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Abstract

This evidence-based project implemented a pre-operative education class designed by an occupational therapist
(OT). In total, 14 participants scheduled for an elective posterior lateral total hip replacement (THR) were recruited.
The class focused on post-surgical precautions following a posterior lateral total hip replacement, performing
activities of daily living (ADL's) while following specified precautions, and modifying the home as needed to facilitate
performance of daily activity. A 15 question Knowledge Inventory (KI) and the Speilberger State Trait Anxiety
Inventory (STAI 6) was administered before and immediately after the intervention. Results indicated that
participants felt prepared after receiving this intervention, results on the KI significantly improved post intervention
and although their anxiety fluctuated prior to and post intervention, they felt the content within the class was
important to hear.

Keywords: Education; Hip arthritis; Durable medical equipment;
Precautions; Activities of daily living; Anxiety

Introduction
In the United States, the length of stay at a hospital following a total

hip replacement (THR) has drastically decreased from several weeks to
roughly three days [1]. While the amount of time a patient can stay at
the hospital has been reduced, education on safety and restrictions
post discharge is lacking.

Restrictions associated with posterior lateral hip replacements
involve no bending past a 90° angle, no turning the operated leg in,
and not crossing ones legs [2]. The restrictions result in a client
modifying the way in which he or she performs activities of daily living
(ADLs). Improving functional independence is a key component to the
practice of occupational therapy [3]. In order to achieve this in clients
having a THR, an occupational therapist must educate the client on the
use of durable medical equipment, which includes a: raised toilet seat,
reacher, sock aide and shoe horn [3]. The study conducted by
Havixbeck et al. concluded that although patients were satisfied with
the education they received from an occupational therapist, they
would have preferred more time and additional practice.

 There are numerous studies that focused on the benefits of
preoperational education classes. Dore et al. found that clients who
attended a pre-operative education class had a reduced hospital stay by
three days without altering patient satisfaction [4]. Some of the
benefits include decreasing anxiety, decreasing pain, decreasing length
of stay and increasing patient satisfaction. A study compared clients
who attended an education session prior to surgery to those who did
not. The study concluded that clients who had education prior to
surgery had a reduced length of stay [5]. According to Hodgekinson
pre-operative teaching offers clients the ability to receive the material
ahead of time, allowing them the ability to process the information and
absorb it, thus resulting in improved outcomes post operation.

The goal of this evidence-based project was to determine the effects
of providing occupational therapy to patients before undergoing a
posterior lateral hip replacement. Having a preoperative occupational
therapy consult and education session regarding precautions and
durable medical equipment can decrease clients’ anxiety. In a study
involving 239 patients, 70% experienced preoperative anxiety [6].
Anxiety can result from a client’s inability to focus on a task. Clients
are extremely overwhelmed after surgery resulting in difficulty
retaining information. If preoperative education is not available for
clients, they typically receive the majority of the information for the
first time after surgery. This project focused on if clients feel prepared
for surgery after receiving preoperative rehabilitation.

This project, conducted at the Hospital for Special Surgery, focused
on whether participants feel prepared for surgery after receiving pre-
operative education. At the Hospital for Special Surgery, the current
clinical pathway for clients having a THR is two days [1]. Clinical
pathways provide goals for both the client and the caregiver. The
pathways outline the steps one must take to achieve these goals [1].

Clients who are undergoing a surgery that requires an overnight
stay at the hospital do not see a therapist prior to the procedure. Total
hip replacements require clients to stay in the hospital for one to two
days. As a result, clients having THRs are not seen by a physical or
occupational therapist prior to surgery at the Hospital for Special
Surgery. Instead, clients are given the opportunity to attend a brief pre-
surgical class run by nursing. This class focuses on the hospital stay
and does not discuss physical or occupational therapy in detail or what
to expect post-surgery.

Participants
Surgeons served as the referral source for this project. The 14

participants were recruited either via the total joint replacement class
offered at the Hospital for Special Surgery, through the office
administrators of the surgeons that agreed to participate in this project,
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or individually by this author as they were checking in for the total
joint class. Over the six-week implementation of this project, 14
participants completed the intervention. Initially, 24 individuals were
interested in participating in this evidence-based project. Out of the
initial 24 who volunteered to participate in this project, 10 individuals
did not meet the inclusion criteria because their surgeons did not
provide consent through the IRB. Out of the 14 participants who did
meet the inclusion criteria, 64%, were female, while five (35%) were
male.

Measures
Currently, there are no existing reliable and valid assessments that

measure a client’s knowledge of precautions and preparedness after a
total hip replacement. The Knowledge Inventory (KI) was designed by
the author and incorporated extensive feedback from other inpatient
and outpatient clinicians. It contained 15 multiple choice questions
that asked participants to accurately identify hip precautions they will
need to incorporate in their daily lives after having a posterior lateral
hip replacement (Figure 1).

The KI was administered prior to and immediately after the
intervention to determine their ability to correctly identify the safest
and most recommended ways to perform ADLs with THR precautions
before and after pre-operative occupational therapy education “PreOp-
OTed”.

Figure 1: KI questions.

The State Trait Anxiety 6 (STAI 6) was also given prior to and post
intervention to determine participant’s level of anxiety at a given
moment. The State Trait Anxiety 6 (STAI 6) has undergone reliability
and validity testing [7]. The instrument has been found to be valid and
reliable in numerous reliability and validity tests [8], making it an ideal
choice for this project. Anxiety can have different definitions,
depending on the situation. For the purpose of this project, anxiety was
defined as the apprehensive feelings a patient may experience related to

an upcoming medical procedure, associated restrictions and
rehabilitation.

