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-4bstract 

-4 one group. pre-post test studl; was designed to determine if there w r e  anv 

relationships in direction or magnitude among perceived self-etticacy. perceived social 

support, and weil-being. .A sample of 34 osteoanhritis patients undergoins total hip 

replacement surzen was enrolled in the study from a large teniary care hospitai 

Interviews were conducted pre-operatively and sis iirseks post-operatidy using the 

.Whritis Seif-Efficacy Scale. the Social Support Questionnaire. and the SF- 12 Health 

Status Profile No variance betweeii pre-operative and pst-operative rating for the 

satisfaction with suppons subscale \vas found. therefore, ir was eliminated from analuses. 

leaving number of s ~ ~ p p o n s  as a nirasure of the social support constmct T-tests indicated 

statistically signiticant iniprovements in perceived self-sficacy. perceiwi social suppon. 

and well-being scores Pearson correlation coefficients were conducted and multiple 

re~ression analyses sho wed t hat painiother sel f-efficacy significantiy predicted p hvsicai 

well-being atirr surgery X~irnber of suppons and hnctional sel f-efficasy were predict ii.e 

of pairdotlier sclt-ctficacy tbllowiiig surgery .A signitkant neoative relationship between 

pre-operative painiotlier self-etficacy and niental well-being posr-operatively was found 

No significant relationships were denionstrated betwen mental and physical health either 

pre-operativelv or post-operatively u.liicli is contradicrory to lirerature findinrs I t  rvas 

concluded. that tlie constnicts of perceived social suppon and well-beino - need to be 

esplored further in this population diiriiig the surgical esperience. using improved 

instruments and a l a r p -  sample size 
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CHAPTER I 

Introduction 

Osteoanhritis (Or\) is a progressive deterioration of bone joints that occurs mainiy 

in the elderly. and is characterized by pain. imrnobility. mood changes and restriction of 

life style (Weinberger. Hiner. & Tiemey. 1956: Weinberger. Tiemey. Boother. & Hiner. 

1990). The Anhritis Society (1997) reports that Or\ affects an eaimated 1.7 million 

Canadians or I person in 1 O and that S ~ ? , O  of the population will be affected by OA by the 

age of 70. In view of tlie prevalence oFO-4 and its long-term negative effects. heaith care 

professionals are concerned with helpinz patients and their families cope wirh this chronic 

illness. 

The demands of O.-\ on coping abilities have been well documenttd (Bandura. 

1997: Burke Rr Flalieny. 1993. Laborde & Powers. 19S5, Wrinberçer et ai.. 19S6. 1990) 

In general. these studirs showed that pain and immobility can cause isolation from friends. 

decrease in social acrivities. depression. loss of control over daiiy activitirs. and loss of 

self-esteem. As the condition progesses. many patients require increasing amounts of 

material and eniot iotiai support from farnily and friends in order to cope I Weinberger et 

al., 19%). 

Medical treatnient of O.-\ includes relief of pain throuph the use of anal-esics and 

anti-inflamrnnton. niedication. and proniorion of esercise to preserve joint Functioning In 

severe cases of Or\. total joint replacenient surgery is required. which usually restores 

mobility and reduces pain (Towheed Br Hochbers. 1996). In 1994. more than 120.000 

total hip replacenirnts (THR) w r e  perforrned on individuals with anhritis (including O.\ 

and rheumatoid anhritis) in tlie L'nited States (Towheed & Hochberg. 1996). 



Ir  is espected that THR surtI_ery. itself adds ro rhe srress esperienced by these 

patients. which. in turn. can decrease their coping resomces during the irnmediate posr- 

operative prriod Accordin- to Bandura ( 1977) an individual's coping abilities are taxed at 

times of stress. However. little attention has been given to the psvchological coping 

processes that facilitate well-being of patients undergoing hip surgeq: yet studies have 

shown that coping ability can play an important role in dealing with health advrrsitv 

(Anderson. Dowds. Pcllrtz. Edivards. &: Peeters-.isdourian. 1095: O'Lean. Shoor. Lorig. 

& Holman. 19SS). 

Previous studies have suggested that coping can b r  enhanced during rhe surgical 

recovery by self-eficacy (Burke R: Flaherty 1993) and social suppon (Kulik & Mahler. 

19S9. 1993) The use of positive rrappraisal as a coping strategy provides a scnse of 

enhanced perceived self-eftlcacy (Burke Rr Flaherty. 1993). The effective use of social 

suppon net~vorks on surgical recoverv has been shown to b e  beneticial to the patient 

(Kulik & Mahler. 19S9. 1993) The autliors found that patients wirh naturally occurring 

(spousal) social support recovercd niore quickly and used less pain medication (Kulik & 

Mahler. 1989). 

Mso. social lrarning t lieory suzgests t hat a person's eficacv rxpectation will 

influence the indi\*idual's adjustment to a major l i t è  stressor such as chronic pain as in the 

case with individuals \\*ith OA (Bandura. 1997). Those with strong perceived self-efficacy 

will be able to control self-doubts aiid be able to perform vieil under challenaing 

conditions. Individuals witli weak rfiicacv beliefs are viewed as less likely than people rvith 

s t ron~ efficacy belietS to denionsrrate coping behaviours in response to stress (Bandura. 

1997). h y  efforts such as perceived social support that are used to improve perceived 



self-rfficacy rvould likely result in iniproved well-being (Holahan R: Holahan. 19S7. 

Schroder. Schxarzer. & Endler. 1997) 

Similarly. perceived social suppon received from others ( e . g  emotionai andior 

physical suppon) may have reievance for coping because of its ability to bueer stress. 

prornote psychological and pliysiolo_oical well-being and protecr individuals from health 

declines (Miller. Haskell. Berra. R: DeBusk. 1954: Tavlor. Bandura. Eward. 'rliller. 8; 

DeBusk. 1985). panicularlv at times when thev are tàcing srresshl situations k g .  

surgery). Perceived social support has been shown to enhance recovery, increase 

adherence to treatment recommendations. and promot e ps~chological and physical 

adjustment (Wallston. Alagna. DrVillis. Rr Devillis. 19%). 

Overall well-being may aiso b r  a factor in one's ability to cope rvith a jtresstiil 

situation. For esample. Robeno and Bartmann ( 1993) shou-ed that pre-operarivc physical 

activity was able to predict post-operative physical îùnctioning in hip fractured patients. 

Since there is a need to understand the coping niechanisnis of Or\ patients during 

the immediate operative phase. coping iiiechanisms such as perceived self-efiicacv. 

perceived social support and overall well-bsing should be esamined more closely durino 

the imniediate post-operative prriod when dernands on copiriy ability ma? be high While 

studies have linked any two of these variables. for esample between perceived social 

suppon and rvell-beinç (Colieri. 198s: Doeglas. Suurmeijer. Krol. Sanderman. van 

Rijswijk, & van Leewen. 1994) and between perceived self-efiicacy and well-being in 

other populations. such as cardiac patients (Gortner Br Jenkins. 1 990) and general surgical 

patients (Miller et a l .  19S-l). no st~ idy has brought togettier self-efficacy. social support. 

and well-being in the 0.4 population underçoinç THR surgery. Also no previous studies 



have sugsested how al1 three of these variables might interrelate or predict each orher in 

OA patients. Therefore. it is not clear ifjoint etTects occur and if so. tvhether joint eReestj 

can improvr coping. Funher. it is not clear if health status variables. such as rolerance for 

exercise. zeneral physical condition or level of mobility account for some of the variance 

in studies on perceived self-eflicacy. perceived social suppon and well-being In this 

study. an attempt \vill be made to assess the relationships among these variables. 



CHMTER II 

Literature Review 

The literature review will examine selected studies on perceived self-efficacy. 

social support and well-being. The intent is to summarize the main aspects of each concept 

as a basis for esamining relationships among them. 

Perceived Self-Efiicacy 

Perceived self-efficacy is the belief individuals have about their own capabilities to 

exercise control over their own thoughts. feelings. motives. and actions (Bandura. 1986) 

Based on social leaming theo-. through interaction with the environment. a person 

perceives, acquires. and processes information which is used to reçulate one's personal 

behaviour Perceived self-eficacv acts as a framework for self-retlection about information 

and for changing beliefs in response to new information and experiences The belief svstern 

is thought to be more powerful tlian knowledge and skill in predicting a person's action 

because the beiief system is necessary to rnable knowledge and skill. In other words. 

perceived self-eficacy mediates the efiect of knowledge and skill (Bandura. 1997. Merritt. 

1989) 

The term perceived self-efiicacy is often confused with outcome and effkacy 

expectations (Bandura. 1997. Brady, 1997). Outcorne expectation is a person's estimate 

that a given behaviour will lead to a certain outcome (Bandura. 1997). Efficacy 

expectation refers tc> the conviction rhat one can successfully execute the behaviour 

required to produce the outcome (Bandura. 1997). Brady ( 1997) States that researchers 

have used the term self-efficacy inconsistently. sometimes to refer to the entire theory of 

behaviour change. and sometimes to refer to just the eficacy expectation. Bandura ( 1997) 



and klerritt (1989) state that both cspectations are needed to get a tme measure of the 

construcr. Another area of conhsion is the interchangeable use of the term perceived self- 

efficacy and the term self-efficacy (Brady. 1997). Perceived self-eficacy refers to one's 

belief regarding their own capabilities and will be used in this study 

Perceived self-eficacy is thought to improve coping in stressful situations. For 

example a sense of eflicacy can moderate a wide ranyr of biological processes that arise 

while coping wirh acure or chronic stressors in everydav life. Stress. an emotional slate 

jenerated by perceived threats and taxing demands. has been implicated as an important - 
contributor to many physical and emotionai dystùnctions (Krantz. Grunbers. Rr Baum. 

19S5). Studies indicate that esposure to stressors. without the ability to control them. 

activates neuroendocrine. carrcholarnine. and opioid receprors (Altrnaier. Russell. Kao. 

Lehmann. & Weinstein. 1993. Litt. 198s. hlanning Rr Wrirht. 19S3. Zimmer. Hickey. LP: 

Searle, 1995) which impair the functioning of the imniune systeni (Bandura. I99 1. Maier. 

Laudenslager. B Ryan. 1985: Wiedenfeld. O'Leary. Bandura. Brown. Levine. & Raska. 

I W O ) .  

Social cognitive tlieory view stress reactions pnmarily in terms of a low sense of 

self-efficacy to esercise control over aversive threats and tasing environmental demands 

(Bandura, 1 997). In contrast. individuals wit h strong perceived self-eficacy beliefs are 

found to be  Iess anxious, have a lower hean rate and blood pressure, and have lower tecels 

of catecholamines (Bandura. Reese. & Adams. 1 9S2: Bandura. Taylor. Williams. h,leRord. 

Br Barchas. 19S5). They are apt  to persisr at efYons to manage pain us in  a variets of pain 

coping strategies by nonmedical nieans suc11 as the use of cognitive-behavioural techniques 

(Anderson. et al.. 1995: O'Leary. 19S5). 



O'Leary et al ( l9SS) found that anhntis patients' immunologie iùnction did not 

change \r- hen cognitive-behavioural techniques (cognitive pain management. self- 

relaxation. and goal setting) were used However. rhere was a substanrial reduction in pain 

which enhanced the patients' perceived self-eficacy to rxercise some control over their 

pain. Demographic characteristics were not inciuded in the analyses since both groups did 

not differ signiticantly. Bradley. Turner. Young, Agudelo. Anderson. and McDaniel 

(1985) went one srep tùrther and also measured serum rheumatoid tàctor. and found that 

those who received cognitive-behavioural intervention had reductions in pain intensity. 

reduced intlammation. and lower levels of serum rheumatoid factor. Holman and Lorig 

( 1992) are in agreement with Bradley et al. ( 1985). Bradley. Young. Anderson. Turner. 

Agudelo. YlcDaniel. Pisko. Semble. bl: Morgan ( 1987). and O'Leary et a l  ( I9SS) in their 

conclusions that self-management skills. like cognitive pain control. enables people to act 

on their belirfs about their capacity. as opposed to their perceptions about their dcrree of 

actual physical impairnient . 

Cunningham. Lockwood. and Cunningham ( 199 1 )  found that train@ in coping 

skills improved perceivrd coping efficacy These patients were able to ward offansiety 

and despair and esperience an improved quality of life The effect ofprrceived coping 

eficacy ren~ained unchan jed. alirr controiling for demo_rraphic variables and disease 

statu.  The estent ro which patients applird their coping skills affected their outcornes. 

sugzesting that greater application of coping skills produced more posirive outcornes 

which is similar to findings of Holrnan and Lorig ( 1  992). 



Sources of Perceived Self-Eficacv 

According to Bandura ( 1 977). there are four sources of perceived self-efficacy . 

rnactive attainment or mastery. vicarious rsperience. verbal persuasion. and phç-siological 

States. The information that is received frorn these four environmental sources is 

connitively - processed to develop perceived self-eficacy beliefs and. subsequently. these 

beliefs intluence performance. -4 spiraiing etfect is thought to occur over time as 

continuous successes build on perceived selFefEcacy (Lindsley. Brass. & Thomas. 1995) 

Enact ive attainment involves learning through actually doing the desired beha~viour 

As the simpler tasks are masrered. changes in perceived self-efficacy are assessed and 

succrssful performance is used to increase the espectations of people for pertbrming more 

comples tasks This source of infomiation is the strongest because it involves actually 

doing the behaviour Failures. especiallv those that are repiated. lower espectations for 

perceived sel f-eftïcacy rnakiiiy it diftïcult ro perseverr ( Bandura. 1 997) 

Vicarious esperience is learning through the actions of others panicularly from 

peers witli whoni one can identifi This srrateg is niore effective when the ptrson wlio 

esemplities success is sirnilar in characteristics sucli as age. ses. and past capabiliries to the 

person who is observing the performance. Seeirig other people espend etfon ro learn 

successfully is more etiecrive tlian observing someone \vlio is aiready adept to 

performance demonstrate the new behaviour (Bandura. 1997). 

Verbal persuasion influences people to believe that tliey have the capabilities to 

achieve the desired behaviour outcome Athough limited in its power to cause lasting 

increases in perceived self-eficacy perceptions. it is through perceived social support 

(emotional support) wlierebv perceived self-eficacy ma? increase contnbuting to 



successtiil performance if the behaviour is within realistic bounds (Wrinbergcr et a l .  

1986). Verbal persuasion has an impact on people who have some belief in rhcir own 

percekrd self-eficacv I t  is easier to rustain a sensr of personal etficacy. espccially when 

stmggling with obstacles. if significant others express fairh and support in one's 

capabilities rather than conveying feelings of doubt or dwlling on persona1 deficiencies 

(Bandura, 1997; Taylor et al., 19S5). 

Physiological States involves judging one's own capability strength. and 

culnerability for panicipating in brhavioural change. When one is at a high arousal state. 

which is likely to occur in anxiety provokinç and stresshl situations. people rend to have 

low perceived self-eficacy rspectations. Because higli arousal usually reducrs 

performance, patients are more inclined to espect success xhen they are not strrssed I n  

activities involvins strength. patients read their fatigue. aches. and pains as indicators of 

p hysical inefficacy (Bandura. 1 997). 

Perceived SelFEficacy and Health Behaviour Change 

Perceived self-eflïcacy is rhought to be a determinant of behwioiiral ourcomr I t  is 

thoughr to intluence clioices that people make. tlir actions the'- will take. and hou. long 

the? uill persist at a task .A person with strong perceivrd seltietficacy will pursue more 

dificult goals. while one witli low perceived self-eficacy will withdraw tiom such 

challenges (Bandura. 1997; Locke & Latharn, 1990). if people do not believe that the? can 

pertbrrn a behaviour. knowledge alone will not niotivatr rlieni to perfomi (Bandura. 1997, 

Merritt, 1989). People tend to appraise a situation. and on the basis of this appraisal. the!. 

decide whether the? have the capacity and will to perform. Funhermore. each subsequent 

event that is perfornied is confirtiied and is subjected to this analysis. This suggests that 



self-eficacy is imponant not onlv for initiation of a behaviour. but persistênce in 

performing the behaviour over time (Bandura. 1997. Merritt. 19S9) 

Enactive attainnient and verbal persuasion apprar to have an e E m  o n  self-eficac) 

over the recover) period For esample. Gonner and Jenkins ( 1990) measured self-etticas\ 

espectations in 149 recovering cardiac patients to determine u-hether or not inpatient 

education and rclephone monitoring during recoverl; increased perceptions of cardiac rr eli- 

being and reponed actik-ity. 00th jroups received the same treatment but the esperirnentai 

proup received an addirional video tape ro view on family coping and a follow-up - 

telephone cal1 during recovery to reinforce risk factor reduction. coach activity and 

provide reassurance The resul ts indicated t hat self-efilcacy increased over recovçry tims. 

and were correlated with activity and predictive ofsubsequent acrivity. wggesring that 

inpatient education and outparient coaching can improve self-etiicacy for their activity 

The authors reponrd tliat the demopraphic cliaracteristic ofoender (males) was a 

siynificant variable in prcdicting self reponed activity at 17 weeks and 3-1 weeks after 

surgery 

Verbal persuasion is also ernphasized in a study of a spouse's perception of the 

patient's capabilitirs folloirin_« an uncomplicated myocardial infarction r Taylor et al . 

