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Abstract 

Ann-Sofie Sundqvist (2017): Perioperative patient advocacy – having the 
patient’s best interests at heart. Örebro Studies in Care Sciences 71. 

Patient advocacy implies taking action on someone else’s behalf, and has 
been described as a key element of nurses’ professional care. In the peri-
operative setting, it involves not only critical decision making, but also 
all the small things that the nurses do for the sake of the patients during 
their working day. Since previous research on the advocacy role of a 
registered nurse anesthetist (RNA) is sparse, and has not been conducted 
in a Swedish context, this thesis was intended to contribute to a greater 
understanding of advocacy in the perioperative context. The overall aim 
was therefore to explore the characteristics and consequences of periop-
erative patient advocacy (Study I), and to describe RNAs’ views of advo-
cacy in anesthetic nursing through interviews (Study II), a questionnaire 
(Study III), and observations (Study IV). 

The synthesis of the characteristics and consequences of perioperative pa-
tient advocacy was interpreted in this thesis as the RNAs having the pa-
tient’s best interests at heart, in that they (1) had control of the situation, (2) 
preserved human values, and finally (3) were emotionally affected, as the 
results from the four studies suggested this as the core of perioperative pa-
tient advocacy. 

Perioperative patient advocacy is not always perceived as easy. In praxis, 
it is linked to the code of ethics outlined by the International Council of 
Nurses, which states that all registered nurses, regardless of their working 
context, shall respect human rights, promote health, prevent illness, and 
ensure that the individual receives accurate and sufficient information. This 
thesis elaborates on how this is done by describing how RNAs exert periop-
erative patient advocacy and how they interact in order to facilitate the best 
possible care for the patient. The results deepen the understanding of peri-
operative patient advocacy from the RNA’s perspective and contribute to a 
new insight in the RNA’s professional role. 

Keywords: Perioperative, Patient advocacy, Ethics, Advanced nursing, 
Content analysis, Rasch analysis, Integrated review 
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OR Operating room 
ORN Operating room nurse 
PN Nurse working in the perioperative setting in countries such 

as Australia, the UK, and the USA. In this thesis a PN is a 
registered nurse anesthetist, an operating room nurse, or a 
registered nurse working in the perioperative setting 

PNAS Protective Nursing Advocacy Scale 
PNAS-Swe Swedish version of the Protective Nursing Advocacy Scale 
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RNA Registered nurse anesthetist 
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INTRODUCTION 
My interest in patient advocacy first arose during my clinical training to 
be a registered nurse anesthetist (RNA). I remember how fragile and vul-
nerable I believed the anesthetized patient was completely in the hands of 
another human being, the RNA. This caught my interest and resulted in a 
literature study regarding patient advocacy during my RNA education. I 
began to wonder whether perioperative patient advocacy is equivalent to 
anesthetic nursing or whether it is something else. Perioperative patient 
advocacy is described as being not only about critical decision making but 
also visible in all the small things that the nurses do for the patients during 
their working day.1 The rationale for this thesis is therefore to increase the 
knowledge and contribute to a deepened understanding of what periopera-
tive patient advocacy really is. 

Patient advocacy has been described as a key element of nurses’ profes-
sional care,2,3 and implies taking action on behalf of another.4,5 In nursing, 
patient advocacy is related to patient care that focuses on the patient’s 
needs and wishes, including informing, protecting and speaking for the 
patient.1,6,7 Patient care that focuses on the patient’s needs and wishes has 
similarities with person-centered care, as found in an integrated review 
from the perioperative context. Among other things the review identified 
that person-centered care involves respecting the patient as a unique hu-
man being, and implies that the patient should be involved in their own 
care. The patients described that the presence of a perioperative nurse 
(PN) was calming since it prevented them feeling lonely and thereby pro-
moted their wellbeing.8 

Patient advocacy has also been described as a situation where the nurse 
acts in order to protect the patient against inappropriate practice.9 
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BACKGROUND 
Nursing is a discipline and profession that includes caring, and so this 
thesis assumes that caring actions are required for nursing. Caring should 
use a holistic perspective taking in the entirety of the patient’s situation. 
This requires interpretation and understanding, and involves knowledge, 
skills, patient trust, and the ability to manage all elements simultaneously 
in the caring context. Excluding a patient as a person, or ignoring the 
patient’s experiences or values is regarded as non-caring and amoral.10 The 
Swedish Society of Nursing’s Foundation of Nursing Care Values states 
that nursing care is provided at the individual patient’s level, and is aimed 
at promoting health and well-being and to alleviating suffering regardless 
of the patient’s cultural background, age, sex, and social conditions. The 
core nursing values are based on a person-centered care in which the nurse 
is open to the patient’s perspective, and the patient’s experiences and self-
determination are taken into account. Nursing values are linked to human 
existence and consist of respect for human vulnerability, dignity, integrity, 
and autonomy.11 

The perioperative nursing context 
Nursing has a long tradition, and working in the perioperative setting has 
been identified as the first area of specialization for nurses.12 

Perioperative nursing can be described as all nursing activities per-
formed during the preoperative, intraoperative, and postoperative phases 
of a patient’s surgical experience. For the patient the preoperative phase 
begins at the time the decision is made that the patient is to undergo a 
surgical procedure, and for the perioperative nurse when receiving infor-
mation about the patient and starting to prepare for the patients surgical 
procedure. The preoperative phase ends when the patient is placed on the 
operating table. Next comes the intraoperative phase, which extends to 
the patient’s admission to the post-anesthesia recovery room or the inten-
sive care unit (ICU). Finally, the postoperative phase, begins when the 
patient is admitted to the post-anesthesia recovery room/ICU and ends 
when the patient is discharged.13 Perioperative nursing involves the caring 
process as well as the surgical treatment techniques that serve life and 
health in order to alleviate suffering. It has been stated to be founded on 
caring and ethics.14 
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Surgical teams are comprised of physicians and nurses, all with well-
defined roles.15 Working in a team, they take on responsibilities that are 
specific to their roles and are recognized and understood by all members 
of the team.7 In order to take care of the patient perioperatively, the PN 
must demonstrate knowledge of the procedure itself and any particular 
necessities for the individual patient.16 This requires nurses to be familiar 
with using various surgical instruments and anesthetic equipment. In the 
rapid pace that prevails in the perioperative setting, PNs must manage to 
coordinate and prioritize their daily workload due to the acuity of the 
patient’s condition and the individual patient’s requirements.17 They also 
need to collaborate with other members of the surgical team in pursuit of 
their common goal to ensure the best and safest possible outcome for the 
patient.1,18,19 The nurse practices a holistic perspective in the technical 
environment;20 by combining caring aspects with the technological envi-
ronment the nurse makes the medical technology acceptable to the pa-
tients.21 

In Sweden, nurses working in the surgical team are either operating 
room nurses (ORN) or RNAs. Swedish ORNs have undergone postgradu-
ate education in perioperative care which encompasses instrument and 
circulating roles. The ORN’s role is based on the European Operating 
Room Nurses Association description of competence for perioperative 
nursing care, underpinned by the model of Tollerud et al.22 Swedish RNAs 
are registered nurses (RNs) who have undergone a post-graduate educa-
tion in anesthetic nursing. The RNA independently induces, maintains, and 
carries out general anesthesia with support from an anesthesiologist.23 

The focus of this thesis is mainly on Swedish RNAs (Studies II-IV), but 
the integrated results in Study I are based on the experiences of RNAs, 
ORNs, and RNs working in the perioperative nursing context in Austral-
ia, Sweden, and the USA. 

