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Abstract

Purpose: To identify factors related to recovery among patients after total hysterectomy.

Design: Descriptive correlational design.

Methods: The sample composed of 115 adult patients after total hysterectomy at Bach Mai
Hospital and the National Hospital of Obstetrics & Gynecology, Hanoi, Viet Nam. Data were
collected using the patients’ medical record and interviewed with 3 questionnaires: 1) the
Numerical Rating Scale, 2) the Multidimensional Scale of Perceived Social Support, and 3) the
Quality of Recovery-15. Spearman’s Rho was employed to test correlation among studied
variables.

Main findings: The findings revealed that pain score was negatively related to recovery
(r, = -.70, p < .05); while co-morbidity and social support were not related to recovery
(p >.05).

Conclusions and recommendations: Pain was the vital factor inhibiting patients’
recovery. Therefore, in order to promote the patients’ smooth transition to their optimum
recovery, pain should be well controlled. Pain management protocol should be developed and
tested for their effectiveness through research before implementation.

Keywords: total hysterectomy, pain, social support, recovery, co-morbidity

J Nurs Sci. 2017;35 Suppl 2:12-20

Corresponding Author: Associate Professor Orapan Thosingha, Faculty of Nursing, Mahidol University, Bangkok 10700,

Thailand; e-mail: orapan.tho@mahidol.ac.th

* Master thesis, Master of Nursing Science in Adult Nursing, Faculty of Nursing and Faculty of Graduate Studies,
Mahidol University, Bangkok, Thailand

' Faculty of Nursing Mahidol University, Bangkok, Thailand

12 Journal of Nursing Science



JNURS SCI Vol 35 Suppl 2 October-December 2017

U 9uADAWALITUS AUNISTUTDJOOUDUMADKWAEN
loWNanooNNOLN®

Pham Thi Thu Thuy' oswsstu [n&on, we.n.' Jagam AuriSooorivy, wo.n.!

UNANYD

Fnquszasd: iefnuiadefifianuduiudiunsituiesitievdsindaiomngnaeniiavn

FUWUUNTIRE: NIFeEndiug

Fandun1aise: nquieiaduiihonendnisndaeungnesnsiomndiuiu 115 au
FumsshwiveRihevdsndn lsmeuiathune uaglsmetunagiuing neues Ussmadoaumn
Wudeyamensdunvallaglduuvaeuny uaziiudeyauisdmainuilulssifveanguiedgng
Inzvianudniusvesuuslagliaifailesualsd

Han153Te: Han1sAnwIMUT eutandinnuduiusnaauiunisitusivedinevdasings
Lo Agneaniiamn (r =- .70, p < .05) sdlsinu misillsnsrmuaznisaiuayumedsnsli
Anuduitudiunsitufmdnm s mngnesniivie

dyluasdaiauanus: Hosneutandshndadutafoddyiitarnamsitug dafude
duadulitheiansdsuiuesenuiuauinnisitusldogiadud faeasldtumaniun
A nedsiusEavEnmmdinisrdn wazmstinsianwnUfoRiieruauautan uazthly
nadgoulsEAvisHameInewhlly

AdA: NHFiRleAgNaBNTIavNA ANUIN Msatuayunday N1siuiy A1glsasiy

J Nurs Sci. 2017;35 Suppl 2:12-20

Corresponding Author: soumans1a15deTnssal lndey, anewerviamans un inerdguiina uNnentey nxmmwy 10700,
e-mail: orapan.tho@mahidol.ac.th

* enilwusvangnIne 1UIamansunUngn 8190 TN IVIAG Y AaWEIUIAManT UayUnTInINe1aY U1 INEaELTaa

| AN TUIAMIANT UATIVEIAENTIAA

Journal of Nursing Science 13



JNURS SCI Vol 35 Suppl 2 October-December 2017

Background and Significance

Hysterectomy was the most frequent
surgical procedure in gynecological surgery’.
It aimed to cure disease of uterine such as
fibroids, prolapse, endometriosis or adenomyosis,
and chronic pelvic pain. In the United States,
hysterectomy was the most common major
surgery in women with the ages ranged from 40
to 44 years, there were more than 500,000 cases
of hysterectomy were performed annually’. In
low income countries, total hysterectomy was
the treatment of choice because the patients
usually get access to care in the late stage of
disease’. After surgery the women should be
assisted to restore function and psychological
stability throughout the recovery process. In
addition, to reduce complications from surgery,
early recovery from gynecological surgery was
expected outcomes*®. The earlier the patients
recovered, the lesser they had postoperative
complications such as atelectasis and deep vein
thrombosis. Moreover, their gastrointestinal
function will recover leading to decreased
abdominal discomfort and increased appetite®.

