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A B S T R A C T

Objective: Recovery following lumbar fusion surgery is frequently accompanied by post-operative pain, and
patients often continue to experience some level of chronic pain. There is a scarcity of qualitative research
focusing on patient experiences regarding lumbar fusion surgery. This study aims to clarify how lumbar fusion
surgery patients experience the perioperative period; their hopes, their post-operative pain experiences, their
fluctuating physical condition and accompanying emotions.
Methods: Semi-structured interviews were conducted with 12 lumbar fusion surgery patients. Transcripts of
these interviews were open and axial coded by two coders using Atlas.ti software and Thematic Analysis.
Results: A total of thirteen categories and four overarching themes were generated from the data. Participants
described their beliefs and experiences surrounding surgery, including a long preoperative illness process, tu-
multuous recovery and unfulfilled preoperative expectations. Participants used various forms of pain coping
including activity avoidance and endurance, and emotion regulation strategies such as acceptance.
Conclusion: This study demonstrates that, for lumbar fusion patients, surgery seems to be a last resort.
Professionals should fulfill the patients need for information and focus on managing realistic expectations while
respecting the distress and strain the illness process has on a patient, thereby potentially increasing patient
satisfaction and enhancing postoperative recovery.

1. Introduction

Low back pain is highly prevalent worldwide, affecting up to 80% of
the population at least once in their lifetime, whilst 10% of these pa-
tients develop chronic pain (Baliga et al., 2015; Van Oostrom et al.,
2011). Spinal lumbar fusion surgery is an option to treat chronic low
back pain. About 65%–75% of spinal surgeries are effective in
achieving reduction of pain and improvement of physical functioning
(Hoffman et al., 1993; Turner et al., 1992). Nonetheless, recovering
from surgery is often accompanied by moderate to severe postoperative
pain, with a worldwide prevalence of 40–60% (Beauregard et al., 1998;
Mc Hugh and Thoms, 2002; Hoofwijk et al., 2015). Postoperative pain
can have severe consequences for a patient's health, such as prolonged
hospital stay, prolonged physical and mental recovery, delayed

resumption of work and the development of chronic pain (Bay-Nielsen
et al., 2004; Fortier et al., 1998; Joshi and Ogunnaike, 2005; Pavlin
et al., 2002).

On average, around 20.8% of lumbar surgery patients experience
persistent postoperative pain, also known as failed back surgery syn-
drome (FBSS), which in turn accounts for substantial long-term
healthcare costs (Inoue et al., 2017; Weir et al., 2017). Unfortunately,
the rate of success for subsequent surgeries for this persistent pain drops
further with every following surgery (Hazard, 2006). As a consequence,
these patients continue experiencing chronic pain. This is a major issue,
because chronic pain affects many aspects of a patient's life including
work, physical, emotional and social wellbeing, and quality of life
(Dueñas et al., 2016; Walker et al., 2006). Additionally, it yields high
economic costs, e.g. in the Netherlands alone, up to 20 billion euros per
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year (Koke et al., 2011). Thus, the recovery process following surgery is
frequently accompanied by post-operative pain, and patients may
continue to experience chronic pain in the long term.

