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Abstract
Object: Shorter hospital care periods have brought on new challenges for hospital staff caring for patients and families. New
research knowledge of supporting patients and their family members can help to develop their care. This quantitative, descriptive
study addresses external coping support to back surgery patients and families and associated factors as rated by them six weeks
postoperatively.

Methods: Data were collected from 61 patients and 50 family members in Finland in 2008-2010. The importance of various
support forms was measured by a new instrument and overall postoperative coping assessed using the Visual Analog Scale.

Results: For both patients and families, the patient’s unchanged behaviour and stable intra-familial emotions, together with the
patient education atmosphere were the most important support forms. Patients appreciated staff presence and attention given
to self-care motivation, whereas family members felt that hospital staff had not adequately expressed presence or attended to
patient education needs. Participants who had experienced stable patient behaviour and intra-familial emotions, rated their
overall coping higher 6 weeks postoperatively.

Conclusion: Education and staff support affect coping even after some time has elapsed since surgery.
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1 Introduction

This paper deals with external coping support provided for
back surgery patients and their family members. In the
background of the study lies the fact that the number of hos-
pital days per surgery patient has decreased over the years.
After discharge, patients are expected to promptly assume
responsibility for their own care at home.[1, 2] At the same
time, the role of family members has grown and mutual sup-
port between family members gained in importance.[3] Hos-
pital staff are confronted with the question of how to provide
adequate support within a limited time to facilitate both pa-

tients’ and families coping and self-care.[2, 4] Both surgery
patients and their families have been found to experience the
illness, hospital stay and surgical treatment as stressful.[5, 6]

The transition from hospital to home is also often marked
by feelings of insecurity, stress and coping difficulty and by
an increased need for individualized patient education,[2, 7]

including written self-care instructions and follow-up after
discharge.[1, 8]

Patients and families encountering stressful situations of this
kind have been found to require and receive three kinds of
social support: informative, emotional and concrete sup-
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port.[9] Research has repeatedly confirmed the importance
of social support from other people to the whole family re-
covering from a patient’s illness;[10, 11] seeking and receiving
social support is considered to be one of the most crucial ex-
ternal resources during the coping process.[12] As only little
research exists on supporting the coping of back surgical
patients and their families, much of the literature referred to
below deals with other groups of surgical patients. It seems
that of the three forms of social support, more research ex-
ists on the need and provision of informative and concrete
support for surgical patients than on emotional support. The
research findings on informative support primarily focus on
patient education or counselling provided by nursing staff
during the patient’s stay in hospital. The burden of concrete
support, on the other hand, mostly falls on families after the
patient’s discharge from hospital.[9, 13]

Studies that bring clarity to informative support stress the
importance of taking into consideration both patients’ and
their families’ education needs. Patients usually wish for
their family members to be present in the patient educa-
tion situation and their needs have been found to vary to
one individual to another.[2] Men and women seem to have
different needs for patient education and support.[9, 14] A
study confirmed that female patients required more postop-
erative education and support. These needs were strongest
at the early stage of recovery, when the role of hospital
staff was strong.[9] Evidence on how information from hos-
pital staff can promote patients’ independence and coping
was provided by a study, which revealed how the amount
of preoperative information affected recovery in a num-
ber of positive ways. Patients became mobile earlier, re-
quired less pain medication and followed their rehabilita-
tion programme more actively. They were discharged earlier
and suffered fewer postoperative complications.[15] Further-
more, information affected their mental health positively;
the patients also reported better psychological coping with
surgery. They were more energetic, with lower incidence
of anxiety and depression.[16] Another study revealed that
inadequate pre-operative patient education increased short
stay surgery patients’ non-routine visits to health care cen-
tres after their discharge from hospital. In conclusion, short-
comings in patient education exercise a negative effect on
pain management and postoperative patient satisfaction.[17]

General agreement seems to prevail among investigators on
the need to provide information on care and hospital opera-
tions that is meaningful and adapted to the needs of patients,
so that they can make an effort to cope with factors that af-
fect their health.[4, 18] Supporting coping and self-care has
thus become an essential goal of patient education.[2]