1985) The resenrcliers h>rpotliesized t hat rehabilitation efforts can either be rnhanced or 

reduced by etfecrs of the spouse's beliefs in the patient's efiicacy. A spouse can play a 

significant rote in a patient's recovery. eirher by encouraging physical activity or by 

communicating rrporry or concrm about the patient's effons (verbal persuasion) They 

found that wives wlio panici pated directly in their husbands' performance in treadmill 

exercise testing three weeks after a myocardial infarct. significantly increased their 



judgmenrs of their husbands' physical and sardiac efticacy. This substantiates the view that 

suppon by emotionaI or instrumental nieans does increase one3  self-eficacy 

Measurino Perceived Self-Eficacv 

Perceived selfiefficacy can be assessed at three levels: the individual. collective. 

and general levels. An individual level of assessrnent is domain specific. The most relevant 

measure for assessina individual levels is for a panicular ta& and for a speciiic set of 

circumstances (domain specific) To test domain specific perceived self-eficacy. araduared 

perceived self-eficacy scales are used to retlect variations in difticulty. complesity. and 

stress. The importance of domain specific tests is to capture the variation in the task and 

situations. In testing. it should assess people's judgments of their current capabilities as 

opposed to their potential capabilities (Bandura. 1977). 

On the other hand. the interniediate or collective level is used for classes of 

prrforniance witliin [lie same acrivity domain undrr a group of conditions sharing cornmon 

propenies Studies have compared the predictive power ofdomain linked rneasures of 

perceived self-etticacy to general perceived self-eflicacy measures such as the Generalized 

Self-Eiiicacy Scalr i Barlow et al . 1996. Lorig. Cilastain. Un-. Slioor. c.! Holman. 19s.)) 

General purpose nieasures of perceived self-eficacy violate the basic assumptions of the 

theory and do not have much prrdictive utility (Bandura. 1997). Whereas domain self- 

eficacy instruments are good predictors of outcome measures (Bandura. 1997). The need 

for situatiorial specificity has led to the detelopment of a variety of measuring instruments 

tied to the panicular doniain of furictioninp under investigation (Barlow. Williams. % 

Wright. 1997). This has resulted in a high degree of variability in the operationalization of 

self-efticacy (Barlow et al., 1997). 



The global level of measurements are applied without refirence to spccinc 

activities or conditions. and are hund ro be the most inaccurate measure (Barlow et ai . 

1996). Barlow et al. ( 1996) esamined the coping abilities of individuals with anhritis usin$ 

the General Self-Eficacy Scaie (Jerusalem & Schwarzer. 1992 j The) concludcd thar 

domain specitic tools are better predictors of specific behaviours. They also concluded that 

being male was associarcd with high self-eflicacy beliefs for this sample This \vas also 

found in Gonner and lenkins' ( 1990) study. 

Loris et al. ( 19s')) deveioped a domain specific tool to rneasure the perieivrd self- 

eficacy judgments in relation to individuals with anhritis The instrument was able to 

discriminate people in the treatnienr group froni the tontrol goup It rneets al1 of the 

underlying assuniptions proposed by Bandura ( 1997) to qualitj, as an acceptable 

instrument. 

Perceived So~ial  Support 

Perceived social support has been defined in various imys  .A senerai definirion of 

perceived social suppon describes the comfon. assistance. and?or information one receives 

through forma1 or infornial contacts with individuals or groups ( Wallston et al . 1 GS3) -4 

more specifk definition for the purposes of this study drtines social suppon as. "an 

eschange ofresources bctweeii at least two individuals perceived bu the provider or the 

recipient to be intended ta enhance the well-bein~ of the recipienr" (Shumakrr & 

Brownell. 19S1. p. I I ) .  This definition is retlected in the Social Support Questionnaire 

(Sarason. Levine. Basham. cP: Sarason. 1983) which is used in this study 

Social support is a copins mechanism which OA patients may use when faced with 

obstacles (Weinberger et al,. 19S6. 1990). Having a solid social network that can be relied 



on for physical aid tinstrumental suppon) and emotional suppon can m o d i e  the nezatil-c 

cffects of stress and protest individuais from physical and emotional illness during a crisis 

Kobb. 1976). Social suppon. rcgarded as a resource for copinz. ma! bc a stabilizing 

hctor if the patient perceives the availability of support and satisfaction from social 

interaction with others (Meillier. Lund. & Kok. 1997: Sarason et al.. 19S3 ). 

Conceptualizatioii of Percrivrd Social Suppon 

The construct of social support is defined both conceptually and operationallv and 

is placed along two prinian dimensions. The first dimension differentiates between 

instrumental and emotional support 1nstnimei::al support includes provisions of material 

aid and intorrnation. wliereas rnio~ional support includes serving as a confidant and 

providing acceptancz aiid understandinp (Donald Rr Ware. 19S-I: Sarasoti et a l .  19s;. 

Tboits. I OS?: Wallston et al.. 19S3). Instruinental support involves direct aid or services 

~iven to a person in need (Scliaefer. C o y r .  Rr Lazams. 19s I ) l t  vzrirs ascording to age. - 

eender, niarital status. and social roles. S tudies have esamined ernotional and instrumentai 
L 

suppon in conibination instead ofindependently. but ir  has been seen that famil- memberj 

and close iiiends provide niost of the instrumental suppon (Wrinberoer et al.. l9S6. 

1990). Studies have slioivri tliat instrumental suppon is provided at the onset of the 

stressor, and gradually dissipates as the recipient is able to provide for themselves (Kulik 

R: Mahler. 19S9: Revenson. Scliiafbo. Majerovitz. E; Gibofsky. 199 1 ) 

Emotiorial suppon. tliat is feeling cared for. loved. or esteemed is generaliy 

conceptualized as a Leu type of social support. It has been associated with adjustment to 

serious illnesses (Kulik K: Mahler. 1993: Wallston et al.. 19S3). Social relationships. 

panicularly marital relationships lias been associated wirh better emotional status (lower 



ansirty and depression j In most studies esaminino marital relationships. it is unclear 

whether marital relationships ma! be beneficial because they actually provide more 

suppon. one who acts as a confidant and provides reassurance. or because individuals in 

such relationships are more rnotivated to protect their health (Kulik & Mahler. 1993. 

Wonman & Conway. 1 9S 5). Conversely. Irnkins. Stanton. Klein. Savageau. and Harken 

( 19s: ) suggest t hat marital relationships min_lit esacerbate distress and slow dolin 

recovery because there is a greater likelihood of conflict and ovrrprotectiveness to do 

activities 

The second diniension of perceived social suppon is quantitative versus 

qualitative. At the quantitative end of the continuum social support is operationalized in 

ternlj of 'âniount" nieastires. such as the number of people one interacts with or the 

frequtncy of contacts .At tlir qualitative end. social suppon is measured in terms of 

"coodness" - nicasures. such as perceptioiis or judgrnents about the adequacy of 

interpersonal contacts ( Donald ff Ware. I9S-k Sarason et a l .  19S3. Wallsron et al.. 1%; 

Researchers tend to sttidy either oric or the other dimension as opposed to both. which 

results in a restricted view of social suppon. 

Functions of Perceived Social Supuort 

Social suppon has two important purposes. First. it is a health sustainina 

mechanisni whereby it lias a direct efect on the weli-bting of individuals. Secondly. it has 

a stress-reducin-, or butfering function The people receiving support will be less 

vulnerable to the iie@ve etfects resulting froni stresshl events (Krol. Sandçrman. Br 

Suurmeijer. 1993; Sarason et al.. 19S3; Schwarzer & Leppin, 199 1 ; Weinberger et a l .  

19S6. 1990). 



Doeglas and his collraeucs ( 1991) conducted a cross-sectionai nudy to in\ estigate 

the direct health sustainin: e f k t  of social suppon on the relationship between social 

disability and psychological well-being in 54 patients tvith rheumatoid anhriris 

Questionnaires that measure social suppon. disability. and ps~~chological well-bring rwre 

used. Rrsults shorved a direct eKect on psvchological well-being. that is receiving more 

daily ernotional suppon was positively related to geater psycholo~ical well-being and thar 

people receiving more social companionship tumed out to be lrss depresscd The findings 

from this study need to be taken with caution. as the authors are assuming a cause-eEecr 

linkage. To investigate the cause-effect linkage. a controlled longitudinal design 15 required 

with a larger samplr size. Since the authors did not investigate the relationship aniiiny 

studv variables and demograpliic or disease status characteristics. funher esplorarion is 

warranted 

Another attrmpt to denionstrate the direct effect of social suppon was sesn in 

Wsinberger et al.'s ( 1990) study. where tliey esplored the relationship betwesn hnctional 

status (pain. psychological and phvsical disability) and specitic dimensions of social 

support (self-esteem. belonging. and tangible support) in 439 patients with 0.4 Thry 

concluded that stress nrgativel y atfected al1 tùnctional status dimensions. wi t h r tir = weatcsi 

impact seen in psychological disability The self-esteeni dimension of social support was 

the most consistent suppon in predictiiig hnctional status This outcome of self-esteem 

predicting hnctional status sliould be taken with caution as the findings çannot be 

zrneralized. since the sarnple in this studv consisted predoniinarely wonien of Ion-er socio- - 
economic status I< S6000/year). had a rnean are 0f62. and the majority were unmarried. 

suggesting that the women may have generally low self-esteeni to begin with. Sample 



characteristics of age. race. sez. cducation. incorne. and marital status w r e  controiled for 

The? found thar being oider. having less incorne and education were al1 asociated ivith 

increased physical disability Psychological disability \vas associated wirh Caucasians. 

vounger respondents. and persons with more stress. Funhermore. pain Lias most otien 

reponed by Caucasians. younger participants. persons w i ~ h  more srress. those with l e s  

self-esteem. and poor instrumental suppon. While the authors soncluded rhat it is possible 

for the direct and bucerin- eft'rcrs of social suppon to act stmultâneousi~. deprnding on 

the types of social suppon and the presence or absence of stressors (Weinberger et al.. 

1990). social suppon is not a unidiniensional concept and so to realize the health benefits 

oRered by mon2 social support systenis. individuals must be able to mobilize al1 types of 

support systenis (e g.. instniniental. ernotional) in order to f~iltill their needs 

Social suppon butfers nraative health related consequencrs invoked bu stress i t  

apprars to help only whrn indk iduals are esposed to stressors i Weinberger et al . 19S6) 

Ln a longitudinal study anions patients ivith svmptomatic 0 .A.  U'eînberger et al ( I9S6 i 

demonstrated the btneticial rtYecrs of a telephone cal1 everv two weeks on the funcrional 

status of these patients. Froiii a sanipie of 150 0.4 patients (mean aye 66 years old) 

baseline interview and followtip interviews. a%er sis riionths. were administersd in r h s  

patients' honies Data coricerning functional status. qualitv of life. life change evrnts. and 

perceived social suppcn were gatliered ivhich included data for eniotional and 

instrumental suppon Durin- a sis month period afier the baseline intenitws. the patients 

were contacted even two iverks b v  inten-iewers bu means of telephone calls Subjects 

were asked about their health status and problems the) experienced during the previoiis 

two iveeks It  was hypotliesized that the telephone calls would directly irnprove the 



patient's hnctional stattis by pro\.iding emotional suppon and instrumental wppon 

Fun herrnore. most irnpro\.ernent [vas espected in participants who lacked social networks 

at baseline and were esposrd ro srressors as measured by Life Changes Events and the 

Hassles Scale. the latter efièct suggests that social suppon has an indirect. buRerïn_o effect 

The results froni this study confirrned the espectation that afier a sis month intervention 

period. the fiinctional status of the OA patients tvas improved Howevcr. patients with no 

suppon svstem at baseline and exposed to stressors did not improve the most This 

analysis failed to confirni t heir hypothesis. The. attributed this to the characteristics of 

their sample since the' tvere predominately elderly. poor. and Black women .According to 

the authors. the high îùnctional status of the patients should be attributed to the suppon 

they received froni the intsn-iewers. Anotlier limitation of this studv is the a lack of a 

control group. 

.r\Wecl;. Pfeittsr. Tennen. and Fitfield ( 19SS) described a cross-sectionai srudy in 

~vhich the relationship between several aspects of social suppon and the stress bufiring 

effect of support on psychological adjustment was esamined. Specitically the patients' 

satisfaction tvith the suppon provided uas the subject of this research for 129 rheuniatoid 

arthritis patients On a ttirce point Likert scale. the participants rated how sarisfird the! 

felt with (a)  their opponunities for talkinç with others about their intimatr and private 

feelings; (b) the advice and information they have been receivin~ from others. (c)  the 

feedback the. have been getting about how they were doin,: (d) the physical assistance 

(instrumental suppon) thry have been obtaining from others; and ( e )  their participation in 

relasing social situations The rlieurnatolo~ist provided data about their diseasr activity. 

hnctional limitations. and the patient's psycholopical adjustment to the disease by means 



of the Global Adjustment to Illncss Scale The researchers in this srudy demonstrated that 

t a h g  socio-dernographic variables. illness duration. diicase activit>.. and tLnstiona1 

limitation into account. patients with a higher degrer of satisfaction with the suppon 

provided showed superior psvchosocial adjustment to their rheumatism Funhemore. the 

authors claimed to have demonstrated the potential bufièrino_ etfect of social support in 

patients' adjustnient to their hnctional disability. 

Measurinc Perceived Social Support 

I t  has been slioivii in studies concernino the aged. that measuring the number of 

supports as opposed to the satisfaction with rsisting supports is not as important as in 

other age groups, for esample in adolescents (Goodeno\v. Reisine. & Grady. 1990. 

Schwarzer Rr Leppin. 199 1;  Wallston et al .  IOS3). Satisfaction with support systems ha5 

been shown to have important physical aiid mental henl t h iniluences arnong zrneral 

populations and especially to those who suftèr tioni chronic illnesses (Goodenorv et al . 

t 990; Wallston et al.. 19s;). 

In a cross-sectional studv. Goodenow et al. ( 19W) interviewed 194 fernale 

rheuniatoid anhritis patients and esamined the relationdiip brtween health status. social 

integration. qualitative aspects of social support. and social and psycliologicni hncrioning 

They hypothesized that social support is a signiftcant predicror of functioning even afier 

controlling for phvsical factors. Questionnaires on hralrh status in terms of disease severity 

and disability. social support. and functional status in ternis of social role performance and 

depression were collecred by nieans of telephone interviews. Study results supponed the 

hvpothesis that social suppon is a signiticant predictor of functioning even afier phpical 

factors are controlled for. and that qualitative suppon accounts for this effrct. One of the 



limitations of this study was that the research desiy makes causal inferences 

inappropriate. For rsample. the researchers used a convenience sample somprisçd solel!- 

of women with rheumatoid anhritis This mav be a methodological issue if women are 

more sensitive to the presence or the absence of social support than men 

Robeno and Banmann ( 1993) conducted a retrospective study ro identif'. the 

nature of care provided by the informal support network (friends and fanuiy) available to 

1 O 1 older women with hip fractures and to examine the rdationships amon2 prior 

functional ability. locus of control. and reliance on social suppon in predicting recovery 

frorn hip fractures. Throuoh the use of standard questionnaires to assess physical 

functioning and locus of control. the participants reponed greater reliance on their spoui;e 

and/or childreii for instruniental suppon after their hip fracture than prior ro their hip 

fracture. The invrstigators found that the women's prior phvsical functioning was the 

strongest predictor of t k i r  post-fracture recoveq. The researchers hypothesized t ha[ 

having a strong seiise of persona! control for what was happenin- in their lives may have 

resulred in a greater cortiniittiient ro their rehabilitation prosram and thus a more comple!: 

recovey. The authors also sliowed that the actual aniount of help the wornen received 

from friends and faniil>- was iiot predictive of t heir recovery 

In contrasr. Sarason et a l  ( 19S3 ) found a positive association wivh the number of 

supports and Iiiglier recovery levels when controlling for the characreristics of esternal 

locus ofcontrol and self-esteeni. This discrepancy in findings suggests that knowing that 

suppon is available is just as iniponant as the actual amount of help received. Because an  

al1 female. non-randorn saniple was used in Robeno and Bartmann's ( 19%) s tud~ .  caution 

is required in generalizin~ the findinys of this study. The retrospective nature of the data 



rnight attribute ro soms of the inconsistent findings as it is dificuit for people to rèrnember 

ivhat happened more than a yrar ago The findinss may however. add to the body of 

literature in our understanding of the intluence of prior health. personal beliefs. and social 

suppon \.ariablrs on recoven from a hip fracture. Sarason and his colleagues ( 1%;) have 

attempted to encompass bot fi of the prima- dimensions in their Social Support 

Questionnaire to ponray a more accurate view of an individual's social suppon network 

(Cohen & Wills. I9S5. Sarasori et al.. 19s;; LVallston et al.. 19s;). 