 

Anesthetic nursing 
As described above, Swedish RNAs work independently when carrying 
out anesthetic nursing. They can, after a prescription from an anesthesiol-
ogist, perform general anesthesia during elective surgery on patients with a 
physical status classification of I-II according to the guidelines of the 
American Society of Anesthesiologists.23 The RNAs are not responsible for 
medical assessment, but in several countries they work according to stand-
ardized procedures.23-25 Anesthetic nursing involves working in a highly 
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technical environment and the RNA is expected to possess good medical 
and technical skills as well as knowledge of different anesthetic methods. 
RNAs must be able to interpret, assess, and cope with various difficult 
situations, and have good foresight, and be well prepared for administra-
tion of the anesthetic.26 Anesthetic nursing is performed perioperatively by 
the RNA on the basis of the individual patient’s needs. The RNA is con-
stantly involved with the patient, trying to create trust, alleviate anxiety, 
and help the patient preserve the feeling of maintaining control over their 
body.23 

Three attributes have been identified as characterizing anesthetic nurs-
ing: keeping in touch with the patient, watching over the patient, and be-
ing one step ahead. The core element in keeping in touch with the patient 
is person-centered care, which includes knowing the person with all their 
reason, will, feelings, and needs. The RNA provides emotional and physi-
cal safety by watching over the patient during their entire surgical experi-
ence. These two attributes (keeping in touch with and watching over the 
patient) are the premise for the RNA to be one step ahead.26 Providing 
anesthetic nursing involves keeping vigil over the patient and doing what 
the patient cannot do for themself when anesthetized during surgery. It 
has been stated that the nurse almost becomes one with the patient, by 
maintaining equilibrium of all the patient’s systems in terms of breathing, 
stabilizing blood pressure, pulse, and temperature.16 

To summarize, anesthetic nursing includes providing a safe passage for 
the patient through the anesthesia by supporting their vital functions and 
giving them emotional support in a highly technical environment.26 

Advocacy: definition and history 
Advocacy has been described as an active process of supporting someone 
and pleading or arguing on their behalf. The term originated in the Medi-
eval Latin word ‘advocatia’, which in turn is derived from ‘advocare’, 
meaning to be called to someone’s aid.27 Advocacy is defined as an integral 
part of the nurse’s role in order to promote and safeguard the well-being 
and interests of their patients. It is seen as a key element of the nurse’s 
professional role.2,3 

Advocacy is a complex process which has been described as including 
not only the provision of emotional support to patients and preservation 
of the patient’s dignity,1,28 but also informing patients, speaking up for 
patients, and protecting patients from harm.1,6,7 In a study by Mallik, all 
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respondents stated that the role of a patient’s advocate was not exclusive 
to nursing,29 and that all healthcare providers exert patient advocacy with-
in their own professional area, from their own professional point of view.1,30-

32 This emphasizes that no health care professional should need to act as a 
watchdog over another; however, this balance might be affected if any of 
the professional groups see themselves as more powerful in the decision-
making process regarding the patient’s best interests, and abuses that 
power. If this happens, there is still need for a patient advocate.33 

Nursing has included advocacy throughout its history. It goes back to 
Florence Nightingale, who promoted equal human rights regardless of 
gender, social status, or religion, and thereby laid the foundation for nurse 
advocacy and the expectations that nurses would advocate for their pa-
tients. She believed that high-quality patient care was a basic human right, 
and that nurses should have the autonomy to advocate for their patients 
and their profession.34 Virginia Henderson described advocacy as a nurse 
helping an individual do what they would ordinarily do for themselves in 
order to maintain health, recover from illness, or die a peaceful death when 
they lacked the strength, will, or knowledge to care for themselves.35 

As a result of the American Civil Rights Movement of the 1960s, which 
emerged from the social movements aiming to end racial segregation and 
discrimination, George Annas presented the Patient’s Bill of Rights.36 He 
suggested that nurses should act as Patient’s Rights Advocates, protecting 
and guiding the patient through the health care system.37 In 1973, the 
International Council of Nurses (ICN) introduced the concept of advocacy 
in their professional codes,38 and this has since been included in several 
other international codes of conduct, such as the Canadian Nurses Associ-
ation’s Code of Ethics for Registered Nurses,39 the professional standards 
of practice and behavior for nurses and midwives in the United 
Kingdom,40 and the American Nurses Association’s Code of Ethics with 
Interpretive Statements.41 

 

The development of theoretical advocacy models 
There are several definitions of advocacy in the health care context, such 
as human advocacy,42 existential advocacy,43 social advocacy,44 nursing 
advocacy,45 and patient advocacy.2,46 An overview of a few of these theo-
ries and models is shown in Table 1 (page 18). 

The first international theories and models of advocacy were developed 
in the 1970s, and the most frequently discussed theories/models in the 
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literature are those of Curtin,42 Gadow,43 and Kohnke.47 These models are 
based on the same core value: the belief that autonomy gives all human 
beings the right to choose their own actions. Since the beginning of the 
21th century, the interest in patient advocacy has resulted in new theories 
and models, two of which have their foundation in the early theo-
ries/models of patient advocacy:42,43,47 the Sphere of nursing advocacy 
model,45 and a mid-range theory of patient advocacy.2 In these, the patient 
is seen as an autonomous person, and the nurse advocates for the patient 
when they are unable to do so themself. 

 
Table 1 An overview of advocacy theories/theoretical models 

Author 
(year) 

Curtin 
(1979) 

Gadow 
(1980) 

Kohnke 
(1982) 

Hanks 
(2005) 

Bu & 
Jezewski 
(2007) 

Theory 
/model 

Human 
advocacy 
model 

Existential 
advocacy 
theory 

Functional 
advocacy 
model 

Sphere of 
nursing 
advocacy 
model 

A mid-range 
theory of 
patient advo-
cacy 

Central 
belief(s) 

All human 
beings have 
common 
needs and 
rights 

Self-
determination 
is a human 
right 

The right to 
self-
determination 

The autono-
mous patient 
shall be 
advocated for 
only when in 
need 

The patient is 
seen as a 
competent 
human being 
and the nurse 
safeguards the 
patients’ 
autonomy 

Nurse-
patient 
relation-
ship 

The nurse 
views the 
patient as a 
unique 
human 
being; and 
the patient 
decides what 
is important, 
not the nurse 

The nurse is 
not entitled 
to decide 
what is best 
for the 
patient, and 
cannot 
determine 
what choices 
the patient 
should make 

The nurse 
offers the 
patient 
information 
so that the 
patient can 
make in-
formed 
choices 

The nurse 
provides a 
semipermea-
ble sphere 
between the 
patient and 
the external 
environment, 
protecting the 
patient while 
still allowing 
the patient to 
self-advocate 

The nurse 
respects and 
promotes the 
patient’s self-
determination 
and advocates 
for the patient 
only in situa-
tions when the 
patient is 
unable to do 
so themself 

Advocacy 
actions 

Informing, 
supporting, 
helping the 
patient find 
meaning in 
life and 
death, pre-
serving the 
patient’s self-
determination 

Pleading the 
patient’s 
cause and 
preserving 
the patient’s 
self-
determination 

Informing, 
supporting, 
and preserv-
ing the 
patient’s self-
determination 

Providing a 
protective 
shield for the 
patient 
 

Preserving, 
representing, 
and/or safe-
guarding the 
patient’s 
rights,  
interests, and 
values 
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In this thesis the concept of patient advocacy will be used. This term has 
previously been used by Bu and Jezewski in their mid-range theory.2 They 
defined patient advocacy in terms of how the patients’ needs, interests, 
and their rights to information and self-determination in care are taken 
into account. This mid-range theory of patient advocacy synthesizes sever-
al theories regarding patient advocacy with the research in the field and is 
thereby broader than one single aspect of advocacy. It can therefore be 
considered anchored both theoretically and empirically,2 thus appropriate 
to use when exploring patient advocacy inductively in the perioperative 
context as done in this thesis. 

 

Patient advocacy: a literature review 
Patient advocacy can be categorized as practice by which nurses both sup-
port and protect patients’ rights to self-determination and informed con-
sent, and support and protect patients’ interests by intermediating for or 
defending these rights. Baldwin’s concept analysis of patient advocacy,46 
revealed three essential attributes connected with patient advocacy: valu-
ing, apprising, and interceding. The nurse acts on behalf of the patient by 
protecting the patient’s rights to freedom and self-determination and by 
promoting the patient’s rights to be involved in decision-making. Baldwin 
also stated that patient advocacy is an essential necessary of nursing.46 

Patient vulnerability is often discussed as an important aspect of the 
nurse’s advocacy role. Patients with impaired ability to satisfy their own 
needs46,48-53 or ensure their own right to self-determination48,54-56 are 
viewed by nurses as being in a vulnerable position.57 

Advocating for the patient consists of taking some kind of action on 
behalf of the patient,57-59 thereby standing up for the patient and their 
rights, and if necessary acting as a whistle-blower.58,60,61 It means protecting 
and defending the patients’ interests, and taking direct action.3,6,30,49,50,59,62,63 
When carried out by nurses, it can take the form of physically standing in 
the way to protect the patient from incompetent professional practice.49,58,64,65 
The nurse represents or speaks for patients who are unable to do so for 
themselves,5,30,52,57,59,66,67 ensuring that patients’ dignity or privacy are pro-
tected and defending them against interventions that may cause them dis-
tress.50 Other integral parts of patient advocacy include protecting the 
patient’s integrity6,63 and guiding the patient through the health care sys-
tem.52,67 



20 ANN-SOFIE SUNDQVIST Perioperative patient advocacy

Another aspect of patient advocacy is when the nurse informs and edu-
cates the patient,6,30,48,49,55,58,59,62,63 sometimes in order to promote an in-
formed consent.46,55 The nurse may also act as intermediary between pa-
tients and their families or significant others, and between patients and 
healthcare providers.46,53,55 

Factors influencing patient advocacy 
There are several factors related to patient advocacy that prompt the nurse 
to take action on the patient’s behalf. Some of these are related to the 
individual nurse’s characteristics and skills, other factors are organization-
al structures and the nurse-patient relationship. 