The experience and intensity of perioperative and chronic pain is
heavily influenced by the thoughts, emotions and expectations of pa-
tients. One specific pain-coping model is the Fear Avoidance model,
which explains the trajectory from acute to chronic pain; through fear
and catastrophizing, there is a tendency to enlarge the threat of pain
and a feeling of helplessness, leading to an increase in pain avoidance as
a dominant coping strategy (Vlaeyen and Linton, 2012). In addition,
Hasenbring & Verbunt added a pathway of endurance coping with pain
in their Avoidance-Endurance Model (AEM) to explain the chronifica-
tion of pain (Hasenbring and Verbunt, 2010). An individual's mental
state and specific coping strategies following surgery also influence
several postoperative outcomes. Firstly, preoperative factors such as
anxiety and depression have been found to be associated with more
postoperative pain (Arpino et al., 2004; Granot and Ferber, 2005;
Morone et al., 2010; Munafò and Stevenson, 2001). Secondly, fear and
high levels of catastrophizing have been found to predict higher levels
of (postoperative) pain, the development of chronic pain and reduced
quality of life (Hoofwijk et al., 2015; Khan et al., 2011; Pavlin et al.,
2005). Thirdly, unrealistic or unfulfilled expectations about surgery
also play an important part in postoperative outcomes, including the
experience of more postoperative pain (Iversen et al., 1998; Mancuso
et al., 2016; 2018). On the other hand, coping strategies such as (pain)
acceptance, engaging in beneficial social interactions and experiencing
a value-based purpose in life have been found to be effective and pro-
mote resilience in the face of (chronic) pain (Sturgeon and Zautra,
2010).

It is important to gain insight into the thoughts, perceptions and
expectations of spinal surgery patients, as these may reduce negative
postoperative outcomes such as prolonged exacerbation of post-
operative pain and, even, prevent the development of chronic pain or
FBSS. Although some qualitative research has been done on experiences
after lumbar fusion surgery (e.g. Damsgaard et al., 2017), knowledge of
these patients and what they experience before, as well as after, surgery
is still scarce. This study aimed to clarify how lumbar fusion surgery
patients experience the perioperative period and to clarify how they
cope with post-operative pain experiences, their fluctuating physical
condition and accompanying emotions during the recovery process.

2. Methods

2.1. Participants

This study was approved by the Ethical Committee of the University
of Twente (no. BCE15309). Participants were recruited at an orthopedic
surgery center in the Netherlands. Participants had to have undergone a
spinal fusion in the last 6 months and be at least 18 years of age.
Selected patients received a letter at home informing them of the study
and inviting them to participate. A week later the researcher called
them, suggesting a meeting for the interview. Seven patients were in-
cluded. However, these participants were predominantly older and,
thus, retired from work. Moreover, in the coding and analysis process,
saturation was not reached. Therefore, five more patients were in-
cluded, including younger patients. In total, two patients declined to
participate for personal or (not surgery related) health reasons. All
other selected patients agreed to an interview (N=12).

2.2. Data collection and procedure

Semi-structured interviews were conducted by one of the authors
(AH) between August 2015 and December 2016. These interviews were
held at the participants’ home and were audio recorded. At the start of
the interview, written informed consent was obtained from the parti-
cipants. The interview scheme was based on conversations with health

care professionals at the orthopedic center, resulting in topics often
discussed by spinal surgery patients, and on the interview scheme used
in previous research focusing on experiences of (partners of) cancer
patients (Köhle et al., 2015).

Firstly, participants were asked to clarify what they had experienced
preceding the surgery, e.g. limitations in daily functioning due to their
back pain, other health complaints or previous (ineffective) treatments
for their back pain. Secondly, the period surrounding and following the
surgery, i.e. preparation for surgery, hospital stay and recovery at
home, were discussed. Thirdly, demographic characteristics of the
participants were noted. The interviews lasted 50–90min, mostly
lasting around 60min. After the interview participants received a box
of chocolates to thank them for their time and effort.

2.3. Analysis

Thematic Analysis (Braun and Clarke, 2006) was used to analyze the
data. The interviews were audio recorded and then transcribed ver-
batim by one the authors (AH). Following transcription, the interviews
were read and re-read by two authors (AH and HT) to familiarize
themselves with the data.

