be alert to the variety of |
meanings that illness has for individuals. The principle that is of

utmost importanceA

that people respond to- reaiity as- they see it. T

. o w - o=

““:“ uﬁdersyaﬁd the’patient t ds essential to knoy how the patient I

o

I N R T IR I N W e
- Yy .

experiences the environment in relation to her overall organization
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Pre-operatively, the hysterectomy patient tends-not to see the objective

reality, but is usually kEenly aware of her interpretive reality. . It is

crucial for those developing a preventive program ‘to appreciate this
fact so that such a program would be effective..

In eummary, as one can obeerve from the various studies a woman
undeggoing a hysterectomy whether for benign or malignant 1ndications is
likely to experience some psychosocial stress. For some women this
procedure may be a crucial life experience and how she fares will depend
upon the preparation that she undergoes pre;operatiVely. If this crisis
is poorly resolved the patients may suffer substantial long standing
psychological impai{ment subsequently.

Cognitive Behavior Modification
CBM has recently"started to grow rapidly in use-and Has generated a -

considerable amount of research activity both with adults and children.

.. The host of clinical problems tackled by CBM is indeed impressi#e,

o -

ranging from phobias through seif-control problems to the extension to

7,ehchfne§jpopmietions,ae'the»aged,»tnj?prain_damaged, and those at high

risk (Meichenbaum, 1979)

L3

The rield of cognitive behavigvgl modification has evolved out of

-an attempt to link the technology of behauigf therapy with the olinical ]

/

eoncerne of cognitive semantic therapists Hhat one says to oneselt or -
.the self statements and images that one emits prior to, accompanying,
and following the overt behavior are becoming an: increasingly important
anea for therapeutic intervention. |

‘ Meichenbaum (1979) has pointed out that a "uniformity myth" should

pot be imposed upon CBM since it includes a wide range of treatment

procedures and different theoretical views about the role that



cognitions play in behavior pathslogy and behavior.change. Eacﬁ
technique in the CBM school pfovides different prescriptions'about the
_best point of intervention in the chain of Canitive afféct-behsvior and
environmental consequenées.‘ Some'CBM ihtersentions frontally sttack: |
‘beliefs, whére as others encdurage clients toiprodﬁce inqompatible
behav;ors bsfors:focusing on expectations; beiiefs, and sd on
(Meichenbaum, 1979). The CBM techniqueslsiso differ in terms of the
relative emphasis placed on formal logical‘analysis; ﬂhe degree of
directnsss with which’the thsrapeutic rationale and procedures are
presented and the relative reliance‘on adjunctive behavior éherspy- .
pr?éedures (Meichehbaum, 1979).‘\§rnkqff asd Mahoney {1978) suggest that
the followers of the CBM schoqlsfhough'diverse have three elements in
common: (a) the belief that humans develop adaptive and msladaptive
behavior and.affective patterns through cognitive processes; (b) these
cognitive processes can be functionally actlvated by procedures that are
<generally isomorphic with those of the human learning laboratory, and
() the resultant task of the therapist is that of a
diagnostician-educator who assesses maiadaptive cbgnitive processes and .
subsequsnsly arrahges learniné experiencss that‘will alter cognitions
and the ‘behavior and affect patterns with which they correiate.‘

Meichenbaum (1979) suggested that there is no clearly agreed upon
or commonly accepted definition of CBM snd even if oné can be found sueh
a definition may prove to be too restrictive. |

°

The literature employing CBM with adults as noted earlier in this

-~

review are extensive and somewhat varied. Thus only a fepresentative

sample of these studies will be presented.

-

Depression. The major CBM work in the area of dgpress}og'pas,ppqn-v e
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_carried out by Beck, Rush, Shaw, Hollon, and Emery (cited in-

Meichenbaum,_l979) Shaw (1977) evaluated the effectiveness of Beck s

cognitive treatment ahd a behavioral treatment of depression and a

nondirective group and waiting list control group _ The cognitive ‘

'modification treatment uas found/to be more efrective ‘than the'

behaVioral approach as. evident in self report and obJeetive clinical‘.

ratings. The cognitive treatment focused on theldepressed client’s

_ negative conception of self the external ‘world and the future. Fuchs

and Rehm (1977) in another study employed a self control-based

intervention with.depressed‘female volunteers. The treatment consisted ‘

of a six week group program that‘focused on monitoring,"self evaiuation,

.and self control skills. 1In. comparLSOn with 'a non-specific group

therapy and a waiting list control group the self control group

demonstrated a significant improvement immediatef; following treatment

"and at a six week follow-up assessment A similar study was conducted

by Shipley and Fazio (1973) in which subjeets were assigned to either a.

functional problem solving or a waiting 1ist control group. o

-~

Pre-treatment to post-treatment-comparisons_over_the three week

.treatment period demonstrated significantly greater improvement for the

CBM inte Yentions appear to be effective treatment strategies in

1

depression. ?ﬁere are theoretical reasons for considering the role of
cognition in depressionvalong withrstrong practical reasons for .

incorporating such procedures in clinical practice. ‘»"

il e . oue I

Lntergersona Anxiet! An approach to anxiety reduction,that

CoRIr f N o

';j; teaches clients to reevaiuate realistieaily the eonseqnences of" their

Al e e _..»,
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behavior in. various situations was studied by ﬂeichenbam (19713 in: “.- .

R R



which he fbund that RET was more effective than desensitization‘when a
‘ffcli t“s speech anxiety was,accompanied by anxiety in other situations
't-éachppo,-GlaSS' and Merluzzi'(cited in.Meichenbaum, 1979) studied the
*~;}--role of an individual s self statements with respect to social anxiety.

‘ They identified high and lou socially anxious males and then prepared _
them for an encounter with a female. ) The results demonstnated that high 3
' 4 anxiety subjecta spontaneously generated’more negative self statements- o

| than did’ low socially anxious males. Kanter and Goldfield (1979) (cited '

1n Kendall & lelon, 1979) suggested that individuals experieneing high

bae»r» - -
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levels of anxiety might encounter difficulties in applying a cogﬁitife.fliff‘iﬂt‘f
restructuring proeedure. Their results illustrated that rational :;;{Y‘—:;l L:
.1 restructuring was more effective than desensitizatlon in reducing staitvlg;Li'w;:u
and trait anxiety and irrational heliefs ipey further found a greater
-tendency;for rational restructuring to result in the generalization of -
anxiety. reduction toinon social situations. ﬁnassertive behavior_has
_also been the target of_cogn{tive restructuring‘procedures. Eisler, N
Frederickson,'and:Peterson (1978) focused on the role of cognitive
Variables'in}the;eipression,ofnassertiveness in psychiatric patients.
Behaviorally assertive«patients were found to expect more positive orx:
reinforcing consequences from their interactions uith others than did

unassertive indiyiduals In three studies: conducted by Halford (1978)

(cited in Meichtnbaum, 1979) it uas found that a social skills¢approach ,
plus a cognitivetrestructuring treatment uas‘more effective in tostering

assertiveness than either treatment package alone..’

It can be deduced nsou thef r;i.nd,mgs of-“‘tne cited articles that

T ey

r .
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. :increased efficacy accrues by adding a self instructional training to o

‘desire to eat.

'At”}research being done today in the CBM field fnrther demonstrating the

in social situations and that focusing on cognitive factors enhances.
treatment efficacy for social anxiety problems

Self-Control Probl g Meichenbaum (1979) suggested that the CBM.

' approach in. the treatment of alcoholism has as its premise that an . f
;‘lindiVidual's‘expectancy about-the‘alcoholic content,of-the drink,
"-regardless of its pharmacological properties is a crucial determinant of’
* = .the drinking ‘behavior. A study by Briddell (1979) (cited in

'Meichenbaum 1979) confirmed this premise by demonstrating that the

expectation that one is drinking alcohol had more effect than the

4presence ofJalpohql per se They further illustrated the importance Ofn

Y N < -
.' x_w.' .

;}a cognitive se€ in mediating the arousal effects of alcohol t;” T

Dunkel and Glaros (1978) studied eating problems and found.that o

‘“

.’..

'stimulus control\procedures in the treatment of obesity. In this study

obese subjects were taught to covertly "talk"ato themselves in ways' that

pwould enable them to cope with hunger and the  frustration of their

" . PN - . .
With respect to stopping smdking, studies have failed to produce

the maintenances of cessation of smoking' In one such study Miller

(1978) (cited in. Meichenbaum, 1979) examined the role of cognitive

: restructuring and regular paced smoking -in anoking cessation. 'l‘he

‘subjects stopped smoking but were . not able to maintain this ‘behavidr

over time. Further research must be carried out “in this area.

_ The range of problems cited here is representative of the kinds of

~

indiversity of the CBM approach._;, ;y;gi:f;;j;.-'

§tress Inoculation and Stress eactgdn.. ﬁreventivefpsyéﬁiatry_ﬂ7'555”A
! ‘ G_ r hd N 414 v.;'z -‘I' ' - A
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l””ilacks an adequate scientific basis according to Henderson Montgomery,

]ﬁgneeded‘the heip were 1east likely to panticipate Thus as is f ;j;j;;:;i;jrjf"

, anxiety or stress appear to beJ;easible target symptoms.» They propose '

:that identifiable high risk groups in a population can be given an

"3and W1lliams (1972) : Advances in behavior therapy techniques may make

an 1mmunological model applicable The resistance of 1nd1viduals to ~;._g

adverse 1ife events may be enhanced by previous exposure to stressful

stimuli of increasing magnitude Acoording to Henderson et al (1972)

increasad resistance to - specified psychiatric symptoms by previcus )

exposure to—relevant strEssfuI stimuli.: The essehce of this proposal is

; that exposure would confer 1mmunity to- specified stresses
Before discussing-the preventive approach known as Stress- ; :Q; s.,,h;-
...Inoculation it is of importance to note’ the major problem of preventive -

‘work, - that is,_how to-get ‘the’ subjects who really need ‘the. treatment to

\
participate.< For example, in one study Lindquist and Lowe (1978) (cited‘

in Meichenbaum, 1979) developed prevention programs for college

freshmen. In their study only 7$ of the invited subjects expressed an

» interest~in participating with-further indications that those who really

v . g ‘-»v-,.._, -t

........... S

illustrated by this stuay it 13 one- thing 6. be able to identify a R

population at risk but is quite anotherrto be‘able to Hork-with them.< »'l o

: Novaco (cited in Foreyt & Rathjen, 1978) stated that stress can be
understood as a state of imbalance between environmental demands and the
vresponse capabilities of the person or system,to cope with these

demands. The term stress has been borrowed in the psychological

N

“literature from engineering, where the'usage refers to an external force -

‘ ':iapplied.to:a.physical structure'that produces a Btrain on the structure.*

TheJresultant_strain is a function of the magnitude of the stress and of
w0 L o o
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the groperties 6f thewstructure (Novaco, 1978). Lai‘rus (1966)
L suggested that psychologically the term "stressor" denotes the external

... _
CL forees experienced*by*the-organism and other stress effecte whi&h are “‘ T

LR 4

: determined by the characteristics of the structures on which they

s il .

. ;mgact Novaco (19787 distinguished between the terms stressor and-- .rf-f-gfrf'il

-

vvstress Stress he stated is a hypothetical state that is induced by.
, environmental forces and manifested by reactions at various : _' T e
e N
physiological behavioral and social levels. This analysis

’

e~ w e, T osa . - Lo e T e

jgl-:ﬂj;:‘;"distinguishes stressors as averSive ‘events that exert demand*fbr T
; adaptation and stress as a hypothetical state denoting a condition of
imbalance between demands and resources fpr(coping Stress_Reactions:on'
the othervhand are seen as the adverse health and behavioral o .
’ consequences of exposure to environmental demands (Novaco, 1978)
According to Novaco (1978) one can clarify the context—in which'the term
"Stress Inoculation” is used by keeping these definitions in mind ’This
CBM model is applied to human stress and adaptation at a particular
level of analysis, namely the psychological A T
R ‘Janfs 61965) in,his research on stress. concluded that one’s. ability S
- “to cope_uith an impending stressful situation requires- (a) preparatory ;,55_:ﬁ$vt
/f o communication regarding the sensations to_be experienced ‘and the .
probable changes;. (b) a reassuring statement which indicates how the
potential changes will be kept under control or mitigated, fe)
recommendations of what can be done to protect the individual or reduce
the damaging impact of the potential changes- and (d) the belief or.
expectation that thesa recommendations will be effective)in reducing the ‘:
threat Meichenbaum (1975) suggested that inherent in Janis s

‘ , conclusions is an,qutline or the ground work for the deyelopment of the
- . ! . 7-.



e v E
- a e R

o

" appnpachvthat does'not<emphasize one treatment strategy As the name* df

o “the modification of cognitions is.as important as. the-modification of 4

£

- new thrust in this area has been the use.of Stress’ Inonulation

: used a variation of the Stress Inoculation treatment regimen to«

Stress Inoculation‘mode1;=;;

e

As was previously'noted’Stress Inoculatioh is a multiraceted B I

) . B L e -
[ - - .

. - - B
ot criny -~ - . s

this procedure implies subjects are provided with ‘a’ prospectiye defensec.ﬁ- B

-
O

: or set of skilLs o deal with future streszul situations., According to

Hnssian and Lawrence (1978) Stress Inoculation assumes that the. client s

r

internal dfalogue is an important factor in anxiety reactions and that

o .. PRI S

‘..v_,'_‘ ’_w,»:’“‘_ ..»

o e oo

overt behavior. According to. Janemko (19707 the following factors make

1Y

Stress Inoculation a useful and practical tool (a) it involves the

' dlient 4in the development of the procedure, (b) it is intuitiVely

meaningful to the client; and (c) most importantly, it works
A maJor -eoncern of CBM researchers has been the use of cognitive

-and behavioral techniques to treat a varietf'of stress reactions. The ~ - .

ST SRR

...... . %

e

Pearlin ‘and Schooler (1978): (cited in Meichenbaum 1979) examined ,:_s?»f‘

o -

the range of situations in'which conerete chiné behaviors are most e

aseful They found that consistent with the Stress Inoculation.approach

RSN

a varied repertoire is,more effective than having a siqgle coping

response regardless or its efficacy — Their study concluded with ‘a’ '~*f
I -
statement indicating the need for research on Stre;? Inoculation

procedures for high risk populations

Kendall Williams, Pechacek Graham, Shisslak and Herzoff (1977)

intervene with catheterization patients. Thfs training approach 'fﬂ‘f;r-» ~

relative to an attention placebo group and hospital control groups

\
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demonstrated greater post-surgical:adjusé;ent

L Inﬂan interEsting and novel study Mygdal (1978) (cited in

-

..Meiehenbaum 1979) assessed the relative efficacy of anxiety management

T and Stress Inoculation and two control groups in reduCing stress in

<

studentjteachers,: Neither‘approach’was found to be effective but it did

' open,the field of attempting to prevent a most prevalent problem that

A

-

.18, .teacher stress.. L ‘ T SR
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Holroyd and Andrasik (1378) studied tension headaches and found

Stress Inoculation to be effective in the reduction of these headaches

R
Field experimenté repeatedly indicate that preparatory
communicatibns containing fbrewarnings-combined Mith realistic

reassurances functions similarly to Stress Inoculation (Janis, 1958; &

<
Meichenbaum 1977) Preparatory information functions as a form of

'-‘~1v -,amgu-,

Stress Inoculation.if At enables. an—individyal to inoreas€ hfs or her

tolerance for-post-decisional stress bYy” developing effective

reassurances and coping mechanisms Stress Inoculation is- usually o

administered aftér a decisibn is made bdt before it is implemented. Xhe;;';

L - . - . s
- e e J - o

ol underlying principle seems to be that accurate preparatory information

_ about an. impending crisis gives an individual the opportunity ‘&0 -

anticipate the loss to start working through the anxiety and grief and
to make~plans to be able to cope more adequa ely (Janis, 1971)

N According to Janis (1975) the Stress Inooulation procedure can be
expected tovbe effective for any decision or situation‘that~entails

undergoinglpainful treatments and deprivations before well being

“._l ’

. s

Studies focusing on a component analysis of the Stress Inoculation

package are now being carried out by, Jaremko (1979). ‘Horan (1978), and

.
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others, Horan (1978) found that the education phase of Stress

, Inoculation alone ‘does not produce any ‘therapeutic effects while the,

coping skills component alone has ‘pronounced effects on pain tolerance.

