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For Debate . . 0

Bodily perceptions in surgical patients

JANET PEARSON, H A F DUDLEY

This study originated from a general concern for the welfare of
patients with a stoma. Devlin's survey published in 19711
established that many patients with a colostomy suffered severe
or very severe psychiatric problems. Since then frequent
references have been made in this and other contexts-for
example, Dlin and Fischer -to the concept of "distorted body
image" as a factor in the genesis of mental disturbance. It is
difficult to extract meaning from such allusions in that body
image is a poorly understood concept. Writers of psychological
publications are also guilty of using the term without adequate
specification of meaning and, moreover, psychologists' attempts
at establishing a satisfactory definition have been unsuccessful.
Thus, with little to guide us, we began our study by trying to
establish what perceptions average patients have of their internal
organs.

Patients and methods

We studied 81 men and women who were in hospital and awaiting
major abdominal surgery (cholecystectomy, vagotomy, gastrectomy,
oesophageal reconstructions, and colonic resections). The patients
were two consecutive samples seen over two periods of six months
each. There were 34 men, mean age 56 years, range 21-82, and 47
women, mean age 57 years, range 25-84.
We administered a modified "inside-the-body" test (leaflet obtain-

able from the Australian Council for Educational Research, Hawthorn,
Victoria, Australia). We asked patients simple questions on the function
of the gastrointestinal organs and then invited them to locate the organ
on a pre-drawn outline of the body.

All patients were interviewed preoperatively in the wards and were
told that the study was being carried out to establish how much
people in general knew about their bodies, so that we might devise
better ways of passing on useful information. We were anxious that
patients should not feel threatened by the situation; they were assured
that this was not a test of their ability, encouraged to guess if they did
not know, and the interview was made as informal as possible.

Responses were assessed as correct, vague idea, or wrong (which
included many "don't know" replies) using an agreed list of simple
definitions for function and the appropriate abdominal quadrant for
location.

TABLE I-Overall responses for organ function and location

Function Location
Responses

No % No %

Correct 85 12 202 28
Vague idea 169 23 99 14
Wrong 475 65 419 58
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The responses as a percentage of the total for the individual organs and parts.

Results

Table I shows that out of a total of 729 responses for function, 85
(120%) only were correct, while 169 (23%) were vague ideas, and 475
(65 %/') were wrong. For organ location, out of a total of 720 responses,
202 (280%) were correct, 99 (14%) vague ideas, and 419 (58%) wrong.
The figure shows the responses as a percentage of the total for the

individual organs and parts. Knowledge of function (fig 1) is poor for

all parts except the rectum and anus. Similarly, organ location (fig 2)
is poor for all parts except the stomach, rectum, and anus.
Many people believe that individuals with above average intelligence

must have a better knowledge of their bodies than we have so far
shown. We did not primari!y design our study to test this hypothesis.
Analysis of social classes against answers (table II), however, does not
show statistically significant differences.
Even more startling perhaps than their poor knowledge are the

misconceptions held by some patients. Listed below are the main
misconceptions detected in our sample.

Stomach-Fifteen (18%) equated this with the abdominal cavity,
causing one woman to confuse it with the uterus and one man to
believe he had two stomachs.
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TABLE II-Overall responses of patients in occupational groups 1 and 2 and the
remaining patients (data for function and location responses aggregated)

Occupational groups 1 and 2 Remainder of total group
(n = 10) (n = 69)

Responses
No °/ No %

Correct 47 26 214 17
Vague idea 41 23 220 18
Wrong 92 51 799 65

Duodenum-Ten (12%) believed this to be the name of an ulcer
and not a functional part of the gastrointestinal tract.

Liver-Eleven (14%) marked in two livers on opposite sides of the
body.

Gall bladder-Fifteen (18%) said the gall bladder was concerned
with urine or located it in the lower pelvic area, or both.

Rectum and anus-Five (6%) confused one or other of these parts
with the vagina, uterus, or penis.

Discussion

Although we used a simple method and data analysis, our
study shows, unreservedly, that this group of patients has poor
perceptions of the functions and locations of the abdominal
viscera. Two earlier studies3 4 examining subjects' knowledge of
gross anatomy showed poor knowledge of anatomical locations.
It must therefore be reasonable to generalise and say that people
rarely possess even a simple knowledge of their bodily functions
and organ locations. Furthermore, we can also suppose that
many of the surgeon's explanations, even simple ones, are not
understood.
Does it matter that patients have poor knowledge and active

misconceptions regarding their bodies ? We believe it does.
Firstly, it takes little imagination to see what very real anxiety
some misconceptions might cause-for example, what is going
through the mind of a patient awaiting cholecystectomy who
believes that the gall bladder is concerned with the storage of
urine ? Secondly, psychologists have produced a mass of
evidence that, on the one hand, dissatisfaction with doctor-
patient communication is caused by the patient's failure to
grasp and retain what is told5 and, on the other hand, good
communication can both ease distress and promote recovery.6
Beginning with the work of Janis in 19587 and Egbert and his
colleagues in 1964,8 studies have shown that most patients
benefit by a reduction in stress, which results in less post-
operative pain, a better psychological and physiological adjust-
ment, and a quicker rate of recovery. More recent work,
however, indicates that the situation is more complex than is at

first apparent and that effectiveness of communication depends
on several things, including who is delivering the explanation,9
style of communication,10 and the coping mechanisms used by
the patient.1'

Nevertheless, it must be obvious that before any communica-
tion can be effective it must be understood. Ifpeople's knowledge
of their bodies is as poor as we believe then there are implications
for workers in health education. To meet the problem facing us
in our wards, however, we suggest that patients be given a
simple education and a descriptive explanation of their impend-
ing surgery with the aid of anatomical sketches. There is a wealth
of teaching aids available,12 but commercially produced material
is often expensive. We have used a clear line drawing of the
gastrointestinal tract, taken from an elementary anatomical text
and reproduced as cheaply as possible within the hospital.
Patients awaiting abdominal procedures have been left with a
diagram as a visual reminder of the information given to them.
Another possibility, that could both save time and allow patients
to take in information at their leisure, is that such diagrams
could be included with explanations in booklets written for this
purpose.
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