Weil-Beins 

Weil-being is not detined ciearly but there appears to be some agreement that it is a 

rnulti-faceted concept wiiich retlrcrs an individual's perception of physical. mental. and 

psycho-social statiis (Meenan. Gennian. L !  'Ylason. 1980). This perception fluctuates with 

chanse in Iiealth status aiid tliese perceptions rnay or mav not correspond to objective 

measurrs of well-being ( Meenan et al.. 1 %O). The concept of well being is rootrd in a 

bio-psychosocial rheory of health. wliicli holds that the physical and mental dimensions or' 

humans are iriterrrlated (Enorl. 19SO).  . U ~ o u y h  interdependerice has bren r'stablishrd 

bettïeen physica! and itiental health. the concept of well-bein- is not ver clearly detined. 

since many factors appear to ntfect a sensr of well-being in heaitliv and wrll indi\-iduals 

Waiksr and Rosser ( 1993) Iiavr detined well-beinç as the perception of physical. social 

and psychological aspects of quality of life. This detinition estends the focus beyond the 

traditional health and ivellness interprrtation Others have deîïned well-bein- as 

perceptions of Iiappiness. satistàction with life. or satisfaction on selrcted indicators for 

well-beiny (Burckhardt. 19S5 j Additional dimensions have been studied. such as financial 

factors (Dwyer. 1997) and work satisfaction (Laborde 8i Powers. 1 % O )  The inclusion of 



well-being into the broader concept of quality of alityife may be relevant. but is it likely that a 

broader concept will be more difficult to masure.  The concept used b!. Ware. Kosinski 

and Keller ( 1996) addresses physical hnctioning, role limitations due to physical problems 

such as pain, and role limitations due to mental health. This is a more narrow. but holistic 

definition. that can be applied to the study of OA patients 

Studies have shown an interaction between thinking and emorion with levels of 

stress. anxiety and depression (Engel. 19SO). In studies on chronically il1 OA patients. 

negative associations have bern established between chronic pain and senerai life 

satisfaction (LaBorde & Powers. 1980. 19S5). Other studies have shown thar prima- 

careçi\-ers of elderly and demenred patients esperience negative effects on both physicai 

and mental health (Zarit. Todd. & Zarit. 19S6). 

Well-Beinrr and Healt h Behaviours 

Osteoanhritis has been associated with decreased qualit! of life. depression. stress 

and an overall reduction in functional capacity (Zimmer et al.. 1995) Otlier studies have 

shown that physical and mental distress are interrelated (Burke  Rr Flaheny. 1993: 

Cassileth. Lusk. Strouse. Miller. Brown. Cross. & Tenaglial. 1 9S-l. Hays. Wells. 

Sherbourne. Royers Sr Spritzer. 1995). For example. Burke and Flaherty ( 1 9 9 3 )  

investigated the relationsliips anion2 coping strateaies. physical htalth. psycholo~ical 

health and pain in 130 wonien with Or\. and found thar most participants used the coping 

strategy of self-control to influence physical and psychosocial health. Thry also srated that 

life esperiences of inost participants bolstered mental well-being. which providrd [hem 

with a capacity to persevere in the face of obstacles. Sirnilarly. Counte. Bieliauskas. and 

Pavlou ( 1983) agree that for individuals with multiple sclerosis. durable personality traits 



act as copinp mechanisms to otfset the chronic and deteriorating effects of their disease. 

Cassileth and his associates ( 1  9S-l) found a direct relationship between declining physical 

status and mental health scores in 7% patienrs with chronic illness such as anhritis and 

cancer. That is. severity. rather t han type of disability. was associated wî rh  psychologicai 

distress arnong patients with a variety of chronic illnesses The! also concluded that 

patients with newly diagnosed illnessrs had poorer mental health scores rhan did patients 

who had been dealing with their illness for longer periods. reflecting the difliculties of 

adjusting to chronic illness. lncreasing age was found to be directly reiated to mental 

health (Cassileth et al.. 19S4). 

Ries. Kaplan. Limberg. and Prewitt ( 1995) compared the effects of a pulrnonan- 

rehabilitation program and an rducational program on physical health. depression. well- 

being and length of hospital stay for 1 19 patients with chronic obstructive pulrnonary 

disease. The rehabilitation program consisted of instniction. esercise training and social 

support. The results sliowed that the pulmonary rehabilitation program significantl). 

improved esercisr performance. selt'etficacy and reduced symptoms in chronic and sevrre 

cases. but lung tlnction. depression. well-being, and hospital stay did nor differ berneen 

the two p u p j  In  specularing on the non-siçniticant findings for well-being. rhe 

researchers otiered two esplanations: either the rehabilitation program did not improve 

well-being, or the tool used to assess well-being was not suficiently sensitive to detecr the 

specitic qualiry of life changes that resulted froni pulrnonary improvenient. such as a 

reduction in intensity of syrnptonis such as dyspnea. 

In other studies. interventions. such as adherence to exçrcise programs improves 

mental health and well-being (Taylor et al.. 19S5; Vidmar & Rubinson. 1993: Zimmer et 



al.. 1995). Research on social support has shown that people who have a grearer amount 

of social suppon have a greater perception of well-being (Robeno & Banmam. 1992). 

Similarly. research on perceived self-eficacy has s h o w  that greater perceived seltleficacv 

is associated wirh a better abilitv to evaluate one's own well-being (Bradley et al,. 1985. 

i9S7; O'Leary et al.. 198s). 

Measurinc - Well-beino 

Until recently. the measurement of well-being focused on a range of physical or 

mental dependent variables such as pain. depression and stress. using self-report 

instruments that are reievant for each concept. Recenrly. well-being has been studied as a 

single, overall constnict (Hays et al., 1995: Ries et al.. 1995; Ware et al.. 1996). The 

overall concept measures well-beiny as a general state of physical and mental health The 

instrument used by Ries et al. ( 1995) included rhree separate scales for physical activity. 

social activity and mobility Ware et al. 's  ( 1997) 3 &item instrument was used by Hayes et 

al. 's ( 1995) in a comparative. longitudinal. two-year study of 1790 adult outpatients with 

depression. diabetes. hvpertension. recent myocardial infarction and/or congestive heart 

failure. Functional and mental sratus i i i  depressed patients was compared with that of 

patients witli chronic medical conditions at the beginning of the studv and at the end of the 

two year period. Socio-deniographic characteristics (age. ethnici tu. gender. education. 

incorne, and marital status) accounted between 3% and 18% of the variance in baseline 

nieasurernents of physical and mental well-being. It was found that depressed patients 

scored lower on overall well-being than those with a chronic phvsical condition. 

According to the authors. the diagnosis of clinical depression could be a confounder 

resulting in low well-being scores. For this reason. Simon. Reviki. Grothaus and VonltorfF 



(19SS)  have urged researchers ro be cautious when using the SF-36 instrument in cross- 

sectional studies. since the instrument may not be suficiently sensitive ro detect the 

interdependence of mental and physical health in patients with major psychiatrie disorder5 

Howe~per. the SF-36 has been used in longitudinal studies with difirent populations and 

has demonstrated good reliability (Hays et al.. 1993; Jenkinson. Layte. Jenkinson. 

Larvrence. Perersori. Paice. & Stradling. 1997: Ritter. -4lbohn. Kearing. Faris. llrding. 

1995: Schofield & klishra. i 998). A 17-item version of the SF-36. applied in this stud!.. 

has correlated hiolily with the 36-item instrument on both physical and mental dimensions 

in the anhritis population (Dawson. Fitzpatrick. Carr. Br Murray. 1996) 

Relationships aniong Perceived Self-Eficacy. Perceived Social Support. and Well-Bein- 

While the literat~irr provides evidence of linkagrs between any two of the studv 

variables. feu. studies have explained how al1 three study concepts interrelate Studirs 

showed that social support acts as a protective or butferin2 hnction through \\-hich 

emotional (feeling lovrd or cared for) or instrumental (perceived availability of marerial 

aid) means enliance one's perceived self-efiicacy resulting in better coping abilities and an 

improved sense of well-beiny (Schrdder et al.. 1997: Taylor et al . 1995) 

Schrcder arid liis colleagues ( 1 997) esamined the efect of perceived selLettïcac~. 

and social suppon on rrcovery of patients from sur-gery The! predicted that the patient's 

perceived self-etticacy and perceived social suppon would predicr thrir recovery post- 

operatively Wit h the use of established questionnaires. the researchers found that through 

the support of their spouse. tliev becarne more self-eficacious for tlieir recoven resulting 

in a positive readjustment from surgery 



Similarly. Taylor et al . ( I9S5) showed the effects of \vives' involvernent in their 

husbands recovery afier a myocardial infarction. Perceived self-eficacy for both rhe 

patient and the wife were significantly higher in this group as compared ro the control 

oroup where wives did not panicipate in ~heir  husband-s recovery This jug_oests rhat the 3 

support provided by the spouse afFected the self-eflkacy for both. resulting in an enhanced 

physical well-being. 

Perceived Seif-Etficacv and Welt-Beinc 

As various studies have shown. there are links between perceiveci self-efiicacy and 

well-being in anhritis patients (Bradley et al.. 19S5. 1987. O'Leary et al . 19SS) 

Studies have s h o w  that perceived self-efficacy demonstrated effects on physiolo~ical 

processes (Bradley et al.. 1 985. 1987: O' Leary et al.. I 9 S S ) .  Bosscher. \'an Der. Van 

Dasler. Deeg. and Srnit ( 1995) fo~ind a direct relationship between physisal healr h and 

physical self-efiicacy in older adults. Similarly. Cunningham et al ( 199 1 > and Holrnan and 

Lorig ( 1997) found direct relationships arnong mental well-being and psrçeived sclf- 

efficacy Their srudies show that a high sense of perceived self-effÏcacy bolsters mental 

wrll-being. resuitiny in individuals havin J a low sense of ansietv or depression 

Bandura ( 1997) lias rmphasized the importance of well-being and perceived self- 

efftcacy. Tlie author suggested. that the two go hand in hand. and that ph'vsical disability 

or pain tends to impose low self-efticacy on individuals Funhemore. Bandura ( 1997) 

strongly recommends the need for Iiealt h promotion and prevent ion programs geared 

towards the elderly so that tliose witli stronj beliefs in their etticacy ~ v i l l  manarc heaitli 

related beliaviours eKectively. and tliose with poor self-eficacy can learn to cope better 



Perceived Social Su~por t  and Weil-Beinc 

Sociai suppon plays an imponant role in intluencing weli-being by the hcalth 

sustaining or the bucering mechanism (Krol et ai.. 1993 ). While there are studies that look 

ar the relationship between physical well-being and social support (Cohen. 19SS. 

Schwarzer S: Lep pin. 1 99 1 ). more empirical evidence esists for the relarionship bet ween 

social suppon and mental nrll-being. This was demonstrated in Doeglas et al ' 5  ( 1994) 

studv in wliich the) reponed thar those who rrceived more daily emotional support had 

fe~ver incidences of symptoniatic depression. Affleck et al. ( 19SS) found that participants 

who rspressed greater satisfaction with t heir social suppon eshibited supericir 

psychosocial adjustment. The- also found evidence for the bufikrina effèct between social 

support and physical disability. indicating that the association betwern social suppon and 

ps~~chological adjiistment was stronger arnong those patients with poorer funcrional status 

The authors suggest one possible esplanation for such tindings is that availabilitv of a 

satisîjin, network of supponive relationships may be niore important for the 

psychological adjustment of patients who encounter geater problems ivith everyday 

iùnctioning than for those who are less disablrd 

Prrceived Self-Etlïcacv and Prrcrived Social Support 

As to the relationship brtiveen perceived social support and perceived self-efficacv. 

Zimrner et al. ( 1995) reponed that social activities that allow for demonsrration of 

cornpetence have a hnher  advantage of enhancing perceived self-eficacy This implies 

that those wlio are involved in freqiient social activities are likely to esperience a sense of 

control over their lives and environnient and are niore willing to face challen_res There is a 

likelihood that. in this case. social suppon acts on perceived self-efficacy through 



emotional (verbal persuasion) and instrumental (vicarious esperience) suppon (Bandura. 

1982). 

Holahan and Holahan (1957) found that a low sense of social eficac!. increases 

older people's wlnerability to stress. depression. and physical iilness both directl- and 

indirectly by impeding developrnent of social supports (Wallston et al.. 1983). Other 

studies show that social support acts as a buffer against life srressors I Affleck et al . 1 988) 

But social support is more than a protective cushion: it rnhances perceived coping etticacy 

(Bandura. 1997). While social support and self-eficacy appear to have direct efects on 

well-being, little is known about how al1 three variables atiect each other. for rample. 

whether the strength of one improves the strençtti of the other. 

Similarly. Duncan and XlcAuIey ( 1993) reported on the estent to which efficac): 

cognitions and social suppon intluenced the maintenance ofesercise behaviours in  an at- 

risk population of sedentary. rniddle-aged adults. The authors showed that self-etficacy 

operates as a cognitive rnediator linking psychosocial influences to various health 

behaviours These findinss are consistent with a growing body of rrsearch (Bandura et al . 

1988; .Utrnier et al.. 19SS; Litt. 19SS: Manning & Wright. 19S3) in which perceived self- 

eficacy has been found to effect a wide range of behaviors. The fact that social suppon 

through enactive attainment directly influenced exercise behaviours. supports the 

contention that self-eficacy niay be an important mediating variable esplainhg the efîects 

of various provisions of social relationships on such health pronioting behaviours as 

regular esercise 



Summary of Literature Revie~v 

The foregoing literature review and summary of relationships among the wudy 

variables suggest that perceived self-eficacy, perceived social suppon. and iveil-being are 

interrelated. However. the relationships have not been clarified. Since thcse variables haw 

implications for chronically il1 patients who have difiiculty coping with negative efiects on 

their physical and mental hralth. it is imponant to investigate links amon2 - theni Studies of 

this type can add to knowledge of ways of enhancing coping mechanisms and ivrll-beiny 

of patients who are in acute health situations. such as those who are undergoho_ hip 

replacement surgeq. 

Few studies have rsamined the impact of demopphic and disease status variables 

on the study variables. but these rnay be important predictors of outcornes For esamplr. 

Ries et al. ( 1995) reponed statistically significant improvernents in health sratus and 

perceived self-etficacy as a result of reliabilitation. which includzd exercije training 

(walking) and chest p hysiot herapy. 

Research Focus/Quest ions 

Results froni sel f-etlïcacy and social support research have consiitently shown 

positive relationsiiips to patient well-being in otlier populations Specitically. this study 

will attempt to answer the following research questions: 

I . What are the interrelationships among perceived self-efficacy. perceii-ed social suppon. 

and well-being pre-operarively (Tirne 1)  and sis weeks post-operatively (Tirne 2 )  in 

patients undergoirig THR surgery? 

7 .  What are the relationships aniong the demographic and disease starus variables and 

perceived self-rficacy. perceived social suppon. and well-beinç pre-operatively 



( T h e  1 )  and sis iveeks post-operatively (Time 2)- 

3 Do perceived social suppon i number of supports and satisfaction rvith suppons) at 

Time 1.  and well-being (physical and mental) a t  Time 1 predict perceived self-efiicacy 

(tiinction. pain. other) at Time 2. above and beyond the effects of relevant demographic 

and disease status variables and perceived seKeficacy ar Time 1'' 

-I Do perceived self-elticacy (function. pain. other) at Time 1.  and well-beinz iphvsical 

and mental) at Time 1 predict perceived social support (number of suppons and 

satisfaction wirh suppons) at Titne 2 .  above and beyond the effects of rela-ant 

demographic and disease status variables and perceived social support at Time l 7  

5 Do perceived self-etiicacy (hnction. pain. other) at Time 1 .  and perceived social 

support (number of supports and satisfaction with supports) at Time 1 predict well- 

being (pliysical and nirntal) at Timr 2. above and beyond the effècts of relr~ant 

demograptiic and disrase status variables and well-being at Time I ?  



CHAPTER III 

Methodology 

Research Des iy  

This study used a one sroup. pre-post test design (Burns & Grove. 1993) to tind 

the associations among perceived social support, perceived self-efficacy. and well-being 

The nature of this studv was dictated by the gap in the literature regardinp the 

interdependence of self-eflicacy, social suppon and well-being in a population of OA 

patients undergoing THR surçery. 

Method 

Population 

A convenience sample was drawn from a population ofonhopaedic patients 

scheduled for elective hip replacement sursery from a large metropolitan. teniary care. 

teachinç tàcility The hospital serves a large geographical catchment area. representing 

adults. 18 years and older. from cities. towns. Indian resrn-es. and rural and farrning 

communities. 

Sample 

inclusion criteria for tliis srudy consisted of patients who were (a) willing to 

panicipate. (b) able to speak English. (c) male or female. (d) 50 years or older. k) a 

documented diagnosis of existinç OA of the atiected hip, (t) oriented to person. place. and 

time, (g) competent for interviewinç. (h) must be rvithout any severe CO-morbid conditions 

(e.g.. symptomatic congestive hean failure during normal activities). ( i )  first tirne hip 

replacement surgery, and (j) the impending surgery must be elective surgey as the goal is 

to get a relatively homogenous sample. Potential subjects were lost due to hip revisions. 



second time hip replacement and/or hacing a diagnosis of rheumatoid anhritis .A stud! 

sample of 34 participants rvas obtained based on the inclusion criteria. 

Instrumentation 

Respondents cornpleted three scales to retlect pre and post-operative self-efficacy. 

social suppon and well-brins. Demographic data were collected from patients' chans at 

Time 1 and a chart review was conducted afier the second intemiew 

The hnhntis Self-Efiicacy Scale (ASES). modified by Lorig et al.. ( 1989). is a 20- 

item questionnaire desiened to measure patients' perceived self-eficacy ro cope with the 

consequences of chronic anhritis Consistent with other research (Anderson et a l .  1995 

Barlow et al.. 1997; Brady. 1997) the scale is specific to the tasks that rnust be performed 

Research results have c'emonstrated good interna1 reliability of the threc subscales (self- 

efficacv for physical hnction [O.Sj ] .  controlling other anhntis symptoms [0.90].  and pain 

management 10.871) scores and stability of the scores over short time intervals. bloreover. 

significant relationships were found between self-efficacy scores and borh present and 

future health status (Anderson et al.. 1995; Loriç et al.. 1989). 