" The'study concluded that the Stress Inoculation approich resulted in

/

e

improved pain coping ability over-and above that which might be
attributed toveducation ahout pain and placebo factors. Jaremko (1978)
analyzed each.phase of the Stress lnoculation approach It was found

- that the most important aspect of the Education phase is to provide the
client with a plausible frameyork for understanding anx1ety According
to Jaremko (1979) a reaction to a stressor involves two major elements
(a) heightened arousal; and (b) negative'self statements. Meichenbaum

§

(1976) suggested that the client must view the stress reaction as a

*

s&nies of stages\ratherathaﬂ one” ahﬁbmatic fear response The stages '

that he suggests are: (a) preparing for a- stressor, (b) confronting a<
1\

o e - Px.

_ stressor (c) being overwhelmed by 1t ~and (d) self- reinforcement for o

-

having éoped

- The second phase in the Stress Inoculation package is. the rehearsal
or skills training phase.. This stage is rnvoIved in the development of
vavcognitive strategy which can be defined as a specified way of
perceiving or;dealing-with a stressor.' This'is‘the.phase in which
copinﬁ skills are taught Holmes and Houston (197&) suggested that lbg
research findings dealing with the reduction of stress 1ndicate that
~coping strategies dllow the. individual to appraise the situation as less
threatening than tho'se people who were not provided with coping methods.
Speisman, Lazarus, Mordkoff, and Davidson (1964) found that the ‘same

stimulus may be either a stressor or not, depending upon the nature of

\the cognitive appraisal the individual makes regarding the 31gnificance




. positive coping statements to replace the negative ones. .The purpose of

~the self statements and more generally of the cognitive-skills training

1 28
N
of it.- - _ . S

Jaremko~(1979) suggested that this phase-oan.be broken into two P
- .

conponents (a) physical coping which is. done by deep breathlng, mental

relaxation, ete. Hesearchers are_not sure if this physical coping works

or that it may be nothing more than-a practice area in which to

- .

demonstrate to the client that one can learn to cope;, and (b) ‘the

2
I

cognitive restructuring component which is held by. many to be the potent

| ingredient in. the Stress. Inoculation package (Jaremko, 1979). This

R

phafe changes what one says to oneself about the target‘problems. The ". ) ¥
prooedure inuolves collaborating'with the client identifying his'or her

negative self statements and then teaching the client to generate

-

wasg to have the participants. develop a, problem solving task oriented

"set, thinking of response~alter Bives rather than viewing each"

provocation as an'ego threat Throughout this training phase the

participants are treated as collaborators who generate theig own

personal experiments with ways of coping. Hussian ‘and Lawrence (1978)

‘point out in their studyﬂthat merely identifying negative self

o

statements is not enough but that the negative statements had to be

-repidcéd”ﬁith more positive coping statements.

Jaremko.(1979) suggested"that there arefat least four components in
cognitive restructuring: (a) exposure; (b) 1dentification of the : oo
negative self statements~ () the. generation of coping self- statements- ‘
and (d) a combination of both seems to be the best. In a study by
Klepac, Hague, Dowling, and MeDonald (1981) it was revealed that

1nstruotions in cognitive coping skills and the interaction-of
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relaxation and exposure to a stressor wvere associated with increases in
tolerance for the stressor enPloyed in the Stress Inoculation package.ﬁ
According to Meichennaum (1977) the client munt learn‘replacement

statements as the point of reappraising ‘stress as a series of phases. - “

-

Further analysis was carried out by Glowgower, Fremouw, and_McCrosky L
(1978) where it was found that while extinction and identif:cat?}.bn of , W
negaé&vé self statements produces some improvement the coping statenent |
componént'is the primary factor in thg coénitive restructuring
procedure,

The concluding phase of qpis multifaceted appnoaCh is known as the
vApplication Component. According to Jaremko (1979) this phase may be
affected by whether the practice strealﬁis real or imagined and the

amount of the exposure. Meichenbdum (1972) demonstrated that a coping

e Y

model procedure in which the person imagines him or herself failing to
cope and then able to regain composure produces treatment effects far
greater than a mastery model procedure in which the individual imagines
always being in control. Sulls and Mullen (1974) have suggested that
the uncertainty about control over aversive events has significant

" effects on health. They conclude that the certainty of connrol redneces
and the uncertainty of dontrol augments the stressful impact of
undesirable events.

There is a sizable litergture indicating that both actual and
perceI;enAcontrol over present orbimpénding harm plays an important role
in coping with stress. Some intzggggﬁions for increasing control give -
patients a greaé“deal of informéﬁagnnabont what is to be expected. In

one such study by Johnson and Leventhal (197&) with patients

.anti jpating going through a'gastroendoscopy_thex enabled them to make

»w, e g

»
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“plang for coping with the predicted stress to enhance feelings-of- - - -

-control. By increasing this feeling of control they were able to reduce

significantly the degree of pain experienced, the need for medication

following. surgery, and the time needed for post-operative recovery

1Focusing attention on the task at hand may also increase predictability

m‘- SRR ety W R BE - a PR
and control. Pranulis, Dabbs, and Johnson (1975) found that patients

-
hd ~ o M e W

snﬁvehtbetter reactions to anesthesia and surgery when their focus of
attention was directed away- from their own emotional reactions as
passive recipients of treatments, to specific tasks that made them feel

B

more ‘in control as active collaborators with the staff. The research

findings seem to suggest that the perceived feelings of control that the

Stress Inoculation procedure instills in the individual are critical in
the individuai's successful mitigation of the stressful situation.
In summary, the Stress Inoculation training involves'provicing the
individual with a plausible rramework for . understanding the nature of
emotion and of stress reactians, training and rehearsal of coping skills
and exercising thede new coping skills under sctual stress conditions.
Although information plays an important role, Stréss’Inoculation goes

well beyond information in helping patients to cope. A variety of

therapeutic techniques are woven into the training. These include

~didactic training, discussion, modelling, self instructional rehearsal,

and reinforéement (Meichenbaum, 1977).

Stress inoculation was'developed to modify the attituqeyo:'&earned'

helplessness by the training of coping skills. The 1earneqjhelb1essn95s

'1iterature suggests that having some instrumental response atlone;s

'disposal and being qnle'to perceive the relationship'betweenjone's

actions and the termination of an aversive event breaks this‘pattern of

F Y
“A

m e



" Review of Self Instrudtion Therapy '
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helplessness (Seligman, 1973). Stress Inoculation gives the iﬁdiVidua;
the feeling of learned resoureefulnesé. Meichenbaum (1975) suggested

that given the increasing demand for people to deal with stress, the

'possibility'of uging the Stress Inoculation procedure for prophylactic

_ purposes 1is both feasible and exciting.

Nccording to Meichenbaum, (1973) self instructional training was
developed from two sources: (a) Ellis s (1962) RET and its emphasis on

irrational self talk as the cause of emotional dlsturbance, and (b) the

. developmental sequence according to which chlldren develop external

speech and vérbal-symbolic control over their behavior. Meichenbaum
sugéésted that in the i?tter analysi;dchildren’s behavior is first
;egulatgd by the instructions of other people and subsequeniiy by
acquiriﬂgzcontrol o;;; tﬁéir own behavior through the usefér,ggért self
instructions that they ultimately ipternalize as covert self

indtructions. According to Arnkoff and Mahoney (1978) there is a

sizable body of literature demonstrating that the nature of onefs self

talk can dramatically influence one's'performance of widely varying

tasks. In one of’the earliest studies in thisohrea Meichenbaum,
Gilmore, and Fedoranicius (1971) found that training speech anxious
client; to discriminate and élter maladap£ive thought patterns, resulteq
in improvement over attention-placebo, a&d no treatment control grdups.

Invlooking at self instructional therapy as an approach stemming

.from the RET Heritage Arnkoff and Mahonei-(1978) suggested that the

differences between the two are perhaps more difficult to enumerate than

-

tﬁéir similarities. Both thqse models emphasize the importance of self

statements and thought patterns in adaptive and maladaptive behavior.
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Howe?er, there are:impbrtant differences-in~technique'and*focus."These"“'f‘

researchers suggest that Ellis focuses on a set of "core irrational
ideas™ while the proponents of self instructions seem to be more
interested in idiosyncratic thought patterns, and have focused more:

attention to the role of graduated practice in their cognitive training

« -
o, - - .

package This approach emphasizes practical coping skills for dealing
with problematic situations. Arnkoff and Mahoney (1978) stated that the
~major emphasis of RET is'on_the destruction of maladaptive beliefsl
while the self instructional approach combines this with a constructive
phase of skills development. They furtherfsuggest‘that it is not the
content or incidence of irrational beliefs that differentiates normal
and'distressed peopie but their learned means of coping with these
beliefs. ‘

Self instructional therapy is designed to make clients aﬁare of “
their'thoughtsdand to train them to produce compatible self-instructions
and compatible behaviors.  The therapy rationale given to the client
indicates that treatment would be directed toward (a) helping the
client to control his or her physiological aronsal; ar®t (b) substitnting
positive coping self statements for the anxiety-engendering self
statements. ilhese self statements encouragerthe individnal to: (a)
assess the reality of the situation; (b) control negative, self

"'defeating anxiet& engendering ideation; (c) ackhowledge, use, and
possibly relabel the anxiety they were experiencing; (d) prepare
.themselves to go through with the task; (e) cope with intense fear that
they might experience; and (f) reinforce themselves for having coped .

(Meichenbaum, 1977).

. Meichenbaum (197Y4) has characterized self instructions as a form of

-«.B!' ?,-o”-f"a L A
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~v“eogn1t1ve prosthesis"" He stated that verbalizations or eognitlvel.-.

tasks may facllitate behavior in several ways Overt verballzation may
serve to organize informationfon‘the_task_or stimulus arnay and‘to"
assist theusubdectxinngenebetingialtennatives‘regarding the solution.:
Venbalizatlons &;qm may~aid theesubjeet{in evaiuatmng feedbaok=by»- ..

NI E A, T R T 2 A O L T BRI

providlng verbal mediators to distinguish relevant and irrelevant

_dimensions. According7to-Meichenbadﬁ‘(1977) self instruétiens play'a

. T
interpersonal instructions.

‘The results of several studies have shown that Self Instructional

_training can produce significant changes in cognitive and behayioral

.,fuaptiqningain clients” with test'end,speeeh;anxiety; in’inpulstve

w

children, and in institutionalized schizophrenics (Meichenbaum, 1972,‘

1975, 1977; Meichenbaum &.Cameron, 1973). T

RecenE%y researchers have begun to investigate the self

_ instructional component of, Stress Inoculation. Hussian and Lawrence

ke o

(1978) examined the self-lnstructlonal aspect and found that merely

.

identifying negative self statements was not enough but that the
negative‘statements had to be replaced with.more pqsitive coping'
statementii | |

| Within a self instructional Stress'Inoculation,framework, the
degree of treatment generalization is a.funetion of‘the common set.of‘v
responses, meiniy self instruetional, tnat are emitted across
situations. 1& other uords; the degree of eonsistency of behavior
across situations is a function of the - likelihood that the same set of
eovert ‘discriminative stimuli or self statements w1ll be elicited. Thus

Melchenbaum (1978) suggests that training clients to emit a set of self

- direct role in. changing behevidr4~one»ena}egous'to,thet<serveq-py; e e

P
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'; 1nstructiona1 coping responses that are appropriate across stress f“f' '

inducing 31tuations w1ll likely enhance treatment generalization."”

- Pszehological Aspects of Surgerx gszchologica Preparation for §urggr!

Coping strategies referfto intrapsthic activities as well as- to

communications and actions of the ill individual aimed at’ the‘reduction

",’ &- . u - -

c oo -

L R I P IO T .

" of distress and suffering caused by the illness~ _ Such 3tnaﬁe&ies-ane_ a
adaptive when they contribute to prompt recovery of pre-surgical

) functioning . Lipowski (1971) suggested that coping strategies are

- bo-

directly related to the*individual s interpretation ofjana attitudes . e

e, it ..
Y ‘ h -

toward the surgical situation Sueh meanings reflect past personal

Tow  ATREA oy ~ .

?

-

LT -éX'periences; knowledge, cultural backgrounds and beliefs Tﬁ% meaning

Do @ CREEE Y 3 £ - .
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is bpth uneonscious and conscfbus and ﬁunotions ‘a% aacognitivg nucleus Co

which influences both the emotional and moEfVational responses to the
e mf.;;f sﬁrgeryfgndﬁto the%coping st;ategies employed.v
Y f ‘I.*?-

The majority of patients facing surgery of any magnitude seem tb be ]

extremely anxious pre-operatively (Janis, 1958) Janis stated, that<the
Guphe - B ST A
# individual when facing surgery is confronted with a sudden disruption of

.< .w‘ :’.v

their customary life style and is involved in a situation which entails
B e _,:,'x 3
pain physical discomfort and - the possible threat of death

Most experimental studies dealing with the.preparation of patients >/>
for surgery have been published since 1970. According to Auerbach
stress on the emotional reactions and subseduent adjustment of patients'
was Janis s (1958) study.. Janis suggested~thatralthough-most people; e
experience some fear when faced with the’ surgical situation there is. a "
range of fear levels with individual differences in- the overall ’ S

o

-perception and interpretation of the various stimuli associated with
. , N
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With respect to studies dealing with preparatory interventions one:@,:

L

'can observe conSiderable variation regarding the types of surgical

> proeedures studled ranging in severity from open heart surgery to minor

. surgical procedures such as a hernia In most of" the studies

intervention procedukes were ad inist red partially or excLUSiVely

ety s - oo

e -A»ppe.operativelx ~JThe_procedures employed varied botn in terms or

.~ a . .--'
N N .93.’1"“’13:11,_.'1 P »."‘g'_“‘~l‘. .y

content and fbrmat of delivery.
According to Auerbach and Killman (1977Q invasive .medical

proeedures such aalsungery can be v1eweq as a crisia because there is

b
M [

often inordinate stress and acute elevations of anxiety. Due to tne

patient being - available immediately prior to the crisis methods for

| anxiety management could be efﬂgctively pnovided Supplying the patient

& e

in crisis w1tg effective methoda to deal with stress’ should also improve

the patient’s behavior and adJustment during medical procedures

" thefiselves (Kendall, Will%

8, Rechacek, Graham, Shissiak,'& Herzoff,

&

1979).

