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Summary

Background: Older patients who are admitted to hospital for surgery are
moved quickly between different levels in the health service. These patients can
be exposed to unnecessary suffering related to care, which can become an

additional burden and impede convalescence.

Objective: To describe nurses’ experiences with suffering related to care that is

inflicted on older patients undergoing surgical procedures.
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Method: The study has a qualitative, exploratory design and comprises a total
of seven interviews. We conducted one focus group interview, five qualitative
in-depth interviews with two informants in each group and one individual
interview with one nurse. Fifteen nurses participated, who either worked in the
community nursing service, nursing homes or operating theatres.

Results: The nurses who participated had experienced nurses behaving
disrespectfully towards older patients. Conflicts of values arose in the
interaction between patients and healthcare personnel, and it was difficult to
discuss unethical behaviour with managers or colleagues. Patients did not
always receive appropriate pain relief and did not always receive help when they
pressed the alarm button or asked for help.

Conclusion: Older patients are at risk of suffering related to care in the form of
violations of dignity, neglect and lack of appropriate pain relief during the
surgical pathway, where patients are moved quickly between different units.
Suffering that is unnecessarily inflicted on patients can be prevented by talking
to the patient and his or her family. Ethically responsible management requires
good communication and ethical reflection with colleagues on observed
violations of dignity.

Major changes have taken place in the treatment of surgical patients. The changes

mean shorter stays in hospital in connection with surgical treatment, including for
older patients. These patients can be exposed to suffering beyond the illness itself
and the treatment. In this article, we chose to use the terms ‘unnecessary suffering
related to care’ and ‘unnecessary suffering’.

Eriksson describes ‘suffering related to care’ as a violation of the patient’s dignity,
absence of care, condemnation, punishment and the exercising of power (1).
Dahlberg’s term ‘unnecessary suffering’ is described as negative encounters with
healthcare personnel that make patients vulnerable, and this suffering is caused by
a lack of care (2).

Everyone wants to be well looked after, receive considerate nursing care and be
treated with understanding, dignity and respect by the health service (3, 4).
However, patients sometimes encounter healthcare personnel who subject them to
indignities, and by so doing cause them to suffer. Healthcare personnel can be rude
and disrespectful, and they can ignore and humiliate patients and treat them as if
they are invisible (2, 5-7).



Albina gives an example of an older man being subjected to serious violations of
dignity in the form of physical touching and offensive language in connection with
an operation (8). Willassen et al. refer to an example of a patient’s pain being
ignored, and give examples of offensive language in the form of negative comments
about the patient’s body (9).

Care pathway

In our study, the nurses refer to patients aged 60+. The World Health Organization
(WHO) defines people between the ages of 60 and 75 as ‘early elderly’, and people
over 75 as ‘late elderly’. Older patients are often moved to convalescence wards or
their home shortly after surgery, and this process is referred to as a care pathway,
treatment pathway, treatment loop or trauma chain (10).

A surgical care pathway is normally divided into three phases: preoperative,
intraoperative and postoperative. The preoperative phase is the time from which it
is decided that the patient should be operated until the patient arrives in the
operating theatres. This period involves preparations for patients and staff. In the
operating theatre, the patients are taken care of by the surgical team, which mainly
consists of a surgeon, theatre nurses, an anaesthetist and a nurse anaesthetist (3, 11,
12).

Perioperative nursing care

The term ‘perioperative nursing’ was adopted in the USA in the 1970s. Lindwall and
von Post define perioperative nursing as the nursing actions and nursing activities
performed by theatre nurses and nurse anaesthetists during the pre-, intra- and
postoperative phases of surgery, normally in operating theatres (13).

In the Nordic countries, the qualifications and areas of responsibility of these
specialist nurses vary, and the scope of work for perioperative nurses can vary from
hospital to hospital and from country to country (14). In its broadest sense,
perioperative nursing can nowadays include contact with and caring for the patient
at outpatient clinics, recovery units, day surgery operating theatres and contact
with the patient via telephone before and after surgery (14).

Responsibility to protect the patient

Theatre nurses and nurse anaesthetists work in a multidisciplinary surgical team
along with doctors, engineers and porters, and the entire team has a duty to work
in a caring manner (4). Theatre nurses have a special responsibility for protecting
patients from embarrassment and ensuring that they do not suffer indignities when
they are naked or defenceless (4).