One main factor that delayed postoperative
recovery was pain. Patients with moderate to
severe postoperative pain usually stayed in the
hospital longer than ones without postoperative
pain and hence adding to hospital cost. Patients
with multimodal analgesia had lower pain scores
and earlier returned of bowel peristalsis as well
as showed shorter stay in the hospital’. Pain will
be an obstacle to perform early ambulation to
make patients recover from the illness soon
otherwise they might develop several
complications such as pneumonia, decreased
bowel movement, abdominal discomfort, or
paralytic ileum. To improve postoperative
recovery and earlier hospital discharge, it was
necessary for management of pain®.

The co-morbid diseases also affected
recovery and can predict survival from
endometrial cancer’. In Vietnam, heart failure,
renal failure, hypertension, and diabetes were
commonly found among people in their middle
to the aged group; these diseases also disturbed
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patients’ early ambulation after surgeries.

Surgery was the stressful event on physical,
psychological, and social lives of individuals.
Support from others could tremendously affect
patients’ recovery by cushioning the effect of
that event. Patients with greater connection to
others reported lower postoperative pain,
milder unpleasantness, and lower anxiety in the
first five days after surgery (p <.001); they were
more likely to show good postoperative recovery
accordingly. Patients undergoing total
hysterectomy could be viewed as having transit
in their health and illness continuum. This
process could be explained very well by using
Meleis’ transition theory"'. Pain and co-morbid
diseases served as personal factors while social
support served as an environmental factor
of patients after hysterectomy. Those
aforementioned variables were conditioning
factors affecting outcomes of transition in which
in this study referred to recovery after
hysterectomy.

In Northern Vietnam, there were about
200 women in Bach Mai hospital and more than
1,000 in the National Hospital of Obstetric and
Gynecology receiving total hysterectomy per
year. Therefore, the researcher who serves as a
head nurse of obstetric and gynecology unit was
interested in studying recovery and factors
associated with recovery in these patients. It
was expected that the results from this study
would contribute to recovery process so that
patients after hysterectomy could smoothly
transit to their previous condition before
surgery.

Objective
To identify factors related to recovery of
patients after total hysterectomy.

Hypothesis

1. Postoperative pain and co-morbid
diseases were negatively related to recovery in
patients after total hysterectomy.

2. Social support was positively related to
recovery in patients after total hysterectomy.



Methodology

Population and Sample

Population of the study included female
patients who had total hysterectomy at Obstetrics
& Gynecology Department, Bach Mai Hospital
and National hospital of Obstetrics and
Gynecology, Hanoi, Vietnam.

Sample was selected from the population
according to the inclusion criteria: 1) 18 years
old and older, 2) able to communicate in
Vietnamese language. Patients who were
diagnosed with cancer were excluded from the
study.

The sample size was calculated by using
G*power program to determine the minimum
number of participants needed for
correlational design'?. The level of significance
a = .05, the power of the statistical test (Power
1-B =.9), and the medium effect size. Because
there was limited study about these variables,
the researcher used medium effect size for this
study (ES = .3)". Based on G*power, sample
size should be at least 109 patients, so the
researcher added 5% to cover incomplete data;
made the sample size of 115 patients with total
hysterectomy.

Research Instruments

The instruments used for data collection
included 5 questionnaires as follows:

1. Demographic data included age,
education, marital status, occupation, monthly
income, type of health care insurance.

2. Health information questionnaire
included diagnosis, length of hospital stay, and
co-morbid diseases. Co-morbid diseases record
comprised items of common non-communicable
diseases including hypertension, diabetes, heart
disease, renal disease, and other chronic
diseases the patients had before this study; each
disease was assigned a score of 1.