Nurses’ personal characteristics that are seen as important in relation to 
patient advocacy have been described as high self-confidence,33,50,68 69 the 
ability to be objective,50 and the ability to be resolute.68,70,71 It is the nurses’ 
moral compass (i.e. their inner belief) that directs them when advocating 
for their patients,72 and nurses need to take ethical principles into account 
when advocating for patients.68 

An important factor for patient advocacy is that the nurse possesses 
good communication skills.73 Hanks states that patient advocacy is an 
important part of nursing, and that it can reduce the risk of misunder-
standings in communication, thereby contributing to increased patient 
safety.30 Bu and Wu found that nurses have positive attitudes towards 
patient advocacy, especially if the patients are unable to advocate for 
themselves.74 This was also prominent in a study by Davies et al. where 
the majority of the nurses felt that they were morally obligated to act on 
behalf of their patients,75 and this moral obligation is also stated in several 
other studies.6,18,29,69,72,75 

In order to advocate for the patient, the nurse needs to possess good 
professional training, clinical experience, and competence.6,9,28,29,33,73 The 
quality of the patient-nurse relationship is another factor influencing pa-
tient advocacy,28,50,55,75 and should be based on mutual understanding and 
trust.76,77 The better the nurse knows the patient, the greater ability the 
nurse has to advocate for the patient28,50 on the basis of knowing the pa-
tient’s background, values, ethos, and interests.6,55 

Organizational structures also influence patient advocacy. A working 
environment that facilitates open communication57,75 and the possibility to 
raise one’s voice promotes nurses’ willingness to advocate for their pa-
tients.75 This is important, since nurses might refrain from advocating for 
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their patients if they feel unsafe.75,78 Several studies have shown that insuf-
ficient support from managers affects patient advocacy negatively.28,68,79,80 
Hierarchy inhibits people from speaking up, and effective leaders might 
flatten the hierarchy, creating an environment in which team members feel 
safe and therefore willing to speak up when they have safety concerns.81 
Good teamwork and communication are essential for safe patient 
care.57,81,82 Josse-Eklund et al. found that if nurses were supported by their 
colleagues, managers, and physicians, this had a positive influence on pa-
tient advocacy.72 A collegial relationship gives nurses and physicians great-
er powers to protect the patients’ best interests. This collaboration can be 
seen as working in partnership, with the goal of satisfying the patient’s 
needs while respecting the unique qualities and abilities of each profes-
sional.18 

Other organizational factors negatively influencing patient advocacy in-
cludes insufficient financial resources68 and time constraints.28,50,68,80,83 

 

Consequences of patient advocacy 
The consequences of patient advocacy are those events or incidents that 
occur when the nurse exerts patient advocacy. Both positive and negative 
consequences are described in the literature. 

Bu and Jezewski found that successful patient advocacy generates posi-
tive outcomes both for the patient and the nurse.2 Positive consequences 
for the patient mean that their autonomy is preserved or protected,2,46 that 
they are empowered,2,46 and that they get adequate and timely information 
so they can make their own informed decisions.2 It can also lead to them 
being offered the right treatment faster,65 and their autonomy being pre-
served.84 For the nurse, successful patient advocacy includes increased 
professional satisfaction2,46,53,79,85 self-confidence, and self-esteem, as well 
as a preservation of their personal integrity and moral principles.2 

The negative consequences of patient advocacy might include not only 
the loss of reputation, friends, and self-esteem, but also conflicts leading to 
moral distress and/or moral dilemmas,2,70 where the nurse might feel pow-
erless to do the right thing.2 Nurses might even lose their job as a conse-
quence of their actions related to patient advocacy.46,58,86 Institutional 
strains may be placed on nurses practicing patient advocacy, with the re-
sult that they lose their empowerment,29,53,68,73,75,87 which evokes feelings of 
loneliness and vulnerability.84 Patient advocacy may also compromise nurs-
es’ relationship with their colleagues, leading to anxiety and less moral  
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courage when it comes to standing up for the patients.83 When advocating 
for patients, nurses might be looked upon as troublemakers by their col-
leagues and managers,48,49 leading to conflicting loyalties for the nurses.62 
It has been stated that patients will suffer unnecessarily if nurses do not 
successfully advocate for their patients,88 and that patients might experi-
ence discomfort if there is competition regarding the advocacy role among 
different health care professionals.46 

 

Critique of patient advocacy 
The concept of advocacy has been disputed throughout the literature. One 
argument is that nurses might misuse their professional role; the skewed 
power position that exists between the nurse and the patient raises the 
question of whether there is a need for someone to protect the patients 
from the nurses.89 There is a risk of paternalism in this skewed power 
position,90,91 and it is the nurse’s responsibility to identify where the deli-
cate line between advocacy and paternalism is drawn.91 When patients are 
unable to communicate, advocacy and paternalism often blend, and it is 
important that the nurse really knows the patient’s individual needs, de-
sires, and wishes in order to be able to fully advocate for them.91 

It has been stated that nurses themselves argue that they are acting as 
the patients’ advocates while in their care,83 but also that it is nurses who 
adopted the term advocacy in order to professionalize nursing; advocacy, 
in this context, might be serving the nurses’ best interests instead of the 
patients’.92 It has also been argued that the short preoperative encounter 
between the PN and the patient does not provide the PN with intimate 
knowledge of the patient’s wishes. The PN is thus not able to create a 
unique relationship with the patient and is unaware of the patient’s will, 
and during this brief meeting may completely misunderstand the patient. 
The PN should safeguard the patient’s rights and safety, but doing this is 
not necessarily advocacy; it can instead be seen as nursing, where PNs do 
their best for the patient, thereby safeguarding the patient’s interests.83 
This is also stated by Bird who considers proposing that the need of a 
patient advocate would suggest that the whole health care system is un-
sound. She argues that if all health care providers implement their respon-
sibility, thereby acting in the patient’s best interests by providing the best 
possible care and avoiding harm – then patient advocacy would not be 
necessary.93 
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Patient advocacy in perioperative nursing 
In perioperative nursing, patient advocacy is characterized by the need to 
communicate for and safeguard patients who are unable to do so for 
themselves. This has been described as speaking for, or “giving voice” to 
the silent anesthetized patient, ensuring that the patient’s wishes and ex-
pressed values are met.1 

Advocating for the patient in the perioperative setting includes safe-
guarding the patient from harm, by maintaining their dignity and 
safety.1,82,94-96 This implies that some type of action needs to be taken on 
behalf of the patient, either physically, or indirectly, such as reminding 
other of their duty of care.21  

In order to provide the patient with reassurance and comfort the estab-
lishment of trust plays an important part in the patient advocacy role.1 
This is important, since patients have described the surgery situation as 
one in which they lose control over their bodies and their situation and 
need to rely on a complete stranger taking care of them;97,98 they are plac-
ing their lives in the hands of a stranger.99 Trust is established in the initial 
meeting before surgery commences, and can be gained by both verbal and 
non-verbal communication. Verbally as ensuring the patient that “we are 
going to take care of you during the surgery” is one way for the PN to 
give the patient peace of mind so that the patient can trust them to take 
care of them.100 The non-verbal communication comprises comfort and 
caring, described as being physically present and focusing on the 
patient,100 keeping eye contact,99 or holding the patients’ hand.21 

Information is seen as helping the patient to understand the procedures, 
which in turn leads to reassurance.100 

 

Instruments measuring advocacy 
There are several different instruments for measuring different aspects of 
advocacy from the viewpoints of the nurse. The Attitude toward Patient 
Advocacy Scale (APAS) measures nurses’ attitudes toward advocacy on 
three dimensions: safeguarding patients’ autonomy, acting on behalf of 
patients, and championing social justice. The first two of these measure 
nurses’ attitudes on a microsocial level, and the third measures their atti-
tudes on a macrosocial level.74 

Two instruments based on APAS have been translated and adapted to a 
Swedish context: the Attitudes Toward Organ Donor Advocacy Scale 
(ATODAS) and the Swedish version of the microsocial section of APAS 
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(APAS-AMIA/SE). ATODAS, measures intensive care nurses’ attitudes 
towards organ donor advocacy on three dimensions: safeguarding the 
potential donor’s will and wishes, safeguarding the potential donor’s rela-
tives’ will and wishes, and championing social justice.101 APAS-AMIA/SE 
focuses on nurses’ attitudes towards patient advocacy in community 
health care of older people on a microsocial level only; that is, the first 
two dimensions of APAS.102 

Another two instruments also exists, though neither has previously been 
translated and adapted to a Swedish context. The first of these, Advocacy 
in Procedural Pain Care (APPC), aims to clarify the meaning of advocacy 
and how it is implemented in pain care, from the views of both nurses and 
patients.103 The second is the Protective Nursing Advocacy Scale (PNAS), 
which measures nurses’ advocacy beliefs and actions from a protective 
perspective. It consists of four dimensions of advocacy: acting as advocate; 
work status and advocacy actions; environment and educational influ-
ences; and support and barriers to advocacy.31 
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RATIONALE 
International research has described patient advocacy as a key element of 
nurses’ professional care. In order to provide the patient with good quality 
care, nurses cherish their patient’s integrity and self-determination when 
advocating for them. International research regarding perioperative pa-
tient advocacy from the viewpoints of the perioperative nurse characteriz-
es it as communicating for and safeguarding patients who are unable to do 
so themselves. Throughout the past forty years, various aspects of patient 
advocacy have been highlighted in the literature. However, there is still a 
need for additional knowledge regarding patient advocacy in order to help 
the nurses in their advocacy role. It is particularly important to draw at-
tention to the patient advocacy role of the RNA, since patients undergoing 
surgery are unable to make their own voices heard due to sedation or gen-
eral anesthesia. 