Research such as ours on suffering related to care throughout the treatment
pathway is new. It is important to learn more about the nurses’ perspectives of the
suffering inflicted on patients in the perioperative phase in order to develop the
nursing care.

Objective of the article

The purpose of this article is to describe nurses’ experiences with suffering related
to care that is inflicted on patients. The findings in this article appeared in a study
we conducted on patient safety and older patients (15).

Method

Design

We chose a qualitative method with semi-structured interviews, and a content
analysis of the data material was performed (16).

Sample

We interviewed 15 nurses working in small and large urban municipalities. These
nurses worked in operating theatres, nursing homes and the community nursing
service. In order to strengthen and enrich the study and gain an inside perspective
from the entire course of the patient’s care pathway, we chose a combination of a
focus group interview with four participants, five interviews with two participants
and one individual interview. Table 1 shows detailed information about the
participants.



Table 1. Information on the nurses who participated in the study

Nurse/specialist nurse

Theatre nurse with specialisation in health,
safety and the environment

Theatre nurse

Nurse anaesthetist

Theatre nurse

Theatre nurse

Theatre nurse with master’s degree

Theatre nurse

Nurse with specialisation in ageing
and care for the elderly

Nurse with specialisation in ageing
and care for the elderly

Nurse

Nurse with specialisation in ageing
and care for the elderly

Nurse

Nurse

Nurse

Nurse

Data collection

Current workplace

Operating theatre

Operating theatre

Operating theatre

Operating theatre

Operating theatre

Operating theatre

Operating theatre

Nursing home

Nursing home

Nursing home

Nursing home

Community nursing
service

Community nursing
service

Community nursing
service

Community nursing
service

Age

47

48

49

62

49

44

52

33

30

40

50

40

40

59

56

Gender

No. years as
nurse

26

24,5

25

27

25

23

27

2,5

14

10

11

12

19

20

We contacted managers in hospitals and local authorities, who arranged contact

with the nurses we interviewed. The interviews were conducted during the period

March 2014 to September 2015. The main questions concerned patient safety for

older patients undergoing surgery. We used an interview guide that we devised

based on literature and the authors’ experiences.
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The interviews comprised of a total of 23 questions. The questions were open-
ended, and we also asked for further details when the nurses described experiences
in which patients had been subjected to offensive language or neglect, or had been
ignored. We also asked if the nurses could give us examples of such incidents. We
conducted a total of seven interviews: one interview with one participant, five
interviews with two participants and one focus group interview.

Four nurses participated in the focus group interview: two worked in a nursing
home and two were part of the community nursing service. The third author was
the moderator in this interview, and her task was to get the participants to talk to
each other and to manage the social dynamics so that everyone was heard. The
second author conducted all the interviews, while the first author took notes and
asked supplementary questions (16). Table 2 shows details of the interviews.

Table 2. Information on the seven interviews

Type of interview No. of participants Workplace

Focus group 4 2 work in nursing home
2 work in community nursing service

Qualitative individual interview 1 Work in operating theatre

Qualitative interview with nurses 2 Work in operating theatre

Qualitative interview with nurses 2 Work in operating theatre

Qualitative interview with nurses 2 Work in operating theatre

Qualitative interview with nurses 2 Work in nursing home

Qualitative interview with nurses 2 Work in community nursing service
Analysis

After the interviews, we prepared summaries and noted the main impressions. The
first author transcribed all the interviews apart from one. We performed a
qualitative content analysis of the data material (17, 18). This method of analysis
was chosen because it is considered to be suitable for examining participants’
experiences, attitudes, motives and thoughts, as well as for examining some of the
topics in more depth.

The first and second authors listened to the recordings and read through the texts
several times. The statements were then broken down into meaning units, which
were then condensed, coded and thematised (17, 18).
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The first author had the main responsibility for the analysis, but regular meetings
were held with all the authors where analyses, interpretations and text were
reviewed and analysed. Table 3 gives examples of how the statements were broken
down into meaning units, condensed meaning units and codes, and how these were
sorted into sub-themes and main themes.

Table 3. Examples of how main themes were extracted from raw data

Meaning unit Condensed meaning unit Code Sub-theme Main theme
raw data

Violations of dignity happen, Anaesthesia personnel can Staff can be Offensive Disrespectful
there may be people at the be grumpy or rude towards grumpy or rude language to the patient

‘coal face’ who are grumpy

the patient

towards the

or rude. I’'m not saying that patient

it’s normal, but it’s hap-

pened several times in the

past year.