3. The Numerical Rating Scale (NRS), was
used to measure pain level of patients on the
first day after surgery. NRS was developed by
McCaffery and Beebe in 1968, the Cronbach’s
alpha in various studies ranged from .80 to .91".
NRS was a rating scale reflected severity of pain
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from 0 to 10 in a horizontal line. Patients were
asked to verbally rate their pain on this scale
with “0” equal to no pain and “10” equal to the
worst possible pain. The values on the pain scale
correspond to pain levels as follows: 1-3 = mild
pain, 4-6 = moderate pain, 7-10 = severe pain.

4. The Multidimensional Scale of Perceived
Social Support (MSPSS). This scale composed
of 12 items in 3 subscales; family, friends, and
significant others. Each item was a rating scale
from 1 = very strongly disagree, to 7 = very
strongly agree. Total scores of social support
ranged from 12 to 84; high score indicated
better social support. MSPSS was developed by
Zimet, et al. in 1988'° and has been widely used
in health science researches. This scale is in the
public domain, there is no requirement to get
permission to use the scale. Cronbachs alpha
of MSPSS in the present study (n = 115) was .91.

5. The Quality of Recovery-15 (QoR-15)"
was a short-form version of postoperative
recovery scale for measuring patient’s
postoperative recovery. The QoR-15 score
ranged from 0 to 150 with a high score referred
to a good quality of recovery and a low score
referred to a poor quality of recovery. Cronbach’s
alpha of QoR-15 in this study (n = 115) was .95.
Recovery was assessed on the day of hospital
discharge.

Protection of Human Subject

This project was approved by the
Institutional Review Board of Faculty of
Nursing, Mahidol University, Thailand (COA
No. IRB-NS 2016/341.0205); and IRB of
Vietnam National University, Vietnam. The
researcher recruited the samples as standard
process specified by the IRB. The issues of
independently to make decision to consent,
anonymity, and confidentiality were warranted.

Data Collection

The data collection was conducted in the
following sequences:

1. After getting permission to collect data
from the directors of the studied hospitals, the
researcher met with the head nurse of
Gynecology department to explain details of the
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research project and ask co-operation to collect
data.

2. The researcher met the patients on the
first day after total hysterectomy; self-
introduced, established relationship with the
patients, explained objectives of the study, and
asked whether they were interested to participate
in the study.

3. The researcher explained details of the
research project and data collection process as
well as protection of human right to those
potential subjects using the participation
information sheet. If the patients voluntarily
agreed to join the study; they were asked to sign
the consent form.

4. The researcher collected demographic
data and health information from patients’
hospital record; assessed pain level by asking
patients to verbally rate his or her own level of
pain using NRS; and interviewed patients about
social support with the MSPSS.

5. On the day of hospital discharge, the
researcher interviewed patients with the
QoR-15.

Data Analysis

Data were analyzed using the computer
statistical package with the significant level of
.05 as follows:

1. Descriptive statistics: frequency, range,
percentage, mean, and standard deviation.

2. All studied variables were tested for
normal distribution to meet assumption of
Pearson’s Product Moment Correlation.
However, none of them were normal
distributed, therefore Spearman’s Rho were used
to test correlation among studied variables.
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Findings

The mean age of subjects was 48.7 years
with the range from 37 to 86 years; 91.3% were
married; the mean monthly income per patient
was 169.5 USD and per family was 384.4 USD;
73% had health insurance; the average length
of hospital admission was 5 days; the mean of
illness duration was 11.6 months with the range
from 1 to 28 months; 96.5% diagnosed with
fibroid; 73.9% did not have any type of treatment
such as uterine curettage, before surgery.

The mean of pain score was 3.2; 69.6% of
subjects had mild pain, and 30.4% had moderate
pain. Forty percent of subjects had co-morbid
diseases included hypertension, heart disease,
diabetes, renal disease, and peptic ulcers.

The mean of social support score was 65.88
with the range of 44.8-72.0; the mean of family
domain score was 21.64, friends domain was
24.12, and significant others domain was 20.12.
The overall scores indicated that patients
received high social support.