There is very little previous research with an explicit focus on perioper-
ative patient advocacy, within anesthetic nursing, and none of what does 
exist was conducted in a Swedish context. In order to clarify the relation-
ship between perioperative patient advocacy and anesthetic nursing, there 
is a need for in-depth understanding of how it is defined, including which 
characteristics are the premises for perioperative patient advocacy and 
what consequences that might follow from perioperative patient advocacy. 
The ambition of this present thesis was therefore to increase the 
knowledge and contribute to a deepened understanding of patient advoca-
cy in the perioperative nursing context, and contribute to a new insight 
into the professional role of the RNA. This knowledge, together with what 
is already known, might in the future create a foundation for building a 
tentative mid-range theory of perioperative patient advocacy. Theory 
building can be considered important for several reasons; for example, for 
helping RNAs and their students understand practice in a more complete 
and insightful way, or for defining the RNA profession. 

 
 

  



26 ANN-SOFIE SUNDQVIST Perioperative patient advocacy

AIMS 
The overall aim of this thesis was to get a deeper insight into perioperative 
patient advocacy by exploring its characteristics and consequences. It was 
also aiming to describe registered nurse anesthetists’ views of advocacy in 
anesthetic nursing through interviews and a questionnaire, and their advo-
cacy actions and interactions through observations. 

The specific aims of Studies I-IV were: 

I. To identify the characteristics of perioperative patient advocacy
and the consequences that follow with perioperative patient advo-
cacy from the perspective of the perioperative nurse.

II. To describe advocacy in anesthesia care during the perioperative
phase from the perspective of the registered nurse anesthetist.

III. To translate and adapt the Protective Nursing Advocacy Scale in-
to a Swedish version, to evaluate its psychometric properties, and
to use it to describe Swedish registered nurse anesthetists’ advoca-
cy beliefs and actions from a protective perspective.

IV. To examine the extent to which the findings from an integrative
review regarding perioperative patient advocacy could be empiri-
cally supported, and to describe Swedish registered nurse anesthe-
tists’ patient advocacy actions and interactions during the periop-
erative period.
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METHODS 

Design 
Study I is an integrative review based on previously conducted empirical 
studies, Study II is a qualitative descriptive study, Study III is a psychomet-
ric cross-sectional study, and Study IV takes a qualitative descriptive ap-
proach. Table 2 presents an overview of all four studies. 
 
Table 2 Overview of designs and methods 

Study Design Sample Data collection Analysis 

I Integrative 
review 

Papers (n=7) 
Doctoral 
dissertations (n=2) 

Structured database 
search 
Manual search 

Qualitative  
inductive content 
analysis 

II 
Qualitative 
descriptive 

RNA (n=20) Interviews 
Qualitative  
inductive content 
analysis 

III 
Cross-
sectional 

Expert panel 1 (n=5) 
Expert panel 2 (n=4) 
ORNs, pretest (n=10) 
RNAs (n=273) 

Questionnaire 

Psychometric 
evaluation 
Parametric 
statistics 

IV 
Qualitative 
descriptive 

RNAs (n=8) Observations (n=16) 
Directed content 
analysis 

 

Settings 
The original scientific papers and doctoral dissertations included in Study I 
described work performed in the USA (n=5), Australia (n=2), and Sweden 
(n=2). The data collection for Study II was performed at two different 
county hospitals, and the data collection for Study IV was performed at 
one county hospital; all of these hospitals were located in Sweden. The 
questionnaire in Study III was sent to RNAs working in university, county, 
or district hospitals in Sweden. 
 

Samples: Studies I, II, and IV 
A total of seven papers and two doctoral dissertations were included in 
Study I. Their study populations included certified RNAs (n=33), ORNs 
(n=27), RNs working in the perioperative setting (n=331), and RNAs 
(n=31). 

The general inclusion criterion in Study II was being a RNA working at 
least 50% of the time in nurse anesthesia care. Of the 112 RNAs’ employed 
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at two anesthesia departments, 105 were assessed as eligible and invited to 
participate. Twenty-four RNAs agreed to participate, and maximum vari-
ation was obtained by purposefully selecting 20 RNAs (10 RNAs from 
each hospital) with a broad range of anesthesia work experience. There 
were 16 female and four male participants, aged 36–61 years and with 
anesthesia work experience of 1–32 years. 

All RNAs (n=14) employed at one general anesthesia department were 
invited to participate in Study IV. The general inclusion criterion was that 
the RNA’s main task was caring for patients in the perioperative setting, 
and all 14 RNAs were assessed as eligible to participate. Eight RNAs (six 
women and two men), agreed to participate and were included. They were 
aged 34–58 years, with anesthesia work experience of 2.5–30 years. 

 

Data collection: Studies I, II, and IV 
In Study I, a comprehensive database search was conducted in PubMed 
and CINAHL in accordance with the integrative review approach,104,105 in 
order to identify peer-reviewed scientific papers reporting original empiri-
cal research findings with focus on perioperative patient advocacy. Eng-
lish-language papers were searched for using the following keywords: 
patient advocacy or advocacy in combination with perioperative nursing, 
operating room nursing, nurse anesthetist, nurse anaesthetist, theater 
nurse, or operating room nurse. The search took place in January 2014, 
and no date restrictions were applied. The initial search produced 474 hits 
(PubMed n=346, CINAHL n=128), and after excluding duplicates 236 
papers remained. 

The relevance of each search result (n=236) was then assessed. First, the 
titles and abstracts were examined. Papers were excluded if they did not 
report any primary data collection through established research design, or 
if perioperative patient advocacy was discussed in terms other than from 
the PN’s perspective. If the titles and abstracts did not give sufficient in-
formation, the full paper was retrieved and examined prior to final deci-
sion-making about inclusion or exclusion. Five of the 236 papers, met the 
inclusion criteria. 

A manual search for additional papers was carried out, including the 
reference lists of all papers and a search based on personal knowledge of 
the field. This produced a further seven papers as well as two doctoral 
dissertations, resulting in a total of 12 papers and two doctoral disserta-
tions that were then assessed for quality. Each paper was systematically 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       29 

examined using the Critical Appraisal Skills Programme for qualitative 
research.106 Five papers were excluded after the quality appraisal, leaving 
seven papers and two doctoral dissertations to be included in the review. 

The data in Study II were collected through individual semi-structured 
interviews with 20 RNAs during March and April 2011. The interviews 
were audio-taped with the permission of the participants and lasted be-
tween 25 and 80 minutes. The interviews started with the participants 
being asked “What does being the patient’s advocate mean to you?”, 
which was followed up by “What do you think characterizes nurse anes-
thesia advocacy?” and “What do you think is the core of nurse anesthesia 
advocacy?”. The RNAs were also asked to narrate a situation in which 
they considered that they had advocated for a patient. The answers were 
probed to obtain deeper and richer data, and the interviews were conclud-
ed when no new information was forthcoming. The interviews were tran-
scribed verbatim by a secretary with experience of transcribing interviews; 
this resulted in 202 single-spaced pages, which formed the basis for the 
analysis. 