For the coding and analysis process Atlas.ti software (version 7 and
8) was used. The first four interviews were open coded by AH and HT
independently, with a discussion about irregularities afterwards, until
consensus was reached. When a new code was generated, a description
of the code was noted in the code manager, assuring consistent use by
both researchers. The coding process started with an inductive ap-
proach (Patton, 1990; Ritchie et al., 2003), only deviating from this
approach when elements of an existing theory were recognized in the
data. An example of a deviation was the recognition of illness beliefs in
the data. As a result of this process a primary code book was generated
which was supplemented during the entire iterative coding process.
Using this primary code book, the next three interviews were coded by
AH and then reviewed by HT. Again, irregularities were discussed until
consensus was achieved. This process of open coding continued until
the interviews of the first seven participants were coded.

After the coding of the seventh interview, new codes were still being
generated, suggesting insufficient information was available to achieve
saturation. To ensure saturation, five more participants were included.
For the coding of these five participants the existing, unaltered code
book was used. No new codes were generated in the last interview in-
dicating saturation.

After the coding of the seventh interview, axial coding started with
the codebook of 122 codes. These codes were printed onto paper cards
and were sorted by three authors (AH, HT and KS) into nineteen cate-
gories and four overarching themes. This procedure was repeated at the
end of the coding process.

All codes, categories and themes were reviewed and defined. Two
codes were combined, and several categories were integrated, resulting
in a total of 138 codes, 13 categories and 4 themes. The names of the
categories and themes were slightly adjusted until consensus was
reached by three authors (AH, HT and KS) that they fully represented
the data.

3. Results

Half of the participants were male and ranged in age between 47
and 84. These and other patient characteristics are shown in Table 1.

A total of 1,796 fragments were identified and coded using 138
different codes, clustered in 4 themes: illness trajectories, expectations
and beliefs, pain coping and emotion regulation (see Table 2). In-
formation about the illness process was mentioned by far the most
(n= 576), followed by general expectations and beliefs (n= 190).
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3.1. Illness trajectories

Participants described many physical complaints in the preoperative
period, including pain in their legs and back. These physical complaints
impacted their daily life: ‘Unbearable, it was very bad, really unbearable.
This cannot continue this way. I don't know what to do. I cannot be in bed, I
can neither stand nor sit.’(P4). Due to these complaints, four out of the
five participants performing paid work, reported that they had not been
able to work for a long time.

For these complaints, all participants had sought help from several
care professionals (e.g. general practitioner, neurologist and re-
habilitation specialist). Participants mentioned previous treatments,
including physical therapy, and even previous surgeries. For example,
for one participant (P5) this was the third back surgery. Nevertheless,
these treatments had limited or no effect on their perceived symptoms.
Half of the participants mentioned that a doctor previously told them
no treatment other than surgery was possible. Surgery then seemed to
be the only solution and was a well thought through decision for the
participants.

Unfortunately, after surgery, not all problems were resolved, so the
process of care was not finished. All participants reported physical
complaints and limitations after surgery, ranging from slight pain sur-
rounding the surgical wound to feeling more pain postoperatively.
Where several participants experienced a successful surgery and pro-
gress in recovery (P1, P4, P5, P6, P8, P11 and P12), others reported
several relapses in their physical functioning during recovery (P2, P3,
P7, P9 and P10). Participant no. 2 unexpectedly experienced more pain
shortly after surgery than before, making him think ‘Have I done the right
thing in getting this operation?’. At the time of the interview, several
participants were completely pain free (P2, P4, P5, P6 and P8), others
had been pain free, but experienced some recurrent pain at that

moment (P1, P7 and 12), whereas the other participants (P3, P9, P10
and P11) had not yet been pain free and were still struggling with
physical discomfort.

Almost all participants (n=11) mentioned using pain medication
before and/or after surgery. Remarkably, many participants (n=9)
mentioned ending the use of pain medication prematurely, without
deliberation with their medical doctor, due to side effects or the belief
that ‘the surgery was done, therefore the use of pain medication should also
be over’ (P2).