This scale was used to nieasure patients self-perceived ability to car*, out activiiicj 

of dail? life functions. for esample. walking a certain distance. and prepanny nieals. their 

confidence regarding thrir arthritis pain and other symptoms (Xppendis .A). Confidence 

estimates were made on a Liken scale that ranges from I O  (very uncenain) to 100 (vet-y 

certain). The participant's perceived self-eficacy score consisted of subscales for 

"hnction" and for "pairdother". Since the "pain" and "other" subscales of perceived self- 

eficacy were highly correlated at Time 1 ([ = 7 5 6 ,  Q < . O l )  and Time 1 



('c= 9 1 1. p < O 1 ). the  two subscalcs were combined and summed to produce the 

"painiother" subscale Scores w r e  computed for each task pre-teaching (TI J and at six 

weeks post-operatively (T2). 

The Social Support Questionnaire (SSQ) developed by Sarason et al ( 1933) has 

provided empirical evidence for the importance of perceived social support in predicting 

heaith status. The questionnaire is a 27-item evaluation measuring perceived available 

support. Each of the items has two pans. The first pan assesses the number of availablr 

others the person can rurn to in time of need in each of a variety of situations. The second 

pan of each item measures. on a 6 point Likert scale ranging from very satisfied to very 

dissatisfied. measures the person's de~ree  of satisfaction with the perceived available 

support (Appendis B )  (Sarason. Shearin. Pierce. C!Q Sarason. 1957) The reliability for the 

number of supports subscale and satisfaction with supports subscale was 90 and S3 

respectively The tool contributes steps to understanding the relation of social suppon to 

personality indexes ot'well-being and self-esteem (Sarason et al.. 1983) 

Scores rverr measured for pre-operatively (Time 1 )  and at sis weeks post- 

operatively (Time 2 )  by adding the total number of people for al1 37 items and then 

dividing by 27 for a per item score. giving a SSQ number score ( S S Q K ) .  To obtain the 

SSQ satisfaction score (SSQS), total satisfaction scores for al1 27 items were added and 

then divide bv 27 for a per item score. 

The Health Status Profile- 1 ?-Item Short-Form Healthy Survey (SF- I I )  (Ware et 

al . 1996) is a niultipurpose shonened version of the original kledical Outcornes Study 36- 

item Shon-Form Healtli Survey (SF-36). Like the SF-36. the SF- 12 allows to give 

estimates on both physical cornponents summary (PCS) and mental components summary 



(MCS). The SF- 12 rneasures cight hralth concepts representing physical functioning. role 

limitations due to physical health problems. bodily pain. genrral health. vitality. social 

fùncrioning. role limitations due to ernotional problerns. and mental healrh (Ware. 

Kosinski. Bayliss. blcHorney. Rogers & Raczek. 1995). The SF- 12 uses two items each to 

estimate scores for four of the eight health concepts (physical hinctioning. role-physical. 

role-emotional. and mental healt h). Scores for the remaining four healt h concepts i bodily 

pain. general health. vitaliry. and social functioning) are estimated usin: one item rach 

[Appendix C). 

Results from empirical studies indicate that the 1 ?-item version of PCS and MCS 

correlate very hizhly rvith the SF-36 version (Dawson et al.. 1996: Jenkinson et a l .  1997. 

Ware et al.. 1995) The SF- 12's reliability of the PCS measirred O S 9  and O 76 for tlir 

41CS Validity tests involviny physical criteria ranged froni O 4 to O 9-3 and O 40 to 1 07  

for mental components of the SF- 12 (Ware et al.. 1996). 

Each participant's PCS and NCS scorLs were computrd using tlieir response 

choice of each SF- 17 item (indicator variable) to its respective phvsical and mental 

regression weiyhc (found in Ware et al.. 1996). and then adding or subtracting the neight 

from rlie constant. Therefore. eacli subject received a PCS and a XlCS score for bot h 

times (Appendis D).  

Demograptiic information tliat was collected included tlir participant-s ape 

(measured in years). religion. gender. niarital status (if they were single. married. divorced. 

separated. or widowed at the Time I interview). pre-operative b e l  of mobilitv as 

measured by the type of device they used to ambulare (independent. cmtches. cane. 

walker. wheeichair). esercise tolerance as measured by small (doing activities of daily 



living within t he home). moderate (able ro walk outdoors and go shopping and banking). 

or large amounts < doing dail! rsercises outside of the home and doing niost acrivities). 

work status (employed. unemployed. or retired), living arrangements before (house. 

apanment. or residence) and afier discharge €rom the hospital. persons available to help ar 

home. CO-rnorbidities. number of years living with anhntis. and educational level was 

collected froni patient ' s  chans. Scoring of demograp hic and disease starus variables is 

found in Xppendis E 

In order to validate subjective data at Time 2. a chan review was conducted atier 

the Time 2 interview. Information collected included. length of hospitalization (days). 

post-operative complications (if any). rrnotional and instrumental suppon systems 

available post-operatively. means of transponation during the recover-y process. level of 

rehabilitation. and consultations made during the hospitalizarion Demographic 

characteristics. intorrnation re-arding medical conditions. and CO-morbidi ties n-ere 

obtained froni the patients and their mcdical records pre-operatively (.Appendis F) 

Data Collection/'Procedure 

Data collection. which involved semi-structured interviews of approsirnately one 

hour each. wtiich was coriducted iiiitially in the Fall of 1997 and rnded in the Winter of 

1998. Questionriaires to ineasiire the three different constmcts at two times (pre- 

operatively (T I ) and at sis weeks posr-operatively (72)) were administered by the 

invcstigator The researcher conducted the pre-operat ive interviewin3 in the pre-admission 

orthopaedic clinic of the teniary care crnter. Follow-up interviews were done six weeks 

post-operativelu. repeating the tliree questionnaires in rither the patient's home. 

rehabilitation centrr. or at the pre-admission orthopaedic clinic. based upon the patient3 



conveniencr The three esrôblished instruments measured self-efficacy. social suppon. and 

well-being. using. the .-\nhritis Self-Efficacy Scale  lori^ - et al . 1939) (Appendis -1). rhe 

Social Suppon Questionnaire (Sarason et al.. 1983) (Appendis B); and the Health Statuj 

Profile42 Item Short-Form Health Survey (Ware et al.. 1996) (Appendis C)  

-41 patients scheduled for THR surgery were contacted by telephone bu the 

admitting depanment of the institution a few weeks before their impending surgery date ro 

attend the prc-admission teaching program. At rhis time. a teaching package Kas mailed to 

prospective suraical patients. Included in this packqe was a letter of information to 

inform tliem that a study [vas to take place and that thev might be approached ro 

participate ar the rime of tlieir pre-admission appointmenr (Appendis G). 

The pre-admission prograni consists of teaching prospective THR patients whar 

they niight espect froiii tlieir surgery and hospitalization. Various nurses have bcen trained 

to teach THR patients about the espected manifestations of their surgery Althouoh 

different nurses teac h the patients tiom week-to-week. the content is consistent from 

session to session Patients are informed as a çroup. in a class-like setting. with the use of 

actual equipnirnt (es.. incentive spirometer. Buck's traction) as teaching aids and 

overheads to deiiioristratr how the recoven process will take place The nurse describes in 

detail what the patient is required to do before corning into the hospital. on the da! of 

surgery. and duriny the hospitalization Patients are ijven the option towards the end of 

their hopitalization to return home. with or without home care services: or to proceed to 

an institution (eg.. rehabilitation center). Once the teaching is completed by the nurse. the 

patients çoes to a gym u-here a physiotherapist provides verbal information. 

dernonstration. and instrumental support on how THR patients will be mobilized afier their 



surgery. using difi3rent aids (es.. crutches. walker) This is the time xhen patients have 

the opportunity to try the different aids in order to teel more comfonable with [hem 

In addition to the teaching provided by the different health car2 protèssionals. 

rwitten handouts (those that were mailed) are reinforced. Patients are also rnrdically 

prepared for surse?. They must go through s-rays, blood tests. an electrocardiogram. and 

a physical examination by the onhopaedic resident to detemine whether the!. are 

medically fit to undergo hip replacement surgery 

Patients were espected to report to the orthopaedic c h i c  by S 30 am for the 

teaching session. .At this tirne. the investigator esamined the chans to target patients who 

met the inclusion criteria. Eligible patients were approached by the c h i c  nurse tu inform 

the patient that a study was presently undenvay. and asked if thev were interesred in 

meeting with the in\-estigator to discuss the study If thev ageed. the investigaror then 

provided a verbal and written esplanation of the study and an opponunitv to ask an>. 

questions or address any coiicrrns. It was established that rhose patients wlio deciined the 

offer to participate would be assured that their care ivould not be jeopardizçd in an? way 

Writtcn consent (Appendis H) was obtained from those ivho agreed to participate Thosr 

patients who gave informed consent were requested to complete the .-\SES. the SSQ. and 

the SF-12 questionnaires as thev waited to be seen bu the onhopaedic resident and for 

O \vas their tests to be completed .AI1 questionnaires were completed before any teachin, 

conducted by the nurse or physiotherapist (usually completed by 1 1 :O0 am). The 

questionnaires rvere completed together by the investigator and the participant on a one- 

on-one basis to ensure completion of data. and to get a sense of the participants' perceived 

self-eficacy and perceived social support by means of verbal interaction. Al1 interviews 



were conducted in an isolated area. away from staff. familu. and fiends to maintain 

confidentiality and to prcvent esternal intluence on responses Since all rhe data iverr 

collected by the investigator. rhere Kas consistency in the data collection approach. .Al1 

patients who met the inclusion criteria and were approached to participate in the study 

agreed. which resulted in a 100% response rate. The attrition rate was zero as no one 

dropped out of the study or was lost between the two time periods. At sis weeks post- 

operatively. patients ivere asked to reprat the ASES. the SSQ. and the SF- 1 2. in 

conjunction witli the investigator This took place in either the patient's home. 

rehabilitation center. or in tlie onhopaedic clinic. based on the patient's convenience and 

preference One person (2.906) was inten-iewed in the surgical intensive care unit of the 

tertiary care facility at tlieir Time 2 interview due to post-operative complications. 

Ethics Protection of Participants' Rights 

Guidelines by the Tri-Council Workiny Group ( 1996) were followed Prior to the 

irnplemenration of tliis study. approval was obtained frorn the Ethics Re\.iew Cornmitter of 

Queen's University and from tlie Iiospital Etliics Review Cornmittee. Patients were mailed 

information stieets (.Appciidis G) esplaining the nature of the study and that they rnight be 

approached at the tinir of their pre-admission teaching session to panicipate if the) met 

the criteria for the study. A t  the timr of rhe c h i c  appointmenr. participants were asked by 

the clinic nurses wliethrr tliey wished to meet the researcher to obtain funher details. If 

they expressed an interest. tlie researcher niet with the patient to answer any questions and 

nive them a detailed csplanation of the purpose of the study and the process that would be 2 

undenaken to collect inforiiiation. It  \vas made esplicit that participation was srrictly 

ioluntary. All participants were infonned that they had the right. at any time. to withdraw 



from the study. rehsc to a n w e r  an? questions. or to stop the interview. if they so desired 

Reassurance was provided that the decision whether or not to participate in the study 

~roüld  in no way affect the care they received frorn the nursing or medical statr 

Possible risks and benetits were outlined. Subjects were advised that aithoueh the' 

rnight - not benetit personally from the study. their involvement might assis nurses to 

develop interventions that would help the psychosocial adjustment of tiiture patients 

undergoing total Iiip replacement surgery. The potential for a slight inconvenience related 

ro answering questions for approsimateiy on hour was also discussed. 

Those who agreed to participate in the study signed the infonned consent (Xppendis G )  

Participants were inforiiied t hat t liey would not be personally identified r hroush the data 

collection process. jubsequent discussions. or publications. They ivere assiired that al1 

inforniation would be held in the strictest of contidence by the researcher and would not 

be discussed with any other individual. except in aggegate form. Privacy during the 

interviews \\.as assured as the? were conducted in a private room away from clinic staff: 

other patients. and rhose that acconipanied the patient (friends or famil?) to prevent 

interruptions. breacli of contidrntialitv. or intluencing the scores on the insrmnients .AI1 

rssearch data was srored in a locked filin: cabinet with limited access at the SchooI of 

Nursing. Queen's Cniversity and in anotner secure location 



CHAPTER IV 

Resul t s 

Data for 34 participants were analpzed. using the Statistical Packages for Social 

Sciences (SPSS). A number of analyses were performed. including descriptive statistical 

analysis of demographic and disease status variables. skervness and kunosis of the 

subscales of the constmcts to esaniine distribution of scores. internai reliabiliti- and 

validity of the subscalrs for this sample. Pearson correlation coeEcients to explore 

relationships between study variables. I-tests to esamine diferences between Time I and 

Time 2 scores for each subscale. and multiple regession analyses to investigare the 

amount of variance in predicting the dependent variables. 

Because the self-efficacy subscales of "pain" and --other" correlatsd highlv at Time 

1 ( E  = ,756. p < 0 1 ) and Time 2 ([= .9 1 1. p < 0 1) ) (sre Table 1 ). the rao  subjcales were 

combined and scores were sunirnrd to retlect the variable painiother The second subscale 

in the ASES was function 

There was little variance for satisfaction with supports on the SSQ berween Time I 

and Time 2 .At Time 1.  3 1 out of 34 and at Time 2. 34 out of j-1 respondentj gave a 

ratinj of 6 (vrry satisfied) on the 6-point scale This could indicate that this sample rnay 

not be typical of other sarnples for this population. Therefore. the variable for satisfaction 

with supports was elirninated. leaving -'number of supports" as a measure of perceived 

social suppon. The number of supports \vas summed and divided by 27 (as this was the 

number of questions asked) to derive a rnean score for analvsis 



Table 1 

Means. Standard Deviations. Pearson Correlation Coefficients and Level of Sionificance 

for Pain and Other Self-Efficacv Subscales 

. -. 

Pain - Time 1 20s. 09 105.24 

Pain - Time 2 399.12 76.69 

Other - Time 1 322.35 121 71 

Other - Time Z 5 02.00 93.69 

Pain - Other - Time I 726 O 1 

Pain - Other - Time 3 91 1 O 1 



The two subscales for the 12-item well-beiny scale. physical and mental. u-cre 

treated as separate variables to measure their independent contributions. For both 

subscales, hisher scores indicated hiyher perceived levels of health. 

Demograp hic and Disease S tatus Variables 

Measures of cent rali ty. frequency. and variability were used to summarize the 

çample characteristics Drmogaphic and diseasr starus characteristics of the sample are 

presented in Table 2. Subjects ranged in age fiom 19 to SS years with a mean age of 

68.7 1 and a standard deviation of 9.39. Of the 20 males and 14 fernales. 73.596 were 

married. 20.6% were widowed. 5% were divorced and 7.Wh were separated. .A 

predominant proportion (4 12?6) of the saniple had an educational level betwren 1 l and 

15 years, and 6 1 S?& were retired from their occupation. Most (64 7%) had been li~ing 

with OA of the atfected hip h r  less than tïve vrars .A majority ofthe sample (67 60io) 

were hospitalized betweeri 6 to I O days. with 5s 8% procecdinl to a rehabilitation ccnter 

One person ( 2  990) was intervieweci in the surgical intensive care unir of the teniary care 

facility at their Time 2 interview due to post-operative complications. Frequency and 

percentages were used because the deniogaphic characteristics consistrd rnosrlv of 

categorical data rat her t Iian interval data. 

Skewness and Kurtosis 

Before conductins iiiiil tiple reyression analyses. skewness and kunosis viere 

esamined for each variable 

Perceived Sel f-Etticacv 

The distribution OF the functional self-eflicacy score became more negatively 

skewed between Tiine 1 and Time 1. indicating that most responses were high. Functional 



Table 2 

Demoora~hic Characteristics of Studv Panici~ants  ( 3 4 4  1 

Variable Frequency Percentaoe 

Gender 
Fema l e 
Male 

Marital Status 
Divorced 
bl arried 
Separated 
Single 
W idowed 

Living Domicile 
Apanment 
House 
Residence 

Religion 
Anglican 
Jewish 
Native 
Protestant 
Roman Cat holic 
Other 

Diagnosis 
Le% THR 
Risht THR 

(continued ) 



ïariable Frequency Percenr age 

k'ears of Education 
0-5 
6-10 
11-12  
16-30 
>2 1 

Ernployment S tatus 
Employed 
Retired 
Unemployed 

Esercise Tolerance 
La-e .hiounts 
Moderate Xniounts 
Srnall .Aniounts 

.Anibulaton/ Status at Tirne 
Independent 
Cane 
Cmtches 
Wal ker 
Wheeic hai r 

Years Living witti Osteoarthritis 
<5 
4-10 
11-15 
>16 

Place of Rehabilitatiori 
Horne 
Home wit l i  honie care services 
Convalescence Home 
Deceased (in hospital) 



self-efficac'. at both tinirs was leptokunic (see Table 3 and Figures 1 and 2)  The 

distribution of scores for paidother seltietfcacy was normally distribured at Time 1 .  but 

becarne neoatively skewed at Tinie 2. indicatinp that a rnajority of the samplc had high 

confidence for con troll in^^ th& paidother self-efficacy symptoms Paim'other self-efficacv 

ar Tirne I showed a platvkunic distribution but then became leptokunic at Time 2 (see 

Table 3 and Figures 3 and 4). 