Besides patients, informative support is equally important
for family members,[11] who have repeatedly been reported
to experience the informative support from hospital staff as
lacking.[7] According to studies, family members expect
support and counselling from hospital staff in order to be

able to better assist and support patients.[3, 9, 19, 20] Both pa-
tients and their families appreciate information on the pa-
tient’s pharmacological care.[19] In addition, family mem-
bers expect to be informed of the patient’s status, illness
and potential denial of illness.[19, 21] They also require in-
formation concerning the family’s future and expect under-
standing for the problems that result from the patient’s ill-
ness.[21] In short, high quality patient education must meet
both patients’ and their family members’ information needs
and expectations[19, 22] to help them discover their resources
and potential and to make them feel in control over their
situation during the patient’s recovery.[19]

Besides the factual information, the way staff approach fam-
ilies is of importance.[23] Emotional support from hospital
staff can help patients deal with their fears and promotes
their coping and feeling of safety,[6, 24] but less research ex-
ists on this aspect of support, compared to informative sup-
port provided for surgery patients. It has been proposed that
in practical terms, hospital staff can encourage and support
patients’ participation in care by approaching patients as
equal partners, by maintaining active interaction and con-
tact with them and by expressing closeness.[25] A study
conducted with hand surgical patients suggests that learn-
ing to observe the coping strategies used by patients to deal
with emotional distress can help staff identify those patients
that especially need support.[26] Another study involving pa-
tients with degenerative spine disease reveals that patients
who experience more social support and less life stress re-
port higher post-surgical quality of life and are more sat-
isfied with the medical outcome of surgery.[27] Similar to
patients, family members expect help in understanding their
own emotions during the patient’s illness.[3] Investigators
claim that attending to family members’ needs in family
nursing can reduce their anxiety,[2, 28] increase the family’s
trust in health services and help achieve better care out-
comes.[2] As with patients, sound interaction competence,
including efforts to maintain contact, is required from staff,
who come to contact with families.[23, 29–31] From the pa-
tient’s viewpoint, the patient’s family is an essential source
of emotional support. All in all, the family is a crucial
resource during rehabilitation,[20] with mutual support pro-
moting all family members’ coping,[32] although it must be
added that a family member’s role may also be to deplete
the patient’s resources.[3] Support from family members
has especially been found to facilitate adaptation to illness.
Women as family members have been reported to provide
more support than men.[33] Patients, who feel that they have
been psychologically supported by their family members
during the recovery process are more included to adopt a
positive attitude to their recovery and report better experi-
enced health.[9, 34]

The third kind of social support, concrete support, is usually
provided by family members,[13] when patients, after their
discharge from hospital, require help in coping with their
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daily activities. Besides concrete assistance the help may
involve encouraging and supporting patients in their efforts
to attend to various duties.[9] Hospital staff can also under-
take concrete supportive action, for example by involving
family members in patient care or by facilitating their com-
ing together with other providers of professional care.[11]

It would seem, then, on the basis of existing research knowl-
edge that appropriate staff action can promote patient recov-
ery in a number of ways, both during hospital care and after
discharge. Patients can more easily find access to their re-
sources and self-care abilities, even at a late stage of their
recovery, if they receive adequate information of their con-
dition and its treatment.[19] Involving patients in their own
care throughout the recovery period has also been found to
be essential, as it increases self-care motivation and satis-
faction with care.[25] Careful planning of the overall care,
including patient education, can significantly affect postop-
erative patient satisfaction. Finally, attention given to fam-
ily members’ needs is associated with improved patient care
outcomes.[14]

Research purpose and questions

To complement the limited body of knowledge on the topic
of support to surgery patients, this study aims at describing
various forms of external support provided for post-surgical
back patients and their families, including related factors, as
rated by them 6 weeks following the operation. The term ex-
ternal support is used to refer to informative, emotional and
concrete support provided by hospital staff for patients and
their family members during the patient’s hospital care. The
point of time, 6 weeks post-operatively, was chosen because
up until now, little is known of what factors are related to
patients’ and family members’ experiences of external sup-
port at a later stage of the patient’s recovery. Earlier studies
have mostly concentrated on the hospital period and on pa-
tients’ and families’ education needs, but information about
the later stage of recovery is required for the development
of nursing practice.

The research questions were as follows:

(1) What kind of external support did patients and their
family members receive in hospital as rated by them
at six weeks following surgery?

(2) Which background factors were associated with the
external support received by patients and family
members at 6 weeks following surgery?

(3) In what way were the external support received by
patients and family members and their overall coping
associated at 6 weeks following surgery?