Most participants (n=8) mentioned that the relationship with their
doctor and the nurses in the hospital ward was good, which was im-
portant and helpful to them. All participants mentioned a certain need
for information which, for some (n= 6), was not met by the care
professionals. These participants found the information to be too lim-
ited or felt they were not well-informed that preoperative complaints
could, temporarily, be worse during recovery. Several participants (e.g.
P3) admitted that the doctor told them there was no pain free guarantee
but, seeing surgery as a last resort, they did not process this information
at the time.

3.2. Expectations and beliefs

The theme “Expectations and beliefs” consists of two categories; 1)
specific beliefs about pain and 2) general expectations and beliefs.
Participants saw pain as a warning signal from their body, telling them
to rest more or that their body was ‘working’: recovering from surgery.
Pain also made participants insecure, thinking that the pain was a sign
the surgery had gone wrong or that ‘something in their back had shifted’
(P10).

The general expectations and beliefs (n= 190) were mainly about
surgery and recovery. One participant believed that undergoing this

Table 1
Participant characteristics at time of interview.

Participant Gender Age rangea (years) Time since surgery Relationship Education levelb Occupational status

P1 M 75–80 <6 months Yes Middle Retired
P2 M 60–65 <6 months Yes High Retired
P3 M 60–65 6–9 months Yes High Paid work > 20 h a week
P4 F 80–85 6–9 months No Low Retired
P5 F 65–70 <6 months No High Retired
P6 F 65–70 6–9 months Yes Middle Retired
P7 F 50–55 <6 months Yes Middle Paid work < 20 h a week
P8 M 50–55 <6 months Yes Low Disability pension
P9 M 55–60 <6 months Yes High Paid work > 20 h a week
P10 F 45–50 <6 months Yes High Paid work > 20 h a week
P11 M 55–60 <6 months Yes Middle Paid work > 20 h a week
P12 F 65–70 <6 months No Low Retired

a To ensure anonymity age ranges instead of exact ages are shown.
b Low: primary and lower secondary education; middle: upper secondary education; high: higher vocational training and university.

Table 2
Themes and categories describing participants’ experiences surrounding back surgery.

Theme Categories No. of times coded No. of participants

Illness trajectories Information about illness process 576 12
Information and interaction hospital 185 12
Pain medication 48 11

Expectations and beliefs Expectations and beliefs in general 190 12
Beliefs and cognitions about pain 41 11

Pain coping Maintaining autonomy 96 11
Activity avoidance/Pacing/Rest 100 12
Endurance coping 115 12
Social coping 33 8
Adjusting environment 55 11

Emotion regulation Experiencing positive emotions 19 7
Experiencing negative emotions 56 12
Dealing with fear and insecurity 119 12
Strategies to maintain emotional balance 163 12
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surgery would be the start of more hospital visits and surgeries in the
future: ‘once they start cutting in your body it never stops, one thing leads to
another. And it turned out to be true, during the preoperative screening they
found a small problem with my heart’ (P9). More than half of the parti-
cipants (n=7) had expected recovery to be easier or at least a more
upwards trajectory instead of the struggle they experienced in reality.

Several beliefs could be qualified as illness beliefs (Leventhal et al.,
2007). Participants believed they knew the cause (n= 7) and timeline
(n=1) of the illness ; for instance, working too hard, experiencing a lot
of stress which turned ‘inwards to my back’ (P10) or physical trauma in
the past. Some participants (n=4) felt they had control over the ill-
ness, reducing complaints by resting or worsening complaints by un-
dertaking too many activities. A few participants (n= 3) felt that being
a patient did not fit with their image of themselves, linking to beliefs
about the identity of the illness.