Recovery among patients after total
hysterectomy

The mean score of recovery among patients
after total hysterectomy was 124.57 (SD = 11.78)
reflecting the good recovery process. However,
there were some items with lower scores. The
first three items with low scores included the
item “able to enjoy food”, “able to return to work
or usual home activities”, and “have had a good
sleep”. (Table 1)



JNURS SCI Vol 35 Suppl 2 October-December 2017

Table 1: Recovery among patients after total hysterectomy (n = 115)

Item of Recovery Mean SD
Able to enjoy food 6.90 1.65
Able to return to work or usual home activities 7.03 1.56
Have had a good sleep 7.18 1.50
Moderate pain 7.71 .85
Feeling sad or depressed 7.96 1.19
Having a feeling of general well-being 7.97 1.07
Able to look after personal toilet and hygiene unaided 8.02 1.92
Feeling rested 8.14 1.59
Feeling worried or anxious 8.37 1.03
Feeling comfortable and in control 8.63 1.41
Able to breathe easily 9.17 1.02
Severe pain 9.17 .80
Nausea or vomiting 9.43 .86
Getting support from hospital doctors and nurses 9.43 91
Able to communicate with family or friends 9.50 .99
Total score 124.57 11.78

Correlation between pain, co-morbidity,
social support, and recovery in patients after
total hysterectomy

The results showed that only pain score
was negatively related to recovery (r. = -.70,
p < .05). (Table 2)

Table 2: Correlation between pain, co morbidity, social support, and recovery in patients after

total hysterectomy (n = 115)

Variables 1 2 3 4
1. Co-morbidity 1.00
2. Social support -.10 1.00
3. Pain .04 - .20 1.00
4. Recovery .01 .16 - 70" 100

*p <.05, Spearman’s Rho correlation

Discussion

Recovery among patients after total
hysterectomy

The findings indicated that patients after
total hysterectomy were in good recovery
process (Mean = 124.57,SD = 11.78). This might
be able to explain that majority of patients in
this study were in adult age (41-50 years old,
Mean = 48.7 years); which were still very active
in social activities and works. They were healthy
and ready to resume their previous activities.
Moreover, almost all of patients (96.5%) were
diagnosed as having fibroid which did not affect

their recovery process after surgery. It could be
stated that, they were in relatively good health
prior to hysterectomy leading to good recovery
after surgery. Similarly, Nicholas, et al.’
indicated that patients’ health status before
surgery affected postoperative recovery. On the
other hand, patients with poor health status were
more likely to develop postoperative
complications leading to delayed recovery.
Good recovery among these patients might be
due to the hospital policy to encourage patients
on early ambulation at the earliest possible after
surgery. Early ambulation not only led patients
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to have early recovery but also prevent
postoperative complications such as lung
atelectasis and abdominal adhesion®.

Although in the whole picture, patients
seemed to have good progress in recovery, there
were some items to be concerned; such as “able
to enjoy food”, “able to return to work or usual
home activities” and “have had a good sleep”
Patients who experienced low score in “able to
enjoy food” might reflect the delayed recovery
of their gastrointestinal function which might
occur from decreased bowel movement after
surgery. Parker, et al.”” stated that both upper
and lower abdominal surgery including
hysterectomy commonly caused a temporary
inhibition of intestinal motility by the effect of
anesthesia and surgical manipulation resulted
in decreased bowel movement. Accordingly, it
led to decline digestive function and abdominal
discomfort and would have problem with poor
food appetite.

Another low score item in recovery was
“able to return to work or usual home activities”;
which indicated that patients might concern
about their capability to resume previous
activities. Patients underwent total hysterectomy
generally suffered stress; they might experience
emotional distress and guilty after the uterus
were removed because they could no longer be
able to have children®. Moreover, patients might
be depressed due to expectation on declined
sexual function®. Concerning roles and
function in society, it was expected to be lower
than preoperative phase?’. A transitional
program is therefore important for these
patients because it will enhance them to be eas-
ily transit to their usual activities.