Preparation has always en an 1ntegral part of pre-operative
pﬁdéedures,_ According to Reading (1979) it is- essential that one |
‘:distinguishes betueen psychological preparation from pneparations of
| other kinds. In physically prepabing patients for surgery a numberhof.v
ateps are routinely taken (a) patients are. specially elothed (b)
"shouered (e) fasting, (d) eleaning of bowels Mith . an enema' and (e)
S pre-operative injection With respect to psychological preparations,
\ - Jani‘nd Leventhal (1968) wrote ‘that emotional inoculation should be _
» able to reduce tne incidence of maladaptive and pathogenic reactions to

RN

stress by giving aurgical patients certain types of affeétively potent
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information that provides appropriate&cosnitlons and attitudes about”’””

P
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what is’in store for them The first important barrier fbr successful
l s

emotional inoculation is: to break the patient -8 1happropriate dse of
denial A second function” of successful preparatory work is to
supplement the patient s spontaneouT protective measures by teaching

him (a) what can be- done to ward: off the objective danger and (b) what

L —
s,

reassurances can be dependably counted upon for reducing fears at the

: .time when the danger is actually %t hand (Janis & Leventhall 1968)

P

R oo P

This process is called emotional inoculation because it may be analogous

to what happens when antibodies are'induced by injections of mildly

s - - - -

R w}- virulent viruses Reading (1979) suggested that preparatory work when
'fully successful may extend to the reduction of requests for pain
medication and to the patient s length of stay in hospital. In one such -
study carried out by Egbert, Hattit, Welch, and Barbara (1964) ‘in thei}-"' e
preparatoryvprogram their'subjectspashedlfor less'pain medication and
were:disoharged earlier from‘thethospitalfat'an averagerofr2;7 days'asf
compared to the controls.L Putt-(1970) when'working with.ulcer patientsv
found the. group prepared with quasi psychotherapy and information as

‘ compared with the control group also had  a shorter stay in hospital and
less post-operative pain as measured by the amount of pain medication
requested.u A similar study by Wolfer and Vistainer (1975) found results
similar to those of the previous studies

In a. study by Langer Janis, and Holfer (1975) the effects of two
'preparation strategies for reducing stress were assessed One<
emphasiZLng cognitive control of anxiety provoking events and the other
- providing realistic information and self talk. P,atients wgre,exposed to

'either_the coping strategy, preparatory information, both, or neithera

P T A A
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strategy in reducing stress. ~They suggested tHat uﬁen preparatory

' 1nformation is presented in a brief pre-operatiVe session the patients
may acquire a more realistic conception of what to expect -and thus _'
spontaneously develop some effective coping mechanisms

;ear Levels Janis and Leventhal (1968) suggested that the role of -
realistic information is largely that of evoking a particular level of
reflective fear. - Threatening . situations often proVoke two types.of

‘_._~‘ I - -
"reactions that may compete and interfere with one»anether‘ (a) emotional

reactions that include subjective and autonomic signs of emotion and

behavior and (b) danger oriented reactions that includes awareness of

[Y-3 R ~ -

. vthe objective features of the threat agent and behaviors designed'to - ®
control the degree of potential danger. Fear according to Janis and
Leventhal (1968) produces a variety of behaviors that sometimes
facilitate and prevent performance of danger-control behaV1ors The
question proposed by this study was how ‘can a patient be prepared to
become less reactive to emotional cues and more responsive to

N : instructions oh how t¢ control danger.. Johnson (1973) suggested a
solution to this question | Sﬁe believed that inaccurate expectations
about theMsensations produced by a noxious. stimulus are-the important;

: vsources of the maladaptive responses; She concluded that an individual
will be less fearful when exposed to a stressor when the individual is a
able‘tohaccurately‘anticipate how that stimulus will feel. AStaubland
;Eellertf(1972) further suggestedAthat‘distress-is reduced by acourate
expectations whén some time: limit is set on the perceived harmfulness of’ -
the threatening stimulus. o

W, ' N ‘e

Janis (1958) presented an emotional drive model which proposed that
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1n threatening situations fear causes adaptiye behaVior and that the

level of TEar determines the adequacy of'adaptation ' Along with Janis,

‘Marmor (1958) found that Situationally determined fear of moderate .
intensity stimulates the "work of worry" that prepare the patient for |
‘the surgery This.theory predicts a curvilinear relationship between
pre-operatiVe fear levels and post-operative adjustment with patients '

having a moderate or optimal level of fear displaying the best recovery /”—“*

r-and patients with low or high fear levels showing the worst recovery

This mgdel*of fear- and~its xmplications has stimulated a great deal of

controversy and research but as yet has failed to- find much support. A

counter model‘was proposed by Leventhal and Dabbs:(1971) which depicted

mthreatening sftﬁations 45 cdntaining both danger and fear stimuli.

'Either one’ of these stimnli may elicit behavior- capable of influencing

the environment : However these authors state that achieving ‘fear

-

'yreduction need not ensure tha!’the dangers will be controrled and that'

gachieving control of the dangers need not reduce the fear. Their

results indicated that gose ~patients-‘»;tﬁ a Very low post-‘operative

fear. level had a very good post-operative adjustment With respect to

~an optimal level of fear and the use of pre-operative.ihformation Sime

(1976) failed:to «find a- relationship , In his study well informed

patients accompanied by high levels or fear pre-operatively received

-

fewer analgesics and sedatives*and were hospitalized,a shorter ‘period of

. time than aklow fear group who were well informed. The results of this

study seem to indicate that patients with a high level of fear may

benefit most from information while patients with a moderate to low

level of fear the. provision of information resulted in a longer stay in

o
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,Jhoépital and more. requests for - pain medication and.sedatives

‘defenders. This study d
,ueven if they received thi 1nformation before theasurgery Conversely, a

vCohen and Lazarus (1973) found that .patients using vigilant modes of

A.,.b"-"“‘

Persgnality Characteristics and Prepgrgtion The~effects ofiﬂ

preparation has also been studied with respect to the personality

L

“,characteristics of the patients receiving the iriformation. Andrew

(1970) Cohen and Lazarus (1973), and Auerbach Kendall, Cuttler and

Levitt (1976) examined the influence of pre-operative inﬁgrmation on

Q

recovery and its possible interaction with 1ndividua1 personalities in

_dealing with strees. " Andrew et al (1970) dividedythe subjects in- their

study into three groups: (a

copers; (b) avoiders; and (c) non specific

monstrgted that avoiders had the worst recovery

— Jeq

coping generallyushowedaa slower'course of‘reoovery. }Patients employing
avoidant'modes of coping~did'best,'contrary'to the belief that this

coping device prevents the working through of the threat. It ‘seems,

according to Reading (1979), that patients respond to information ' ‘ ,. ,/”L
differently and that some patients display a preference for‘and reSpondg S

better to ignorance Auerbach et al (1976) examined the notion of 'a

locus of’ control and the efficacy of information in facilitating N

-post-operative adJustment It was illustrated that internal locus of

. control subjects responded better to specific information and external

types ‘to more. general information In tying together these various

studies it can be stated that the,effects‘of.preparatory informatidn may

vary according to the individuai’s personality.

' | ’ A o
Egegaration and ;ncrease antro Another aspect of preparing

patients for surgery is that preparation may offer control to the

patient.by the introductionuof pain.eoping-technigues and"information'on

N 7
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. the surgical experience, ~The prov1ding of coping 1nstructions maywv.
promote the perception or personal control, as patients are expli01tly
informed of the possibility of exerting greater control than they may
have thoughtvto be possible. Reading (1979) suggested that this
heightened perceptiod'of control may contribute to greater stress
tolerance and management by reducing the additional stress’ generated by
the feelings of helplessness commonly assoeiated with hospitalization

Rosenbaum (1980) defined .self control as the tendency to use cognitions

‘to control emotional and physiological responses, the application of

problem solving strategies and the ability to delay immediate
gratification and. perceived self efficacy. - Rosénbaum (1980) developed a.
scale- to assess perceived feelirgs of self control This instrument .
.measures an individual«s tendency to employ self managemént°methods in
'the solution of common behavioral problems 5

Control as defined by Thompson (1981) is the belief that one has at.
_one's disposal a response that can influence thewaversiveness of an i
event. Thompson stated that cognitive control is the belief that one
‘has a cognitive strategy available that can affect the aversiveness of
an event. Cognitive control was earlier detined by Averill (1973) as’
the processing of potentially threatening material in such a'way as.to
reduce the net longterm stress .or psychic- costs of” adaptation. Lazarus
(1974) drew the distinction between'strategies for changing the u
stressful event cognitively (reappraisal of the threat) and those.for
redncing or changing reactions to the event (relabelling). Bellack and -
Schwartz (1976) were struck by the high degree of'variability amongst
snbjects in-their ability-to-apply selficontrol methods. According to

Bellack and Schwartz all maJor theoretical conceptualizations believe
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that self control is learned and because individuals differ in their _
- b
istories one can assume that there'would be substantial »

3

differences in self control behavior. Averill (1973) and~

Th pson (1981) proposed that information can engender_feelings of
cdntrol ‘ Information in these studies usually réfers to a communication
delivered to a person who is a potential recipient of an aversive event )
Information and cognitive control usually refers to people’s beliefs
a%out control as they undergolpotentially stressful events. Introducing
cognitive control may change the meaning of the event to one that is
within the limits of one’d endurance therefore less anxiety is
enperienced_andvthe aversive event is more easily tolerated and less
disruptive (Thompson; 1981). The meaning-of the event is an‘important

element in the efficacy of all preparatory programs.

As ‘suggested by Mandler and Watson (1966) personal control makes it

_possible for the individual to incorporate a potentially threatening

event into a cognitive. plan andrin'sofdoing reduce anxiety. A note of

caution on this aspect of control was proposed byIAverill (1973) when he

suggested that there is no simple relationship between personal_control

’\

‘and stress. What can be stated though according to Averill is thgt the

stress reducing or inducing properties of personal control depend upon
the meaning of the control response for the individual .
Summary-of the Ogjectives of Preparationi- Preparation~for surgery.

according to Reading (1979) seems to be an attempt to accomplish the

" following objectives: (a) The reduction of anxiety; the evidence

gathered from the various research'studies seems to indicate that there

S

is a linear relationship between pre-operative anxiety and_

post-operative psychological adjustment. As the studies clearly



indicate there 13 a critical need to control or manage this anxiety

This _may- p0531b1y be accoméiished by pre-operative counseliﬁng,
psycgftherapy,‘1aformation seesions, or’ a_combination of 1-of the
abOve;(Reading: i979); (b) the remonal of.uncertainty;‘preparation may
improve adjustment by :Lgendering accurate expectations of events. In a
study by Staub and Kellert (1472) it was found that the reduction of
uncertaint; and ambiguity alone has been associated.with the loweri of
_ pre- operative distress' (c) increase in personal control; the studlgj\\

‘have demonstrated that the provision of coping instructions nay promote

“ the perception of personal’ control as patients are informed and believe

that they can take more control for - themselves. The knowledge.of
feeling of control seems to contribute to greater stneas tolerance and
management by reducing fhe feeling' of helplessne33° (d) 1mprovement of
the patient 8 attitude toward: the coming surgical procedure' Reading

. (1979) suggested that it would be beneficial for the patient to*be able
to look at the positive side of the surgical experience‘which in the
najority of cases wouid be the reduction of unwanted debilitating
symptoms.: In'one such studf Langer,et‘al (1975) suggested that

~,
A

providing coping advice may result in ‘the predominantly.negative view of

athe impending surgery to be reinterpreted positively by redirecting
d%ttention touards the favorable asfects of the aituation' and (e)
:provisions of instruction for coping with pain; “ﬁhere have been a
ﬁtariety of cog&ng strategies that have’peen taught to'aid;patients in
recovering from various surgical interventions. nost offtheee' |
strategies either directly or indirectly influence cognitive factors d

their role in the regulation of emotion and adaptation. The reduct on

of pain by the use of coping instructions may have wide implications in

%
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“terms of,both“réducing suffering and facilitating healing.: Sﬁudies have:
demonétrated that a reduction in the use of analgesic medication leads
to an earlier hqspitai‘discharge due to the fact that absence of pain
pay alloy the body's‘n;tu?gi heaiing gapabilities to be more effeq;ively
mobilized to facilita%e the healing proceés.

" Limitations of the Reségrch. Auerbach and Killman (1977) suggested '

-

Qpaf a major weakness found in most of the ﬁreparatory studies is\that‘
inveaﬁigators were strictly clinically oriented; that‘is, rathér than
~evaluating the effects of procedures repfeéenting'é'conceptuall& based
continuum the,K researchers empioyed procedures consisting of multiple4
compongnts renddring itvimpogsible tq isolate the important aspect of
each‘é;eparatory program. An'eiample nf,this is that in some studies
tﬁe'experimenters combined relaxation procedures and specific
information while others combiped infprmation with supportive care.
Auerbéch and Killman (1977) critiéally suggest that only a minority of
studies systematirally varied some aspect of the treatment procedure
aaross indegendﬁnt groups of subjects or provided an adequate control
group (Andrew, 1970:; Auerbach et al, 1977; & Langer et al, 1975).
Reading (1979) and Auerbach et al (1977) suggested that another
problem area of these studies is the vast amo t.of oﬁtcome eriteria
?mployed by the investigators. The siudies ed multiple';easures of
ﬁsyéhological adjustmenﬁ obtained hoth pre and\post-operatively and ?f _
physical recovery'post—operativelj. The measures employed were; (a).
standardized tests; (b) self ratings of mood and pain; (c)vbehavioyal.
ratings by nurses; (d) the.amount of analgesics given; (e) 1ength of

stay in hd§p1t31 and (f' varipus surgical stress measures, i.e. blood

pressure, heart rate, and biochemical measures. Wolfer (1973) suggested
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that researqg\tas yet to prove the importance of each of these measures
with respect ta the patient's return to health. .

. Th;ee studies did not employ adequate control groups or none at all
but’still'reported a superior ad justment to surgery on at least one
outcoﬁe measure (Andrew, 1970; Egbert, Battit, Welch, & Bértlett, 196;1
& Schmitt & WOOIQPidge,'1973). In these étudies treatment.consisted of
at least two conféunding variables. Auerbach et al (1977) pointed out
that Schmitt et al (1973) exposed 24 experimental subjects to a nufse
and a small groub session the evening bef;;e surgery. In addition to
this, 19 subjects were also seen indiv1dualy on the morning of surgery
\}for<support, reassurance, and information. Therg seemed to be no
attempt by the eesearchers to separate .the effects of the group sgssi;n
from those of the individual session. |

Studies have as yét to assess the impact of the preparatory
communication (Auérbach et al, 1977). Due to the adverse effects of
anfieties on an individual’s ability to recall information it is of
'im;ortancé to assess the level of recall.
Contiusions jigg the Literature

Experimental studies in breoperative preparation havé been
restricted to studying the effects of psychological preparatlon that are
evident during the patient s hospital stay. The p;tentlal beneflts of
preparatory programs on the long- term rehabilitatlon and adJustment of
Surgloal patlents need to be recognlzed and surgical procedures that
need a longer teérm post-operative psychological adjustment should be
studied (Reading, 1979). In summary, the studies‘eited in this review

suggest that a significant percentage of women undergoing a hysterectomy

are likely to experience some common psycholgéical reactions and
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stressors (Polivy, 1974). 'Thus, making~hysterectomy an appropriate
surgical‘procedure for assessing the efficacy of a preparatory program

in facilitating a long term post-operative psychological adjustment.

Janis (1975) suggested that a multifaceted stnategy like Stness

‘Inoculation can be expected to bé effective for sny situation that !
,entails undergoing painfml tneatmentgl Stress. Inoculation helps the'
individual deveiop an instrumentsl response when faced with a stressful
ement rather than just making the individual aware of what is to be’
expected as is with the distribution of information. This approach of
training patients in tne.development of cognitive coping skills will
hopefully increase their tolerance for an impendingbstressfnl situstion
such as a hysteyectomy{ Other studies suggfst tnat tne o é_

husband “s/partner’s involvement with his wife’s surgical experience will-
bring about a better post- hysterectomy adjustment (Young & Wise, 1976).

As cited ~earlier Sulls and Mullen have suggested \hat the uncertainty

about control over aversive events has significant effects on a

patient s health.

~

Bssed on the literatnre revfew the major purpose of this‘study was
to compare the efficacy_. of a Cognitive Behaviorsl Modifi‘cation.'Program
‘and a Prepsratory Iﬁformation Program in facilitating a‘nost-operstiye
j‘adjustment tc hysterectomy snd in increasing a patient's percéived
feelings of self control which-miz\be predictive of an individual’s
psychological adjustment

ar

The fbllowing hypotheses will be investigated

1. Stgess Inoculation patients will snow a significantly better ‘ _
post-hysterectomy adjustment than both Infcrmation and Control grodg//////
patients.

p
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'Husband/Partder‘involvement will be significantly greater fbr those -

patients in afpre-operative prepératdry program, as cbmparéa to the
e LAt adh A

'Contrbl group patients.

Perceived feelings of self control will be significantly'inéreéségh’

in the Stress Inoculation groﬁp as compared to the Information‘

group, and greater -#he Inf‘ormationr.g_'roub than in the Control

group.

L J
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CHAPTER IIT
METHODOLOGY -
‘Principal Aims - o -A ¢ -—

- -

The primary objective of . this research was an attempt to compare the

effectileness_ f Stress Inoculation and Preparatory Information in

. X [ ]
The study was carried out in a general teaching hospital with the

cooperation of seven participating gynecologists. Patients for the
study were 72 women between the ages of 3055Q‘in need of a full or
“partial,hysterectomy for benign reasons who were randomly_referred.to
thelstudy by the participating gynecologiSts. Patients were randomly
assigned to either the Stress Inoculation group, the\lnformation group,
or the Control group. Each group consisted of 24 participants A1l
patients were administered a 36 item questionnaire rating their
perceived feeﬁings of self control pre- and post-operatively (Rosenbaum,
1980) (Appendix I) Patients were also given a 28 item questionnaire
relating to pd%t hysterectomy adjustment with instructions to complete
it three months following their surgery (Appendix II) An 8 itenm
-questionnaire relating to the patient s husband s/partner s involvement
was also given to be}completed three months following the surgery
(@ppendix III).