Participants had to deal with certain expectations or beliefs that did
not come true. The majority of the statements that dealt with un-
expected situations were linked to the postoperative period, e.g.: ‘I had
not expected it to be as bad as this after the surgery.’ (P2, sentiment echoed
by P3, P9 and P10). Participants had overly optimistic expectations
about recovery and dealing with continuously changing circumstances
during recovery made them feel insecure and question themselves. This
situation required flexibility from the participants in dealing with dis-
appointment (i.e. their preoperative hope for pain improvement not
coming true), grief and acceptance. Some of the participants were
capable of this flexibility (n=7), e.g. P6: ‘I believe it is important to let go
of the tension, the fear. I did cry, I will not deny that. Something can go
wrong, but finding a way to deal with your feelings can help.’ Others were
more rigid in how they coped with the pain and, for instance, blamed
the care professionals for not giving them accurate information.

3.3. Pain coping

Five categories were found, related to pain coping: maintaining
autonomy, activity avoidance/pacing/rest, endurance coping, social
coping and adjusting the environment.

‘Maintaining autonomy’ describes the dilemma participants ex-
perienced in maintaining their independence, even whilst in pain.
Participant no. 1 described it as follows: ‘I have been independent all my
life and that was no longer possible. I kept doing things I wasn't allowed or
able to do. That was hard, to be dependent on my wife or the nurses.’ The
majority of participants (n= 9) showed own initiative, and a desire to
have an active say, in their care process. Other participants (n= 3)
completely put their fate in the hands of the doctors, trusting them to
make the right decision.

The ways participants responded to pain, could be divided in two
categories: 1) activity avoidance/pacing/rest a2) endurance coping.
Although different in nature, elements of both categories were men-
tioned by all participants. In situations where participants chose the
avoidance/pacing/rest approach, they stated they listened to their
bodies (as opposed to forcing rules or fierce goals upon themselves),
were cautious and careful with their body, rested and sometimes
avoided certain activities in order to avoid accompanying pain.

All participants also described behavior which was categorized as
endurance coping. For instance, persisting with a normal lifestyle de-
spite disabling pain, struggling to keep up with others and not wanting
to be different because of physical complaints. This behavior was re-
ported by participants before the surgery and during recovery, forcing
themselves to perform certain tasks, all whilst in pain. Participant no. 2:
‘When I went to the zoo with my children and grandchildren, I had to drag
myself from bench to bench. I couldn't make it any further. It is unpleasant,
you push it away, you don't want to accept the consequences. Until you just
cannot go on and you need the surgery.’

The social environment also played a role in the context of pain
coping for eight participants, this was labelled social coping.
Participants were torn between the need for help from others and at the

same time not wanting to burden them too much.
Lastly, participants (n= 11) coped with pain in a practical way,

adjusting their environment by altering their home or using aids such as
a walking stick.

3.4. Emotion regulation

The theme emotion regulation consists of three categories, namely
“experiencing positive and negative emotions”, “dealing with fear and
insecurity” and “strategies to maintain emotional balance”.

Both pre- and postoperatively, participants reported experiencing
positive and negative emotions. Almost all participants (n=10) re-
ported negative emotions before surgery and the number of times ne-
gative emotions were mentioned in the entire perioperative period
(n= 56) far exceeded the mentioning of positive emotions (n=19).
Preoperatively, participants mentioned frustration from not being able
to live their normal life, despair due to failing treatments, grief from all
the complaints, faith in the doctor and in a good outcome, the hope for
a better life after surgery and fear that the surgery might go wrong or be
ineffective. Participant no. 12 describes the hope as follows: ‘Shortly
before surgery I didn't worry about the pain anymore. Because I was having
the surgery, and after the surgery, my pain would be gone, I hoped it would
all be better.’ In the postoperative period participants mentioned frus-
tration due to disappointing recovery or failure to meet goals, fear of
making a ‘wrong movement which could harm’ their back and relief due to
experiencing improvement.

Participants (n=11) also mentioned they had to deal with fear and
insecurity in the period before and after surgery. For instance, partici-
pant no. 6 had ‘the fear of ending up in a wheelchair.’ Participant no. 10
showed signs of catastrophizing fear after surgery: ‘And then you start to
worry. Did I make a wrong movement? Is it all still alright inside? Have I
followed the doctors’ guidelines correctly? And what if it goes wrong, will it
be alright again? Do I have to do it all over again? Those things cross my
mind.’ Participants indicated it was hard for them to deal with the in-
security, not knowing what was going to happen, and to deal with this
they were searching for control and structure.