In Study IV, 16 individual, nonparticipant observations107 were con-
ducted with eight RNAs. Each RNA was observed twice on two different 
occasions, during October–December 2015. Before commencing the ob-
servations, a detailed observation protocol was constructed and three pilot 
observations were carried out, one concurrently by two of the researchers. 
The aim of the pilot observations was to test the observation protocol and 
practice the observation technique.108 The detailed observation protocol 
was originally constructed as a checklist based on the actions that de-
scribed perioperative patient advocacy in the categories identified in Study 
I: protecting, informing, value preserving, and supporting. The pilot ob-
servations were conducted at a different anesthesia department than the 
one where the study observations took place, and none of them were in-
cluded in the study. The pilot observations led to a simplification of the 
observation protocol, where all details were deleted and substituted with 
only the names of the predetermined categories. This allowed the observer 
to more freely document what was observed, with the observation proto-
col used only as a reminder of the focus for the observations. The observer 
used a mobile positioning,108 and followed the RNAs unobtrusively by 
shadowing them from the time they started to prepare for the anesthesia 
to when they passed on the responsibility for the patient to the nurse at 
the postoperative unit; that is, during the entirety of the perioperative care. 
Close attention was paid to what was happening during the observation, 
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for example, what actions the RNAs took, who or what initiated those ac-
tions, what was said, whom they interacted with, and the non-verbal commu-
nication that occurred. Jotted notes were made during the observations.107 
A short (approximately 15 minutes) informal conversation interview was 
held with each RNA directly after each observation, in order to give the 
observer an opportunity to ask the RNAs to describe or clarify situations 
the observer did not understand. Jotted notes were taken during this con-
versation, and comprised an additional part of the data in the study. 

The jotted notes from the observations and the informal conversation 
interviews were transcribed by the observer into detailed field notes as neu-
trally as possible immediately after leaving the anesthesia department.107 The 
transcription comprised 208 single-spaced pages which formed the basis of 
the analysis. The total observation time was 45 hours and 36 minutes, and 
the time observed per anesthesia ranged from 103 to 237 minutes per 
observation. One of the observations was conducted concurrently by two 
of the researchers to allow comparisons and an internal reliability check 
on the data collection.108,109 

 

Data analysis: Studies I, II, and IV 
The process of data abstraction and synthesis in Studies I and II was con-
ducted with an inductive qualitative content analysis following the guide-
lines of Graneheim and Lundman.110 At the first level of analysis in Study 
I, the results sections in the included papers and doctoral dissertations were 
read thoroughly several times to obtain a sense of the whole, and text that 
dealt with the characteristics and consequences of perioperative patient 
advocacy was extracted and collated into a text file. This text file was 
divided into meaning units, condensed, abstracted, and labeled with codes. 
The codes were compared based on differences and similarities, and there-
after sorted into categories that represented the manifest content. A pro-
cess of reflection was used to formulate the underlying meaning of the 
categories (the latent content) into subthemes and a unifying main theme. 
Through an interactive process, the researchers discussed the codes, cate-
gories, subthemes, and main theme until consensus was reached. The pro-
cess of data abstraction and synthesis in Study II also followed the guide-
lines of Graneheim and Lundman, and so was conducted in a similar 
manner as in Study I,110 but whereas the unit of analysis in Study I consist-
ed of the assembled data in the text file, in Study II the unit of analysis 
consisted of the interviews conducted with the RNAs. 
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A directed qualitative content analysis was used to analyze the transcrip-
tions in Study IV. According to Hsieh and Shannon, this is a relevant 
method when theory or research findings already exists but there is still a 
need for further description.111 The transcriptions were analyzed on the 
basis of the four categories identified in Study I: protecting, informing, 
value preserving, and supporting. A coding scheme originating from the 
four broad predetermined categories was constructed before commencing 
the analysis, and the content and borders between the categories were 
discussed by all four researchers until agreement was reached.108 The tran-
scripts from the observations were read several times in their entirety to 
get a sense of the whole. Text that represented perioperative patient advo-
cacy actions according to the coding scheme was then highlighted using a 
different color for each category. The text of each predetermined category 
was inductively analyzed further, and coded according to a more detailed 
level of content. These codes were scrutinized for differences and similarities 
with regard to the relevant predetermined category, and then abstracted into 
11 newly identified subcategories that represented a manifest pattern. When 
identifying these 11 subcategories, the interactions were taken into considera-
tion, including who initiated various actions. Figure 1 gives an overview of 
the analytical process. 

 

Figure 1 An overview of the data analysis in Study IV 

 
One of the transcripts was co-assessed by all four researchers in the initial 
phase of analysis, and discussed until all agreed on the analysis.108 An addi-
tional five transcripts were analyzed individually by two of the researchers 
and then discussed until mutual agreement was reached on the identified sub-
categories. A co-assessment of the subcategories was then performed by all 
researchers until agreement was reached.108,112 
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Procedure: Study III 
Study III was conducted in three different phases: (1) translation of the 
PNAS into Swedish, (2) psychometric evaluation of the PNAS and finally 
(3) a description of the Swedish RNAs’ advocacy beliefs and actions from 
a patient protective perspective. 

The original PNAS is composed of 43 items, and each item is rated on a 
five-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). 
There are four subscales, made up of 37 of the items: acting as advocate (16 
items), work status and advocacy actions (5 items), environment and educa-
tional influences (8 items), and support and barriers to advocacy (8 items). 
Six items are not included in the four subscales of the PNAS.31 An over-
view of the translation and psychometric evaluation process is given in 
Figure 2 on the next page. 

 

Phase I: Translation of the PNAS into Swedish 
Permission to translate and use the PNAS was obtained from the origina-
tor of the instrument, Dr. Robert Hanks, and from the journal owning the 
copyright. The back-translation method for cross-cultural research was 
used for translation and adaptation.113 The original English version of the 
PNAS was translated into Swedish by a native Swedish-speaking translator 
familiar with the health care context. The translation was reviewed by the 
authors, and a pretest Swedish translation was established. 
 
Participants 
Five Swedish-speaking persons with good knowledge of the English lan-
guage were recruited (expert panel 1): one RNA, one anesthesiologist, and 
three researchers of whom two had advocacy as their main research focus. 
 
Procedure 
The original English version and the translated version of the PNAS were 
sent to expert panel 1. The panel was asked to read and compare the original 
items with the translated items and consider if the items were consistent, and 
if not, propose a new Swedish wording. Some linguistic modifications of the 
items were made according to the experts’ comments. The items were thereaf-
ter back-translated by a native English-speaking translator, blinded to the 
original wording. The back-translated items were sent to, and approved by, 
Dr. Hanks.  
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Figure 2 Flowchart showing the translation and psychometric evaluation process in Study III 
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Phase II: Psychometric evaluation of the PNAS 
The psychometric evaluation of the PNAS was undertaken in three steps: 
(1) content validity, (2) face validity, and (3) construct validity. 

 
Participants 
To evaluate the content validity of the 43-item Swedish version of the 
PNAS, a second expert panel (expert panel 2) was invited to participate. 
This expert panel consisted of four RNAs and two registered nurses caring 
for cardio-thoracic patients. 

To evaluate the face validity, a pretest was carried out in a sample of 10 
ORNs caring intraoperatively for patients undergoing surgery. This sam-
ple was chosen since ORNs care for patients intraoperatively, but was not 
the target population for the web survey. 

To evaluate the construct validity, a study population was identified 
consisting of all RNAs with an e-mail address registered with Vårdför-
bundet (n=1,425), which is the Swedish trade union and professional or-
ganization of the four registered professions of nurses, midwives, biomedi-
cal scientists, and radiographers.114 There were 273 valid responses to the 
questionnaire, giving a response rate of 19%. Among the individual item 
responses, 20 of 8190 were missing (0.2%). Twenty-one percent of the 
respondents were men. The RNAs were aged from 24 to 67 years, and 
their work experience as an RNA varied from 0 to 42 years. Forty-eight 
percent of the participants worked in a university hospital, 31% worked 
in a county hospital, and the remaining 21% worked in a district hospital. 

 
Data collection 
In order to allow calculation the Content Validity index for each item (I-
CVI), expert panel 2 were asked to assess the comprehensibility and rele-
vance of each item in a Swedish context on a 4-point Likert scale ranging 
from 1 (not relevant at all) to 4 (very relevant). 

The ORNs recruited to assess face validity were instructed to review the 
instrument for its readability, to report whether they found any of the 
items inappropriate, and to record how long it took them to answer the 
instrument.115 
The Swedish version of the PNAS along with questions regarding demo-
graphic data was sent as a web survey to all of the potential participants 
by e-mail, in order to be able to evaluate the construct validity. Two re-
minders were sent to all of the potential participants. The data collection 
was carried out during October–December 2013. 
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Data analysis 
The content validity was determined by calculating the I-CVI; that is, the 
number of experts giving a rating of either 3 or 4 on the 4-point scale 
divided by the number of raters.116 An I-CVI value ≤0.5 was considered 
low, ≤0.67 fair, and ≥0.83 excellent.117 

Regarding the face validity of the instrument the ORNs found the items 
easy to understand and non-offensive, and it took them about 10–15 
minutes to answer the instrument. No changes to the instrument were 
made after this pretest. 