Data collection
Participants were given clickers that had corresponding numbers

after signing the consent form. The clickers stayed with the same
participant for the duration of the education class and were used to
complete the KI prior to and immediately following the PreOp-OTed.
This allowed the author the ability to compare results pre and post
intervention while maintaining each individual’s anonymity.

The KI was administered through a PowerPoint; however paper
versions were available as a precaution for PowerPoint malfunction.
The benefit of the clicker system was that it automatically populated
participant’s responses into an Excel spreadsheet. Printed copies of the
STAI 6 were given pre and post intervention as well. This information
was manually completed by participants and then added to Excel by
the author [8-12].

Data analysis
After each education class, the Excel spreadsheet with participant’s

responses to the pre and post intervention KI and STAI 6 were saved
on a password protected computer. The data was organized in Excel by
clicker number, KI and STAI 6. From there it was organized further by
pre and post intervention responses [13-18]. To avoid bias, the author
was blind to which participant had which clicker. Individuals were not
asked to identify themselves in anyway during the intervention other
than by surgeon and gender. A statistician was utilized during the
design aspect of this project and she determined that a sign rank test
would be beneficial in order to compare data pre and post
intervention.

Results
The KI was comprised of 15 questions, one of which involved the

participant rating his or her level of perceived preparedness for surgery
and performing daily activities with precautions. Out of 14
participants, only one felt less prepared after the intervention. Initially
this person rated them self as “very prepared” and then after
completion of the evidence-based project they felt “somewhat
prepared.” Otherwise, the 13 other participants either felt equally as
prepared post intervention or more prepared (Figure 2). Not one
person before the intervention or after the intervention felt “very un-
prepared.” Interestingly, those that felt prepared prior to the
intervention scored the lowest on the initial KI.

Therefore, although they felt prepared, they actually were unaware
of their precautions. Figure 3 provides a summary of the KI results for
participants pre-intervention as well as post intervention. Prior to the
intervention, participant’s scores on the KI reflected the awareness they
had for their precautions, which was minimal. After the intervention
however, 93% of the KI scores increased overall, as compared to the
pre-intervention scores. This indicates that participants were more
aware of their precautions after the intervention, as they relate to daily
activities [19-22].

On the other hand, Figure 4 indicates the results of the pre as well as
the post-intervention STAI-6. The results of the STAI-6 in regards to
anxiety, 50% felt an increase in anxiety while 36% stayed the same
throughout the intervention and 14% experienced a decrease in
anxiety.
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Figure 2: Participants level of preparedness prior to and after
PreOp-OTed.

Figure 3: Depicts the pre and post intervention KI scores.

Figure 4: Reflects individuals STAI-6 score pre intervention and
post intervention.

This indicates that some individuals experienced decreased level of
anxiety after the completion of the PreOp-OTed while some stayed the
same and some increased. Many factors could have contributed to this
fluctuation as participants have several other pre-surgical screening
appointments the same day this intervention occurred.

Although this author did not follow the participants post-
operatively, with the IRB consent she was able to look their hospital
length of stay up, which was noted within the electronic medical
system [22-26]. Out of the 14 participants, nine of them were cleared
from physical therapy in one day. However, at the Hospital for Special
Surgery, the clinical pathway for an individual having a THR is two

days. Therefore, although the participants were cleared from physical
therapy prior to the pathway, they remained in the hospital throughout
the allotted pathway time. Due to the small sample size, a statistical
analysis would not yield meaningful results; therefore this type of
testing was not performed.

Limitations
As with any project, this intervention had its limitations. One way

this project was limited was due to its small sample size of 14
participants. It was also limited by the fact it only targeted participants
that were having posterior lateral total hip replacements, versus
anterior or modified hip replacements. Participants involved in this
project were recruited on a voluntary basis and informed of the
project; therefore, only clients who wanted to learn more participated.
Additional limitations include not having a control group to compare
results and the short time this project was performed [26-37]. Due to
the short length of stay at the Hospital for Special Surgery, there was a
limited opportunity to be flexible in terms of recruiting and
implementing. The last perceived limitation of this project is that it
took place in one day versus following up with patients in the hospital
to administer the KI and STAI 6 post surgery. Further research is
needed with a more diverse population not only in terms of surgical
procedure and population but in terms of participants.

Conclusion
This evidence-based project correlated with the literature and has

the potential to positively impact the OT profession. Education is a key
aspect of the OT profession and is extremely important in terms of
recovery. According to Gulotta et al. the length of stay for THRs at the
Hospital for Special Surgery is two nights. The fact that the hospital
stay is shorter means that individuals are returning home sooner and
as a result, need to feel prepared to perform their ADLs earlier.
Therefore, an OT consult educating clients on ways to perform ADLs
with precautions is imperative. As indicated through the KI, prior to
the intervention, participant’s scores were low, which means they were
not aware of their precautions as they relate to ADLs. This indicates
that patients are spending less time in the hospital and being
discharged home prior to understanding their precautions. With this in
mind, OT can play a critical role not only post-operatively, but also
pre-operatively.

According to Gaston et al. patient’s satisfaction following joint
arthroplasty is affected by completion and fulfillment of pre-surgical
expectations. Patient satisfaction is often correlated with patient
expectations being met. Therefore, pre-operative education provides
individuals with realistic expectations for post-operative care. The
concept of having patients and their family members educated by an
OT prior to the surgery can help get the profession more recognized.

In summary, the administered KI indicated that participants felt
prepared after the intervention and their scores reflected an increase in
correct responses. On the other hand, the results of the STAI-6
fluctuated. However, several factors may have contributed to this. On
the day this intervention took place they had several other
appointments, and they had just previously attended the total joint
class. Although the results varied, each participant reported to the
author that they are glad he or she participated and found the content
extremely valuable.
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