To maintain an emotional balance in the face of all these emotions,
participants displayed a wide variety of strategies. The most frequently
mentioned (n= 10) strategy to maintain emotional well-being was
acceptance. Participant no. 2: ‘The first weeks were hard. But I was also at
peace with the situation. It had to heal and that had to be done right.’
Several participants (n=7) minimalized the severity of the situation to
prevent it from becoming overwhelming. Other participants tried to put
things in perspective (n=10), tried to remain positive (n= 3), used
relaxation or mindfulness exercises (n=2) or found peace in religion
(n= 2). Almost all participants (n=11) mentioned comforting activ-
ities they found valuable and rewarding, such as being able to play with
their grandchildren, as an aim to reach after the surgery.

4. Discussion and conclusion

4.1. Discussion and conclusion

This is one of the first studies to qualitatively investigate lumbar
fusion surgery patients’ perioperative experiences. Whereas care pro-
fessionals may see surgery as a singular event, the current study shows
it takes context from a history full of health-related experiences, beliefs
and expectations that require coping and emotion regulation to main-
tain emotional well-being.

First of all, the interviews demonstrated that patients preoperatively
experienced long episodes of pain, had undergone several unsuccessful
treatments and still experienced pain or discomfort after surgery. The
hope for a better life after surgery was not (immediately) fulfilled,
which in turn led to frustration or even fear of chronic complaints.
Patients found the illness process imposing and struggled with frus-
tration and loss of quality of life, which corresponds to qualitative
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findings of other orthopedic patients (Damsgaard et al., 2017; Mats
Sjöling et al., 2005; Nyvang et al., 2016; Parsons et al., 2009; Strickland
et al., 2018). As participants in the current study often endured pain for
several months or years before surgery, their stories also show overlap
with chronic pain patients in mentioning a sense of loss, challenges of
their identity and difficulty in maintaining their social role (Clark and
Iphofen, 2008; Walker et al., 2006).

Secondly, several beliefs of patients in the current study were ca-
tegorized as illness beliefs concerning illness identity, timeline, control
over the illness, cause or consequences of the illness (Leventhal et al.,
2007). Some patients developed beliefs that seem to promote in-
effective coping strategies such as avoidance or endurance. Whereas
other patients developed beliefs that seem to promote effective coping
such as acceptance. Related to these beliefs, this study demonstrates
that most participants had unrealistic expectations. These expectations
can potentially have a negative effect on a patient's recovery and
mental well-being during recovery. Prior research has shown that
having more numerous pain relief expectations before spinal surgery,
was associated with more pain and less satisfaction with pain relief
after surgery (Iversen et al., 1998); and that having greater preoperative
expectations was associated with less fulfillment of expectations post-
operatively, which, in turn, led to less improvement in postoperative
pain (Mancuso et al., 2016). Conversely, the fulfillment of preoperative
expectations can have a positive effect on psychological well-being after
surgery; Mancuso et al. found that depressive as well as anxiety
symptoms improved more for lumbar surgery patients when more ex-
pectations were fulfilled and more pain improvement took place
(Mancuso et al., 2018).

Participants used two forms of pain coping strategies: 1) “Activity
avoidance/Pacing/Rest”, including listening to your body, avoiding
painful activities and resting when needed, and 2) “Endurance Coping”,
i.e. persisting with activity regardless of pain or physical discomfort.
These findings can be framed in the Avoidance-Endurance Model
(AEM) (Hasenbring and Verbunt, 2010), which describes the same two
response patterns to pain. Hasenbring & Verbunt state that the fear-
avoidance pattern heightens the risk of chronification of pain via
physical disuse, while the endurance-related pattern heightens the risk
of chronification via an overuse of physical structures (Hasenbring and
Verbunt, 2010). The transition from acute (e.g., postoperative) pain to
chronic pain is also explained in the Fear Avoidance Model (Vlaeyen
and Linton, 2012). This model also includes mental processes such as
catastrophizing and fear, which leads to avoidance, disuse and, thereby,
to the chronification of pain. As fear was mentioned by several parti-
cipants and catastrophizing thoughts were found by at least one parti-
cipant, the current participants may be at risk of developing chronic
pain.