The Rasch measurement model was used to evaluate the construct va-
lidity of the 42-item Swedish version of the PNAS. This is a probabilistic 
item response theory model which estimates how an item relates to the 
underlying construct.118 The rating scale model was chosen because this 
model is recommended when the rating scale can be assumed to be the 
same across items.115,118 Version 3.8.1.0 of the Winsteps® Rasch meas-
urement computer program was used for the analysis (Copyright 2014 
John M. Linacre). 

Construct validity was evaluated by analyzing the four subscales sepa-
rately. The first step was to evaluate the rating scale functioning using the 
criteria of a frequency of >10 responses and an outfit mean square (MnSq) 
of <2 per category for each item. The category probability curves were 
visually inspected for the expected distinctive peak. The average category 
measure and thresholds were expected to increase monotonically; if not, 
this would indicate disordered thresholds. If thresholds are disordered, 
they should be collapsed in order to have a well-functioning rating 
scale.118,119 Item and person goodness-of-fit was evaluated using infit 
MnSq >1.3 together with a standardized z-value outside the range of −2.0 
to +2.0 as the indicator of poor fit.120 Unidimensionality was evaluated by 
a principal component analysis (PCA) using standardized residual variance 
with Eigen-values greater than 2.0 as indicators of non-unidimensionality. 
The inter-item residual correlation was calculated to evaluate local inde-
pendence, with a correlation >0.3 suggesting some local dependency and 
thus implying that the response to one item was dependent on the re-
sponse to another item.118 Item and person reliability was evaluated by 
calculating the person and item reliability coefficients. These coefficients 
are bounded by 0 and 1,118 and values over 0.67 indicate fair reliability.121 
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Phase III: A cross-sectional study of Swedish RNAs’ advocacy beliefs and 
actions 
A cross-sectional study was undertaken in order to provide a description 
of Swedish RNAs’ advocacy beliefs and actions. 

 
Participants and data collection 
The sample and data collection were as described above in the section on 
construct validity in phase II. 
 
Data analysis 
The data analysis was based on the RNAs’ responses to PNAS-Swe. De-
scriptive statistics were used to analyze the demographic data. The raw 
sum scores of each PNAS-Swe subscale were transformed in the Rasch 
analysis from ordinal-level data to interval-level data measured in PNAS 
units. The PNAS unit range corresponded to the subscale raw score range 
for each subscale.118 The mean PNAS units for each subscale were calcu-
lated so that the RNAs’ protective beliefs and actions could be illustrated. 
An independent t-test was used to determine if there were any differences 
between men and women on the four subscales, and Pearson’s r was used 
to examine whether there was any relationship between the participants’ 
age or work experience and their advocacy beliefs and actions from a pro-
tective perspective. Alpha level of significance was set at <0.05. Version 
22.0 of IBM SPSS Statistics for Windows was used to perform the analyses 
(Armonk, NY: IBM Corp.).  
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ETHICAL CONSIDERATIONS 
All studies were conducted following the ethical principles of medical re-
search involving humans or animals, and conformed to the principles out-
lined in the Helsinki Declaration of Ethical principles for medical research 
involving human subjects.122 An advisory statement that Studies II-IV were 
ethically acceptable to perform was given by the Regional Ethical Review 
Board in Uppsala, Sweden (2011/029, 2013/242, and 2015/248). Since 
Study I was an integrative review of published papers and dissertations no 
ethical approval was applied for. Nevertheless, ethical considerations were 
taken into account in the quality review of each paper included. 

To ensure that participation was voluntary, participants in Studies II 
and IV were given both verbal and written information about the studies, 
and signed a written informed consent to participate before data collec-
tion. They were informed that participation was voluntary, that they had 
the right to withdraw from participation at any time without any explana-
tion, and that it was possible to contact the author with concerns related 
to the study. The participants in Study III were given written information 
about the study, and informed that participation was voluntary and that 
answering the web survey implied consent to participate in the study. 

An observational study could be seen as an intrusion into the lives of 
those observed, and so all professionals that could have been indirectly 
observed during any of the observations of the RNAs in Study IV were 
informed about the study a few months prior to observation. This includ-
ed not only the RNAs but also the ORNs, assistant nurses, anesthesiolo-
gists, and surgeons. These professionals were informed about the study 
and assured that the main focus of the observations would be the RNAs. 
Since the patients would also be a part of the observation context, they 
were informed about the study at the ward on the morning of surgery. 
They were informed that the main focus of the study was the RNAs, and 
that the researcher would be present and taking notes during the whole 
surgical procedure. Each patient was asked for permission to conduct the 
observations during their surgical experience, and none declined. Patients 
due to undergo surgery can be anxious and cognitively affected,123 so ask-
ing them about permission to conduct observations of RNAs during their 
surgical experience might be regarded as unethical. Thus, special attention 
was given when approaching the patients. When asking for permission, 
each individual patient’s body language was observed, and if they had 
expressed or signaled unease or discomfort in anyway, the observation 
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would have been cancelled. Patients undergoing surgery in the genital area 
were excluded for ethical reasons. 

All the participants in Studies II-IV were guaranteed secure data stor-
age, and throughout the studies all data were treated with confidentiality. 
The unidentified data were kept in a locked cabinet. When illustrating the 
findings, the participants were kept anonymous. In Study II the partici-
pants themselves chose the location for the interview, which might have 
made the interview situation less stressful. The focus of the interviews in 
Study II was on different perspectives of the RNAs’ experiences of patient 
advocacy; this is not a particularly sensitive topic, and so the risk of harm 
for the participants was considered to be low. 

The recruitment process in Studies II-IV was based on the aim in each 
respective study, and did not discriminate in terms of gender, religion, or 
values. All participants in each study were provided with the same infor-
mation, had the same possibilities to receive additional information, and 
in Studies II and IV had the same opportunities to withdraw from partici-
pation at any time. 

In Study II, 24 RNAs registered their interest to participate. Since the 
advisory statement from the Regional Ethical Review Board in Uppsala, 
Sweden (2011/029) was given for interviewing 20 RNAs, this was the 
number selected for the interviews. Exclusion of the other four RNAs 
might be seen as injustice, but the initial information letter had informed 
all potential participants that selection would take place and that they all 
had the same possibility to be chosen. They were further informed that 
there would be a purposeful selection of RNAs in order to include both 
male and female participants with a range of anesthesia work experience. 
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RESULTS 
The overall aim of this thesis was to get a deeper insight into perioperative 
patient advocacy by exploring its characteristics and consequences. It was 
also aiming to describe RNAs’ views of advocacy in anesthetic nursing, 
including their perioperative advocacy actions and interactions. 

The synthesis of the characteristics and consequences of perioperative 
patient advocacy were interpreted as having the patient’s best interests at 
heart, which covered having control of the situation, preserving human 
values, and being emotionally affected (Figure 3), as the results from the 
four studies suggested these as the core of perioperative patient advocacy. 

 

Having the patient’s best interests at heart 

Characteristics 
(Studies I-IV) 

Consequences 
(Studies I-III) 

Having control of 
the situation 

Preserving human 
values 

Being emotionally affected 

Figure 3 An overview of the interpretation of the results 

 
Perioperative patient advocacy is a complex process. In Study I, the core of 
its characteristics and consequences was interpreted as doing good for 
another human being – a balancing act between philanthropy and person-
al gratification. The findings concerning the characteristics of periopera-
tive patient advocacy covered the actions taken by the PN on behalf of the 
patient in terms of protecting, informing, value preserving, and support-
ing. These four categories were used when conducting the directed content 
analysis of the observations with the RNAs in Study IV; this analysis re-
vealed that they were all covered in praxis and thus empirically supported. 
In Study II, holding the patient’s life in my hands was interpreted as the 
unifying main theme describing the RNAs’ perception of patient advocacy. 
The RNAs in Study III described protecting the patient from harm as an 
important characteristic of perioperative patient advocacy. They believed 
that nurses who are committed to providing good patient care are better 
patient advocates. 

The consequences of perioperative patient advocacy are related to its char-
acteristics. Satisfaction (Studies I-II) and the feeling of courage (Study II) were 
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both interpreted as positive consequences. However, there were also nega-
tive consequences related to perioperative patient advocacy; it made the 
nurses feel vulnerable and constrained (Study I), and they at times experi-
enced moral stress when advocating for their patients (Study II). However, 
in Study III, the consequences of perioperative patient advocacy were not 
connected to the negative consequences described in Study I and II. In this 
study, the RNAs instead felt supported when advocating for the patient. 

 

The characteristics of perioperative patient advocacy 
When analyzing the results from the four studies, it became clear that the 
characteristics of perioperative patient advocacy could be interpreted as 
having control of the situation and preserving human values. 