The findings may be useful in the care of patients and their
significant others who, as a result of shorter hospitalization
periods, need support to cope with new challenges during
the patient’s recovery. The study provides detailed informa-

tion of how patients and family members rate the support
and factors associated with it after some time has elapsed
since the surgery. This information can be applied in the
development of family nursing.

2 Methods
2.1 Design and sample

A quantitative, descriptive design was employed for this
study. Data were collected in the years 2008-2010 in two
surgical wards of a central hospital in Finland. Participants
were patients and their significant others as defined by pa-
tients themselves, also referred to as family members in this
research. All patients were adults, who had been surgi-
cally treated for disc herniation or spinal stenosis six weeks
prior to data collection. There were 61 patients and 50 fam-
ily members. The inclusion criteria for participants, both
patients and family members, included: age 18 or older,
Finnish speaking, aware of the study objectives and capa-
ble of responding to the questionnaire.

2.2 Data collection process

The investigator sent questionnaires along with return en-
velopes to 126 patients and 126 family members, who met
the inclusion criteria. The response rate was 48% for pa-
tients (61 respondents) and 40% for family members (50
respondents). A long data collection period was required,
because many patients and family members declined partic-
ipation.

All respondents were first presented with 14 questions cov-
ering their age, sex, marital status, family and work sit-
uation, interests and illness. These were the background
factors referred to in the study question number 2. Sec-
ond, the instrument contained a section constructed on
the basis of earlier research findings and a pilot study,[35]

named patients’ and family members’ coping. This section,
which was mainly representative of informative and emo-
tional support provided by staff, contained six literature-
based constructs, each comprising 2-10 structured ques-
tions. The constructs were: (1) motivating to self-care;
(2) inadequate information; (3) expressing presence; (4) at-
mosphere in the patient education situation; (5) attending to
patient’s/family’s education needs; (6) patient’s behaviour
and intra-familial emotions.

Respondents were asked about the importance of the var-
ious forms of support for their coping. The questions
were four-scale Likert statements (strongly agree, agree,
disagree, strongly disagree).[36] The patient’s instrument
had 38 and the family member’s instrument 32 statements
and an effort was made to ensure the consistency of the
two components, designed for patients and family members
respectively. The construct named motivating to self-care
contained statements that dealt with receiving knowledge
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from nurses, physiotherapists and doctors on the patient’s
care and rehabilitation. The construct inadequate informa-
tion involved questions on the adequacy, clarity and time-
liness of oral and written home care instructions. Express-
ing presence consisted on questions on the hospital staff’s
(nurses’, physiotherapists’ and doctors’) activity in discus-
sion, their spontaneous offers for help and their efforts to
reserve adequate time for the patient and family member.
The construct called atmosphere in the patient education sit-
uation explored patients’ and family members’ experiences
of safety and professional practice in the patient education
situation. The construct attending to patient’s/family’s edu-
cation needs measured whether comprehensible and useful
information had been provided on the patient’s care. Finally,
the construct called patient’s behaviour and intra-familial
emotions contained questions on changed patient behaviour,
on the participants’ experiences of shame, bitterness and in-
security as a result of the patient’s illness, on their discontent
with life and their ability to live one day at a time.

Finally, both patients’ and family members’ instruments
contained a Visual Analog Scale (VAS), which respondents
used to assess their overall postoperative coping. In ear-
lier studies, VAS has been to used to measure subjective
experiences, for example pain, mood, quality of sleep, abil-
ity to function and attitudes to environmental factors. In
this study, participants were asked to mark their assess-
ment freely on an unmarked scale, after which their scores
were determined based on the distance between the left end
marker and the participant’s mark. The scale had a value
range of 0-100, with 0 points indicating poor and 100 points
excellent coping.[37, 38]

2.3 Statistical analysis

For the analysis, responses to items on external support were
scored as follows: strongly disagree (1 point), disagree (2
points), agree (3 points) and strongly agree (4 points). The
mean was only calculated when a participant had responded
to at least 80% of the items within a construct. Responses
scored at 1 or 2 points represent a minor or negative role of a
construct as part of external support, whereas scores of 3 or
4 reflect a more important or positive role. Where needed,
items concerning external support were reversed to make the
values directionally consistent for analysis.[39] The items
within the construct “patient’s behaviour and intra-familial
emotions” were negatively worded and they dealt with par-
ticipants’ inability to live one day at the time and with their
potential bitterness, shame and discontent experienced as a
result of the patient’s illness. For this construct, low values
indicate no change in patient’s behaviour or in intra-familial
emotions (stability), whereas high values stand for a nega-
tive change.