Noteworthy is that several of the emotion regulation strategies the
participants used are described in positive psychology, e.g. acceptance,
maintaining meaningful activities or use of mindfulness exercises. This
is promising, as earlier research links elements of positive psychology to
a more beneficial recovery from and long-term prognosis of physical
illness (e.g. Lamers et al., 2012; Sturgeon and Zautra, 2010). Partici-
pants showed different emotion regulation strategies throughout the
pre- and postoperative period, suggesting a certain flexibility. The ca-
pacity to switch between different strategies, tailored to the situation,
seems to be the most effective way to regain or maintain emotional
well-being (Bonanno and Burton, 2013).

A possible weakness of this study is the fact that participants were
recruited from one orthopedic center. Future research should focus on
confirming our findings at other hospitals. While representing the
heterogeneity of the patient group regarding age, sex and education,
our study population also displayed similarity in the complexity and
variety of their illness process and postoperative recovery. This suggests
a common plan of action is possible that could alleviate the burden of
the perioperative process for these patients.

4.2. Implications for future research

Even though Powell et al. reviewed several perioperative interven-
tions, these interventions do not cover the full complexity of our current
findings and lack a long-term focus (Powell et al., 2016). As the current
study shows, surgery is just one event in a patients’ lifetime full of
health-related experiences; future research and possible interventions
should focus on long-term, sustainable recovery.

As patients are not always capable of correctly processing medical
information, especially whilst in pain, future research should focus on
influencing factors regarding information processing, such as beliefs
and expectations, the amount and timing of information, specifically for
lumbar fusion surgery patients. Knowledge of these influencing factors
could help care professionals improve patient satisfaction, patient care
and postoperative outcomes.

Future research should also focus on strategies that help patients
cope with their pain, fluctuating physical condition, and accompanying
emotions throughout the perioperative process. Positive health, with a
focus on positive psychology, might be a promising concept to prevent
long-term disability from low-back pain and enhance patients’ long-
term resilience, as was also recently stated in the Lancet (Buchbinder
et al., 2018; Hartvigsen et al., 2018).

Damsgaard et al. (2017) found that patients who undergo spinal
surgery experience hope for a life without pain but, paradoxically, feel a
sense of existential insecurity facing the future and its new possibilities
when the pain is (mostly) gone after surgery. Finding new meaning in
life, including meaningful activities, should be a focus of health care
professionals, according to Damsgaard et al. (2017). As this is a focus of
positive psychology, e.g. Acceptance and Commitment Therapy, their
findings are in line with the above mentioned implications for future
research.

4.3. Implications for health professionals

Health professionals should realize they are not treating a patient
for acute, postoperative pain but are, in fact, treating a patient with
chronic pain and, possibly, persistent or recurrent postoperative pain.
For many spinal surgery patients, this surgery seems to be a last resort,
with resultant high hopes, potentially unrealistic beliefs and expecta-
tions. Focusing on managing realistic expectations, discussing the high,
possibly unrealistic, hope patients have regarding the surgery and ful-
filling the need for information, while respecting the distress and strain
the illness process has on a patient, could lead to greater patient sa-
tisfaction and better postoperative recovery. As the experiences de-
scribed in the current study correspond to those of other orthopedic
patients, the abovementioned implications are not only suitable for
spinal surgery related professionals, but for health professionals in the
orthopedic field in general.
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