Procedure

Before the experiment began the patients were told the general

rationale for the study (Appendix IV & V) and asked to sign a consent

-
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form 1f they wished to part101pate (Appendlx VI).

o

Pr -Qpepatlvelx. The Stress Inoculatlon group and the informatlon.
_ Preparatory'grpqp participants were seen in groups of four or five prion
to their surgery‘ The Stress‘Inoculation group~was seen for a total of
.two and one half houﬂ§ while the Informatlon group was seen for one
hour. The Control group patlents were seen upon adm1531on for twenty

L.

minutes. All patients within the three groups were asked to fill in a
de;ographlc data sheet (Appendlx VII) and the Rosenbaum Self Control
Scale before the sessions began;‘ _

Eosﬁ-ggerative. Thf batiénts in the,Prepératory Information group
and thelControl.group were>a$ked to‘complete the Rosenbaum Scale gix_;q
~seven days follo_ing their surggry; Upon discharée froﬁ the hospital
the p;tiepts iA:;hese tﬁo groups yereigiygn the é8 itgm;Liké%; tyﬁe
qﬁéstiongaire,meaSuriné pqst:ﬁysterectoﬁiihdduétmentﬁand'@n 8 item L
Likert type queStionngire-measﬁring hu;band's/parther’s'involvement with
iﬁgirugtioﬂs'tﬁat‘th;y complete thése questionnaires twelve weeks
follbwing theib surgery and return them by méil to the experiménter.

The ;atients in the Stress Inoculatioﬁ group were seen as a group 8ix to
seven days followxng their surgery for one hour and were asked to
complete the Rosenbaum Scale at the end of the session. The patlents in
 this group w;rg also given the 28 item leert_type questionnalre
'measuring posﬁ-hysterectomy adjustment and the 8 item Likert type
questionnaire measuring husband's/pa;tder’s involyement with
instructions to compiete these questioqnéipés twelve‘wéeks fpl;owing
their éufgeryvand return them by mail to the exﬁeriﬁentef'f

At the end of their particlpatlon patlents in all the groups were

reminded of the confidentlallty of the study and told that if lnterested

-
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they could receive infqrmation on the results of the etudy.: i-
Ireatmentg , ‘ . .
Eregaratorx Igformation Qroug Thefpatients who were randomly: 

assigned to this.treatment group were seen infgroups of four or five for

one hour prior to their surgery.

[
-

This-streSs reducing strategy consisted qf supplying the'patients

with information regarding the hysterectomy and tne course of events to

be'expected'while in the hospitai. This treatment,began with an .-

introduction by the experimenter and the gynecological ‘social ‘worker .

- stating that most people are anxious before an operation whieh is often

‘due to a lack of 1nformation (Appendix VIII). The information was -«

N
distrlbuted to the patients through a standardized twenty five minute

 video film which informed the patlent ‘about the nature of their hospital

stay’ and_the reasons for such practices as skin preparation,
elimination, pre-operative medication.éand anestheSLa The seeond half

of the video fllm focused on the post—operative experienee This

segment ineluded’informat}on ‘about the patients stay in the recovery

room'(&hat patients should expect during their recoverYLwhile in
hospital and what is to be expected both physically and emotionally
during their convalescence N Additional statements of a reassuring
nature called attention. to the high quality of the hospital stafr
(Langer-et‘al.;-1975). «The patients were told to feel free to ask
questions relating to the issues that the presentation brought up,
keeping in mind ‘that the technical medical questions should ‘be asked '‘of
their-doctor.,.The Questiens were fielded by,bqth tne experimenter and

the gynecological social worker. All the information presented on the

video was approved by Dr. R. Kinch, Director of the Dejartment of

———
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30p§tetricskahh:Gynecolggy,'of the Montreal'Generalpﬁoepital-(thefvidee
. : . A
‘film,is available ﬁrpm.the Department of Educational Psycholggy;?.
ﬁniversity of Alberta). -
:‘Stress Inoculatlbnﬁ' %h;;patzents“who were rahdomlyfassigggq.td

e

this treatmentfgrOup were seen in ‘groups of. four br‘five, twice'for a

total of two and one half hours prior to thelr surgery and once. for ode

£ : S
hour six to seven days after thelr surgery,_ » . e me B e

- T

The communication began with a standard 1ntroductlon by the .i -~
experlmenter and ' the gynecologlcal soc1a1~worker stating that mostv
people are somewhat ahxiohe!hefore‘a hysterectomy but@that»people can
often cohtrol.their eﬁptions if theyﬂknow how to. Patientelin'thié
group were‘given a treatment based On.the appreach by Meidhenbaum.(1977)
(Appendik IX). The Stness Inoeulation‘traihing consisted of three
. phases. in.the_firstVSeesion, the beginning of the treatmeht was
designed to provide the “ént with a cohcept"tiai framework fqr
understanding the nat;retof‘her reactions to stress: It was explained
to the patiente that hany people canhot tolerate disepmfort as they
uncohsciously indeetrihate themselveevwith'negative eelf-statements‘
about the situation. The patients were told-that aa& painfuf'or

stressful situation can be broken into four phases with the patlents-

‘ having to maye approprlate self statements throughout each phase. The

| phases were then- explalned and examplés were given of appropriate coplng .

- o

statements. 1In the 3?°°“¢\§f331°n the patients were asked to impleme

their oﬁn ney.cdping positive self statements that they had generated 1n

their homework assignment and were also given the opportunity to
rehearse this new skill both covertly and out loud Fihally, the

patients were asked to practlce the new learned cognltive strategy by

el



f‘or clarif‘icaqt;ion of anythfng’v%;h

‘presumably some information about their coming surgery was administered

- to them. u

' ’ . : ~ .
. . . .. . . .
,5,‘ . . . . ¢ . . Ny
s , . .
. . . .

exposure to the imagined stress -

'In the third sessmn six to seven d\ays after their -surgery the

<

' their new learned cognitive coping strategy whenever the need would

‘The patients were then asked to look at “their thinking pattern

" nl

S .

unclear.

In summary, the Stress Inoculation training involved the labelling

~"‘

of Stress, identifyingdptness related cues discussing cognitive coping

_procedures, reinforcing indiv1dual ‘coping styles and rehearsing coping

'skills (Kendall W1lliams Perchacek Graham, Shisslak, & Herqoff

19775 -

Control Group, The patients uho were randomly assigned to this .

group were seen individually for approximately twenty minutes upon

B

admis31on to control for the possible effects -ofi the subJects or the‘

relationship with a psychologist (Langer et al., 1975) Ihe patients

were 1nformed about .the study and were asked some weny neutral questions fv;"

2 -.

about their illness and asked to complete the various questionnaires at
the designated times (ApBendix x) This,meeting with‘thelpatients :

followed their~regular contacts with their physicians at which time‘ h

e

In'summary, the patients were randomly ssigned to one of the three
groups. The patients of the‘Stress Inoculation group and ther._

Preparatory Information group were seen prior to their surgery in groups

; patientsrwere asked to review their hospital experience and to 1mp1ement ,'

3,

[



52

of four or five " Before surgery all the subjects were asked to fill in
a Demographic Data Sheet and to complete the Rosenbaum Scale of Self -
Control. After surgery all suhgects were asked to complete the

 Rosénbaum Scale and were given a-questionnaire measuring -

- . .
- . wr

post-hysterectomy ‘ad justment and the husband's/partner's questionnaire
measuring their involvement uith instructions to complete them in twelve

weeks and return them by mail to the experimenter, ’ ﬁﬁ
(Y

Qggenden Variables |

Post Hysterectomy Adjustment. Patients within all three groups
. . >

were asked to complete_the 28 item Likert type questionnaire measuring

the patient's adjustment to hysterectomy twelve weeks following theiri

surgery. a . v
'Husband’sggartngr’s Involvement. The'patient's‘husbandfpartner was
asked to complete an 8 item Likert type, qaestionnairevtwelv: weeks
following thé%&urgery measuring their involvement in their
wife s/partner s surgical experience o
Self-Control»Measure. The Rosenbaum Scale (1980) was developed to
assess perceived feelings of self control. The instrument measures an
hindividual s tendency to employ self management methods in the solution
'of common behavioral problems. Rosenbaum assumed that self controlling

ﬂ‘

vresponses were cued by an internal event such is anxiety, pain, or
thoughts that disrupt the effective‘performance of a target behavior.

' The specific kinds of'selfloontrolling behaviors assessed by the‘
Self Control Sohedule.(SCS).werelderived from the stress literature and

from the various ooping skills therapies (Meichenbaum‘ 1977)2

" A break down of the items in the schedule is as follows: (a) twelve

items refer to the use of cognitions to control emotional and AJ"'

A ]
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physiological sensations; (b)'eleven‘items‘rerer’to the subject's-

tendency to'employ problem solving strategies (e) fou;ﬁi ems relate to

the person 3 perceived ability to delay immediate gratif;catizn and (d)

" nine items are 1nd1cative of general expedtations of self efficacy
Test-retest reliability was found to be fairly high and stable.

’Validlty was found by comparing the SCS with .the Rotter Scale;, and the

Irrational Beliefs Test which are conceptually related to the SCS

~There was no signifioant difference in the mean scores of males and

females. The male’s score X = 25.9 and the female s X = 27‘5> f\ 4

| o Inherent ‘in this scale is the assumptiOn tﬁat those high on the SCS B

- would tolerate a noxious stimulus konger as compared to: those with low

scores onithe SCS. In a stndy to verify this assumption, Rosenbaum

(1§80) found that high self controllers as assessed by this scale

reported nsing more self control methods to cope with the cold pressor

than did low self control subjects and HSC tolerath\the cold pressor

task4!onSistently longer than the LSC High self controllers are not

less sensitive to noxious: stimulation than low self controllers but they

perceive having greater co\Erol over painful feelings and- thus are able

to tolerate pain better than low self controllers

Hxsterectomx Agjustmen Qgestionnaire (HAQ). - In order to assess
the patient’s adjustment to the surgery the Hysterectomy Adjustment
Questionnaire was developed based ‘on a review of the literature (Barber,
1968; Dennerstein, wood, ; Burrows, 1977; Polivy, 1974; Raphael, 1976
Richards, 1974; Wolf, 1970). The in1tia1 questions were presented to a
panel of Gynecologists, Psychiatrists, and Psychologists Based on

their critique, the questions were revised and further questions '

Lt
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developed. - The HAQ wa§‘completed by‘the'patXBnt8‘90 days after surgery

Demograghic Data. The patients were asked before their surgery to

complete a Demograpnic Data Sheet which 1ncluded (a) patient s
;~education; (b) patient’s age; (c) patient’s occupation; (d) patient’s
marital status; (e) patient’s language; (f) type of surgery; (g)

husband “s/partner’s education; and (h) husband’s/partner’s occupation.
P . o R »

Data Analysis

From the review of the literature,_the following null'hypotheses‘

'were'developed:

1. Strese~Inoculation patients will show a significantly'better

£
post- hysterectomy adjustment than both Information and Control group'

patient§4/demonstrating that information alone may not be.
sufficient.

2. Husband/Partnedrinvoluement will be significantly greater for those
patients participating in a preparatory program as compdred to the

Control group patients

3. .Perceived feelings of self control will be significantly increased
in the Stress Inoculation group as oompared to the information

group, and greatenrin the Information group tHan in the Control
group. - A S

To answer the above questions appropriate'statistical procedures
were carried out and uiii be presented along with‘the null hypotheses;
Multivariate analysis 5? variande followed by one.way analysis of
variance where appropriate were carried out to test for Significance A.

signifioance level of p< 05 was deemed necessary to reject the null

hypotheses.



o
¥ 4
v\

5
' 2

7

iy

- _ ' CHAPTER IV
RESULTS & DISCUSSION
The data collected during the enperiment were statistically analyzed.
Results of the experiment areqdescribed dnd discussed in this chapter.
. Seventy-two patients were'randomly'assigned to oné of the three
groups. Duriné the course of the research nine-patients chose,not to

complete the study. Data o ese patients as well as demographic data

on all the patients be presented at‘the beginning of this chapter.

Preliminary Analysis

,Bacgground Characteristics. The three groups Stress Inoculatlon,

Informatlon, and Control were found to be similar on relevant
' 0

"demographic and background'variables As detailed in Table 1 the

patients were compared on age, education, occupational status (Blishen,
3

1967). husband s/partner’s education husband” s/partnem.s occupational

status, marital status, language,'type of hystereotomy, procedure, and

ccmpletion of'the«study. Differences among the groups did not attain

“significance. ’ .

Statistical analysis was carried out by the use of a multivariate

analysis of variance on the continuous data and a Chi-Square analysis on

the categorical data of the patients who discontinued the study after
discharge from the hospital with those who finished the study. As
detailed in Table 2 & 3 it was revealed that the patients did not differ
for the variables of education, age, husband s/partner's education, and
perceived feelings of self control both pre -and post-operatively A
Chi Square analysis revealed that the two. groups differed significantly

with respect to the type of hysterectomx that they underwent (p=. 0“9)

and uith respect to their marital status (p=.001). There were no



& Table 1

Demographic Variables °

Group: ’ Control _ Information S-I
. n= . ? 21 2 21
Age X=39.9 39.9 - 1.8 .
L - 8D= 5.15 6.5 5.5
Years of 2 - Y= 1.42 . 1.7 1.47
Education ) . Sp= .75 .85 .68.
Husband“s/Partner’s 2 X= 1.52 T1.T6 1.80 @ g
Education o SD= .75 1.22. .88 .
SES: . ~ ; , £
1=Middle Class 42.9 ¢ 66.7 % 52.4 ¢
2=Working Class 28.6 % 14.3 % 28.6 %
3=Domestic 28.6 ¢ | . 19.0 % - 19.0 ¢
T X=1.73 : }
" SD=2.36 e ' .
« “v;:v.-."'.ﬂ'
SESM: ‘ #
Middle Class ] 28.6 % & s2.u4 % 61.9 %
Working ‘Class o T1.4 % 47.6 % 38.1 ¢
X=1.52. I ‘
SD=1.50
Marital, Status: s '
3=Noncol#bitating °  ~ ° 0.0 % 4.8 % 4.8 %
4=Cohabitating .7 100.0 % 95.2 % 95.2 %
X=3.9 -
SD=.256 .
. //
Language: ‘
1=English - 81.0 % 81.0 % 81.0 %
2=French 19.0 ¢ 19.0 % 9.0 ¢
.f: 1.2 '
8D=.375
Type of - 4
Hysterectomy; _ S ‘ T
1=Partial ~ ! 47.6 % 47.6 % 47.6 %
2=Full ' 52.4 ¢ ° 52.4 ¢ 52.4 ¢
X=1.5
SD=.503 N
~
Dropouts: ™ ’
Drapouts - 12.5 % 12.5 % 12.5 % .
X=1.1 - .

SD=z.33

o

a: f:High-Séhool 2=College 3=University ~Y4z=Post Uni&e}si;y

<D
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Table 2

Summary Table of Univariate Analysis of Variance

. o . N
on Dropouts as Compared to Those Who Completed Study

Variable

Education

Age

Husband “s/Partner’s
Fducation.

Self Control I
‘Pre -Operative)

Self Control Il
{Post-Operative)

r

Completed
n=63"

1,70

1.70
1,70

1,70

Dropped Qut
n=9

F P
0.76 ns
0.80 ns
0.77 ns
1.65  ns
1.05 ns

%
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Table 3

Summary of Means and Standard Deviations on ﬁnivariate Analysis of

Variance on Dropouts Compared to Those Who Completed Study.

L]

Y

-4\:

MM'

3

higher the score the more perceived self control

Variables Completed )
n=63 © n=9
X sD X sp
Education 2 1.7 .83 1.53 .75
Age N 42.4 7.4 40.5 5.7
' - 3 .
Husband “s/Partner’s @ 2.0 1.0 1.7 .96
Educgtion . ‘
Self Control I P 22.0 28.6 34.0 26.02
(Pre-Operative) :
Self Control II b 28.4 24,2 38.6 28.3
(Post-QOperative) :
a: 1 = High School q
2 = College '
3 = University
4 - Post University

58
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~

signifiéant differences among the pdtiehts with respect to thelr

-

treatment group, language spoken, socioeconémic status as indexed by the

Blishen Scale,'and husband's/partneﬁ's socioeconomic status (Table 4).

Analysis of the Data : - | . :
Since'maﬂ& related variables were investigated a multivariate
analysis’ of variance was employed. As the Manova achieved»significance

(p=.009) a univariate analysis of* variance were followed by post hoc

-

Scheffes utilized where appropriate. . 7

The following ére the mill hypothe;es-where a direction was assumed
a one tailed test was used.