And you feel uncomfortable

about it and comment on it

when the patient has fallen

asleep or...

A degree of stigmatisation It can be difficult to get Patients with Patients’ pains Lack of

is apparent. If there are the right pain relief for substance are not taken appropriate
patients who have history, if patients who are recov- abuse problems seriously pain relief
they’re recovering alcoholics ering alcoholics or drug do not get

or drug addicts, then it can addicts appropriate

be difficult to get the right pain relief

pain medication or...

Patients press the alarm Patients are ignored when Staff ignore Patients do not Patients trying
button again and again but they press the alarm and patients who get help when to get the
don't get help. And when need help need help needed nurses’ atten-

someone finally comes, they
tell the patient that they’ll
be back right away, and then
they don’t come...

Ethical considerations

tion are ignored
or neglected

We provided written and oral information about the study to the managers and

informants. The nurses signed an informed consent form. They stated their age,

qualifications and number of years in the profession prior to interview, with the

exception of the first interview, where this information was provided during the

interview itself.

We informed the nurses that the study was voluntary and that they had the right to

withdraw without giving a reason. Four informants withdrew on the day we had

arranged to conduct the interviews. The study was reported to the Norwegian

Centre for Research Data (project number 37833).
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Results

The nurses in the study had experienced that suffering related to care, such as
disrespectful behaviour, was being inflicted on patients, and that healthcare
personnel neglected patients who were trying to get their attention. Conflicts of
values made it particularly difficult for the nurses to discuss the suffering inflicted
on patients with colleagues and management.

Disrespectful behaviour towards patients

The nurses from nursing homes gave examples of patients with cognitive
impairments and dementia diagnoses being subjected to offensive language. They
also provided examples of staff non-conformance notices being submitted because
personnel had acted inappropriately towards patients.

«You do see patients’ dignity being violated, particularly in
relation to offensive language, by the nurses and doctors
in the surgical team, and it’s very difficult to address the
issue.»

Theatre nurses

The theatre nurses described incidences of violations of dignity by both nurses and
doctors in the surgical team. This related to swearing and other language that the
nurses considered to be inappropriate. One theatre nurse described it as follows:

‘You do see patients’ dignity being violated, particularly in relation to offensive
language, by the nurses and doctors in the surgical team, and it’s very difficult to
address the issue.’

Another theatre nurse said the following:

‘The nurse anaesthetist actually sedated a patient so that they didn’t have to
experience the surgeon’s inappropriate language. I don’t think we’re the only
hospital in Norway that has this problem.’

Several theatre nurses claimed that offensive language towards patients was a
common problem in many operating rooms and that it was difficult to raise the
issue with colleagues.

Lack of appropriate pain relief

The nurses reported that older patients did not always receive appropriate pain
relief. One nurse employed in the community nursing service said the following:



‘Violations of dignity in relation to pain. I’ve experienced that a lot, where a
patient’s claims of pain are treated with scepticism.’

Nurses from the community nursing service and nursing homes had witnessed the
stigmatisation of patients with substance abuse problems. They had also
experienced patients not being given appropriate pain relief after surgery. One
nurse said the following:

‘Unfortunately, it’s perhaps all too common for us to have a high threshold for

providing any medication. There’s probably a reluctance to give morphine, for

example, because you then need to keep a closer eye on the patient when we’re
understaffed, and nurses may also be afraid that the patient will fall.’

A nurse in the convalescence ward said that a patient told the doctor that he had

received poor pain relief after surgery. It transpired from his medical records that
the patient had not received any of the pain medication that had been prescribed
for use as needed. The nurse made the following observation:

‘Not providing medicine when needed, that’s totally wrong. Maybe we’re afraid of
giving too much pain relief as there’s been a lot of press coverage about patients
being sedated, so it’s a very complicated issue.’

Patients trying to get the nurses’ attention were ignored or neglected

In the interviews, nurses described how patients who try to get the nurses’
attention are neglected. The nurses working in nursing homes said that patients
were ignored, and that they did not get help when they pressed the alarm button.
One said the following:

‘They’ve been ignored. When someone presses the alarm button it’s registered as a
non-conformance, and no one goes to see to them.’

Nurses described it as very difficult for patients and an affront to their dignity
when they do not receive help when they are in pain or discomfort, or need
assistance for other reasons.