After surgery, some patients also had sleep
disturbance as shown in low score item of
recovery on “have had a good sleep”; which
could occur due to many factors. For example,
the depletion of estrogen hormone after total
hysterectomy with ovarian removal led to
vasomotor symptom, depression, and sleep
disturbance?**. These patients could not
perform active activities as usual. If this problem
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was not resolved, they might end up with severe
depression and other mood disorders. These
problems should be taken into consideration
and the proper management would be employed
to improve patients’ recovery.

Relationship between pain level,
co-morbidity, social support, and recovery in
patients after total hysterectomy

Only pain score was negatively related to
recovery score (r, = - .70, p < .05), while
co-morbidity and social support were not
correlated with patients’ recovery, which
partially supported the proposed hypotheses.
Patients who had high pain score would have
delayed recovery. The explanation might be that
postoperative pain prevented patients from
moving or performing their routine daily
activities leading to delayed recovery; similar to
findings from previous studies®**. If there was
inadequate pain control after surgery, pain
would arouse the sympathetic nervous system,
which could lead to variety of physiologic
responses and eventually caused morbidity and
mortality”. Moreover, another study illustrated
that patients after total hysterectomy could not
resume their routine activities at the similar
level they used to perform prior to the surgery
including go back to work, performing previous
roles and functions®. Therefore, pain control
after surgery was vital among patients in the
acute phase after hysterectomy®'. Effective
postoperative pain management could reduce
patients’ suffering, leading to earlier ambulation,
decreased length of hospital stay, reduced
medical expense, and increased satisfaction of
patients and their family members'®. Good pain
control was important to prevent negative
outcomes such as hypertension, myocardial
ischemia, arrhythmia, respiratory impairment,
ileus, and poor wound healing'®***.

Co-morbidity was not related to recovery
after total hysterectomy; it might be explained
that 40% of patients in this study had only one
co-morbid, mostly was hypertension. Since the
surgery was appointed in advance and the
co-morbid disease was well-controlled before



surgery, therefore it would not affect recovery
process after surgery.

Social support was not related to recovery
after total hysterectomy; it might be explained
that more than half of patients in this study
(67.8%) had their residency in the rural or
mountain area so they stayed away from their
family during hospitalization. The support they
received only came from nurses and other health
care personnel. Moreover, 44.3% of them were
farmers with low monthly incomes; which made
it more difficult to receive instrumental support
due to insufficient resources. Although social
support was not related to recovery, patients
with hysterectomy should receive more support.
Nurses should play vital role in providing
support while these patients are away from
home. Emotional and information support
should be encouraged by nurses. Also, nurses
should seek for adequate resources for these
patients.

Conclusion and Recommendations

In order to facilitate patients’ recovery from
the operation, the main transition condition to
be concerned was pain which could be viewed
as patients’ personal factor. Nurses could use
this finding to facilitate healthy transition in
patients with total hysterectomy. Nurses should
assess and improve patients’ recovery focusing
on patients’ gastrointestinal and digestive
function after the surgery. Assessing patients’
perception of their abilities to return to work
and routine home activities was suggested. Sleep
quality should be evaluated and sleep hygiene
should be promoted. Numerical pain scale
should be routinely used to assess pain level and
pain control guidelines for patients after
hysterectomy should be developed and test for
its effectiveness by research. This research
should be conducted in multi settings with more
samples in Vietnam to cover the broader picture
of patients after total hysterectomy.

JNURS SCI Vol 35 Suppl 2 October-December 2017

References

1. Ghezzi F, Serati M, Casarin J, Uccella S.
Mini-laparoscopic single-site total
hysterectomy. Obstet Gynecol.
2015;126(1):151-4.

2. Azari L, Santoso JT, Osborne SE.
Optimal pain management in total
abdominal hysterectomy. Obstet
Gynecol Surv. 2013;68(3):215-27.

3. Altman D, Granath E Cnattingius S,
Falconer C. Hysterectomy and risk of
stress-urinary-incontinence surgery:
nationwide cohort study. Lancet.
2007;370(9597):1494-9.