Hypothesis I stated that the Informatioﬁ and Stress Inoculation
groups will not differ significantly ffom each other on

post-hysterectomy adjustment as compared to the Control group. As can

be seen by Table 5 ;?eyunivariabe analysig of'variance'indicates that
the groups d'iff'“eyrved' .Significantly kt (p=% ! The results of ti)e post
hocDSchefféiéest shows that the Sg;ess InocUla‘ion treatment was
sUpé;iAr to the Control treatmen; but that the Information grouf did not
difféb-éignificantly from the Control group (Table 6).

tuQothesis £I had postu ‘ted that the;e would not be a significant
» diffgnence on post-operative adjustmentlbetween the Stress Inoculation
and Information grou;;' As illustrated bi Table 5 tﬁe results of the
Anova shows a significant difference betWeeﬁ the groups and the Scheffe
post hoc test indicates.that the Stress”Inoculapion group differed //
significantly at (p=.05) from the Inforﬁation group (Téble 6). Thus
leading to the rejection of the null hypothesis. Therefore it can be
concluded that Stress Inoculation was~a‘hpre effective treatment.

Hypothesis III posited that the Information group, the Stress

2



‘Table U -
Summary of Chi;Square for Thosé Who Dropped.Out as Compared to

Those Who Completed the Study

‘N

Variable Completed  Dropped Qut
Group . : 4 ’
Control : n=21 87.5 12.5
Information n=21 . 87.5 12.5
Stress Inoculation n=21 87.5. 12.5
a 2 .
. . X"=0 df=2 p=ns
Language 1
English n=60 85 15
French . n=12 100 . 0
s " x%22.06 df=1 p:né“ )
- SES ' | » .-
Middle Class n=37 91.9 - 8.1
. Working ‘Class n=17 88.2 11.8
Domestic n=18 77.8 22.2
x%22.21 df=2 p=ns
Marital Status e ' —
Noncohabitating n=5 4o " 60
Cohabitating - n=§7 91 : 9
x2=11.08 df=1 p=.001
SESM -
Middle Class n=34 - 88.2 11.8
Working Class n=38 86.8 13.2
| x2=.03 df=1 p=ns
Hysterectomy
Partial n=38 _ 78.9 21.1
Full n=34 97.1 2.9

x*25.3 dfs1 p=.049

o
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Table 5

Summary of F Table 6f~Mu1tip1e\Anaiysis of Variance on Patients’ Education,
Age, Partner’s Education, Self Control I, Husband’s inVolvement,‘

Self Control II, and Post-Operative Adjuatment by Group

]

Variables _ ° . 4af F P
Education - L 2,60 : 0.85 ns
Age . ’ 2,60 : 0.82 ns -
Husband’s/Partneb’é : , ' 2,60 ° . 0.52 ns
Education . . -
Self Control I 2,60 " 0.37  ns
(Pre-Operative) : - .
H .‘ . :

tner’s Involvement , 2,60 5.7 . 005

Control II o 2,60 2.0 ns.
t-Operative) " ‘ |

Adjustmedit’ - 2,60 16.2 .001
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Table:6

Summary of Means and Standard Deviatibns of Multiple Analysis‘of
Variance on Patient’s Education, Age, Husband “s/Partner’s Education,

Self Control I, Husband’s Involvement, Self Control II, and

~ . Post-Operative Adjustment by Group )

4 A '

| "Control | Information i'§2;
Variables ' n=21 , n=21  n=21

X sp X sb - X s
Education 2 1.4 0.74 1.7 0.84 1.5  0.67
Age 39.9 5.15  39.9 6.45 41.8 5.46
Husband’s ° 1.5 CLTH - 1.8 122 1.8 0.87
Education » - - ' ' :
Self Control I b 31.8 24.90 32.0,; ‘ 31.10 38.0 22.00
(Pre-Operative) . . -
Husband s/Partner s24.9 .20 29.1 - 4,74 - 28.6 . .18
Involvement .
‘ —

Self Control IIP  32.2 28.67 31;1 31.145 48.5 22/.80
(Post-Operative) ' o - e

Post-Operative d
Ad justment

90.4 14.20 99.0  12.50 110.6 6.42

a: 1 =High School, 2= College, 3= University, 4= Post University
' b: The higher the score the greater the perceived feelings of"
self control
¢: The higher the score. the greater the Partner’s Involvement
d: The higher the score the more positive the adjustment _
®# Means underlined by the same line do not differ significantly
from each other (Scheffe p<.05)



Inoculation group,»and the Control‘group would not differ significantly
from each other on husband s/partner s involvement . As'can be seen by
Table 5 the univaniate analysis of variance indicates that the groups
differed significantlymat (p=.005} for husband’ s/partner s involvement.
The results of the post ‘hoe Scheffe test shows Jthat both the‘Stress
Inoculation and Information groups differed significantly from the
Control group but not from.each other. ' : Ci—\

“Hypothesis IV postulated that perceived feelings of self control
will not increase significantly in the Stress Inoculation group as
compared ¢o the Information group, and in the Information group as
compared to the Control group. Inspection of the individual variables
on Table 5 illustrates that the groups do not differ siénificantly from
each.other To ascertain whether the groups differ in the gain score on
perceived feelings of self control a difference score was calculated by
subtracting the pre-operative.score from the post-o;erative score. As
can be seen by Table 7 the results of the Anova on the difference score
attained significance ‘The. post hoc analysis shows that the Stress
Inoculation was sug:rior to the Control group in increased perceived

feelings of self control but not from the Information group.- No

significant difference was found between the Information and Control

. groups (Table 8).

Discussion

-

Several post hoc analysis were carried out on the data. Tables 9
and 10 show an analysis of covariance that was conducted to adjust for
the effects of\hﬁs;;ndzs/partner s involvement on post-operative
adjustment. The results of the Ancova demonstrates that‘after

controlling for partners involvement that the groups-still differ

63



Table 7

Suﬁmary of F Tabie of‘Anova on Pre ;;d Post Operative Self ContrdL
| 'Sgoresiby Treatment Groups |
Afetween Cp;ups .2> 164,41 "‘ 582.é0ﬁ | 3.7 ;Oéﬁ.
‘Within Groups 60 av§$55.23 | "155.92‘
~N =

64



Table 8

Summary of Means and Standard ngiations for Pre. and Post

<, Operative Self Control Scores by Groups

’

Ve
»
i .;.:.a»Control ' Information S-1
Lo a . . o b
X Q.42 3.0 10.5
sp 43 12,2 10.0 °

Scores underlined by the same lines do not differ
significantly from other (Scheffe p<,05).

The highér the score the more the perceived - feelings of
self control).. .
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Table 9
Sﬁmmary of Analysis of Covariange of Post Operaﬂgve Adjustmehb-Séores

. by Treatment Group Adjusted for Husband’s/Partner’s Involvement

;,.3_9.3'.99. | ’ ss . df : MS ' E _ 2
Husband *s/Partner’ s u1oo 36 | A R ; 4100.36 42.3 001
Involvement e ,; S - ' oo '
Group. | . *‘:v ésu1.6f‘;'  2 1270.83 ) ;13;1 |   ﬂyqo1
Explained | ysquz.ou.-g;i}: 3 221u.di".f§}:§2;é -  35$Qb5i
Reé;dﬁal '. ﬂfﬁzjﬁ.93;- -  59 <  éé1u:oJ
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[Summary of Means and Adjusted Means of Ancova: of Post-0

' oA . ,
y Treatment Group Adjusted forxﬂusband's/qutner’s
_ , ; :

Adjustment Séor?s\Q\
o 1 Involvement

s .

Groups
Control
" Information - -

S-I

- Adjusted X

90.8
99.42

109.85

perative
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significantly from each other on post-operative adjustment (p=.001)7

~To test whether the patients in the three differéht groups obtained
51gn1ficantly dlfferent scores on the 'various variables on the
AdJUStment Questlonnaire (Appendxx IT) taken singly, an Anova was
erformed in respect of each measure followed by a Scheffe where
appropr;ate. Means, Standard Deviations, agd results of the analysis
are given in Table 11:‘-Signifi§ant differences Were'found on seventeen
dut of twenty-eight variabiéé between "the three groups.

| The results reveal that the Stress Inocula%ion group as comparéa to

the Control group reported an easier earlier resumption of -normal |
aéfiviﬁiés; felt'generaily better and;felﬁ more infobmed and less
anxious due to the 1nformation that they received (Questlons 1, 2, 4,
5). Im addutlon, the Stress Inoculatlon group felt more in control a;d
sure of.what was happening, reported'avmore'stable post-operatlve family
life, an-eérliér.resumption of seiual relations and a more satisfying
sexual relationship with more support fromvtheir'pafther as comparéd to
the Control éroup (Questions 6, 7, 10, 11, 12, 18). The Stress .
Inoculation group. fuqther r;porpéd more comfort with their inéb?lity to
.menstruéte and conceive and with their:fae;ings of loss as cdﬁﬁared to
the Control group:(Questions 0, 2i,.19).’ In addition, the Contral
group had more headaches and reported"an increase in troubiing dreams as
compared to £he Stress Inoculation group (Questions 25, 28).

Witﬁ.respect to the Information group it was found that those
patients reported ﬁgre feelings of depression than tﬁe'patients"in the
'Stbéss Inoculation group (Ques;ioq 26).. In céntrasting the Information

and Control groups it was demonstrated tbét the Information group felt

more in control and more sure with respect to what was happening to them
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Table 11

Summary of One-Way Analysis of Variance for Fach Variable

on the Adjustment Questionnaire

Theme

- h .
OW OO0 Ul £EWRA =

A ed d -2
N EWN =

16

17
18
19
20

21
22
23

o

:Normal

Health .
Satisfied I
Informed

‘Anxiety

reducing
Control

Sure

24

a5
26
27
28

Dischanged -
Satisfied II
Family
Sexual I
Sexual II
Sexual III
Sexual IV
Inter-
pretation
Negative
work
Leisure
Support
Loss
Menstru-
ation
Pregnant »
Feminine
Weight
Pain -’
Headache
Depressed
Dream I

Dream IT

Groups
Stress

Control In{prmation Ingculation

X Sb X SD X - 8D
3.33 1.20 3.67 _1.11 4.19 .92
3.09.. 1.33 I 39 102 395
3.71 .84  TWIOU .8 723 oY
3:.23 _1.17  3.77  1.17° 4.23 .70
.18 1.27 W8T 1.07 T-09 .50
2.66 1.27 3.61 1.1 4.00 .10
2.66 '1.35 3.80 .81 3.90 .9l
3.42  1.32  3.19  1.20 3.47° 1.36
3.76 .94 3.76  1.04 3.47  1.28
3.38  1.11 _ 3.95 .58 4.33 .48
3.33 1.27 3.61 1.02’ 0.28 .56
3.00 1.14 3.52 "ET?’ .51
3.19 1.12 3’33"'"T7?T I LT 3
3.66 .73 3.57 1.16 4.1y .84
3.09* 1.13  3.09 1.09 3 00 110
3.42 .02 3.61. .02 419 .60
2.95 1.20 2.90 .88 3.28 1.18
3.28 _1.27 _4.04 .97  4.28 .64
3.38  ‘'1.39 3.85 .9b .23 '?88’
3.52  1.03 Y5 .86 F.33°7 "T5E
2:80 1.43  3.42 1.20 4.09 .53
k.00 .89 75,00 .83 T.38 780
2.90 1.30 3.33 1.15 3.76 .83
2.52 1.16 2.57 1.20 3.1 1,27
3.04 1.39  3.57  1.12 .00 1.00
3.38 _1.11 T2 T.13 W09 783
ITRZTTTL9Y 3.38 1.07 T TO
3.00 1.18 3.38 1,11 3.85 .85

30 0o

O N -

[ VYIRS )|

W = EW =W -2 0On

== piww

(df=2,60)

F

.2
.y
.54
.81
.80

.87
.83
-30
.48
-91
-02
.25
-81

.25
.05

(2B

T4
17
-16
-R2

-83
A
-
.68
.40
-1

.08
Luh

a: Scores underlined by the same lines do not differ

significantly from each other (Scheffe p<.05)

h:  The number of ﬁhe question on the Adjustmant
Questionnaire

.046
.039
.088
011
-0

. 004
.004
.T48
.626
.009
.009
.003
448
113

950

-025

479
.005
.0l9
oM

.002
. 249
.051
- 194
-039
-021

343
3R
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(Ovwestion 6, 7).

The Discriminant Funection Analysis was utilized in the present
s

study in order to establish the aeffectiveness of the various- variahles
on the Adjustment Questicnnaire in discriminating between the three

Rroups of patients. The Stepwise procedure begins by choosing the
& - ’ ' \
single variable which bas the highest vdlue on the selec'ion criteria.

The process continues.by l~rating the next variable that nuld yield .the

=~ "

hest discrimination given the variahlas that were alreadv gelr '~ T

be more specific, 'ﬁ; procedure choose~ the following variable in
~~mbination with the preViOQS variable ov variables that leads to the
next v-~riahle, Results of this anaiysis revéal that a combinatidn of
thirteen of the original twenty-éiéht variahla~ ware suovoanul_;ﬁﬂ
distinguishing between the thraep groups (Table '2). The bisorimin?nt
Fﬁnn*inn Analysig adipeases the question »f the relﬂéiva affaectivenesr
nf diserimination indépidnal megsures within the tralt by assigning
woaighting ~vgt~m {-iz) eanrh repar~te measure The role of ‘'he wéigh*ina
~vgter ia gueh that, Qhan they are applied tr *he gcores mnhtaipad on
‘hejir ragpertive measauras thev pvnvidé paximum disarimination retw-r -
*he‘groups. It was demonstrated thét‘Funohioﬁ T acrnntad for 78¢
'D:.OOS)'OT the axplained variance ﬁetween the grn&ps and is thea g-'-
significant function. The grour aentroids reveal that Function T
é'*hiavnr‘ ﬁnvim\m dis~riminatinn be"w.ew.n *he Stress Tnoculation and
Contr ol groups. The rasnlts demonstrate that the frllowing measure-
whan grouped tngether contribute to diseriminating between the two
groups: (=) POﬂt~op€;afive sexgal ad justment: h) nomfort“with the
inability to ~oneceive: (c) husbénd's/parhne* s support; (d) Qtahili*v e

pant aparatice fanily life; ‘' feelines af osntrals (0) vaanmpebion of

-
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Table 12
Summary Table of Stepwise Discriminant Analysis
" u
Variables Wilks RAQ’S Change
Step In  Qut Lambda E y P in RAO'S P ‘
1) Sexual 1 .764 .003 18.50 .0001 18.50 . 0001
2) Sure 2 .623 .0005 34.88 .0005 16.37 .0003
3) Pregnant 3 .560 . .00Q5 u44.86 .0005 9.98 .006
4) Depressed Y .500 .005 52.45 .0005 7.59 .022
5) Family 5 . 468 .005° 59.51 .0005 7.05 .03
6) Satisfied II 6 434 . .005 67.62 .0005 8.11 . .0173
" 7) Satisfied I 7 402 .005 76.77 .0005 9.15 .010
» 4 8) Control 8 .381 .005 83.62 .0005 6.84 .032
9) Weight 9 .365 .005 89.25 .0005 5.62 .06
10) Family 8 .378 .005 84.54 .0005 -4.T71 .09
11) Leisure 9 .363 .005% 90.07 .0005 5.53 .06
12) Support 10 .346  .005 95.56 .0005 5.49 - .06
13) Sexual I 11 .319 .005 102.25 .0005 6.68 .03
_ 14) Family 12 .304 .005 108.79 .0005 6.54 .03
_ i o1s) ggginige 13 . 287 .005 115.15 .0005 6.35 .0l
- , 16) Téisure ™~ [ ' .298 .005 109.36 .0005 -5.79 .05
17) Savusl TV ] 286 .005 113.45 .0005. 4.09 .12
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j
sexual intercourse; (g) satisfaction with pre-operative sex life; (h)
satisfaction with care while in hospital; and (i) feelings of femininity
(Tables 13 and 14). Table 15 illustrates that a classification analysis
was conducted in order to determine the success-failurg rates of these
variables on correctly classifying group members. Of the total sample
75%% of the patients were correctly classified. None of fhe patients in
the Information or Stress-Inoculation groups was misclassified as
Control group members. It was demonstrated that 19% of the Stress
Inoculation patients and 23% of phe Control group patients was
misclassified as Information group members. It was also found that U4.8%
of Control group members and 28%.of Information group members was
misclassified as Stress Inoculation members. This analysis demonstrates
that the combination of thirﬁeen of the original twegty-eight variables
contribute to successfully categorizing tﬁe patients according to their
treatment, éroup.