Discussion

This article highlights suffering related to care that is inflicted on older patients
undergoing surgical treatment and care. In the study, we find disrespectful
behaviour towards patients, lack of pain relief and neglect on the part of the
healthcare personnel when patients try to get their attention. Vulnerable groups,
such as patients in a state of confusion or with cognitive impairments, were
particularly at risk, as were older patients with substance abuse problems.



Studies, including from operating theatres, show that patients are subjected to
serious and unacceptable violations of dignity (7, 9). Albina gives examples of
serious violations of dignity in a patient receiving perioperative nursing care. She
points out that patients undergoing surgery are in a particularly vulnerable
situation because they are anaesthetised (8).

It can be difficult to get healthcare personnel to talk about such reprehensible
behaviour. According to Eriksson, patients can feel spiritual and mental distress as
a result of humiliation by fellow human beings. They may also feel a sense of guilt
in relation to their treatment or illness. These are feelings that are manifested
within the patient, but they can also occur due to the judgmental attitude of
nursing staff (1).

«Conflicts of values arise when nurses witness rude
behaviour by other healthcare personnel.»

Lindwall and von Post describe how patients suffer during humiliating actions.
They explain that if healthcare personnel really want to protect a patient’s dignity,
they must force themselves to see what they do not want to see. Furthermore, they
argue that conflicts of values arise when nurses witness rude behaviour by other
healthcare personnel. They conclude that it is necessary to discuss and reflect on
such reprehensible behaviour, which causes the patients to suffer and leaves them
feeling humiliated (19).

Perioperative care involves theatre nurses and nurse anaesthetists safeguarding
patient care. Their role is to protect patients from suffering beyond that caused by
the surgical procedure. Dahlberg and Martinsen describe how perioperative nurses
are there to protect patients from violations of dignity and ensure that they are not
subject to any unnecessary suffering (2, 4).

Nordtvedt believes that moral sensitivity is characterised by identifying and
intercepting the morally relevant features of a situation. To illustrate a situation
where nurses should be particularly careful with patients, he uses the example of
protecting a patient’s dignity when exposed (20). Theatre nurses are well-versed in
such situations in connection with the surgical positioning of patients, i.e. placing
them in a particular physical position to enable the operation to be carried out. The
theatre nurse must safeguard the patient’s integrity and dignity by preventing their
body from being exposed (20).



Guidelines on professional ethics state that the nurse must safeguard the
individual patient’s dignity and integrity, and that the patient has the right to
comprehensive nursing care, the right to shared decision-making and the right not
to be subjected to indignities (21). According to the legislation, healthcare
personnel must perform the work in a way that meets the requirement for
professionally responsible and caring nursing (13). Our study shows that serious
violations of dignity have occurred and that suffering related to care has been
inflicted on patients.

Disrespectful behaviour towards patients

Nurses have a professional, ethical and legal responsibility to speak out against
violations of patients’ dignity and to not participate in or tolerate unacceptable
behaviour (3, 21, 22). The nurses described how they felt uncomfortable when such
undesirable events occurred, which concurs with the findings of Lindwall and von
Post (13).

The nurses had experienced difficult situations and had chosen to give the patients
extra sedatives to make them sleep. They wanted to spare patients from verbal
outbursts by members of the surgical team. This method of protecting vulnerable
patients is debatable, but nurses can feel pressure to act and resolve the situation
in the best way possible.

It is important that healthcare personnel have good collaboration skills and that
they find good ways to communicate. It is not uncommon for conflicts to arise in
the operating room. In the worst case, conflicts can pose a risk to a patient’s safety,
or the patient can feel violated (13, 14).

Our findings are consistent with Willassen et al. (15), who describe undignified care
and violations of dignity in perioperative practices and conclude that there is a
need for reflection and discussion on ethics and dignity in the field. They further
conclude that these issues need to be discussed in study programmes in order to
raise awareness of attitudes and help change these for the benefit of patients, staff
and students (9).

There are many different explanations for disrespectful behaviour towards
patients. It can be blamed on work-related stress factors, physical or mental illness,
abuse, thoughtlessness or fear of making a mistake (18). Power hierarchies, fear of
reprisal or bullying are some of the reasons why healthcare personnel are unable to
deal with these difficult situations. Various communication problems also cause
adverse events (15).