 

Having control of the situation 
The nurses’ preparedness for the upcoming perioperative activities was an 
important factor in their having control of the situation, and thus being 
able to advocate for their patients. In order to have control of the situa-
tion, the nurses took care of the things the patients could not do them-
selves due to sedation and general anesthesia (Studies I, II and IV). This 
included safeguarding the patients by intervening and arguing on their 
behalf (Studies I, II and IV) and thus, protecting them from potential harm 
(Study I). In Study IV this was described as shielding the patient from 
harm, and included making sure that no adverse events would happen to 
the patient while in the RNAs’ care: 

 

The RNA looks from the anesthesia monitor to the respirator to the infu-
sion pump and then back at the anesthesia monitor again. She raises her 
hand and says [with emphasis]: “Stop. Stop the surgery right now. Her [the 
patient’s] pulse is racing and her blood pressure is high. I’m increasing the 
depth of anesthesia, but I’m taking it slowly. I will tell you when it’s okay 
to carry on.” 

  From observation no 13, Study IV 

 

The RNAs did not submit to what others thought was best for the patient; 
instead, they questioned others’ decisions and argued their case if they 
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thought this would produce the best outcome for the patient, thus shield-
ing the patient from harm (Studies II and IV). 

The RNAs were one step ahead and had control of the patient’s situa-
tion by maintaining all the patient’s systems (Study I, II and IV). In doing 
this they were observed gathering and evaluating the patient’s physiologi-
cal status, thereby adapting their nursing actions to the need of each 
unique patient (Study IV). In order to optimize, maintain, and monitor the 
patient’s body functions, the RNAs were observed performing a number 
of nursing actions such as preventing tissue damage by massaging the pa-
tient’s arms, changing the position of the patient’s arms and head, and 
moving the saturation probe from one of the patient’s fingers to another 
(Study IV), or as in Study I when the PN ensured that the patient was posi-
tioned correctly on the operating table. This was also described as a part 
of patient advocacy in Study II, where the RNAs stated that they, for ex-
ample, ensured that the patient’s fluid balance was maintained, that the 
patient was kept warm, and that the hygiene level was satisfactory. 

Being one step ahead involved mental preparation. The RNAs had sev-
eral different strategies for providing the best possible care for the patient, 
which was described as “having the entire care plan clear in my mind” 
(Study II). This was also evident in Study IV, when the RNAs were ob-
served being continuously one step ahead and thus, prepared for the up-
coming perioperative activities. They were, for example, observed interact-
ing with the surgeons by asking what phase of the surgery they were in, so 
they could be prepared for the next step in their perioperative care of the 
patient. 

In Study IV, the actions that could be described as the RNAs’ specific 
nursing actions for the patient were observed to be initiated almost solely 
by the RNAs themselves, such as when they were optimizing, monitoring, 
and maintaining the patient’s body functions. Although standing a little 
bit aside, the RNAs were seen to always have a careful eye on the patient, 
the operating monitor, or the anesthesia equipment. They were vigilant 
enough that a glance from the ORN or a small change in the surgeon’s 
voice could be a sufficient signal that something was not quite right, lead-
ing the RNAs to act on behalf of the patient. Although most of the actions 
were initiated by the RNAs themselves, they were also observed interact-
ing with other members of the surgical team when taking action on the 
patient’s behalf. This could for example be when the RNAs and the ORNs 
together took precautionary actions to prevent any unnecessary pressure 
on the tissue, when they interacted with a colleague/ORN/assistant nurse 
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to ensure that the patient was correctly positioned on the operating table, 
or when they asked the anesthesiologist about the postoperative pain re-
gime. The RNAs were also observed interacting with the patient, for ex-
ample when having a dialogue regarding the patient’s positioning on the 
operating table. 

In Study III, the items in subscale 1 (Table 3), acting as advocate, de-
scribed different protective actions that the RNAs took in order to advo-
cate for their patients, including speaking out on the patient’s behalf, be-
ing the patient’s representative, or protecting the patient from harm. The 
high mean score indicates that the RNAs strongly agreed that they needed 
to take action on behalf of the patients in order to protect them from 
harm (Table 3). 

 
Table 3 An overview of the results from each subscale in Study III 

Subscale 
Mean score 

(SD)a Rangea Possible 
rangea 

Acting as advocate 39.9 (6.2) 18-48 12-48 
Work status and advocacy actions 9.4 (3.4) 4-20 4-20 
Environmental and educational influences 21.0 (2.5) 7-28 7-28 

Support and barriers to advocacy 15.5 (1.8) 8-24 6-24 
a Mean score, standard deviation (SD), range and possible range are shown in PNAS units 

 
In order to have control of the situation, the nurses verified information in 
the patients’ medical record and provided the other surgical team members 
with information about the patient (Studies I, II and IV). The RNAs in 
Study IV were observed gathering information about the patient and the 
patient’s physical status, which involved interaction with the other team 
members and the patient. This included the RNAs reading the patient’s 
medical records and interviewing the patient preoperatively. This commu-
nication was not only initiated by the RNAs themselves; it was also ob-
served to be initiated by the patient when they had something they wanted 
to inform the RNA about. The RNAs in Study IV were also observed shar-
ing the information they had collected with other team members, as de-
scribed in Studies I and II. 

 

Preserving human values 
Value preserving entails paying respect to the patient as another human being, 
by upholding the patient’s integrity and meeting their every need (Study I, II 
and IV). In order to be able to provide empathic and psychosocial support to 
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the patient, thus advocating for the patient, the RNAs strove to gain the 
patient’s trust via verbal or non-verbal communication (Studies I, II and 
IV). Verbal support consisted of the assurance that the patient was going 
to be taken care of and kept safe during anesthesia (Studies I, II and IV), 
and the promise that the RNA or a colleague would be with the patient 
and watch over them during the anesthesia (Studies II and IV): 

 

The RNA looks the patient in the eyes, puts a hand on the patient’s shoul-
der and says: “I’m going to be here with you during the whole surgical pro-
cedure. I’m not going to leave you. Not even for a second.” The patient 
looks the RNA in the eyes and nods. 

   From observation no 14, Study IV 

 
An example of non-verbal support is shown in Figure 4, where the RNA is 

looking the patient in the eyes 
and laying a hand on the pa-
tients shoulder (Studies I, II 
and IV). Non-verbal support 
was also described as holding 
the patient’s hand (Studies I, II 
and IV), indicating “I am here 
for you” and trying to mediate 
a feeling that taking care of 
patients and providing them 
with anesthesia was something 
the RNAs did every day 

(Study II). The RNAs in Study IV were observed staying very close to the 
patient, and paying attention to the patient while they were awake. The 
RNAs narrated that they treated the patients equally (Study II), and that 
they tried to meet their every need (Studies II and IV). The RNAs consid-
ered it important to treat the patient with respect and to preserve the pa-
tient’s integrity (Studies I, II and IV). In Study IV the RNAs were observed 
upholding the patients’ integrity in several different ways, such as: protect-
ing the patient from unnecessary exposure by covering the patient with 
blankets regardless of whether they were awake or not, and by closing 
down the patient’s digital medical record on the computer when leaving a 
room, thereby assuring that no unauthorized staff had access to the pa-
tient’s medical record. This was also narrated by the RNAs in Study II as 

Figure4 Example of  Photo©: Maria Bergman 
non-verbal support 
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an aspect of perioperative patient advocacy. An example of how the pa-
tient’s integrity was preserved by one of the RNAs in Study IV is described 
below: 

 

The RNA turns around to face the patient and discovers that a member of 
the surgical team has removed the sterile draping and the patient is lying 
naked on the operating table. The RNA rushes to the patient and exclaims, 
while covering the patient with blankets: “But isn’t anyone going to cover 
the patient up? You’re just going to undress him and let him lie there na-
ked?” 

   From observation no 12, Study IV 

 
The RNAs in Study II viewed themselves as the patient’s representative 
and link to the surrounding world, thereby safeguarding the patient’s au-
tonomy. This meant that the patient’s needs were met in accordance with 
their previously expressed wishes, and not according to the wishes of the 
RNA. In Study IV, the RNAs helped the patient to uphold their autonomy 
by giving them the opportunity to choose between two or more options 
when possible, for example asking how much or how little support they 
wanted under their neck, and how thick they wanted their blankets to be. 
These actions were observed taking place in close interaction between the 
patient and the RNAs/other team members. 

The RNAs in Study IV were observed paying attention to the “whole 
person” and practicing a holistic perspective when physically close to the 
anesthetized patient, stroking the patient on the cheek and forehead or 
laying a hand on the patient’s shoulder or arm. The RNAs had many quite 
discreet ways of showing the patients respect. The small things that were 
observed included looking the patient in the eyes and focusing on the pa-
tient while talking to them, and confirming the use of the patient’s correct 
first name if there were several names written on the patient’s medical 
record. 