Pearson and Spearman‘correlatioﬁs were carried out to examine the
interrelationships among st ;ariables. As can be seen by Table 16 there
were some significant correlations that proved to be interesting.
Inspection of the significant associatioﬁs shows positive correlations

between thé patients education and post-operative ad justment (b=.30),

and partner’s education (r=.55), partner’s education and the Baiient’s

post-operative adjustmeht (r=.29), and partner’s education and amount of

involvement (r=.29). The patient’s pre-operative perceived feelings of
self control were highly positively correlated with post-operative
feelings of self control and moderately positvely correlated with

post-operative adjustment (r=.89 & r=.41). Post-operative feelings of

self control positively correlated with bost-operative ad justment
) ) ~J

P it artil S

TR
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Table 13

g
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Summary of Standardized Canonical Discriminant Function Coefficient

Variable
Variable
Variable
Variable
Variable
Variable

Variable

Variable
Variable

Variable

Yariable
Variable
Variable

088
091
092
o9l

095.

096
097
099
103
106
107
108
111

Satisfied
Control

" Sure ]
Satisfied 2

Family Life
Sexual I
Sexual II

. Sexual III

Support
Pregnant
Feminine
Weight
Depressed

Funct;onl

Control & S1

.51
- 42
-.31

k2
-.33

.32
-7

1l
.
-.49

.33
-.31
-1

Function II

.16
-.01

.59

.36

.20
-7
-.04
-.39
.64
19
-.52
.13
.72

Information & SI
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\ ' Table 14

i

Summary of Canonical Discriminant Functions Evaluated

at Group Centroids

4 .
Group Funection I Function II
‘  Control © o 1.57 -.312 \.
Information - -0.278 .868
Stress Ineculation ‘ ~1.30 -.555




Table 15

Summary of Classificatibn Results

Predicted Group Memberships

Groﬁb
Control

‘Group
Information

Group
S-I°

Group

# of Cases

21

21

- 21

1

t

Control

15
T1.4%
0

0

0 R
 R—

2

Information
5
23.84

15
71.4%

19.0%

Parrant Af erniinad naeaa Anrmantly Alaacad fiad - 7Ed
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Table 16
Summary of Pearson-CorrelatibanU
. Hisband’s Pre-OP  Involve- Post-Op  Post-Op
Age Ed. . S.C.1 ment S.C.II . 'Adj.
Patient’s -.20 .55 2432, :2013 .20 .30
"Ed. n=(63) n=(63) n=(63) n=(63) n=(63) n=(63)
' p=ns p=.005  p=.027 p=ns p=ns p=.008
Age ) - -.21 . -.19 -.899 -.186 -.09 )
n=(63). n=(63) - n=(63) n=(63) n=(63)
. p=ns ‘ p=ns p=ns p=ns p=ns
Husband s A .29 .25 29 7
Ed. - n=(63) n=(63) n=(63) -
P p=.01 p=.026 © p=.011
Pre-0p .- ' o .36 .89 . | .44‘
S.c.1 ‘ n=(63) n=(63 n=(63)

i : p=.002 p=.005 p=.005
Hus/Part. : : Coo34 .58 . \
Involve- , . n=(63) n=(63)
ment ) , - p=.003 P=.005"
Post-Op ' | : ‘ .46
S.C.II ‘ ‘ n=(63)

p=.005
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(r=.46).

\y; Results of the Spearman analysis demonstrates avpositiye
association with the patient’s treatment group'and the,patient’s
post-operative ad?ustment (r;.§1) (Tabie 17).

Beingnill can inuolve tnreats not oniy‘to life and physical well
being but also t0’one's self concept, social and,occupational
functioning values, and emotional equilibrium.' S;nce efforts to cope
may pe diverted toward these threats aS’uell:as‘toward doing sonething
about the‘physical illness itself, the ability to cope‘effectively will
increase with a greater,understanding and knowledge of ese threats
_ (Cohen & Lazarus, 1980) The Stress Inoculatlon treatment attempted to
glve the patlents an understanding and knowledge of what was to be

expected and most 1mportant1y to teach.effectlve coping sﬁllls over a .

period of time. Research has indicated that it is effective to.teach‘_.

coping skills in "doses" rather than all at once allowing the individual

to rehearse the new skills (Higbee, 1977). Within the course of

conducting this inVestigation ¢omments by staff and patients reueaied

»

that "a practical clearly defined pre-operative preparatory program such

as Stress Inoculation will be looked uponlfavourably (Appendix XI). 1In

—_— *

clinical research the assistance'and.cooperation»of'the nursing staff is

essential During the course of this study the experimenter met with no
perceived resistance ‘on the Hard from the‘pedxcal and nursing staff
Moreover, the mutual respect that developed helped lay the ground work
“for a more permanent pre and post-operatlve group based on the Stress
Inoculation Model _%ﬁi | | “

Two patlents who initially responded posltlvely about particlpating

in this study changed their-mlnds citing their inabi}ity to make the
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)y Table 17

‘.-

/', "‘ .

"
/

Lang.
Group 0
n=(63)
p=ns
Lang.
SES
Marital
‘Status
SESM
Type of
Hyst.

SES

Z.0922

n=(63)
" p=ns

-.90..
n=(63)

p=ns

Marital

Status SESM
-.1109  ‘-.27
n=(63) . n=(63)
p=ns " p=.016
.87 .1 '
n=(63) n=(63)
p=ns p=ns
.25
n=(63)
p=.026
w,  -.1726
. n=(63)
p=ns

Type of
Hyst.

n=(63)
p=ns

02
~n=(63)
p=ns

=.065
‘n=(63)

p=ns
.0086
n={63)
p=ns
11

p=ns

n=(63)

Post-0
Ad¥. -

61

" n=(63)

p=.001
.02
n=(63)
p=ns

"/'o 27 .
n=(63)

: p=.017 ,‘

-.02
- n=(63)

.p=ns

0.36

. n=(63)

p=.002
-.22

n=(63)

p=.038
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time.  There 1s no statistical data on these patients but one may
speculate that their’ ambivalence with respect to participating may
reflect their ambivalence about undergoing the surgery 1tse1f.' Within
the group discussions it ‘became apparent that patients held a great deal
of misinformation based on myths about what was to be expected both
physically and emotionally after the hysterectomy. The feedback from
,the‘Stress-Inoculation éroup-members after the Surgery‘was much more
extensive than for 'the other groups, with-25$ of the group spontaneously'
sendiné-the experimenter letters about the benefits of the program when"

they returned their questionnaires three months folloning their surgery.

4 [y

A few of the 1etters were also sent to their gynecologists/recommending
that other patients should undergo such.a preparation.

More than 20% of the patients wrote and reported that after‘the”»
Stress Inoculation training they were able to overcome their negative
thoughts thus becoming less apprehen81ve about the possible |
psychological effects of the surgery and'can see the benefits.of using

S

this new skill when faced with further’ future stressful situations

1

Members of both the Information and Stress Inoculation groups stated
that knowing other patients on the ward'through their,respective groups

made the whole hospital experience less impersonal (Appendix XI).
. . ) . ) . w . .
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CHAPTER V

SUMMARY, CONCLUSIONS, AND IMPLICATIONS ,

©

»

- It is the purpose’of this concludihg»chapter to postulate implications

and conclusions from thisuresearch‘and to propose areas of further

N (<2

research. A brief overview of the study will also be presented

Reésearch has demonstrated that a hysterectomy is the most commonly

o

perfonmed;major operatlon with ten’ percent de- North American women

undergoing this surgical'procedurex(Roeske, 1979) . While acknowledging

.that there are post-operative psychological symptoms research has

i

-focused on a remedlal rather than a preventlve approach. In general the

stress assoclated with thls form of surgery seems/most llkely\

preclpltate adverse psychologlcal reactlons 1n those patlents who are

»

less well prepared to deal with stress. The patlent undergoing a

-

'hysterectomy is likely to experience some |psychosocial stress. Thus,
how this stress is‘h&dt with and resolved will affect her psychologlcal

'»and physical adJustment

The major purpose of this study was the comparison of Stress

Inoculation and Pneparatory~1nformation to'one another and to a control

treatment with respect to their effectiveness as a pre-operatlve §t ?5; '%
DA R

""’?.

-adjustment as measured by an Adjustment Questlonnalre ‘90 days following LRI

‘ 3 A
» . . R RS ne
surgery. - . e e

" Other objectives of this investigation’ were: \ 1~~ @.J_A

1. To invéstigate whether husband~s/partner s lnvolvement will-";‘fﬁuy

significantly greater for those patlents partlcipating in a /f'
S N ~y S
preParatory program, as fompared‘to a novtreatment group of patients. - -
i : .

3 " ‘ T N

BO-fﬁﬁ 7 . -
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2. T0~examipe whether‘ﬁérceived feelings of self-cohﬁrol as measured by
ﬁhe Rosenbaum Scale will be éignificantiy increased in the Stress
Inocu&a;ion gfoup as compared to the Information group tham in the
Control gropp.- | ;

3. To examine whether there‘were-Any relatioﬁships amonést‘the dependent

variables.

Conclusions
N

-Thé preliminary analysis'demonstrgted that'the patients who
prematurely discontinued‘the study after dis;harge_as compared with
those who completed the study differed with resp;ct to the type of
hysterectomy that they.underwent. The apalysis showed that slightly
more-pétientsﬁwho had a full hysterectomy which included the removal of
their'évaries.qpmpleted the gﬁudy._ Oﬁe.may speculate that one reasan
forithis.maygbé that these patieéts placed more importance én undétgoing

a hysterectomy than the other patients. For those who completed the

hysterecfomy and post-operatibe ad justment. .

Cons;dering thelpajor objective of‘the 'udy3-the comparison of the -
effectiveness of Ehe“Stress Inoculatio treatmeﬂi and an Information
treatmént.to one éhotber and t; a Control group it was clearly

. , PR

deméﬁstra?ed that the Stress Inoculation group‘was'superior to Sbth.the
Controlwand'Information'gfoups‘but that‘the Informétion‘group did ndt
diffe?igignificantly from the Control group. This finding hay be due to -

the information that most patients routinely receive from'ﬁneir

'aps.: In exémining these results it appeaﬁs that Stress

tion helped the individual‘dévelop_an instruméntal reéponse_whén

faced with;a stressful event rather than just making them aware of what

>

to. e AR
_‘,...,_‘.-,.,._.,.-,f:w.--wvywv:f&%ﬂ@:“”’. ek aAKT e

-
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- J |
is to be expected as is with the distribution of infonmation, confirming
the findinés of_ianger, Janisl and WOlfer (1975). The effectiveness and
the use of the Stress Inoculation model ;s a prophylactic tool was also
confirnéd by these findings (Meichenbaum, 1975). The results support
Janis’s (1975) work where he stated that the Strésn Inoculation
nrocedure can be expected to be effective for decisions or situations
that entail undergoing painful trgétments and deprivations bef&re well

being improves. Support‘was also given to the growing body of

literature that'suggests that éelf instructional training which was an

X

importantunbmpdnent of the Stress Inoculation treatment is a viable
. ]

strategy for a wide range of problems. These findings also confirm the

research of Hussian and Lawrence (1978) where it was suggested that it

is not ‘merely the identification of negative self statements that is;

.important but that the ﬁreatqegt must replace the individual “s negétive

self statements with positive self statements resuvlting in the
modification.of the individual’s feeling~ ~f learned helplessness into
feelings of learned resourcefulness.

With respect to a husband s/partner s involvement it was posited

'that it would be 31gnificantly greater for pafients participating in a

pre-operative prepgratory program. -The study demonstrated that the

graups did differ significantly for partner's_iﬂ%olvement with the
. . : »
Stress Inoculation and che Information groups differing signif‘icantl" )

A

from the Control group but not from each other. Further, it whs found
g : :

that husband'é/partnen's involvement correlated significéntly with he
SN . :

patient's post-operative adjustment' Perhaps, one reasar why there w

more partner S involvement for those women participating in a group is

that the group sessions may have been responsible for the removal of the
L - ' '
-

3

. ° - . :,“,’%~
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many pythsaand misinformatioh about a hysterectomy leading to a more
open discussion and sharing of accurate information between partners
resalting in the partners feeling.more informed, less anxious_and‘less
distressed about the surgery. IApproximately 25% of the participants
;commented-that their partners'had expressed the desire to attend the
group sessions together with their wives (Appendix XI). An interesting
finding was the correlationebetween inyolvenent and post-operative
adjustment. Although the ekperimenter is ayare that correlation does
. not mean causation the findings lend support'to Young and Wise's (1976) .
'assertion that the partner’s involvement leading to acceptance’and |
sppport are essentiallingredients for-aapositize post-hysterectomy
adjustment while lack of support or negative feelings yill likely result
in anxiety and distress.
A post-hoc analysis adiusting for.the effects of
husband “s/partner’s involvement on post-operative adjustment further
demonstrated the efficacy of the Stress Inoculatinn treatment in
facilitating a positive post-hysterectomy adjustment. _ )
Another concern of the present research was whether perceived
feelings of self control would 1ncrease significantly in the Strese
Inoculatlon group as compared to the Informatlon treatment, anwx the
Informatlon group as compared to,the Control group. It was demonstrated

o ~

that the Stress Ihoculation group was superlor to the Control group, on

’

this measure but not with respect to the Information group also no-

‘ 81gnificant dlfference was found between the Information and,Control
*\.groups The results confirm research flndlngs that suggested that an
important aspect of the Stress Inoculation procedure is its abillty to

lnstlll and develop percelved feelings of self control A 31gnificant
*
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postulated that feelings of self centrel are critfcal in the
individual”’s successful mitigation éf a stressf 1 situation (Pranulis,
Dabbs, & Johnson, 1975). j
It was demonstrated that the groups differed significantly nﬁ

seventeen.of the twenty-eight variables on the .Ad justment duestionnaire
with the majority of the significant differences being found between the
Strees Inoculatiop group and the Cont;ol group: M twenty-four ef the
twenty-eight items the Stressvlnoculation group had higher ?eahs than
the Informab&on group but only significantly higher on one item. Hitp

respect to the tatal score on the Ouestionnalre the Streas Inoculation

group dlffered smgniflcantly from both the Informatior and Control

N

praotical importance when evaluating a patient's ad justment .

Another post hon analysis illustrated *hat a factor composed of 2

)
L}

)

~

combination of thirteen of the twenty-eight varjables on the Ad1usfment

° Qhestlonnaire succebsfully cetegorizeq§§he patients_according to their

treatment group and group membership was correctly predicted ?51 of the

é%Le. | T . o =
Relationships were found between a nﬁmbeﬁl.f'dependent’variables
. : employed in this study. An interesting findlng worth noting was that no
'correlation was found between the patient’s. age and post- hysteﬁectomy
' adjustgent. Contradicting the findlqgs by Newton and Baron (1976) where

1Y

it was suggested that adjustment problems would decrease with increased

~
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age. The measure ysed in the Newton et al study was depression where it -
. * ’ H .
is found that the nate Qf depression declined with increased age.
‘ x, X .
Implications of the " 1

Based on the statistrcal data and on the participants feedbaék,
this study hasFQQmonstrated that Stress-Inbculation is a viable and
'effective model for preparing women for a“ hysterectoi; facilitating a
positive post-hysterectomy_adjustment. This study has also shown that
the distribution of information pre-operatively in®a clear non technioal
manner is more effective than no treatment at all. These findings
clearly confirmed Reading s (1979) review that suggested that pétients
would clearly benefit from a preparatory program that attemp&ed to

>

accomplish either directly or 1ndireotly the following objectives (a) ¢
the reduction of anxiety; (b) the removal of uncertainty, (c) an )

increase in feelings of_self control; (d) the igprovement of the.

patient’s negative attitude“towaro the.coming éurgfbal.procedure; and

(e) the provision and teaching of coping strategies. In summary it is
essential not only to teach and administer information about a coming
stressful event but also how to u?ilize effectively this newly acquired
“information. \

The finoings suggesting that a husband's/partner's 1nvolvement
result}ng in support and acceptance can‘be increased by the wopan’s
-participation in a preparatory group indicates the possibifity of it
being oeneficial to develop a joint husband and patient group.