The Statistical Package for the Social Sciences (SPSS) 18.0
was used for analysis. Of the background information, age,
sex, marital status and details concerning employment and

family are included in the following description. To facil-
itate data description, one of the background factors, age,
was divided into two categories (< 45 and ≥ 45). The re-
sults are presented using frequencies, percentages, range,
means and medians. The data were not normally distributed,
so non-parametric statistical methods (Mann-Whitney and
Kruskal-Wallis Test) were used to study the association be-
tween background factors and means of constructs.[39] Be-
cause of the limited sample size, any missing information
could not be complemented or replaced during the analysis.
Spearman’s correlation was used to study the relationships
between means of constructs and respondents’ assessment
of their overall postoperative coping. A correlation was de-
termined to be statistically significant if the p-value was be-
low .05.

2.4 Validity and reliability

Both patient and family member questionnaires were as-
sessed for reliability and internal consistency of the con-
structs. The internal consistency of the instruments was
found relatively good.[40] Cronbach alpha values were cal-
culated for each construct to assess reliability (see Table
1). As shown in Table 1, in the patient’s instrument, the
Cronbach alpha values for external support constructs var-
ied between .58 and .87 and in the family member’s instru-
ment between .58 and .89. In testing reliability, the parallel-
forms method could not be used as no suitable alternative
instrument was available. A test-retest analysis was ruled
out because the phenomena to be examined were not ex-
pected to remain stable over time.[41] Feedback from an ex-
pert panel was used to amend and develop the instrument.
The panel was also requested to evaluate the face validity
of the instruments; using a dichotomous yes-no scale and
verbal evaluation, they estimated the degree to which the
instruments were suitable for measuring the postoperative
coping of back surgery patients and family members. The
content validity index calculated on the basis of the evalua-
tion was good for both instruments.[42]

National statistics were accessed to learn the total number
of target group patients in Finland and to determine an ade-
quate sample size. Based on consultation with a statistician,
it was decided that two years would be required to collect
adequate data. The investigator made an effort to improve
the response rate by a motivating cover letter, an easy-to
answer questionnaire and pre-paid envelopes.[43] Since the
data collection period was already relatively long, at two
years the investigators decided against a repeat enquiry. The
respondents would have been past the six week point after
surgery, which would have meant investigating another phe-
nomenon. Even six weeks postoperatively may have been
too late for some patients and family members to arouse
their interest.[41] No power analysis was conducted. Se-
lection bias may have occurred; patients and family mem-
bers, who had experienced greater postoperative changes
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in their coping, may have been more motivated to respond
than those with less experienced changes in coping. Fur-

thermore, patient-family member communication may have
influenced the responses.

Table 1: Cronbach alpha values for the instrument external coping of patients and family members
 

 

Forms of external support for coping 
Number of questions Cronbach alpha 

Patient Family member Patient Family member

Motivating for self-care 10 8 .865 .891 

Inadequate information 7 6 .798 .826 

Expressing presence 9 5 .865 .895 

Atmosphere of the patient education situation 2 2 .805 .575 

Attending to patient’s/family member’s patient 
education needs  

3 3 .578 .793 

Patient’s behaviour and intra-familial emotions 7 8 .830 .585 

Total 38 32   

 

Even though the modest number of respondents limits the
generalizability of the findings, the results can be appreci-
ated, considering how little national and international re-
search knowledge exists on supporting the coping of back
surgery patients and their families at a later stage of recov-
ery. The response rate can be considered moderate for a
postal questionnaire.

2.5 Ethical considerations

The study was conducted in accordance with the ethical
principles of the Helsinki Declaration by the World Medical
Association.[44] The most important ethical principles relat-
ing to this study concern patients’ and their family mem-
bers’ informed consent, confidentiality of the information
and protection of respondents’ privacy. Relevant ethical
committee permission (R07165H) and hospital permission
were obtained to conduct research. Written informed con-
sent to participate was obtained from all respondents, based
on their understanding of the purpose of the study and of the
voluntary nature of participation. Questionnaires and con-
sent forms were returned to the investigator by post within
one week from receiving them. The results have been re-
ported on as honestly as possible, to the investigator’s best
understanding.[40]

3 Results
3.1 Background information for patients and family

members

As shown in Table 2, patients’ mean age was 47.7 years
(range 18-71, n = 61). Approximately half of the patients
were women. Family members, 54% of whom were female,
had a mean age of 47 (range 18-77, n = 50). Most respon-
dents, 77% of patients and 86% of family members, were
married or co-habiting and the majority of both patients and
family members, 70 and 80% respectively, were working.
Most of them had a family with one or more children.