Perceived 'iurnber of S i i~pons  

Number of supports is somewhat positively skewed at both times stating that 

participants staned out with fiish levels of perceived nurnber of suppons and increased 

sIight1y highsr for Time 3. Number ofsuppons at Time 1 and Time 2 showed a leptokunic 

distribution (see Table 4 and Fiyres 5 and 6). 

LVell-Being 

Distribution of scores was symrnetrical o r  normaily distributed for ph!.sicai well- 

being at botli times. A leptokunic distribution [vas seen for physical well-bein- at Tirne 1 

and became platvkurtic for Tinir 2 (sec Table 5 and Figures 7 and S )  !dental ~i,ell-brins at 

Tirne 2 became negatively skcwd as compared to mental well-being at Timr 1 The 

kurtosis for mental well-being clianged froni piatykunic to leptokunic over t imt  (see 

Table 5 and Figures 9 and 10) 

Reliability and Validity of Study Constructs 

lnternal consistency or reliability was tested using Cronbach's alpha for Timè I 

and Tinie 2. The h i~her  the aiplia coefficient (range 0.0 to 1 .O) the more consistent is the 

scale and the greater the likeliliood that it is tapping an underlving single construct on the 

questionnaire 





Fieure 1 Histogram of Functional Self-Efficacy at Time 1 

Fuiictioiial ScIf-Eficacy at Timc 1 

Fisure 2 .  Histogram of Functional Self-Eficacy at Time 2 

30 - 

Functional Self-EffÏcacy at Time 2 



Figure 3 .  Histogram of PaidOther Self-Efficacy at Time 1 

10 - 

PainIOther Self-Efficacy at Time I 

Figure 4 Histogram of PaidOther Self-Efficacy at Time 2 

PainIOther Self-Efficacy at Time 2 





Fieure 5 .  Histograrn of Number of Supports at Time 1 

12 

Nurnber of Supports at Tirne 1 

Fieure 6 Histograrn of Nurnber of Supports at Time 2 

1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0 9.0 

Number of Supports at Time 2 





Figure 7.  Histogram of Physical Well-Being at Time 1 

Pliysical Wcll-Bcing at Tinic 1 

Figure S. Histoçram of Physical Weli-Beinç at Time 2 

27 5 32.5 37 5 42.5 47 5 52.5 S I 5  

Physical Well-Being at Time 2 



Fipure 9. Histogram of Mental Well-Being at Time 1 

Mental Wcll-Being at Tirne I 

Fieure 1 O. Histogram of Mental Well-Being at Time 2 

Mental Well-Beiiig at Time 2 



For the Anhriris Self-Etficacy Scale. the coefiicients 3 demonsrratrd high intemal 

consistency. ivhich was uniforn~ in nature and ranged from 0.92 to 0.98 isee Table 3 )  This 

was higher than that reponed in a sample of III arthntic patients (Loris et a l .  1989). 

To determine consrmct \.alidity and to ascenain tvhether the subscales are 

relatively specific and unique in rhcir representation. scores of the hnction and pain/other 

subscales at both tirnes were correlated with one another and to the total self-efficacy 

score using Pearson correlation coefficients Correlation coetficients among subscales 

ranged from 34 to 9s resulting in poor to high correlations to the total self-eficacy score 

(see Table 6)  

Internai corisistericy for scores on the nurnber of social supports also demonstrared 

hjgh internai consistency. which \vas iiniform in nature ( 9 s )  (see Table 4 )  This kvas 

similar to previous scores for number of social supports reponed by Sarason et a l  ( 1983 ) 

Reliability estimates for plivsical and mental well-being in this sample dernonstrated 

a poor to modcrate interna1 consistency ran~ing from . Z  to 6 respectively (ser Table 5 )  

These were pcnerall'. lou.er rliari those reponed by M'are et al ( 1995) (phpical = S9 and 

mental = 7 6 )  Constnist ~ d i d i t y  aniong the pliysical and mental subscales of well-being 

ranged froni - 06 to 90 u.hicli are poor to high correlations to the total well-being score 

(see Tabie 7)  

Correlations 

.A Pearson correlation coetticient matris for study. dernographic. and disease statu5 

variables is presrnted iri Table S and addresses the first research question which queries 

the interrelationships. direction (either positive or negative). and the magnitude of the 



Table 6 

kthrit is Self-Etticacy Scaie: Correlations between each Subscale and Total Self E-ficaz 

I - 3 3 4 3 6 Subscale - 

1.  Function-Time 1 6t]** 75** -9** 9 2 * t  65n7 

2 .  Function-Tirne2 38* y()** j j w *  ~ Ï S *  

3 .  Pain/Other-Time l 3 -I L)s** ;y' 

3.  PaidOther-Time 2 -IS*- 9s- 

5. Toral Self-Efticacy-Time t 5-7 %= 

6. Total Self-Efficacy- Time 2 



Table 7 

SF- 12: Health Status Profile Correlations berween each Subscale and Total Weli-Being 

Subscale I - 7 3 4 3 O 
* 

3 .  Physical-Time I 

4. Physicai-Tinie 2 

6 .  Total Well-Being-Time 2 

Note. * * p <  01 
*p < 05 





relationships arnong perceived self-etficacy. perceived social suppon. and parient well- 

being. 

Perceived Sel f-Eficacy 

In examining the interrelationships among study variables at Tirnr 1.  it was shown 

that functional self-eficacy at Time i \vas signiticantly related to painlother self-eficacv at 

Time 1 (r = 7-15. p < 0 1 ). to mental well-being at Time 1 (1 = 3 99. p < 05 ). and to 

physical weli-being at Time 1 (r = 567 .  p < O I ). Paidother self-efficacy at Time 1 

demonstrated a positive and sianifkant relationship to mental well-brins at Time I 

(l = .5SJ. p < O 1 ) and to physical well-being a< Time 1 (1 = 486. p < 0 1 ) .  There were no 

significanr correlations found between the subscales of perceived self-etficacy and number 

of supports Tfiese findings appear to establish a relationship between the prrseiwd self- 

eficacy variable and well-beirig pre-operatively. However t here was no relations hip 

between perceived self-etticacy and number of supports ai Timr I 

Again at Time 2 fùnctional self-eficacy was related to paidother self-etiicacy 

(r = 904. p < O 1 ). to nientai well-being (1 = .5S  1 .  p < O 1 ). and to physical ix.ell-being at 

Time 2 (1 = 46s. p O 1 ). Siniilarly. pairdotlier self-efikacv at Time 1 was sigificantly 

correlated wirh mental well-beinç at Tiine 2 (1 = 646. p < O 1 ) and ~ i t h  physisal well- 

being at Time 2 (1 = 405. p 0 5 )  Tlie fact thar consistent and positively signiticant 

tindinjs were found among tliese variables. both before and after surgery su-zests that the 

constructs ofperceived self-efficacy and well-being ma' be related .As was the case at 

Tinie 1.  the number of supports at Tirne 1 did not correlate significantly with hnctional or 

paidother self-efficacy at Tiiiie 2. 



When painforher perceived self-stficacy was esamined. ir was shou-n that ar Time 

1, paidother perceived self-eflicacy was significantiy related to physical well-being at 

Time 1 (y = -16s. g < O 1 )  but not to mental well-being at Time 2 (_r = 032) While this 

finding seems to indicate that one's pain/other perceived self-efticacy at32sts physical ivell- 

being over the post-operative period. it is not clear whv it is not related to mental well- 

being 

Functional perceived self-eficacy at Time 1 was significant l y and positive1 y related 

to functional perceived self-efficacy at Time I (r = 6S7. p < O 1 ). to pain other self- 

eficacy at Timc 1 (E = 3SO. p < 0 5 )  and to physical well-being at Time i 

(r = 5 2 Q .  p < O 1). but not to mental well-being at Timc 1 This indicates that the 

relationship of perceived self-etlicacv appears to remain relativelu constant over the 

recuperat ive sta-e .As brtore. no relationship was established between number of social 

suppons at Time 1 and Time 2 

Perceived Social S tipport 

Nuniber of supports at Tiine 2 was highly correlated with number of suppons at 

Tirne I (c = 951. p < 0 1 ) The relationships between numbers of suppons at Time 2 and 

mental well-brins at Timr i ( c  = 30 1 )  and Time 7 (c = 192)  are positive. although not 

significant . 

Xo significant relationships were found between number of social suppons at Time 

2 and physical iveIl-being at Tinie 1 Siniilarly. negative correlation values were found 

between number of supports and phvsical well-being at Tirne I (_r = -.096) and at Time 2 

(E = - 09 1 ). Finally. no si-nificaiit relationships were found between number of social 

suppons and perceived self-eflicacy. This suggests that while number of supports may be 



Important fer mental ~i.ell-bcing. not enouoh - evidence is available ro esrablish irs value in 

Mental and P hvsisal LireIl-Beinz 

In addition ro the ab0L.e menrioned correlations with perceived self-eificacy 

mental well-brin- at Time I is significantly correlated with mental well-being at Time 

(1 = 456. E < O 1 ). and me;.:?: 2:ell-being at T h e  1 is positively and si_jnificantly 

correlated wirh both tlnctioiial ( L  = 5 5  1. p < O 1 ) and paini'other perceived self-efticacy 

( r  = 646. p < 0 1 ) ar: Tirne 2 However. mental well-being at both times was pooriy 

correiated with physical wll-beiny at both times 

Physical tvell-being ar Time 1 is moderately sisnificantly correlated to physical 

well-being at Time 2 (r = 480. p i O I ) Ptiysical well-being at Timr 2 is posiri\.el>- and 

significantly relatrd to hnctional ( E  = 457. p < il 1 )  and paiwother I = 46s. p < 0 1 ) 

percsived self-etficacy at Time 1 

In  surnrna?. froin Table S. i t  c m  bz seen that sonir significant relationships were 

obsenmed anion: the j i i b ~ ~ a l ~ s  of the tliree variables. but no clear evidence enirrgrd for 

strong interreiationships anion- the tlirre variables as wholt constructs b e r  Figure I I ) 

Correlations amonr! Deniorzraptiic arid Disease Stat~is Variables 

The demographic and diseasr status variables of age. gender. pre-operative 

tolerance to csercisr. lengt h of Iiospitalization. pre-operative level of rno bility. and level of 

rehabilitation were entered into the correlation marris (see Table S ). There u w e  signiticant 

relationships betwren age and pre-operat ive tolerance to esercise ( E  = - 427. p < 05). 

suggesting as one got older. tolerance to exercise was diminished. There was a significant 

negative correlation between age and level of rehabilitation (1 = - 432. p < 05). indicating 
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thar as people sot older. the! tended to recover in an institution. Pre-operative iolerance 

ro exercise and pre-operative level of niobilit- showed a relationship of 543 (p 0 1 ) 

This suggesrs that those who had a had a high lrvel oftolerance to esercise. were able to 

ambulate wit hout more restrictive devices (e .g  wheelchair). .A positive linear relationship 

was found between length of hospitalization and level of rehabilitation ( r  = 374. p < 05 ) 

reflectins the need for hospitalization for those who are most compromised. 

To answer the second rcsearch question. about the relationships among the 

demographic and disease status variables with perceived self-efficacy. pzrceived social 

support, and well-beina at Time 1 and at Time 2 .  demographic and disease status variables 

were examinrd (set Table S).  I r  \vas found that the disease sratus variables of pre- 

operative tolerance to esercise. lerigh of hospitalization. and pre-operative level of 

mobility were the variables thar correlated significantly most otien with the studv 

constructs For esaniplr. pre-operative tolerance to esercise was positiwly related to 

Time 1 variables of iùnctiorial self-etticacy i E = 33 1. p < 0 1 ). paidothcr self-efiicacy 

(c  = 499. p 0 1 1. nirntal \\dl-being ( y  = 344. p < 05) and to phpical well-brin2 

(1 = 4-17. p O 1 > i t  also correlatrd signiticantly with functional self-efficacy 

(r = 364. p 05) and pai~othcr self-etiiciicy (c = 4 17. p < 05)  at Timr 2 Lrn-h of 

hospitalization \vas positively related to tùnctional self-eficacy (1 = 451. p < 05). 

paidother self-efikacy (_r = 30 .  p < 0 1 )  at Time 7. and ro physical well-being 

( r  = 3 9 3 .  < 0 5 )  at Tinie 1 Pre-operative level of mobility was positively related to 

functional self-etficacy (1 = 4-17. p ; O 1 ). ro paidother self-eflicacy (1 = 49s. p < 0 1 ) 

and physical well-brins (r = 466. p < O 1 ) at Time 1 It  showed significant relationships 

between functional self-efticacy il = 399. p < 0 5 )  and to pairdother self-eficacy 



(1 = 340. p (- 0 5 )  at Tirne 2 

T-tests -\nal>,sis for Difièrencrs in Scores Between Tirne 1 and Tirne 2 

Prelirninap to mu1 tiple regression analvses. paired !-test analysis were performed 

to detect any diftèrences between Time 1 and Time 2 scores f u r  each subscale Functional 

and paidorhrr self-efticacy scores significantly improved at sis weeks post-operatively 

(see Table 9). Scores in number of suppons showed a significant difference between Time 

1 and Time 2. indicatino that rhe number of supports irnproved at sis weeks post- 

operatively (see Table 9) T-tests showed significant diflerences between the tivo tirne 

periods for physical and niental well-being indicatin? that scores for both phssical and 

nientai well-being w r e  better at Time 2 (see Table 9) .  

Multiple Rrgression Analyses 

Multiple regression anal!,ses were conducted for the subssales of perceived self- 

etticacy and w l l - b r i n s .  -4 consrmative approach was used to detenine the unique ef ic ts  

of the predictor variables or1 [lie outcome variable. Based on Pearson correlations. the 

study variables at Tinic: 2. excluding social suppons at Time 7 ( hnctional and painiother 

percrived seltietficacy physical and niental well-being) were rntered separatel! as 

dependen t variables and the Tirne 1 variables plus selected deniographic aiid disrase status 

L-ariables (prc-operative Iwel of rnobilitv. pre-operative lrvel of esersise. and length of 

hospitalization) \r.ere entered as indrprndent variables. .A backwards regression equarion 

rnethod was used ro enter al! variables siniultaneouslv and those that failed to contribute to 

the regression niodel were deleted Given the small saniple size. the number of predictors 

entered into each equation was kept to a minimum. Keeping the three demographic and 

disease status variables and the score for the Time 1 dependent variable in the mode]. 





predictors that added the least variance to the model were sequentially eliminared fiom the 

mode!. The results of the regression analyses are presented in Tables 10. 1 I . 12. and 1 -: 

Perceived SeIf-E ficacy 

Predicting Functional Self-Efficacy 

The third resrarch question asked which variables (social suppon at Time 1 .  w l l -  

being at Time 1. etfects of relevant demographic and disease status variables. and 

perceived self-etficacy ar Time 1 ) predicted perceived self-eficacv at Time ? This 

question was answered in two pans ( 1 ) predicting functional self-efficacy at Time 2. and 

(3) predicting painiother self-efficacy at Time 2. With tùnctional perceived self-efficacy 35 

the dependent variable. the regession analvsis showed that the hl1 model accounted for 

6j?b of variance IR:= 6-16. p < 0 5 )  and with the elimination of paidother self-eficacy zi 

Time I .  number of social supports at Timr 1. phvsical well-being at Tirne 1 .  and mental 

well-being the variance is reducrd to 5% (8: = 5-13. p < 05)  (see Table 10) To 

determine the proponiori of variance due to the predictors that xere significant. a 

backwards regression analysis was re-analvzed Subt ract in- r he R-squared of i he 

significant predicror tioni the  R-squarrd of the hl1 modrl gave tliis persentase Findingj 

show that irn-th ot'liospitalization accounted for 7?,,h and tiincrional self-eficacy at Tirne 1 

accountrd for 1 SO,b of the variarice in predicting functional self-efficacy at Time 2 This 

suggests rhat the longer the Irngth of hospitalization. the more contident one is for their 

functional self-eficacy Perhaps. this is done through instrumental and emotional suppon 

provided by health care professionals Those with high tùncrional self-eflicacy at Time I 

maintained or improved their level of functional self-efiicacy at Time 2. 



Table t O 

Rtxression Coetficicnt .bal\-sis for Predictine Functional Self-Efficac~ at Tirne I cn = 34) 

Full Mode1 Reduced Mode1 

Predictor B - P 1 - B P 1 

Pre-operat ive tolerance 
to esercise -3+ol  - 02 - i j  

L s n g h  of 
hospitalization ( days) si) jj 21) 2. ~ ï *  

Self-Etticacy 
(hnction - TI ) 

Social Suppon 
iNo of supports - T 1 ) I O ~ I  zo 1 51) 

Well-Bring 
(mental - T 1 ) 

Sote < 0 5  
R' for hl1 niodrl = O 65 
R' For reduced iiiodrl = O 5 5 



Predicting Painlot hrr Self-Efticacv 

To ansiver the second pan of the third research question regarding which 

variables (social suppon at Tirne 1. well-being at Tinie 1. eff'ects of relevant dernographic 

and disease status variables. and perceived paidother self-efficacy at Time 1 ) predicted 

perceived paidother perceived self-effïcacy at Tirne 2 I t  was found that wîth ail predictors 

included in the îüll model for the prediction of paidother self-efficacy at Tirne 1. the total 

variance was 64% (&'= 64 1. p < 0 5 )  and dropped ro 6 1 ° o  i ~ '  = 606. p < 05)  rhrough 

the elimination of physical and mental IL-dl-beins at Time 7 lsee Table I 1 ) Funcrional self- 

efficacy at Tinie 1 contributed 9?/0. lengtli of hospitalization contributed 12%. and number 

of supports at Timr I contributed 9% in predicring paidother self-efficacy ar Tirne 2.  