With ‘respect to future research implications this study has raised
various possibilftiee. Firstly,lthe,HySterectomy Ad justment
Queationnaire which was designed&and developed by the experimenter and

[

his research advisor can be further studied and refined.in'the;quest'for
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(
construct validity by rating its compatability with other adjustment

criteria suah as the folfbwing; (a) doctors and nurses ratings; (b)

length of stay in hospital; (c) family ratings; and (d)
. &

~

husbang “s/partner’s ratings.
Futuré reséarch‘én the Sires; Inoculatioﬁ program ;ay assess

whether batients are'gqtuaily employiné the tfeatment as presehted.

This study was an initial test’of ihe program and it would be possjible

.

to medify .such factors as; (a) assigning more homework; (b) increésing

the size of the érdup; (cl adding relaxation_exceécisesi (d) iﬁyolviﬁﬁ
the husband/pabtnér in the group; and (e) controlling for the influence
of the referring doctors on the adjﬁstment o; the'partfcipating

" patients. R

Another inieresting area of researchJ where little is known, is
Q;th regpect to examining the batterns of coping most individuals employ
when f@ced witﬁ a stressful situation, whichopatté}ns.ﬁobk for cerfain
types of people, how they work, and };he spec‘ific“ae't' of circumstances
under which they afe effective.

The identification of high risk patients through a.pre-operative
screening procedure, follgwed‘by an_assessment of tpeir
post-hysterectomy adjustme;t, is an area of‘re#earch that needs to be
recggniied and carried out. Such a studi may lead to the development of
'prepar-ator"y programs‘ to meet‘the needs of this populaf:ion.

. Future research may want to compare witﬁ respec§ to adjustment
those patients who are undergoing hormone replacément therapy with those
who are.not. This area of research is largely in the field of -
Physiological Psychology as one must take inﬁq account the type and

K]

amount of hormone that is administered to the patieﬂts as well as the



-

type gf pre-operative preparation’ they received.

In conclusion, the results of this study clearly demonstrate that

the Stress Inoculation Model within the Cognitive ior Modification

field is more efficacious in facilitating a poeitiva : st-hy;terectomy;
adjustment as compared to a Control group and an Information group.

‘Clearly, preparatory 1nformation in 1tself is not suffic;gnt
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o Appendix I
Rosenbaum Scalé

) | Patient #

Directions: Indicate- how qhgnaptgfistic o deécriptive each of the
following statements ‘is °£ you by using the dode given below. .

+3
+2
+1
-1
-2
-3

very characteristic of me, extremelyAdescqiptive

rather characteristic of me,

uite descriptive

somewhat: characteristic of me, slightly descriptive
somewhat uncharacteristic of me, slightly undescriptive
rather uncharacteristic of me, quite undescriptive
very uncharacteristic of me, extremely undescriptive

1.

u-

5.

6.

10.

11.

12.

When I do a boring jéb, I think about the less boring parts of

-the job and the reward that I will receive once I am finished.

When I have to do something that is anxiety arousing for me, I.
try to visualize how-I will ‘overcome my anxieties while dojing
it. ' c

Often by changing my way of thinking I am able to change my
feelings about almost everything.

T often find it difficult to overcogp' my feelings of
nervousness and tension without any outs;de help. ;”*m.

When I am feeling depressed I try to think about pleasant
events. ' .

I cannot avoid thinking about mistakes I have made in the
past. ‘ ‘ ' '

v

.'When I am faced with a diffiecult problem, I try to approach

its solution in a systematic way.

I usually do my dutiesrduicker when somebody is preSsUring”mé{

. When I ém faced with a difficult: dJcision, I prefer to
. postpone making a decision even irlall the facts are at my

disposal.

When I find that I have difficulties inJCbncentrating on my
reading, I loak for ways to increase my concentration.

When I plan to work, I remove all the things that are not
relevant to my work. L

When I try to get rid of a bad habit, I first try td find out.
all the factors that maintain this habit.

99"
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)

14,

: 17.

18.

20.
21.

22.

2l
25.
26.
Ce— 27.

_ 28.

v

3

When an unpleasant thought is botheririg'mel I try to think

about something else.

If I would smoke two packages of cigarettes a day, I probably

-would need outside help to stop smoking

Hhen I am in a low mood, I try to act cheerful so. my mood will
change. .

100

If I had the pills with me, I would " take a tranquilizer .

whenever I felt tense and neryous. : P

When I am depressed, I try to - keep myself busy with tﬁings

that I like..
- &

I tend to postpone unpleasant duties .even if I could perform
them immediately : -

I need outside help to get rid of some of my bad habits.

When I find it difficult to settle down and do a certain job,
I look for ways to help me settle down

Although it makes me feel bad, I dannot ‘avoid thinking about
all kinds of possible catastrophies in the future.

First of all 1 prefer to finish a Jjob that I have to do and
then start doing the things I really like.

think about it.

My self-esteem increases once I am able to overcome a bad
habit.

In order to overoome bad feelings that accompany failure, I

often tell myself that it is not so catastrophic and tsat I

can do something about it., .
When I feel that I am too impulsive, I tell myself "stop and
think before you do anything".

W

] _
"Even when I am terribly angry at somebody, I consider my
actions very carefully : . . v

a

Facing the need to make a decision, I usually find out all the

.possible alternatives instead of deciding\\quickli and

spontaneodusly. i ” , N—

. Usually I do first the things I - really like to do "even if

there are more urgent things to do. « "
A .

-

. When I feel pain in a certain part of my body, I try not to .



-

— 30.

31

36.

When I realize that I cannot help but be late fgr an 1mportaq}
meeting, I tell myself to keep calm

When I feel pain in my body, I try to divert my theyghts from

it.

-

do.

. When I am short of money, I decide to record all my expenses

in order to plan more carefully for the future.

'

If I find it difficult to concentrate on a certain job I
divide the job into smaller segments.

. Quite often I cannot overcome unpleasant thoughts that bother

me. . N

Once I am huhgry and unable to eat, I try to divert my
thoughts away from-my stomach or try to imagine that I am
satisfied. ‘ '

v C—

I usually plan my work when faced with a number of things to
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Appendix II

Hystcrectomy Questionnai
Strongly Agree fAgree Undecided Disagree
| 1 2 3k 5

Directions: 1Indicate the c;egree of agreement or’ disagreement' with the
following statements as they relate to you by ' circling the appropriate.
number. : ‘ '

1. You were able to resume your normal activities without much
difficulty ‘within' three months following surgery........1 2 3 4 5

2. Your general health is better than bvefore,,,...........1 2 3 4 5
3. You are satisfied with the resylts ot‘- your surgery......1 2 3 4 5

4, You f‘elt well informed about the surgery and its possible
.eerCtle_ ........ Q!'..l..0...‘..‘.!I.IO'.O.!'.I'll2345

5. Your anxiety was reduced by the information you received.1l 2 3 4 5

6. You felt you were in control of what was happening to you
- during your stay in the hospital , O | 2 345

7. You felt sure of what was going to happen to you,.......1 2 3 4 5

8. You felt that you were discharged from the hospital earlier
thanexpeCted ® 8 & 0 2 0 3 8 P P R G e s e e a0 e & o e 2 8 & oooto.oul 2‘345

9. You were satisfied with your care while in hos\pi'tal. veeeel 2 3 4 5

10. Your family 1life has remained the same as before the: ,
Surgef‘y ------------ e % a s 8 o ‘e 8 o o @ '........-...'-.--'..1.23‘05

11. You resumedse,xual relations within 3 months f‘oil‘owingk, .
Sut‘gel‘y.....'....'...-.-.-.,....................-..._'lvz 3’4 5

12. Sexual relations have gotten worse since'the surgery. ., .‘,1 2 3 45

13. You are experiencing increased pain with intercourse since P
thesurgery o‘o.orotlo ------ oo-oo-'--loln-oo-:ococ12345

14. Sexual relations were satisfactory before the operation, .1 2 3 4 5

- 15. There have been positive e ngesﬂ':_in* your, ‘intorpcrsonal(A.J_'-"'L;"
relationships with significant ple 'in your life ... ...1 2 3°4.5

16. There has been a negative change in your ability to work
prOductlvely 0.."!‘.0......0"p.'..ll..‘Olloi.‘l.‘l2345
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17.

18.

19-
20.

21.

kel

o 22.

23.
24.
25.
26.

27.

- 28.

LY
Aa
. . N
’ e
o . Yo
. _,‘

.There has been an %reése in the amount and quality of .

your leisure time

Your husband. or sexual par«tner was supportive of your

a

undergoing the surgery “en _."’-,‘;.f«"..-. A R 23 §

The surgery has left you with: a. feellng of loss veerasanl 2 3

\x

You are pleased with not beiné able to menstruate anymorel 2 3

You are pleased with not being able “to beeome pregnant

anymore....-.s...u.-.,.-.-...‘q.. Dl A Y . 12

°

You feel less feminine and attﬁactive than before, the
Surgel"y .'.‘.l.o'l...l.l....‘?’"?’?)“ll"‘Ill..l....l12

You are ‘not bothered by weight gain fol owing surgery ...l 2

You have more -headaches now than bef‘ore’ t&e; surgery.....1l 2

You feel more: depressed f‘ollowing the surgry than you did
before the Su.l"gef'y .---o--‘.--uooon-.-.'n--oo\‘..oodao.ol 2

You dream less’ t‘ollowing the surgery than bet‘or‘b surgery 1 2

Your dreams are more troubling following the - sur“gery than :
they. were befor'e the sursery....................,...1 2

'.l

oo-oo.ﬁn.noo-- oo-.-.oo-o-c-o- 123
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Abpendix.Ifi

Husband’ s/Partner 8 Questionnaire

Stronglx Agre Ag diecide Qisagreej ‘trong;z.Disagree
1 2" "3,- PR S 5

. Directions: . Indicate the degree of agreement or disagreement with the
~ following statements as. they relate to you by circling the -appropriate

number.
T. You felt well informed about your wife s surgery and its' T
possible effects e et taeeteetenneeeneenasesl 2 34 5

2, You felt informed of what was going to happen to.your wif@l 2 3 4 5

3. The information that you received reduced your anxiety 12345
/
-~ 4. You were satisfied with your wife’s care pre and post -
owratlvelylI.Il..l....l.Ql"..llll...l-l.'l.llll.l2345

5. It seems to you that your. wife is less feminine Aandh' :
‘attractive rollowing the surgery cemaeretessreaesdl 2 3 45

6. Your family ,life has remained' ‘the same es_3befere the .
_Sut‘get‘y......b-.’-'..b-......'......-...;..&-..'...'.....l'2 345

T. Sexual relations have not worsened rollouing surgery .o LI 2 3 415;5;
8. You are pleased with your wife’s inability to become'. /" '
R‘ p!"egnant .'..l..llo!tl.'bncs.lo.'0...&..-..'.!‘!1 23 4 5 .
’ ) . N I . »‘.
' -Additional Comments - ) - : R
i
3
\A ' .
. : . -,
;\ ! .
. .
6r -~ - ; ,
,\ B N .
S .\-;,,A,"-,-‘;{._, T i B B ae ey TP ,
. 'di{; : «mTi“eﬁ#'e&F ‘ a&m@@wm L%a%th% a{??“‘é'ﬁ“?»ﬁ”‘ -
8 caomm g R T e e 8
~ RO R I TR R =R o T e
N o P /I‘ tx‘gsr\ f nnswx; ww 104 i %x:'u.‘:;;:;ml gt <R » _':l.x‘. e w a g
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' have the right to withdraw any time you wish

Appendix IV
Rationale For The Study That Was Given To. The
A Stress Inoculation Group. . - - . Y

This study-involves the preparationo-f patients undergoing a -

' hysterectomy and looking at their post operative adjustment I”am‘

carrying out this work in conjunction with the Gynecology Department
Participation in this group is strictly voluntary and all:information
obteined is strictly confidential.  Your participation will entail
meeting twice in a. group. of four 'or five women - before the surgery for a
total of approximately two and one half hours and onee after your

RE

operation for approximately one hour _ I will ask you to complete ‘four

questtbnnaires at different periods of time and one by your

husband/partner lf you haye one. - You will be: given two questionnaires-‘

w Y

froup begins one six or seven days after the surgery, and

-‘'one to be completed twelve weers following your surgery at which time
' your husband/partner will complete hia questionnaire._ These two
; questionnaires will be mailed back to me in the pre-addressed envelope

'that I will be giving you.‘ Do ‘you: have any questions or comments on

}

what I have just said? If you decide to participate in this group you

[ ARV Y o C e

R B e U, O T S T S

e

o -



5
(43
<

. questionnaires. These two questionnaires will be mailed back to me in '
E'the pre-addressed envelope that I will be giving you. Do you have any
Mlquestiohs or’ comments on what I have Just said? If you decide to

"Jparticipate in this group you have_the right to withdraw any time you

o Appendix v T
: & ’ L ClLE
Rationale "For The Study That Was Given To The

. ) S Information Group
‘rhis study in‘lves the preparation of patients undergoing a

hysterectomy and looking at their post operative adJustment I‘am Y

, carrying out this work in conjunction with the Gynecology Department .
»Participation in this group is strictly voluntary and all information

E
. obtained is stricx;y confidential Ygur participation will entail

Con .

'meeting once for on hour prior to your surgery in a group of four or

five women. T will ask you to complete four questionnaires at difrerent

¢ -

periods of time and one by your husband/partner if you have one ' You

Sy

"”:n ‘two questionnaires before the group. begins. one, six days

after the surgery, and one to be completed twelve weeks following your
/

i surgery at which time your husband/partner will complete his “ ‘ _h;“'f'

3

wish."
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Appendix VI

!

Consent Form
I, ,}..Z...;..;......,..,.;;, rreely and,voluntarily and without

”Z'undue inducement or any element of coercion oonsent to be a participant

'_purposes have been explained to me. As I understand it the study is .fﬁ

congerned with psychological adjustments-to hysterectomy -In order to

assist in obtaining this information I will be reqUested to complete
. . . Q

v

: several questionnaires.

4

I understand that this consent and data collected on ‘me may be

withdrawn at any time without prejudice I also realize that all '

6 -

information obtained is strictly confidential Hhile rindings may be
Apublished in scientiflc Journals,‘there will be no identification of ‘me

'ipersonally in these papers All information will be reported in. group

=

form fnd will remain strictly anonymous.

T have’ beenugivenfthe right to:askAand‘have receiVEd‘ansders'on any

50

2

inguiry concerninéathe-research. Questions if any, have been answered
~ to my satisfactjon.’ £ have read and understood the foregoing

o Y

e s s st eses s erres s RN el R e LR R R AU

. Witness - 7 " . Research Participant .

":

I' Miohael Handman, cer'tify ‘that I have explained to- the above"‘_ g

mentioned patient the nature - of the research study, and that the patient"

has the option of withdrawing from the study at any time. e

—_/ ’ | . _(..Bi_ﬂgﬂe'dj-',,-.'.-‘._...-..-..,‘.-......v.-.-..."

e

-in this research project The procedures to be followed and their _:} a

R e R

S
b TR



Appendix VII

Patient s Demographic Data Sheet

- o’“? ~ Date:

NAME: e

Do tmwem) T (family)

. NATIONALITY:_

. STATUS S MWD 0i. DR

o/ - DATE'OF BIRTH___~_ - . . ' KGE:

' . TELEPHONE:

~*  PRESENT. ADDRESS:__ SRR I S

Sen

B (stbeet‘& number)  ¢.f(¢ity)  (bosﬁ&l code)

- " EDUCATION:

' OCCUPATION:_ _

51 HﬁS3AﬁD'S.EDUC1Ti9N£‘ "‘;-”51;ﬁfﬁ";;g'f; f9 R

% HUSBAND’S OCCUFATION;.._

S e o IR . SRt e .




- Appendix VIII. ..

S MInformation Treatment S
<)l'l‘lrxank—you f‘or participating in this group.

Itrhas been shoun that moet individuals are someuhat anxious before S

LP

-an operation which often is due to lack of accurate information and

knowledge about what is to be expected during their stay in hospital and

in the nature of their surgical experience., This one hour seSsion will T

o focus on the distribution of information through a :videotape that will

~t;show the experinenter interviewing a female gynecologist The length of

' " the . tape is» approximately tﬁenty-five minutes ’ Feel free to ask

QUest{ons relating to the video that are «-non medical in nature since

L -

your medical questions are to be directed toward your own highly

competent gynecologists

“Transoript of Tape

The uterus, or the~§womb*is ﬁﬁébe a baby canf?groﬁ-and' wﬁere'the

menstrual flow comes from. The vagina is where-the menstrual flow comes

14out-fremi The - cervix*is the portion. of the uterus which extends into

the ;vagina. The ovaries produce\\ hormones which ‘g0 into the blood

'

j*stream \and they produce an egg more or less‘monthly (ovulation) betweenﬂﬁa

" puber

-

‘controll pills. The fallopian tubes carry the egg to the uterus;iﬁ;f

Menstruation f‘ollows unles} a sperm fertilizes the egg.