Nordtvedt believes that there are many explanations for how a moral breakdown
can occur. He cites power hierarchies, blind obedience, emotional numbness,
ideology, sadism and lack of empathy as causes of moral breakdown (23). The
degree of openness in the patient safety climate will determine how easy staff think
it is to talk about risks and adverse events in the workplace (24).

In the USA, professional development courses for nurses and doctors whose
conduct poses a risk to patient safety have long been used as a tool for behavioural
change. Early feedback from staff and managers is important for the employee to
understand the impact of his or her behaviour (25).

Lack of appropriate pain relief

Our findings show that patients do not always receive appropriate pain relief
following surgical procedures. The nurses gave examples of individual patients
being stigmatised. The examples concerned drug addicts and are taken from
nursing homes and the community nursing service.

The lack of appropriate pain relief for vulnerable patient groups after surgery is a
serious situation that leads to suffering for the patients. Pain-based behaviour,
pain-based emotions and experiences of pain differ from patient to patient, and
they are also contingent on culture (26).

«It is essential to develop greater collaboration across
treatment levels.»

Failure to give patients appropriate pain relief represents a serious lack of care (1).
Possible solutions for nurses may be to update their knowledge of pain and pain-
based behaviour and emotions in different cultures, participate in learning
networks and form a closer working relationship with pharmacists and doctors.
Pain relief can help prevent falls among older patients.

Multidisciplinary collaboration, annual medication reviews and home care
rehabilitation all play a major role in fall prevention. Fall prevention in healthcare
institutions is a priority area for the Norwegian patient safety programme (27).

Closer collaboration between the specialist health service and the primary health
service, better nursing documentation, the use of interpreters and the sharing of
necessary information when patients are moved between different levels in
connection with surgical procedures are all crucial (28). It is essential to develop
greater collaboration across treatment levels.



Patients trying to get the nurses’ attention were ignored or neglected

The nurses from the nursing homes provided examples of patients not receiving
help when they pressed the alarm button. Dahlberg also refers to examples where
patients do not have access to the alarm button and are therefore unable to call for
help when needed (2).

Report no. 13 to the Storting, ‘Quality and Patient Care’, states that patients’
families are concerned about the lack of dignity, care, trust and safety for frail
people over the age of 8o living at home. They do not receive help at the agreed
time, and there are not enough qualified staft (24). The families are often a source
of strength for older patients when they are admitted to a hospital or nursing home
and when they receive home nursing care.

Martinsen gives an example where a woman with cancer who is in the last week of
her life was denied assistance from a nurse to find a more comfortable position.
The woman pressed the alarm button, but did not get help. The nurse acted
shamelessly and used the fact she was busy as an excuse for not helping a
vulnerable patient in severe pain (28). Malmedal points out that bad attitudes and
poor management, lack of knowledge and tight financial frameworks may be the
reasons behind patients not receiving help (6).

Conclusion

We collected data across health service levels. In the study, there are examples of
disrespectful behaviour, lack of appropriate pain relief and neglect when the
patients tried to get the staff’s attention, and the findings suggest that unnecessary
suffering is inflicted on older patients. The nurses’ most important task is to
alleviate suffering and promote good health. Nurses, managers and other
healthcare personnel must work together to prevent more suffering being inflicted
on older patients, particularly when continuity in the nursing is a challenge.

The study shows the importance of person-centred care, better collaboration
between the different service levels and better pain management. Perioperative
nurses must communicate with the patient throughout the entire course of the
patient’s care pathway, and not just at the time of surgery.

«The nurses’ most important task is to alleviate suffering
and promote good health.»



The study also shows that the primary and specialist health services should include
Lindwall and von Post’s perioperative dialogue model. This model places the focus
on patient dignity, which includes contact with patients and their families, and
dialogue between staff within and between units. Openness and discussion in
connection with violations of dignity in the working environment are needed to
improve the safety climate. It is crucial that nurses discuss how to deal with such
situations.

More research is needed in this area, which also encompasses patients’ and their
families’ experiences of suffering related to care that is inflicted in connection with
surgery. Nurses should lead the way in promoting a caring environment for
patients and staff, and they must have the courage to address adverse events. By
not reporting unacceptable behaviour, they are allowing such attitudes and
behaviour to continue.

We thank the informants who participated in the study and the managers who helped us
gain access to the field. We also thank the Norwegian Association of Operating Room
Nurses for providing project funds, which made the study possible.
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