3.2 Important sources of external support and as-
sociated factors

Table 3 shows that for patients, the atmosphere of the patient
education situation and unchanged or stable intra-familial
emotions were the most important sources of support for
coping. Attention given to patients’ self-care motivation and
staff’s expressions of being present were also found to be
supportive of coping.

Similarly, patient education atmosphere was the single most
important source of external support for family members,
together with the unchanged situation regarding patient be-
haviour and intra-familial emotions. Family members rated
the home care instructions and oral and written information
from medical staff as adequate. The hospital staff’s expres-
sions of presence, however, had little effect on their coping
during the patient’s recovery at home; neither did attention
given to patients’ education needs have any great signifi-
cance at this stage.

Patients’ surgical history was not found to be significantly
associated with their rating of their behaviour or intra-
familial emotions as a source of support. The median for
patients, who had had surgical treatment for their back prob-
lem earlier, was 1.86, whereas it was 1.36 for the first-timers
(p = .045).

In contrast, statistically significant differences were ob-
served between family members who were working and
those who were on earnings-related or disability pension.
Pensioned family members found staff efforts to motivate
patients for self-care insignificant (m = 1.00), whereas
working family members had a higher median of 1.75 (p
= .008). Similarly, patient education atmosphere was not an
important source of support for pensioned family members
at this stage of the patient’s recovery; they had a median of
1.00, while their working peers had a median of 2.50 (p =
.031). In both groups, ratings were low for attention given
to patients’ and families’ education needs; the median for
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pensioned family members’ was 1.00 and that for working
family members 2.00 (p = .007).

A special finding in this study was that, similar to patients,
unemployed family members also found that they had re-
ceived adequate information, which supported their coping
even at 6 week after the patient’s surgery. For unemployed
family members the median was 2.83, but working family

members judged the information given as less adequate (me-
dian 2.00, p = .031). Both groups shared the experience that
staff had expressed little presence, with medians of 1.00 for
unemployed family members and 1.60 for those in work-
ing life (p = .031). Staff’s expressions of presence did not
represent an important source of external support for family
members.

Table 2: Patient and family member background data
 

 

Background factors 
Patient (N = 61)  Family member (N = 50) 

n %  n % 

Sex       

female 31 51  27 54 

male 30 49  23 46 

Marital status      

single 5 8  3 6 

married/co-habiting 47 77  43 86 

divorced 7 11  3 6 

widowed 1 2  1 2 

On earnings-related/disability pension      

no 43 70  40 80 

yes 15 25  6 12 

application pending 1 2  1 2 

Unemployed      

no 49 80  44 88 

yes 5 8  3 6 

Family members      

no children 11 18  9 18 

one or more children 24 39  22 44 

children not living in the same home 23 38  14 28 

 

A correlation study was conducted to examine the relation-
ship between patients’ and family members’ overall coping
and their assessments of the various forms of external sup-
port. As Table 4 shows, the results were found to be similar
for patients and family members: All constructs and par-
ticipants’ overall coping were found to have a positive as-
sociation. The association was especially strong between
overall coping and the construct for patient behaviour and
intra-familial emotions. Those patients and family mem-
bers, who had not experienced negative changes in the pa-
tient’s behaviour and in intra-familial emotions, rated their
overall coping more positively at six weeks after the surgery.

4 Discussion
The results confirm the importance of support provision in
the care of patients and their families, even as rated at a
later stage of the patient’s recovery process. In this study,
the most important forms of external support for patients’
coping, as reported by them six weeks after discharge, were
related to the patient education atmosphere, supported by
stable patient behaviour and intra-familial emotions. The

patients also regarded the activity of the hospital staff, espe-
cially staff’s expressions of being present and their efforts to
motivate patients to self-care, as positive sources of support
for coping. Furthermore, the patients, whose own behaviour
and intra-familial emotions had remained stable, rated their
overall coping higher.