Hysterectomy is an. operation to remove the uterus.-. Usually the ’;

:_cervix is also removed.x After the hysterectomy you will no longer have'7

"will also be removed

_menstnual periods nor - Hill you be ablelgoﬁbecome pregnant again.b You

'.will however still have your monthly hormonai cycies unlese your ovaries

109

;3and menopause except when a woman is pregnant or taking birthf57*:
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If your OVaries are to be removed the reasons should be discussed

with your own gynecologist ‘vRemoving the 'ovarie!f is called an
'z:ovarectomy or oopherectomy. This procedure is often rererred to as a
"total hysterectomy" Thus as you csn ~see, hysterectomy involves |
r.removing the uterus and usually the cervis., The vsgina is not removed
__except in special circumstances uhich should be discumaed with one s‘

‘physician. "The operation can be done abdominally,‘ through an incision c' -
. oy '

either between the navel and the pubic region,'o{:;éroag\the top or the,
pubic hair.~ It ‘ean also be done' vaginally. The type of prooedure that
: is to be carried out should be discussed with your surgeon. . .S
STOP- Are there any questions about what was presented ‘sp far?

'* h typical hospitalization for hysterectomy is usually something
like this._ You will be admitted the day beﬁgre, and a history is taken
“:along with a general physicaI' <Sometimes ,x-raysnor. blood tests are
oerried out usually most of this work is done prior to hospitalization

| During the» rirst evening4 the nurse will record your yital signs

-'(temperature blood pressure, & pulse) and will carry out the doctor’s
,-orders whioh may include the- monitoring of Vital signs, any special diet
f:~or medication, and physical preparation for‘~the surgery. : Being-‘
B "prepped" includes a very thorough shave or all the area to be exposed ;;;/-j

' _during the surgery f‘cllowed by a- shower. This is carried out to keep o
’:the area sterile. An enema is generally prescribed at this time

'."During the evening you will be asked to sign a consent form for both the
surgery and’ the anesthesia.,.v " . t ;l-f.; S _; o ; liﬂmffT T;J'i-

ot In the morning you will not be given breakfast and you will be y

| '_given a pre-operative medication which w111 probably make you drowsy and .

somewhat dry. A little after the injection you will be transferred to




e

.ithe anesthesiologist

Bt

the operating room area. In the-\operétmg‘ room an intravenous N

' fmedication will be ~started and you v111 be put\to sleep -~ You will bew

attached ‘to- menitors-_so thatoall your vital signs &éan be monitored by

- o P3N

—

After the. surgery you will behﬁheeled to the recovery room where a o

highly specialized nursing team will care for you, taking ycur vital

i
signs as cften as’ they feel it is appropriate Hhen your condition is

considered stable _ you.. will be transferred back up’ to your room.

Generally you will have medication for pain and nausea which will be

-

hours\gupon request

STOP-Are there any questions? : A".Ew-'[
After the surgery a number of steps are usually taken to. prevent

/-\ ,.‘.‘,//.; _’é

complicatioas.} Walking is stressed very early on so to stimulate your. .

.“k\ v,oo.

2
’

breathing and Circulation. You will also be given breathing exercises
80 as to prevent pneumcnia Physicians will listen to your abdomen ﬂor
bowel scunds uhich_~zill#guide them in allowing you to have fluids and
solid foods progressively. '

Generally on the’ second post-operative day ycu will be allowed to

have r1u139/§;a on the third or fourthfday sclid fbods Discharge from

or she Hill probably give you further instructions to help you in ycurd

One must bare in mind after this discussion on.hospital procedures

that woman 8 experiences are unique, and that hospital procedures and

‘ the hospital will be: decided upon by ycur physician and at that time he - '

doctors vary, resulting in people having different experiences at times.ﬂ?'

\v-/‘ .

Tms““ MtMsmwun wemutmmmam weMmtommtm{#

patient s needs._\

N




STOP-Are there any questions on what was presented thus far?

Weepiness and sadness after hysterectomy are quite cbmmon, butL

usually these feelings don t last very long. These feelings should be

_expressed and you should not feel that these feelings are a sign of

weakness. You wili propably be told by-your gynecologist to avoid "g@x"
for approximately six weeks, nake sure to ask about this. With'respect
to sexuality there are benefits from the surgery. If contraception was

a problem you will be free to be - sexually active without this worry,

and also worry about your health undoubtedly affects your sex life and

L >

ihopefully this worry will be relieved by the hysterectomy

Recovery times vary greatly .and one woman’s experience may %e quitep
different from another s. Studies have shown that the average return to
regqular activitieS§ was between !4 x 6 weeks. Tt is common at this time
to be bothered by tatigue.
End of tape:

Hopefully this information tape has answered some of your questions'
and has allayed some- of your fears. Feel free‘ now to ask questions
relating to the issues that this presentation has raised, . keeping in
mind that technical medical questions should be asked of your doctor.

=~

Thank-you very much for participating in this group and I will see

you on the sixth or seventh_dgx following your surgery to give you the

e e

. R YT e L ee.a o e A:’;_,’_.,».«. o P
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Appendix IX
Stress Inoeulation Treatment

1st:Session. Thank-you for partlclpating in this group.

Mosﬁ people are somewhat anxious before a stressful event such ae a
hysterqctomy but that people can often control their emotions if they

ﬂ'know how to. He will bégin - by 'exploring your knowledge, fears,
.feelings, thoughts, attitudes, expectatioq?, and beliefs witp‘respect to
your upcoming surgery.

A stress reaction involves two major elements® (a) your heightened
arougal (e.g., bodyAtensioq, sweaty_palms, or any symptom that yoe feel;
and (b) axset of‘ anxiety engenderi;é avoidant thouéhts that you have
conveyed about the upgoming surgery. What .weé tell oupéelves about

, events&caﬁ influence how we feel about them. What we will be doing will
be focusing ueon showing‘ you how.to recognize your negative thqughts
aboyt this upcoming surgery and to replace these with more positive‘or
realistic theughts. |

This appfoach{is called self instruetioealutraiping. This training :
involves breaking down a stressful siteetiotpiete foer phases while

making éppropriate self statements throuéhout each phase. Breaking down

the stressful situat1oh'1nte ‘phases.will allow youatoosee«.thg.event a&‘ﬁ_}lf.l'

"'"""‘PJ"‘

3

SR zaomething that is not overwpelmins and .that. can be coped with '-}~n
-‘u..,. “‘-aw«-»-..,.. -

S et e It e e =

The first phase is the preparation for ° the intense "stimulation

~ .

R B
» »Aﬂ-«,. - - e e .- o W

before it becomes too strong EXamplesvof'self instruetionS‘that can be
V‘.made at . thls.;heee may include
(aj What is it 1 heve to do?
(b) No negative selfAstatements, Just think rationally.

‘(¢) Don’t worry-worrying won’t help anything.

AR R 113 R R
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(djlﬁLySA what 'I'thinkv is'acxiety is eagerness to confront the
surgery. |
For example many catients when faced' ﬁith the prospect '5r having
surgery ﬁend to catastropLize the events and say such statements ac,"l
am too afraid to go through with it" rather than taking it one step at a“
time.
The second :phase vis " confronting and handling the igtense

stimulation. 1In this phase you actually find yourself in the "situation

where you once again let your negative thohghts interfere with your

coping‘ability. Examplee of some self‘ statements that can be made at :
this point may icdlﬂde:"
(a) One ctep at a time I can hendle the situetion.
(b) Just. "psych" myself up. I can meet this challenge (yiew'tyew _
I hysterectomy as a challenge that you can deal with).
| kclfDon ‘t think about my rear about the hysterectomy, just think"l

about uhat I have to do.

(d) The tenseness and anxiety that I feel may bé an ally; a.cue.to . . ... ..

-

- - . e - e Sl N e RRRC WD Sd4wy T T

- ’* .yt

iTﬁe‘third phase LS cqping~u1th thoughts ahd feelinge that arise at

'be‘ increaaing or. . you think that you are. being overwhelmed by them o

while gbing through this phase you should be aware that 'what we say'to;:'-;

3

ourselves can influence how_we. feel. Examplesv,ofisome‘ of the ‘self

" instructions or statements that can be made at this phase include'

B e,

(a) I know I w111 be scared but I-will be able«to manage this fear.7:~-

- ~ S .
Nt - se e
2. L L SR Y N S s "

o»-v".

| e anxious ﬁ'om ‘0~10 and watch them change

e &b)“i will'iab!i my” fearsaabgut the hystereqtomy tbat are making me'n:‘:-

L e
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(¢) Things are going pretty well. It"must be “bepause'of"tﬁ%s
surgery. I'am depressed-hold it don’t make things worse, stop
exaggerating the effect$ of the surgery.

So if you feel you can’t cope with having a-hysterectomy,alisten to
your negative"self talk and replace it with more realistic
verbalizations. N |

The s‘last pnase is called ' positive reflective statements.

-Throughout the three phases described earlier you might eualuate your
performance. As we all know people usually critioize‘their behavior but -
rarely praise themselves. You should pay attention to the ﬁpositive
aspects of your coping performance and congratulate yourself for doing.
well. Examples of some self reflective statements can be:

(a) 1 went throughiuith it. R = e e

(b) I made more’of this'surgery than it really was.

(e) I am not letting the negative thoughts interfere with how T am"
feeling T o

J_g: v.- -whatr shou]:d be clear is that' the examples given throughout .all of

. the phases are ‘merely illustrative of some of the coping statements that-

you can use Vhat we would 1ike you to/ do now ‘is to try and think up

some pesitive seLf statements that you might say to yourse;f during each |
\7- stage of this stressful event.‘ ‘We’ 11 _name the phases and you generate;""
e the coping statements; - |
‘In ending this session we would like to give you a ”homework
assignment'whicn will entail listening to your negative self statements

and tO'generate your own coping self statements to be employed‘ at the

e e mar:\.eus ”phase's. ST e e e

“n e emn L e - o

' _an Session._ Welcome .ba6k¢ We trust the - nomeworg'assignment has

«)«-n— o - e .l . o
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§

a

made you more aware of your negative self statements and of your ability

to generate‘ new'coping positive Self statements. As we can see there

are many Similarities in positive self statements that people have

generated.‘ We canAfurther note that our maladaptive and adaptive”

.responses that are mediated by the statements that we say to ourselves.

The awareness of the occurrence of these self defeating statements is _5

occassion for producing your incompatible coping self statements. Your'

_ maladaptive thoughts, ‘beliefs, and feelings about the hysterectomy '

a

,become the cues for you to employ this coping technique that you have

learned. Are there any . questions?

Presently it would be appropriate to,ftest out and practice the new
cognitive coping skills that you have developed. Imagine  yourself
failing to cope with your 'negative self fstatements about the.

hysterectomy and then able to regain composure by replacing these L

negative self statements with positive self statements First do it
outloud and then co&ertly. ‘The loss of composure_should.be;used. as a

cue for wusing the coping }procedure. If there are any questions-feel

free to aSk ‘them. We would encourage you to employ these .coping"

. techniques that we have discussed.
.3 Session. -As a group let wus review your hospital experience

- Express your tho"ughts, feelings, a_n’d be_liefs that you nad Just _pnior to

and after your surgery. Look at your thinking pattern°and see hif you .

are"employing the=appropriate coping'vprocesses. ‘Implement'this.new sayn

,of"dealing lwith stress: when faced .witht»stnessful aspects of your'

recovery both now and in the future.
What we would like to conclude with is a discussion focusing on .

what you people felt were the . positive and negative aspects of this

-
gt _.,,',..,4_...‘_. veia g e e
. ) . ARG, PN ot B BN - Le ow e
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Prosram and if 1t was found to be helpful ft 1s important to note thatfif:*w5*

1d‘ be advantageous for you to:_apply your new coping Skills inif'

S TR
. there are any questldns feel free to ask them.




'”your husband/pavtner 1f you have Honﬁﬁ‘. You will 1 be. given two

questionnaires today, ‘one in aix days and one to be completed in twelve

1;:any questions on what I have Just discussed.wit you?_iThanRS'a lot fbr

~-ﬂ,participating in this study and I will be baek»to see gou 1anixﬁd“y3‘.



Appendlx XI

/

Random Comments by Patients

Patient 210. 1 belLeVe that a. group uitn.nnsbands would be beneﬁ;cial...A

: The signifieance of the surgery Isfnot fuily understood by husbands.;;.ﬁleﬁ,;
. (Information Group) ' “u;“Q' I “f:f'W;:'f_;J'}Qjﬁ; ..,asgulc“fg;g;,fg,‘{;.;f,.;:
of\-:_ﬁﬂ Patient 102 A man 'who is not mature will not be able bo give support§j7’*~

to his‘pertner but will himselr‘need support to deal with the-surgery;

| (Control Gpoup) s B ?.“ | B :
_ Patient 213 One is "1ucky" if your husband is supportive of you - itiﬁ SR

:;i%&f;'f” ﬁhpuld not be taﬁen fbr gyanted (Informationﬁoroup)»-:;>3;“» - '

;‘xrtvﬁq;hAIIPatIent 301 You f%el that irreplaeable;oarte"are to be removed;aad,.€:

Patient 220.; In a logical rational manner I"know th

‘,_4 fegininity but “on can’ emotional level it is‘“hardu t;;?
‘“'fu"'_ ' Patlent 309 One learns to cope but not to.accept being sterile and not'i -
: even being able t° be°°me pregnant &Sazn. (Stress Inooulation) o

Patient 213 I know that I will become depressed after the éysterectomyj~Ij_.?le

_ ,ui and there is nothing one can really do about it (information Group) -

\\;;z)/' fr Patiqnt 320" fhis group has helped ‘me : to overcome other difficulties;'
o | I have a difficult life I‘: these skills can help me in dealing with my”y“' -
other difficultiea._ (St ess Inoculation) ;gai*f'_e?f_”‘fe3~g,§3-;;fy_ e

Patient 316




I knew other patients - sort of like friends.- (Infbrmation Group)

: attractive and sexually appealing as befone.; (Stress Inoculation)

~;‘¢sh9uld so,,hrough such a group. (Stress Inoculation)

successrul results.; I think that every uoman who needs hysterectomyf

ooC1z000

family’confidence and they were less anxious. I can see using this E

Stness Inoculation in other areas of my life.‘ (StressIInoculati:n)

Patient 308; Ihis training group has also helped'-me to deal ‘ith’my

""""""

slipped disc and the limitations that it imposes. (Stres‘"Inoculation)

Patient 213% T round it very helpful that uhen Ivcame into the_hospital f;ff;ié

....

e ‘.m_ e P

Patient zou i Knowing other patients.on the Hard was great since if one‘ T

of us felt scared ,or down the other one would tvy and - phek :hem up and f7f5~5

- .

make them feel better.- It made it 1eSs'impersona nzhnfernatidn Group)

' Patient 317 It 18 amazing hou the fears that one builds up in ‘one” s

'e.-_\ )
R

head is~ “8a., muoh greater“‘th

e A,,.:.

' he raalityi:; Theljvogpam has helped me-.

...,,». i -l =

f bring my fear down to a realistic level This group has - made me feel k A

like a real person rathen than a number as one usually 4feela in a
A R S e o
hospital. (Stress Inocuiatien} - fiw'.a_*;wff~~-fftﬂc*?3 ““;g. ‘_j__hix\n

. TN

Patient 321.: I feel more calm and happy since my surgery sinee I don t

have to worry about this “area of my health anymore.__ I feel as "

Y .

Patient 112'5-It.qtakes -%onger- to féel: . good i agatn. ~than'one really e

imagines. (Control Gﬂoup)

Patient 318 Coming to the group has helped "psyche"_me up to cone 1n SRS

for the surgery since 1est year I cancelled the day I was supposed to %*.V‘“'

' come in.‘ (Stress Inoculation) f? Z"Tfjﬂ i

Patient 304 I must admit that it is not easy uhen ‘we return home and g

-;;- realize that we can t do our work ‘as usual But I ve tried to be qu

LY

positive and I think that the group before-and after the surgery has had

~