When fiinciionai self-etficacl; at Tinie I and nurnber of suppons at Tinie 1 are also 

eliminared froni the rrducçd model. lea\*ing pre-operative lei-el of rnobilitl.. pre-operative 

tolerance to e'tercise. length of Iiospitaiization. and paidother self-etficacy at Tinie 1. the 

~ ' d r o ~ s  to 39% (p 05). witli functional self-eficacy at Tinic 1 and number of supports - 

at Time 1 accountins h r  22% (g  < 05) ofthe variance in predictinc - paidother seif- 

efficacy at Time 2 This suggests tliar those wlio have high funcrional sel f-etficac!. at Tinie 

1 and high levels of perceiveci number of social suppons will have greater confidence for 

painiother self-eficacy at Timr 2 than those who initially staned out rvith low functional 

self-efiicacy. The findings also indicate that those who tiare longer hospitalizations will 

feel more confident abolit nianagin2 their pairdotlier symptoms. 

Social Support 

The founh research question which queried which variables predicted social 

suppon. cannot be answered because a tme measure of the social suppon constmct would 



Table 1 1  

Regression Coefticient .bd\s is  for Prcdictinr PaidOthrr Self-Efficacv 3t Timc 2 f n  = 34) 

Full Ylodel Reduced 1 lodel 

Predictor - B P t B - P 

Pre-operat ive level 
of mobilitv 

Length of 
hospitalization (davs) 

Self-Efficacy 
(paiw'other - TI ) 

Social Suppon 
( N o .  of supports - T 1 ) 

Well-Being 
(phvsical - Tl I 

Well-Being 
(mental - TI ) 

4 i l  

2 5 . 0 6  

- - 
: ? S-l 

i I 

- 2') 

29 s-l 

7 SS 

' A  1 

Note. *p < 05 
R' for fiill mode1 = 6 4  
R' for rcdiicrd itiodel = 6 1 



not be retlected. given that sarisfacrion with supports. was eliminated from analyses Ir did 

not seem appropriate to predict jusr the perception of number supports that might be 

available at Time 2 .  

Well-Eking 

For the tif ih research question. which concerns the variables that predict w l l -  

being. separate multiple regressions were conducted for physical and mental well-being ar 

Time 3. 

Predictine Physical U'eII-Beinrr 

With the elimination of functional self-eflicacy at Time 1. numbrr of supports at 

Time I .  and mental well-being at Time I .  the R~ for the FiII rnodel decreased to 37 % 

(p < I O ) .  The equation shows that physical well-being at Tirne 2 is predicred bu the 

deniograp hic and disease status variables. painiot lier self-eficacy at Time 1. and p hysical 

well-beins at Time 1 (see Table 12) This shows that as those with hich - confidence to 

manage their pairii'otlier symptoms ai Tirne I most likcly felt physically well afier surgr? 

Predictinc Mental U'ell-Beinc 

In the niultiplr rrgression to predict mental wrll-being at Time 2. the R' decreassd 

from 620 in the kif1 niudel to 400 ( p < 05 1 in the reduced model. ivith the elimination of 

hnctional self-efiicricy at Tinir 1. number of supports at Time 1. and physical well-beinp 

at Tinie I This indicates that 40 ' 0  (p c 05) of the variance in mental well-being at Time 

1 is esplained bp the demoy-apliic and disease status variables. paidother self-eficacy ar 

Tinie 1 and by inenta1 ivell-king at Tinie I (see Table 13). 

Wiiat was suspicious. thougti. was that paidother self-eficacp at Time 1 producrd 

significant negative value (B = - 02. p < -05). despite a positive significant. zero order 



Table 13 

Rsqression Coefiictent .hal\sis h r  Prcdiccino Ph\sicril \Veil-Bcinc cit Tinie 2 In = 34) 

Full \Iode1 Reduced Model 

Predictor - B P - B P t 

Pre-operat ive tolerance 
to esercise - - 

2 - 3 4  - 1 0  - , >  

Length of 
hospitaiization (days) -. 7 5 -- 7 5  I 44 

Self-Efiicacy 
(fiincrion - T 1 ) O 1 10 -7 CI 

Sel f-Eflicacy 
(pairdot lier - T 1 ) O! Lj . ' - 1.21- 

Social Suppon 
(No  of supports - TI ) 1 7  117 2i I 

Well-Being 
(physical - T 1 )  

Well-Being 
(mental - T 1 ) 0 - 1 0  -4s 

- - 

Note. -?< . I  O 
R' tor hl/ mode1 = 3s 
R' for reduced niodel = 3 7  



Table 13 

Rzgrsssion Cot.fficit.nr Ancil\.sis for Predictin~ >Ièntal \VslI-Beine cit Tirne 2 ( n  = 3-11 

Fu11 Nodel Reduced 1 lodel 

Predictor - B P - B P I 

Pre-operat ive leel  
of mobility 

Pre-operative tolerance 
to esercise 

L e n s h  of 
hospitalizat ion (days) 

Self-Eficacy 
(paido t her - T 1 ) 

Social Suppon 
(No. of supports - T I ) 

Well-Bsing 
(physical - T 1 ) 

Well-Being 
(mental - T 1 ) 

Note *p ' 05 
R: for hll niodel = 67 
R' for rcduced itiodrl = 40 



What was juspicious. though. ivas that painiothcr self-efiicacy at Time I prodused 

a significant negativs \Aue iB = - 03. p < OS). despite a positive signiticant. zero order 

correlation. betwtrn pairvother self-etficac); and mental ivell-brino - at Time i 

( c  = jS.1. p 0 1 ) This neyative valtis indicates that hi-h Isvels ofpain'other perceived 

self-efiicacy prcdictcd a decrsase in iiiciital iiealth at Tiriie 2 alier conrrolling for the other 

variables in the rqiiation This contrasts ivitli studirs that haiee s h o w  that anhritic patients 

who are esperirnciiig chronic pain tend ro have low levelj of mental ivell-being ( e  g 

depression and ansiets) (Due=las et al . 1994: Goodenow et al . 1990) .A possible 

explanation for this neyativr relationsliip is perhaps this is a statistical anifact n i t h  no reai 

result becaiise prrcrived painlot lier self-etficacy at Tiiiie 1 accvunted for the meaninghl 

variance in prsdicting iriental \vell-btsing at Tinie 2 and n-hat is lek over is error 

The strrngth of intrrrrlationships between perceived self-eIticacy and ~rell-being 

suzzest that painmtwr ptrsriwd self-eilicacy \\-as a good predictor for physical well- 

being Number ot'wcial suppons \vas found to prrdict pain:other selCeificacv at Time 2 

but because iiiiniber of scicial supports i t  as rio t a t rue rneasurr: of the social support 

construct iii ttiis scudy. its role as a predictor stioiild be takeri uith caution. 

To siirniiiarizr the rsgressioii arialyses. fiinaional scltlrtiicacy at Tinie I \\as a 

sianiticant prcdicior for paiivother self-rtlicacy at Timr 1 Pairuorher self-etricacy at Timr 

1 \vas a significant predictor for pliysical well-being and significant negative predictor for 

mental well-beiiig at Tiiiir 2 Siiiribtx ofsiippons n t  Time I iras a signiticant predictor tor 

paidother self-efticac!. at Tinir 2. (sre Figure 12) 



Figure 12 Surnrnan; of Regession Analyses 

Time 1 Tirne 2 

Perceived Sel f-Etticacy 

Perceived Social Support 

Function Function 

PainiO t her - , PainrOther 

50 of Supports 50 of Suppons 
i 

P hysical P hysicai 
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Discussion 

This study investigated the relationships among percrived self-etiicacy, perceived 

social support and well-being dunng the immediate post-opera~ive stage in patients 

undergoing hip surgery. While 1-tests results showed significant increases at Time 2 for 

self-efficacv. number of social supports. and well-being. multiple regresjion analyses did 

not reveal strong interrelationships among the variables as was antîcipated However, 

some evidence ivas found to support rnoderate and significant relationships as descnbed in 

the foilowins discussion. 

Perceived Self-Eficacy 

Overall. a positive linear relationship was found between functional self-efiicacy 2: 

Time 1 and pain/other self-etticacy at Tirne 2. That is. participants who u-ere morc 

confident about controlling their pain and other factors for their disease. were more 

confident prospectively about tlieir hnctional capacity Studies reviewed (Barlow et al . 

1997; O'Leac. er al . 19SS: Taal. Johannes. Rasker. Envin. Seydel. Wei-man. 1993). 

suggested that iiinctional. pain. and other self-eficacv improves afier a teaching 

intemention is $en. Sorne argue that the timing of resting is critical. This study compared 

self-eficacy scores at a sis-week interval and this time frarne appears to be acceptable. 

since Gonner and Jenkins ( 1990) found significant results at eight weeks post-operative1)- 

in a group of cardiac patients. However. they do go on to say that self-eficacy in the 

recovering surgical - croup needs to be measured early in the recovery trajectoy. as 

efficacy expectations are quite dynamic during this period (Gonner & Jenkins. 1990). 



Painiother self-efiicacy at Time 2 was significantl?. predictcd ( p  < O 5  j b ~ ,  

funcrional self-rficacy at Time 1 The findings indicate that having a high funcrionai self- 

eficacy predicts self-confidence in controlling paidother factors Similarly. Laborde and 

Powers ( 19S5) concluded that individuals who had a high functional self-efficacv also 

reponed high levels of well-being. 

Perceh-ed Social Support 

Satisfaction wirh supports was omitted from the study because of no variance 

therefore. number of supports was used for analvses Number of supports and functional 

self-rtficasy at Tinie I accounted for 6 I0,/o (p < 05)  of the variance in predicting 

padother perceivrd self-eflicacy at Time 7 when other variables were held constant in the 

multiple regression analysis In this prediction. number of suppons accounted for the leasi 

amount of variance. juggesting that for this sample. number of supports is limited in 

predicrins one's confidence about pain control. In the correlation matrix. number of 

supports was significantly and nesatively related to age (Tirne 1 c = -0 506. p < 0 1 .  

Time 2 1 = -O 43 1. p < 05). indicatina that as age increased. supports decreased This 

raises the question as to whether lack of social suppons in the elderly will nrgativel!. afi'sst 

pain/ot her self-etticacy Social suppon was not correlated siçnificantly \vit h Time I or 

Time 2. and no other associations were found for this construct 

Xlthough this study failed to denionstrate strong findings for social suppon. thrre 

is some literature suppon in the surgical contest Krause ( 19S7) esamined whether social 

suppon butiers tlie impact of life stress by bolstering perceived self-rfficacv in older 

adults. The results indicated that there is a threshold for the eKects of social support 

Bevond a certain point. increased assistance from other serves to erode perceived seif- 



efficacy Curnrnings. Kelsey. Sevitt. and O'Doivd ( 1985 ) reponed a positke association 

between the number ofrnembers in older hip fracture patients- social netwxk and higher 

recovery levels as measured by their ability to tùnction lvith activities of dail! living 

In contrast. other studies have s h o w  rhat social support ha5 not been directly 

associated with pain outcornes EAècts between number of supports and satisfaction \\mith 

supports in relation to pain are inconsistent (Cohen. l9SS) Goodenotv et al i 1990) 

reported that in chronically il1 populations. the presence of fiiends and hrn i ly  is not an 

important aspect of social suppon. Sorne social contacts are clearly necessa? for suppon 

to work. but the number of relationships or frequencv of contacts makes litrlr diference 

.A number of rasons for the inconsistencies have been ofered. First. there is a concern 

about the lack of conceptual specificity and deficits in social suppon nieasurenients 

(Schwarzer & Leppin. 199 1 ) Duncan and .\.lcAuley ( 1993) irnplied that the type of social 

suppon needs to be tailored to tlie individual and the circumstanccs surrounding him her. 

therefore making it domain specific Ttiere is also a vie\\- that social suppon has a negativs 

side to social inreraction The receipt of social suppon. especially from kin. ma' have 

detrimental consequences for t lie ivell-brin- of older adults (U-allston et al . 1 OS3 ) 

In spite of tlie niised results. perceived qualit' ofsupport is tlioughr to be a biitiSr 

against social and psycliological dvsfunction in the presence of physical distrrss. but 

assessing quality of social suppon is ditticult. Concrrn is also raised about the. type of 

suppon (emotional or instmniental) and the lack of instruments to measure number and 

satisfaction of supports ( Sarason. Sliearin. Pirrcs. & Sarason. I9S7: Wallston et ai.. 1 9 S 3  

In short. while thrre is preliminary evidence on the independence of perceived social 



support as well as the relationship of perceked self-eficacp and patienr well-beins in orher 

populations. it is difticult to rneasure the construct. 

In the current study. the presence of the investi~ator dunng the complerion of the 

questionnaire. the maIl sample size. lack of speciticitv of the construct of social jupp0i-t. 

and limitations associated with senerai satisfaction scales for social suppon may account 

for such results ( Ganster. Fusiliers. R: .\layes. 1 986: Harrison R: S hafer. 1994) Findingj 

of an upward bias of ratings in the satisfaction wit h the number of suppom subscalr waz 

found at Time I and Time 2 .  It is likely that a larger sample would have providcd a greattr 

range of responsrs Qualitative data niight also help to clan- the meanings of rhese 

tindin~s. On the other hand. high satisfaction ratings niay be valid since social support mzy 

not be reduced in this sti~dy situation. considering that THR surse- is elective. al1 patienii 

receive pre-operative teaching. assessnicnt of needs. and rehabiiitation over the operative 

and post-operative phase. in  iiiany cases. families may be engazcd to provide esrra 

support for this tinie. 

Well-Being 

Mental well-bsing ar Tirne I and paidother perceived self-eficacv at Time 1 

(negative relationship) were significant prcdictors for the outconie variable of mental w l l -  

being at Tiine 2 when deniogapliic and disease variable were held constant. One would 

expect a positive linear relationship berween perceived paidother self-erilcacy and mental 

well-being, but this finding sugsests thar as paidother self-efficacy became higher. perhapj 

mental well-brin- decreased Since this finding could be a result of a staristical anifact. i r  

is not warranted for healtli care providrrs to predict positive outcomes from those with 

low scores pre-operatively In contrast. Hawley ( 1995) found that psycho-educational 



inten-entions tend ro improve pairuothrr self-efficacy scores resulting in a decreasr in 

depressive svmptorns and ansiet!. and ( Bastone & Kerns. 1995 found a srrong sense of 

efficacy to manage pain. which ma? predict use of pain medication during recovery fiom 

coronary arten. surgery 

Painiother self-eficacy \vas a significant variable (p  < 1 O) in predicting physical 

well-beiny atirr pre-operative levcl of mobiiity. pre-operative tolerance to esrrcise. lengrh 

of hospitalization. and physical wAl-being at Time I were controllcd for and included in 

the mode1 Altrnaier et al ( 1993 ) found that perceived etlicacy to override pain not only 

reduced intensity of pain in patients sutferin, from degenerative disc disease. but also 

increased physical functioning as nieasured by tmnk strength. range of motion. and flexion 

extension mo\.ements in thess patients 

As witli the social silppon constnict. howsver. difiiculties rvith definin? and 

rneasuring wll-bein~ atfect t tic qtiality of research tindings W hile t here are nunierous 

instruments to rneasure well-briiig or what the investi-ator may cal1 it ( e  g qualit? oflife). 

most are too grneral arid iinnble to clicit a valid and reliable measurz of the constnict 

(Simon et al .199S) .As illusrrated b? Schotield and blishra ( 199s). the shon version of the 

SF-36 was able to discriniinare rsliably between pliysical and mental health. the long 

version was a niore precise iticasurrnirnr Tliat is thev are not domain specitic nor they do 

not capture the essence of the situation .Also. it is difficult to choose the most appropriare 

tool since it is important tliat the questions asked do no< overlap with other questions on 

any other instruments used in the study 



Deniograp hic and Disease S tatus Variables 

Whils the deniographic and diseasr status variables of prt-operative tolerancr ta 

rsercise. length of hospitalization. and pre-operarive level of rnobility accounted for î 

substantial ponion of the correlations amons the stud'; constructs. on& one study 

examined prr-operative level of mobility in women on post-operative outcornes (Robert0 

& Banmann. 1993) hlobility was measured in t ems  ofphysical hnctioning using the 

Activities of Daily Living ratiiig scale Prior physical functioning was the stronyest 

predictor of posr-operat ive recovery The- do sav that additional contributions of 

psychosocial variables such as a strong sense of personal control and a social suppon 

network should not be overlooked 

Demogrnphic variables sucli a s  educational levri. religion. age. and gender have 

been usrd in previous rrsearch. but tliere sreiiis ro bs a wakness wirh prsiious studirs as 

few have esaniined the etfrcts of variables sucli as pre-operative tolerancr tu esercise and 

lengh of hospitalization oii perceived self-efficacv. percrived social suppon. and uell- 

being This is a pi-obleiii if. as tliis study indicates. such variables are important predictors 

of outcornes undei- stuc& One srudy (Ries et al . 1995 ) did show t t i a t  self-eriicacy 1% as 

improved as a result of a pre-operative esercise program Further studies that include 

these factors as independent variables are necessary For the purposes of this study. it \vas 

klt that because pre-operative tolerance to esercise. Isrigtli of hospitalization. and prs- 

operative level of mobility were strongly correlatrd. the? sliould be ésplored hrther in the 

multiple regession analyses 

The rrgrrssion analyses revraled lengtli of hospitalization to be a siyificant 

predictor for perceived hnctional self-eficacy and perceived paidother self-eficacy This 



may have somc clinical signiticance. suggesting that those rvho stay for longer penods of 

time in the hospiral tend to have a strong sense of confidence for their O;\ funcrion. pain. 

and orher symptorns IVith shonenrd hospital stays. the self-efficacy of 0.4 patients ma! 

be jeopardized and so health care workers need ro tind methods to enhance prrceived seif- 

eficacy in the 0.4 population undergoing THR surgr? or to involve support spstems 

actively so the!. can bolster a patient3 perceived self-efficacv 

Overall. while t lis studv yielded usefiil information about some interrelationships 

among factors that atiect hip surgery patients. it did not provide strong evidence for 

interrelationships among the study variables. This ma)- be due. panlv. to the scope of th i j  

study. including smnll sample size. u.hicli lirnits its seneralizeabiiiry Instrumentation ma!. 

be a major irnptdinient to the study findings. given the literat~ire on difficulties 

encountered lvith the concepts of social support and well-being 

This study c m .  horvever. sen-e as a staning point for hture research in this area 

Directions for research iiicludc longitudinal jtudies to drterminr changes in the srudy 

variables over time. ilsr of qualitative nietliods to enhaiicr undersrandino of patients' 

perceptions about social support and rvell-beins. usins more objective means to measure 

the construct (eg iiirasuriry distance of wlking as opposed to stating that 1 can walk a 

certain distance) and otlier tiralth status variables. such as severity of illness tools which 

could srrenghen the rrliabiiity and validity of tindings The development and testing of 

tools that are domaiii specific to nieasure social suppon and well-being in rhis contesi 

could also serve to b r  benefiçial Ln replicating this study. consideration should be çiven to 

adding a qualitative cumponent to this study in order to gain better insight into reasons for 

panicular responses. 