The results are consistent with earlier findings on the cru-
cial role of hospital staff in promoting postoperative patient
independence and coping.[1, 2] Adequate information provi-
sion, which has been found to affect patients’ physical and
psychological wellbeing positively,[15, 16] was rated among
important sources of external support for patients’ coping at
six weeks after the surgery. No differences were observed
between the ratings by men and women.[9, 14]

Also for the family members in this study, stable patient
behaviour and intra-familial emotions, together with the
patient education atmosphere, were the most important
sources of support for their coping. All family members
found that they had received adequate oral and written in-
formation. However, staff efforts to motivate patients for
self-care had had little effect on the coping of pensioned
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family members, according to family members’ report at six
weeks after the patient’s surgery. Pensioned family mem-
bers also rated the attention given to their education needs
as insufficient. Similar to patients, all family members felt

that their overall coping was better at 6 weeks postopera-
tively, because there had been no negative changes in patient
behaviour and intra-familial emotions.

Table 3: Patients’ and family members’ assessment of the importance of external support for coping
 

 

Forms of external support for coping 
Median (n) Q = Q1-Q3 

Patient Family member Patient Family member

Motivating to self-care 3.20 (61) 1.75 (48) 2.80-3.65 1.41-2.47 

Inadequate information 2.71 (58) 2.17 (46) 2.00-3.14 1.50-2.83 

Expressing presence 3.11 (61) 1.60 (46) 2.67-3.67 1.00-2.40 

Atmosphere of the patient education situation 3.50 (60) 2.50 (41) 3.00-4.00 1.50-3.00 

Attending to patient’s/family member’s 
education needs 

3.00 (59) 2.00 (42) 2.67-3.33 1.33-2.67 

Patient’s behaviour and intra-familial 
emotions* 

1.43 (61) 1.38 (49) 1.00-2.07 1.00-1.69 

Scale 1-4: 4 = strongly agree, 3 = agree, 2 = disagree, 1 = strongly disagree; *Reverse ordering with low values indicating positive meaning. 

 
The findings are in accordance with other studies which
stress the importance of interaction and adequate infor-
mation from hospital staff in supporting families’ cop-
ing.[3, 9, 21, 23] This study confirms that the support partly re-
mains effective even later, during the patient’s recovery at
home. Unfortunately, this was not true of pensioned family
members, whose expectations were not met and who felt
that they had received little support. Other investigators
have also found that family members tend to expect more

from hospital staff than what they actually receive.[9, 19, 20, 28]

As in other studies,[10] support between family members
was found to be crucial, even at six week after the pa-
tient’s surgery. The fact that the patient’s behaviour and
intra-familial emotions remained stable in the face of ill-
ness proved an important source of support. In general, the
results highlight the importance of meaningful support in
caring for patients and families even after some time has
elapsed since the surgery.

Table 4: Correlation study (Spearman’s correlation); association between means of constructs and patients’ and family
members’ assessment of their overall coping

 

 

Forms of external support 
for coping 

Correlation P value  N 

Patient 
Family 

members 
Patient 

Family 
member 

 
 

Patient 
Family 

member 

Motivating for self-care .355 .074 .005 .615  61 48 

Inadequate information .306 -.190 .019 .207  58 46 

Expressing presence .154 .045 .235 .767  61 46 

Atmosphere of the patient 
education situation 

.389 .245 .002 .122  60 41 

Attending to patient’s/family 
member’s education needs 

.145 -.066 .273 .680  59 42 

Patient’s behaviour and 
intra-familial emotions * 

-.711# -.548# .000 .000  61 49 

* Reverse ordering with low values indicating positive meaning; # Practically significant results (> .4) are indicated in bold. 

 

Different sources of support are important to patients and
family members, so their needs should be addressed indi-
vidually. It is a positive sign if staff can confirm that there
are no negative changes in patients’ behaviour or in intra-
familial emotions. Further practical development work is
indicated to ensure staff competence to meet family mem-
bers’ education needs. Practical models are needed to help

staff take into consideration the various forms of external
support when they seek to ensure patients’ and family mem-
bers’ postoperative coping. The results of patient education
given should be visible and effective even later during the
recovery process. Patient education could also be brought
to people’s homes, for example with the help of information
technology.
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5 Conclusion

The results of this research can make nurses and other hos-
pital staff aware of the fact that their actions during patients’
hospital care have considerable significance for supporting

the coping of patients and family members. The care, educa-
tion and support provided during hospitalization have long-
term effects, up to and beyond 6 weeks following surgery.
Even brief interactive situations with staff can be meaning-
ful to patients and family members.
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