4. YakasaiI. Complications of Hysterectomy:
a review. British Journal of Science.
2013;9(2):78-87.

5. Gupta S, Manyonda I. Hysterectomy for
benign gynecological disease. Obstet
Gyneacol Reprod Med. 2014;24(5):135-40.

6. Rahman K. Studies on free radicals,
antioxidants, and co-factors. Clin Interv
Aging. 2007;2(2):219-36.

7. Xiromeritis P, Kalogiannidis I,
Papadopoulos E, Prapas N, Prapas Y.
Improved recovery using multimodal
perioperative analgesia in minimally
invasive myomectomy: a randomized
study. Aust N Z ] Obstet Gynaecol.
2011;51(4):301-6.

8. Theunissen M, Peters ML, Schepers ],
Maas JW, Tournois E van Suijlekom HA,
et al. Recovery 3 and 12 months after
hysterectomy: epidemiology and
predictors of chronic pain, physical
functioning, and global surgical
recovery. Medicine (Baltimore).
2016;95(26):3980. doi: 10.1097/
MD.0000000000003980.

9. Nicholas Z, Hu N, Ying J, Soisson P,
Dodson M, Gaftney DK. Impact of
comorbidity conditions on survival in
endometrial cancer. Am J Clin Oncol.
2014;37(2):131-4.

Journal of Nursing Science 19



JNURS SCI Vol 35 Suppl 2 October-December 2017

10. Mitchison AR, Kim HM, Geisser M,
Rosenberg JM, Hinshaw DB. Social
connectedness and pain recovery after
major operations. ] Am Coll Surg.
2008;206(2):292-300.

11. Meleis AL Sawyer LM, Im EO,
Hilfinger Messias DK, Schumacher K.
Experiencing transitions: an emerging
middle-range theory. ANS Adv Nurs
Sci. 2000;23(1):12-28.

12. Faul E Erdfelder E, Buchner A,

Lang AG. Statistical power analyses
using G*Power 3.1: tests for correlation
and regression analyses. Behav Res
Methods. 2009;41(4):1149-60.

13. Cohen J. A power primer. Psychol Bull.
1992;112(1):155-9.

14. McCaffery M, Beebe A. Pain: clinical
manual for nursing practice. St. Louis:
Mosby, MO; 1989.

15. Koneti KK, Jones M. Management of
acute pain. Surgery. 2016;34(2):84-90.

16. Zimet GD, Dahlem NW, Zimet SG,
Farley GK. The Multidimensional scale
of perceived social support.

] Pers Assess. 1988;52(1):30-41.

17. Stark PA, Myles SP, Burke AJ.
Development and psychometric
evaluation of a postoperative quality of
recovery score: the QoR-15.
Anesthesiology. 2013;118(6):1332-40.

18. Nelson G, Altman AD, Nick A,
Meyer LA, Ramirez PT, Achtari C,
et al. Guidelines for postoperative care
in gynecologic/oncology surgery:
Enhanced Recovery After Surgery
(ERAS) society recommendations--
Part II. Gynecol Oncol.
2016;140(2):323-32.

20 Journal of Nursing Science

19. Parker MC, Ellis H, Moran BJ,
Thompson JN, Wilson MS, Menzies D,
etal. Postoperative adhesions: ten-year
follow-up of 12,584 patients
undergoing lower abdominal surgery.
Dis Colon Rectum. 2001;44(6):822-9.

20. Goktas SB, Gun |, Yildiz T, Sakar MN,
Caglayan S. The effect of total
hysterectomy on sexual function and
depression. Pak ] Med Sci.
2015;31(3):700-5.

21. Clayton M. Verow P. A retrospective
study of return to work following
surgery. Occup Med (Lond).
2007;57(7):525-31.

22. Gogenur 1. Postoperative circadian
disturbances. Dan Med Bull.
2010;57(12):B4205.

23. Vousoura E, Spyropoulou AC,
Koundi KL, Tzavara C, Verdel H,
Paparrigopoulos T, et al. Vasomotor
and depression symptoms may be
associated with different sleep
disturbance patterns in postmenopausal
women. Menopause. 2015;22(10):1053-7.

24. Sivrikaya GU. Multimodal analgesia
for postoperative pain management.
In: Gabor B. Racz GB, Noe CF, editors.
Pain management - current issues and
opinions. Europe: InTech; 2012.p.197-210.

25. Corke P. Postoperative pain
management. Aust Prescr.
2013;36(6):202-5.