Even though some inconsistenciss have been found in this study when compared ro 

the litsrature. for esample. betwen physical and mentai well-beins ('Cassileth et al.. 19S-1. 

Counte et al.. 1%; ). zero order correlations show sorne linkages with empirical literarurc 

For example. pre-operative tolrrance to esercise kvas positively correlared with perceived 

with physical and mental well-being at botli rimes. This is consistent with studirs that have 

shou-n positi\*r relationships betweeii exercise and well-beins (Taylor et al.. i3S5: Vidmar 

Rr Rubinson. I39-I. Zimmer et al . 1995). 

Siniilad-. prc-operative level of rnobilitv was associated with perceived iùnctional 

and painiothrr self-eficacv pre-operatively and post-operatively and with phvsical well- 

being post-operatively as \vas also demonstrated in Robeno and Banmann's ( 1993) study 

Length of hospitalizarion u s  found to be associated ~vith functional and pain~other self- 

efiicacy at both rinies. whicli is siniilar to findinps of Kurlowicz ( 199s). Assuming that 

tliere mal; be corisidrrable variation iii hnctioning and well-being of 0.4 patients. there is 

reason to belirvr tliat funher researcli of pre-operative tolerance to exercise. prr-operative 

level ofmobilir!-. and Iriiyth of hospitalization is necessary (Stewart. Greenfield, tlays. 

Wells. Rogers. Berry. \lcG1>.nri. & \\?ire. 19S9) to assess their contribution to self- 

efiicacv and \dl-being. 

ln  genrral. niore i-diable and valid information is needed to provide direction to 

care givers. panicularly riurses who are involved in promoting coping skills of 0.4 patients 

undergoing T H R  surgr- .As an esample. additional research is warranted to estend work 

initiated by Holmari and Loris ( 1992) \\-ho rsainined the etfect of self-mana, irement 

interventions. such as pain control or1 self-e5cacy Variables such as those addressed in 



this study could add to pre-esisting knowledge which can result in the dcvelopment of 

cornprehensive models to p i d e  research and practice 
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Self-efficacy pain su bscale 
In the followinc - questions. we'd like to knom how your anhritis pain affects you. For each 
of the following questions. please circle the number which corresponds to  your cenainty 
that you can now pertbrrn the following tasks. 

1 .  How certain are vou that you can decrease your pain quite a bit? 

1 1 1 1 I I 1 1 1 I 
1 O 20 30 40 50 60 70 SO 90 1 O0 
Very kloderately Ven.  
Uncenain Uncertain Certain 

7 - .  How cenain are ?ou that y o ~ i  can continue most of  vour daily acrivities'? 

- - - 

1 1 1 I 1 [ 1 1 1 t 
10 30 30 40 50 60 70 SO 90 1 O0 
Very Moderatel? C'en. 
Uncertain Uncertain Certain 

-8 

J. How certain are yoii rliat yoii c m  keep arthritis pain froni interfering with your 
sleep'' 

I 1 I I 1 1 1 1 1 1 
1 O 20 30 40 50 60 70 SO 90 1 O0 

VeV Moderarely C'en, 
Uncertain Uncertain Certain 



4 How cenain are ?ou that ?ou can make a small to moderate reduction in vour 
anhntis pain by using methods other than takinp extra medicarion'' 

1 1 1 I 1 1 t 1 1 1 
10 30 30 30 50 60 70 50 90 1 O0 
Very kf oderatei y t'en. 
L'ncertain Cncertain Certain 

5 How cenain are ?ou that ?ou can make a large reduction in your anhritis pain by 
using merhods other than taking medication.? 

- -- 

t 1 1 1 1 1 1 1 1 1 
1 O 20 30 40 50 60 70 SO 90 1 O0 
C'ery Moderately Ve ry 
Encenain Uncenain Certain 

Self-eff~cacy fuiiction su bscde 
ive would like to know how confident ?ou are in performins certain dailv activities. For 
each of the  follotving questions. please circle the number n-hich corresponds to your 
cenainty that you can perforni the tasks as of tiow. without assistive devices or help from 
another person Please consider what vou routinelv can do. not what would require a 
single extraordina- etTon. 
AS OF NOW. HOW CERTAIX .ARE l 'OU THAT YOU C - L i :  

6 .  Walk 100 ket on tlat ground in 20 seconds? 

t 1 1 1 1 1 1 I 1 1 
10 30 3 O 40 CO 60 70 80 30 1 O0 
Very Moderatel? Very 
Lincertain Uncertain Certain 

7 .  Walk 10 steps downstairs in 7 seconds'? 

- 

1 1 1 1 1 1 1 t I 1 
10 30 30 40 50 60 70 80 90 1 O0 
Very 1 loderately Very 
Lrncertai n Uncertain Certain 



S .  Ger out of an armiess chair quickly. without using your hands for support'? 

1 1 1 1 I 1 I 1 1 1 
1 O 10 30 40 50 60 70 80 30 100 
Very Moderately Cpt- 
Uncenain Cncenain Certain 

9. Button and unbutton 3 medium-size buttons in a row in 12 seconds'? 

1 1 1 I I 1 I 1 1 I 
10 30 30 40 50 60 70 SO 90 1 00 
Very Moderately Very 
Uncenain Cncertain Certain 

10. Cut 2 bite size pieces ofrneat w i t h  a knife and fork in S seconds? 

1 1 I 1 1 1 I I I 1 
1 O 20 30 40 50 60 70 SO 90 1 O0 
Very ModerateIy \:en; 
Uncertain Uncenain Certain 

1 1 .  Turn an outdoor tàucet al1 the way on and al1 the wav otl? 

I t i 1 I 1 1 1 1 1 
1 O 20 30 4 O 50 60 70 SO 90 1 O0 
Ve- Moderat el y Very 
Uncertain Uncenain Certain 

12. Scratch your upper back wi th  both your right and l e f i  hands7 

1 1 1 1 1 I I t I I 
1 O 20 30 40 50 60 70 SO 90 I O0 
Very kt oderately Very 
Uncertai n Uncenain Cenain 



13. Ger in and out of the passenger side of a car without assistance from another 
person and without physical aids'l 

- - - 

1 1 1 1 1 1 1 1 1 1 
10 20 30 40 50 60 70 80 90 1 O0 
Very kloderately Vep 
Uncertain Lrncenain Certain 

II. Put on a long sleeve front opening shirt or blouse (without buttoning) in S 
 second^'^ 

I 1 1 1 1 I 1 1 1 1 
10 30 30 40 50 60 70 80 90 1 O0 
Very Moderatel y Very 
Uncertain thcertain Certain 

Self-efficacy and other syrnpionis subscale 
In the following questions. we'd like to know how you feel about your ability to control 
your anhritis. For each of the foilowing questions. please circle the number which 
corresponds to the certainty that you can riow perform the following acrivities or taskj 

i 5 How certain are !-ou thar -ou can control your fatigue'? 

1 1 1 I I t 1 t 1 1 
1 O 20 30 40 50 60 70 SO 90 1 O0 
Very Moderatel y Yen. 
Uncenain Uncertain Certain 

16. How certain are you that you can reguiate your activity so as to be active withour 
aggravaring your arthrit is? 

1 I 1 1 I 1 I 1 1 t 
1 O 20 30 40 50 60 70 80 90 1 O0 
V e y  Moderately Ve? 
Uncertain Uncenain Certain 



17 How cenain are you that ?ou can do sornerhin_n to help yourself feel better if ?ou 
are feeling blue'' 

- 

1 I 1 1 1 1 1 1 1 I 
10 20 30 40 50 60 70 SO 90 1 O0 
Very .lloderatelÿ V e n  
Uncertain Uncertain Certain 

1 S. .As compared with other people with anhriris like yours. how cenain are you that 
you can manage anhritis pain during your daily activities? 

1 1 1 I I 1 1 1 I 1 
1 O 20 30 40 50 60 ?O SO 90 1 O0 
Very Moderateiy Very 
Uncertain Encertain Certain 

19. How cenain are you that ?ou c m  manage your arthritis symptoms so rhar you can 
do the thinss you enjoy doing'? 

I 1 t I i 1 1 1 1 1 
1 O 10 30 10 50 60 79 SO 90 1 O0 
Very Moderately V e q  
Lincertain Uncertain Certain 

20. How certain are ?ou that yoii cm deal with the fnistrations ofanhritis'' 

L I 1 1 1 1 1 1 1 1 
1 O 30 30 40 50 60 70 SO 90 1 O0 
Very Moderately Ve y 
Uncertain Uncenain Certain 



-4ppendi.u B 

SOCLAL SUPPORT QUESTIONN.4IRE (SSQ) 

The following questions asks about people in your environment who provide ?ou with 
help or support. Each question has two pans. For the tirst pan. list al1 the people you 
know. escludinj yourself. whom -ou can count on for help or support in the manner 
describeci. Give the person's initiais and their relarionship to you For the second pan. 
circle how satisfied you are with the overall support you have. If you have no support for 
a question, check the words "No one." but still rate vour level of satisfaction. Do not list 
more than nine persons per question. 

EXAMPLE: 

Who do you know whom yoii can rmst with information that could get you in trouble" 

No one 1 ) T.X. (brother) 4) T.N, (tàther) 7 )  
2) L M .  (friend) 5) L.M. (employer) S) 
3) R.S. (firiend) 6 )  9 )  

How satisfied? 

6-very F-fairly J-a little 3-a little 2-tàirly I -very 
satistied satistïed satisfied dissatistied dissatisfied dissatistied 

QUESTIONS: 

1.  Whom can you reallp count on to listen to you when you need to talk" 

No one 1 )  
2 )  
3 )  

How satisfied'' 

6-very 5-fairlp J-a little 3-a little ?-fair1 y I -veq 
satisfied satisfied satisfied dissatisfied dissatistied dissatistied 



Whom can ?ou really count on to help if a person whom >.ou thought \vas a sood 
f ~ e n d  insulted vou and told !ou that he/she didn't want to see ?ou again.' 

No one 

How satistied? 

6-very 5-fairly 4-a Iittle 3-a l i t tk 2-hirly 1 -very 
satisfied satisiied satisfied dissatistied dissatisfied dissatistied 

30 one 

Whose lives do !ou feel that vou are an important pan of? 

How satistied'l 

6-very 5-fairly 4-a little 3-a littte 3 -fairlu I -cren 
satisfied satistied satisfied dissatistied dissatisfied dissatistied 

4 Whom do you tèel would help you ifyou were married and just separated tiom 
vour spouss'' 

No one 

6-very 5-fairly 4-a Iittle 3-a little '>-fair1 y I -very 
satisfied sat istied satistied dissatistied dissatisfied dissatisfied 



5 .  Whom could you really count on to help ?ou out in a crisis situation. even though 
they would have to go out of their way to do so'' 

How satisfied'? 

6-very 5-faid' -!-a littIe 3-a little 2-fairly I -ven 
sat istied satisfied sat istied dissatistied dissatisfred dissatisfied 

6 .  Whom cotild vou talk witli franklv. without having to watch what !ou sa?" 

How satistied? 

6-very 5-fairly 4-a litde 3-a littie 2-tàirlv I -ver), 
satisfied satistied satistied dissatistied dissaristied dissatistied 

7 .  Who hrlps you fer1 that ?ou rmly have something positive to contribute to others' 

How sat isfied'' 

6-very Wairly 4-a little 3-a Iittie X a i r l y  1 +en; 
satisfied satistied sat isfied dissatistied dissatisfied dissatistied 



'Io one 

Whom can pou really count on to distract pou from your womes when !ou feel 
under stress'? 

How satisfied" 

6-very i-îàirly 4-a little 3-a little ?-fair1 y 1 -vep; 
satisfied jatistied satisfied dissatisfied dissatistied dissatisfied 

9.  Whom can ?ou reallv counr on to be dependable when !ou need help.? 

No one 

How satisfied? 

6-very 5-fairlv 4-a Iittle 3-a little 2-tàirly l -\.en 
satisfied satistied satistied dissatistied dissatisfied dissatistied 

10. Whom could you really count on to help you out iiyou had just been tired from 
your job or espelled froni school? 

How satisfied? 

6-very 5-îàirly 4-a little 3-a little 3-tàirly I +en; 
satisfied satistied satistied dissatistkd dissatistied dissatisfied 



1 1. With whom can ).ou totally be yourselP 

' i o  one 1 )  

6-very 5-fairly 4-a little 3-a little 2-fairiy 1 -ve? 
satisfied sat istied satistied dissatisfied dissatistied dissatistied 

12. Whom do y011 tèrl realiy appreciates vou as a person' 

No  one 

How satisfied') 

6-very 5-tàirly 4-a little 3-a little 2-fairlv I -venV 
sa? isiied satistied satisfied dissatistied dissatisfied dissatistied 

13. Whoni c m  you really count on to givc you usehl susgestions that help y011 avoid 
making mistakes" 

6-very 5-tàirly 4-a Iittle 3-a little 2-fairlv I -very 
satisfied satisfied satisîïed dissatistied dissatisiied dissatistied 



14. Whom can !ou count on to listen openly and uncriticaIly to your innermosr 
feelings" 

6-ven, 5-fairfy 4-a lirtle ;-a i i t tk  2-tàtrly 1 -very 
satistied satistied satistied dissatistied dissatisfied dissatistied 

1 5  Who will cornfon !ou when ?ou nerd it by holding you in their arms' 

No one 1 )  

6-very 5-hirly +a littic 3-a lirtie Xair lv I -yen. 
satisfied jar istied satistied dissatistled dissatistied dissatistied 

16 Whoni do y011 feel would lielp if a good tiirnd of yours had been in a car accident 
and i L . a j  hospitalized in ssrio~is condition" 

H o u  satisîied" 

6-very 5-tàirly 4-a iittle 3-a littie 2-fairly l -vep  
satisîkd satistied satistied dissatistied dissatisfied dissatistied 



17. Whom can '.ou really count on to help !ou fez1 more relaxed when ?ou are und t r  
pressure or t ense'' 

SO one 1 > 
3 )  
3 

How satisfied'? 

6-ven: 5-fairly 4-a little 3-a little 2-fairlv 1 - v e n  
satisfied sat istied satisfied dissatistied dissatistied dissatistied 

1s. Whom do pou feei would hrlp if a famil? member very close to -ou died'' 

No one 1 )  

6-very 5-îàirly 4-a little 3-a little 2-fairty 1 -\.en. 
satisfied satistied satisfied dissatistied dissatistied dissatisried 

19 Who accrpts yoii rotally. includinr both yvur ueorst and voiir best points.' 

HOK satistied" 

6-very %airly 4-a little ;-a little 2-îàirly I -vev 
sat istied saristied satisfied dissaristied dissatistied dissatistied 



20 Whom can y u  rrallv count on ro care about !ou. regardless of what is happening 
to C'OU" 

No one 

6-very 5-fairly 4-a little 3-a little 2-tàirly 1 -Wry 
sat isfied jatisfied satistied dissatistied dissatistied dissatisfied 

2 1 Whom can vou really count on to listen to yoii when !ou are very angc at 
someone e l ~ e ' ~  

How satistled'' 

6-very 5-fairly 4-a little 3-a Iittle 2-fairly I -\.en 
satisfied satisîÏed sat istied dissatistied dissatistied dissatistied 

1 3 .  Whom cari you really count or1 tci tell yoii. in a rhoughtfll manner. whrn ?ou nera 
to improve in sonie way" 

How satisfied" 

6-very 5-tàirly -La  little 3-a little 7-fairly 1 -\.en: 
sat isfied satisfied sat istied dissatisfied dissatisfied dissatisfied 



23 Whorn can you really count on to help !ou fer1 better rvhen ?ou are feeling 
oenerally down-in-the-durnps" - 

30 one 1 )  

6-very 5-fairlv 4-a lirtle 3-a IittIe 2-fairly 1 - y e n  
satisfied satisîïed satistied dissatistied dissatistied dissatistied 

34. Whorn do yoii k s i  tmly loves vou deeply" 

6-very 5-tàirly 4-a little 3-a Iittle 2-tàirly 1 - v e ~  
satisfied satistied satistied dissatistied dissatisfied dissatistied 

3 - -3  Lirtioni can vou C O L ~ T I ~  on I O  coris~le "OU wheri !ou are very upset" 

HOLV satistied" 

6-very 5-tàirly 4-a Iittle 3-a tittle 3-tàirl\p 1 
satisfied satisfied jati~tied dissatistied dissatistied dissaristied 



26. Whom can vou really count on to support you in major decisions !.ou make'' 

HOW satistied" 

6-very 5-fair& 4-a little 3-a Iittle 2-t'airIv 1 - ven. 
sat isfied satistied satisfied dissatistisd dissatistied dissatisfied 

27 Whom can -ou reallp count on to help y011 feel better n-lien !ou are irritable. ready 
to get ang? at almost anything' 

No one 1 )  

6-ven, i-fairlu 4-a little 3-a little 2 -fair[>. I -\.en 
satistled sat istied satistjed dissatisfied dissatistied dissatisfied 



Instructions: This sun-ey asks for your view abour vour healrh This information wiil 
help keep track of how -ou feel and ho\\ well you are able to do your usual acrivities 
.-\nswer eveq question by selecring the appropriate answer If vou are unsure about hou 
to answer a question. please give the best answer you can. 

1. In general. would you say your healrh is: 

Excellent \ 'en  good Good Fair Poor 
C ) i ( 1 i ) i i 

The following items are about acrivitics '*ou might do during a typical dav Does your 
health now iimit y u  in these activities" If so. how much'' 

'i'es. Y es. No, Sot 
Linii t ed Limited Limitzd 
.A Lot -4 Little .AI -411 

3 -. Moderate actiiities. such as 
rnoving a table. pushing a 
vacum cleaner. bowlirirr. or - 
playin2 golf ( 1 ( 1 

3 Climbing several tli$its 
of stairs ( 1 ( ) 

During the past 4 weeks. have yoii fiad ai lu of the follo\i.ing problems u-ith your work or 
other resular dail!. activirirs as n result of yoiir physical hralth" 

Y es No 
4. .Accomplished less rhan !,ou would Iike 1 ) - 
-l - .  Were limiced in the kirid of work or other activities ( ) ? 



During the past -i weeks. have yoii had an! of the following problems uith your work or 
orher regular daily acrivities as a result of an! eniotional problems (such as feeling 
depressed or ansious)" 

Y es 50 
6. .4ccompIished Iess than ?ou would like? ( ) i ) 

7. Didn't do work or other activities as carehilv as usuai? ( ) ( ) 

S.  During the past 4 weeks. how mucli did pain intertère with your normal work 
(inchding both work outside the home and housework)" 

Xot at all -4 little bit Moderatelv Quite a bit Est remely 
( ( ( ) ( ) ( ) 

These questions are about how you teel and how things have been with !.ou duriny the 
past 4 weeks. For each question. please give the one answer that cornes closest to the way 
you have been keliny How niuch of the tinie during the past -1 weeks.. 

3 Have you t'eh calm 
and psacetùl" 

10 Did y011 have a lot 
of erirriz'> 

I I .  Haveyo~ikl tdown 
hearted and blus" 



II. Durin? the  past 4 weeki how rnuch of the tirne has your  physical health or 
ernotional problerns interièred with your social actir-itirs i like visirino with  fiends. 
relatives, etc. )? 



REGRESSIOS Ij'EIGHTS FOR PHYSICAL .4XD MESTAL OL:TCO%IES AT 
TIME 1 AXD TINE 2 

i 1 Participanr 1 Physical ; Mental 1 Ph ysical Menrat 1 

Number 
O 1 

(Tirne 1 ) (Tirne 1 )  1 (Tirne 7 )  i (Time 2 )  
39.457 j0.073 

03 I 29.3 13 1 3s 309 
35.197 1 30.078 1 
3 5.469 ! 52.6 1 S 1 



Appendis E 
/ : --- 

d rn yr IXCLUSION CRITERU AND DEMOGRAPHIC INFOML4TION 
(Estracted from participant ' s  chans) 

.-\ssociations Among Perceived Self-Eficacy. Perceived Social Support. and Well-Being 
in Osteoarthritis Patients Undergoing Total Hip Replacemens Surgery 

Queen's University. School of Nursine - 

Name. Participant Number. - - 

Tel T: Age: Male( ) = 1  Fernale( ) = Z  

Religion: Diagnosis: - 

How loris have pou been diagnosed with anhritis" 
Less than 5 years ( ,) = 4 
Sis ro 10 years ( ) = S  
Eleven to 15 years ( ) = 2 
More than 16 years ( ) = 1 

Oriented to Person I ) Place ( ) Tirne ( i 

Single ) = i  
Married ( ) = Z  
Divorced i ) = 3  
Separated ( ) = -! 
Widoived ( ) = - ?  

Nurnber of Years of Completed Education: 
O to 5 y a r s  i ) = 1  
6 to 1 O years ( ) = 3  
1 f to 15 vears ( ) = 3  
15 to 10 years ( ) = q  
2 1 or more vears ( ) = 5  

Current Level of Mobility 
lndependent ( ) = 5 
Cnitches ( ) = 1  
Cane ( ) = 3  
WaI ker ( ) = 3  



To what entent can -ou tolerate esercise now? 
Small amounts ( 

Moderate amounrs ( 

De amounts Lar, I 

Work Status: 
Ernployed ( 

Unemplo yed ( 

Retired ( 

Current Living Arrangements: 
House ( 

Apanment ( 

Residence ( 

Plans afier Discharge- 
Return Home 
Proceed to ConvaIescence ( ) = 1 

If you are retuminy honir. do you have an! assistance" e s  ) =  1 %O( ) = 2  

If yes. wlio is at home to  help you'? 
Brother f ) = i  
Daughtzr ( ) = 2  
Friend ( ) = 3  
Home Care Services ( ) = 4 
Other Relative 

- 
( ) = >  

Sister i ) = 6  
Son ( ) = 7  
Spouse!'Panner ( ) = S  

Current Health Conditions. 
Cancer ) = I  
Diabetes ( ) = 2  
Gastro-intestinal Impairnients ( ) = 3 
Genital-Urinan* Probleins ( ) = 4 
Hearing Deficits ( ) = 5  
Heart disease ( ) = 6  
High blood pressure ( ) = 7  
Liver Disease ( ) = s  
blusculoskeletal Impairinents ( ) = 9 
Neurolo~ical Impairments ( ) = 10 
Stroke ( ) = i l  
Visual Deticits ( ) = 1 2  



I I I  

POST-OPERATICT CHART INFOWL4TIO.V 
i Estracted from participant's chan) 

.-\ssociations .Amone Percek-ed Self-Eficacy. Perceived Social Support. and Well-Being - 
in Osteoanhntis Patients Undergoing Total Hip Replacement Surgen 

Queen's Cniversity. School of 's'ursing 

Diagnosis: 

. . 
Participant Number - ---- - - 

Date of Sur_oery- -- -- - 

Length of Hospitalization: 
1-5 days 

- 
( ) = 3  

6- 10 days ( ) = 4  
11-15 days ( ) = 3  
16-20 days ( ) = 3  
3 1 or niore da>fs ( ) = I  

. h y  Post-operative Complications" 
Cardiac Syniptonis 
Constipation 
Decubitus trlcer 
Deep Vein Thrombosis 
Diarrhea 
Disiocation of .UXected Hip 
Disorientation 
Falls 
Fecal Inconti~ience 
Fever >i days 
Low Hcnioglobin 
Nausea &/or Vorniting 
Stroke 
Urinanv Inconrinence 
Urina?. retention 
Wound Infection 

) = I  
( ) = 3  
i ) = 3  
( ) = 4  

( t = 5  
( ) = 6  - Person ( ) P:ace ( ) Time ( ) = : 

( ) = S  
( ) = 9  
( ) = I O  
( ) = i l  
( ) = E  
( ) = 1 3  
( ) = 1 4  
( ) = 1 5  
( ) = I 6  



Who \vas available to help vou both physicallv and emotionally a h  your surgery' 
Bro t her ( ) = l  
Daughter ( , = 2  
Friend ( ) = 3  
Home Care Senices ( ) = 1 
Other Relative r ) = S  
Sister ( ) = 6  
Son ( ) = 7  
S pouse'Partrier ( ) = S  

Consults during Hospitalization 
Anaest hesia ) = I  
Cardioiogy ) = 2  
CVT ( ) = 3  
Dental Services ( > = J  

Derrnatolog'* ( ) = ï  

Dietician ( ) = 6  
Endocrinolog ( ) = 7  
E N T  ( ) = S  
Gasrro-intestinal ( ) = ' 3  
General Surge- ( = I O  
Gerontoloyy ( ) = I l  
Gynaecoloyy ( ) = 1 3  
Haematolo~yiOncoIog~~( ) = 13 
Home Care Liaison ( = 14 
Internai Medicine ( ) = l 5  
Yep hrology ( ) = 1 6  
Neurology ( ) = 1 7  
Seuro-Surgery i ) =  iS  
Occupational Thrrapy ( J = 19 
Opthamology ( )=:O 
Pastoral Services r , = 2 1  
Plastics ) = 3 2  
Physiot herapy ( ) = 2 3  
Psychiat ry ( i = 2 4  
Rheumatolocv -. r ) = 2 5  
Social Senkes  ( ) = 2 6  
L'rolog ( i = 2 7  



Means of Transponation durine Rehabilitation Phase 
Bus ( ) = I  
Car (self) ( ) = 2  
Su b wa'. ( ) = 3  
Taxi ) = 4  
Walk ( ) = 5  

Level of Rehabilitation: 
Death in hospital ( ) = l  
Rehabilitation centre ( ) = 2  
Return home with heaIth services ( ) = 3 
Return home without semices ( ) = A  



.-\ssociations .Arnonc - Percei~ed Self-Etficacy. Perceived Social Support. and Weli-Being 
in Osteoanhritis Patients Undersoins Total Hip Replacement Surgen 

Queen3 University. School of Xursing 
The Montreal General Hospiral 

The hlontreal Genrral Hospital is currentlv involved in a i t u d ~  with patients who 
are living with osteoanhritis and rvho be \vil1 having hip replacement surgery in the near 
Future The study wishes to determine how confident patients are before and after their 
surgery. what social support the). may receive during this tirne and how rhis affects their 
well-being. If vou meet the studv requirernents. you may be approached by the ch ic  nurse 
or the investioator to panicipate in this study at the time ofyour pre-admission teaching 
session. However. shouid vou decide not to panicipate. vour care will not be afected in 
an? way 

If y011 do decidr to panicipate. you will be asked to complete three questionnaires 
at the time of yoiir pre-admission teachina session (interview = 1 ) and asain at your follo~.- 
up appointment atier your surgen (interview 3). Eacti interview will rake approximatrlv 
one hour of vour tinie. Shouid y011 have insut5cient time to complete the questionnaires at 
your follow-up appointnient. the investigator is willing to comr to your home or 
rehabilitation centre to help vou complete the questionnaires. 

We request that ri l i  patients L V ~ O  \vis11 to be coiisidered h r  inclusion in rhe study 
corne to the pre-admission clinic one-half hour before tlie scheduled appointmenr time to 
allow us to select patients for tlie study .At the time of meeting with you. we u-il1 be able 
to determine if yoiir condition rnests al1 the ent- criteria of the study 

Thank )-ou for \ ~ u r  interest in  this study and tbr arrangin- to br at the pre- 
admission clinic one-halilio~~r in advance of your scheduled appointment If !ou have an'. 
questions or concerns regardiny the study or your role in it. please kel k e e  to contact the 
investigator. Smita Gandhi at any tinie at 5 14-651-3639 or the Hospital Co-Investigator. 
Monique Giyà re  at 5 1 -!-937-60 1 1 est. 305 3 1 look tonvard to your interest and co- 
operation in this study 

Sincerel y. 

Smita Gandhi RS. B.Sc.S . 
b1.S~. Student 



Associations Arnong Perceived Self-Efiicacy. Perceived Social Suppon. and Well-Being - 
i i i  Osteoanhritis Patients Enderpoing Total Hip Replacement Sursen- 

Srrita Gandhi RS., B S c 3  
Quern's University. School of Nursino - 

Explanatiori of Study 

l'ou are invited to panicipate i r i  a study to determine how confident parients are 
before and atier their total hip replacement surzery. what social support the! may receive 
during this timr and how this atfects their well-being. The results of this stud?. may benetit 
osteoanhri t ic patients undergoin3 total hip replacen~rnt surgegp in the future 

-4s a study participant. you \vil1 fil1 out three questionnaires regardiny your total 
hip replacement surgen - one on confidence. one on social support. and one on well- 
being. The questiorinaires rvill be completed on the da? of vour pre-admission tesring and 
the same three questionnaires ivill be completed when ?ou retiirn for your foliowup 
appointmerit at sis weeks riftet- p u r  surgery Al1 three questionnaires will take 
approsimateiy one tiour to complete. but  this can be done while you are waiting to be 
esamined bu the physician If tlierr is ditticultv with the questions. the researcher ivill help 
you sompletr the questionnaires ln  addition. some information will be collecred fiom your 
medical records at Ttie llontreai Grrieral Hospital Information to br collected from your 
medisal record ma?. iriclude prrvious medical history. when -ou staned to esperirncc 
svmptorns of osteoanlirir is. manasenien t of your osteoart hritis. current living 
arrangements. an? support systeiiis currentlv in place. and your overall general heaith In 
addition. iiiformatiori rrgardiiig complications will be collected from the chan Should )ou 
have insuffkienr tiitir to cornplete the qiirstionnaires at your follow-up appointment. the 
investioator is \r-illins to soiiir ro ?uur home or rehabilitation centre to help you complete 
the qurstionnaire.s .-\ltliough tlie purpose of the study is not to help y011 n i t h  an?. social 
problems. ive tr.ish to rcmind you that help is available if required. 

Conseri t St;ttenieri t 

1 understand the esplanation given to nie regardiny tliis srudy and have had al1 my 
questions arisir.ered to riiy satisfaction I give permission to the researcher to have access 
to niy medical records to ensure completion of data. 1 am aware that this study involves no 
foreseeablr risks or brnrtits ro iiivself I also understand thar my participation in this study 
is volunta- and tliat I ma' refuse to answer any questions or withdraw froni this study at 
any timc at rny requrst for an); reason. aiid realize tliat mu care \vil! not be afi-ected I am 
aware that 1 can refuse ro ansrver an!, specitic question without affecting my participation 
in the study. 



-4.H information given bv the study panicipant will bt krpt strictly confidenrial. bu1 
the Montreal General Hospital Research Ethics Cornmitter mai haïe access to rhe 
patient's research records ro rnonitor compliance with Institutionai regdations The study 
data will be coded so the? will not be linked to my name Ail data will be locked in a 
secure cabinet. The information acquired by the researcher ma? be used for educational 
and research purposes This includes publication. with no disclosure of my identity. 1 wdl 
receive a copy of this consent form for rny information and the investioator will retain the 
yellow copy for her files. I understand whar is expected of me. and by signinj rhis consenr 
form. 1 am indicating that I agree to participate in this study. 

If. as a study panicipant, I understand if 1 have any questions or concerns about 
the research study or the rights as a study participant. 1 should téel free to discusj them at 
any tirne with the Investigator. Smita Gandhi ( 5  14-634-3639). with the Thesis Supervisor. 
Ena Howse (6 13-545-266s). the DeadDirector of the School of Nursing (6 1 X-t.i-?66Q). 
or the hospital patient representative. Mr. Glen Fash (5 14-937-60 1 1 est.2409) in  the case 
of an emergency. 1 should contact the Hospital Co-lnvestigator. Slonique Gigugre at The 
Montreal General Hospital ( 5 1-1-93 7-60 1 1 e s t  3 O 3  3 ) 

- - - - - - - - - - - - -- 

Name of Participant (please print) 

Statement of Investigiitor 

I have carefully esplained ro the participants the natiirr of the above research study I 
certi- that. to the bcst of my knowledge. the participant uiidsrstands clrarly the nature 
and his/hrr involvenient in this stiidy 

Name of Inïrstiytor (please print) 

Signature of 1 nvestiyator Date 

Name of Witiiess (pleasr print) 

Signature of Witness Date 

Vita 
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