Informing the patient was described as part of perioperative patient ad-
vocacy in Studies I, II and IV. The aim of this was not only to provide the 
patient with information, but also to enable patient participation (Study 
IV). In Study IV it was observed that the provision of information was 
often initiated by the RNAs themselves, but it could also be initiated by 
the patient, for example if they expressed in some way that they had not 
understood the information given. The RNAs in Study II narrated that 
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they ensured that the patient had all the information needed before com-
mencing anesthesia, and that informing the patient sometimes also includ-
ed acting as an interpreter to explain the information given by the surgeon 
or anesthesiologist. The role of an interpreter was also observed in Study 
IV, where the RNAs sometimes needed to rephrase the information given 
to the patient by other members of the surgical team. 

 

The consequences of perioperative patient advocacy 
Since perioperative patient advocacy is complex and not always perceived 
as easy, the consequence of exerting these actions is that the nurses are 
emotionally affected. 

 

Being emotionally affected 
There were both positive and negative consequences related to periopera-
tive patient advocacy. The consequences of perioperative advocacy were 
related to the perioperative advocacy actions that the PNs (Study I) and 
RNAs (Studies II-III) took on behalf of the patients, and it affected them 
emotionally. 

Being vulnerable in one’s professional role was connected to a moral 
stress which could be almost overwhelming, leading to a hesitation to 
advocate for the patient (Study I). The findings in Study II also identified 
moral stress due to disrespect from other members of the surgical team, 
and a feeling of rejection when the RNAs’ convictions about the patient’s 
well-being were ignored. 

Protecting the patient from harm and speaking up for the patient were 
not perceived as easy, but the RNAs in Study II said that they did it any-
way. Although they could find it difficult to advocate for the patient, the 
RNAs stood firm, arguing for what they were convinced was best for the 
patient (Study II and IV). The RNAs answers in subscale 3, environment 
and educational influences, in Study III agree that they did not doubt their 
own abilities to advocate for the patients and that high self-confidence 
made them better patient advocates. Table 4 on the next page presents an 
overview of the results of the RNAs’ answers to all items in Study III. 

However, the RNAs in Study II stated that they had to summon up 
courage to be able to advocate for the patient. Advocacy could also make 
the nurses feel satisfied, since it meant that they were defending the rights 
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of a defenseless human being, and thereby doing the right thing (Studies I 
and II). 
 
Table 4 Summary of the RNAs’ answers to the final version of the Swedish version of the Protective  
Nursing Advocacy Scale (PNAS-Swe) 

Subscale 
Mean score 

(SD)a 

Subscale 1: Acting as advocate  
Patients need nurses to act on the patients’ behalf 4.57 (0.65) 
As the nurse, I keep my patient’s best interests as the main focus of nursing advocacy 4.69 (0.59) 
Nurses who understand the benefits of patient advocacy are better patient advocates 4.43 (0.70) 
I am acting on my patient’s behalf when I am acting as my patient’s advocate 4.55 (0.65) 
I speak out on my patient’s behalf when I am acting as my patient’s advocate 4.44 (0.77) 
I am acting as my patient’s voice when I am advocating for my patient 4.52 (0.68) 
I am acting as the patient’s representative when I am acting as the patient’s advocate 4.42 (0.82) 
I am advocating for my patient when I protect my patient’s rights in the health care 
environment 4.49 (0.73) 

I am acting as a patient advocate when I am protecting vulnerable patients from harm 4.66 (0.64) 
Nurses that act on a patient’s behalf are preserving the patient’s dignity 4.14 (0.76) 
I am ethically obligated to speak out for my patients when they are threatened by harm 4.11 (0.92) 
Vulnerable patients need my protection in harmful situations 2.49 (1.20) 
  
Subscale 2: Work status and advocacy actions  
I may suffer risks to my employment when acting as a patient advocate 2.41 (1.22) 
Nurses that speak out on behalf of patients may face retribution from employers 1.87 (1.08) 
Nurses that speak out on behalf of vulnerable patients may be labeled as disruptive by 
employers 1.90 (1.02) 

When nurses inform and educate patients about patients’ rights in the clinical setting, the 
nurses may place their employment at risk 

1.61 (0.84) 

  
Subscale 3: Environment and educational influences  
I scrutinize circumstances that cause me to act as a patient advocate 3.81 (0.92) 
I utilize organizational channels to act as a patient advocate 3.81 (1.02) 
I would benefit from the advice of ethics committees to be a more effective patient 
advocate 3.38 (1.14) 

I am able to be a better patient advocate because I have more self-confidence 4.41 (0.78) 
Nurses that are committed to providing good patient care are better patient advocates 4.38 (0.75) 
Increased dedication to nursing increases the nurse’s ability to act as a patient advocate 3.53 (1.07) 
Increased nursing education enhances the nurse’s effectiveness in patient advocacy 1.67 (0.78) 
  
Subscale 4: Support and barriers to advocacy  
Lack of time inhibits my ability to act as a patient advocate 4.36 (0.79) 
Nurses practice patient advocacy more when they are working in a tolerant work  
environment 4.23 (0.88) 

Nurses who are supported by physicians are better patient advocates 4.40 (0.78) 
I doubt my own abilities to provide advocacy for my patients 1.71 (0.76) 
I am less effective at speaking out for my patients when I am tired 2.53 (1.29) 
I am not an effective advocate because I am suffering burnout 1.56 (1.14) 
a The results of the RNAs’ answers on each item are presented with mean scores and standard deviations 
(SD) for the sake of clarity, although the answering alternatives on PNAS-Swe are on an ordinal scale level. 
Each item is rated on a five-point Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). 

 
  



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       47 

In Studies I and II, the nurses described that they lacked support from 
managers, which could lead to an inability to address unsafe practice 
(Study I). The PNs felt constrained from taking actions on behalf of the 
patient, due to conflicting loyalties; they were caught between the profes-
sional expectation that they should advocate for the patient and the tradi-
tion that the surgeon/anesthesiologist has the final say (Studies I and II). 
When analyzing the RNAs’ responses regarding how their work status and 
employment might be affected when advocating for their patients (sub-
scale 4, Table 4) they agreed that the practicing of perioperative patient 
advocacy increased if they worked in a tolerant work environment, and 
that they were better advocates for their patients when supported by phy-
sicians who facilitated them in providing protective nursing advocacy. 
(Study III). They also reported that they did not face any retribution or 
risk of job loss when advocating for their patients (subscale 2, Table 4). 

The time allocated to each patient was regarded as insufficient (Studies 
I-III). In addition, most of the RNAs in Study II perceived that the organi-
zation did not have the patient’s best interests at heart, as it was the opera-
tion schedule that dictated the pace. This could lead to the nurses being 
unprepared and thus unable to take care of the patient in accordance with 
what they believed to be appropriate care (Studies I and II): 

 

... it’s difficult when the patient has to go to the loo... I say yes, certainly, 
you can go. I act as if I mean it but deep down inside I think damn, this is 
going to take a few minutes. It’s crazy and I’m ashamed of my thoughts. I 
stand there and say of course you can go to the loo, while thinking shit, 
more time wasted. 

   From interview no 12, Study II 

 
In Study II the RNAs narrated that they had a moral and/or medical re-
sponsibility for the patients’ well-being while in their care, described as an 
“enormous challenge in order to do the best for each patient every time”. 
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The psychometric properties of the PNAS 
The psychometric evaluation of the PNAS included assessment of its con-
tent, face, and construct validity. 

 

Content validity 
I-CVI ranged from 0.50 to 1.0 for the 43 items. Item 11 was excluded 
because it had low I-CVI and was judged to be difficult to understand by 
both expert panel 2 and the authors. Of the remaining 42 items from the 
original instrument, 25 showed excellent I-CVI (≥0.83), 15 fair (0.67), and 
2 low (0.50). These items were retained to enable evaluation of their face 
and construct validity. 
 

Face validity 
No further changes were made to the instrument after the pretest, since 
the ORNs found the items easy to understand and appropriate. It took 
them about 10-15 minutes to answer the instrument. 

 

Construct validity 
Since six of the items did not load adequately to any factor in Hanks’ orig-
inal analysis,31 they were removed before conducting the Rasch analysis. 

The five-category rating scale of the 36-item PNAS functioned properly 
only for subscale 2, work status and advocacy actions. The thresholds for 
subscale 1, 3, and 4 were disordered, and therefore rating category 2 (nei-
ther agree or disagree) was merged with rating category 3 (moderately 
agree) for these three subscales. This produced well-functioning rating 
scales with distinctive peaks. 

Table 5 on the next page provides an overview of the construct validity 
and reliability of the final modified version of the Swedish PNAS (PNAS-
Swe). Four of the items in subscale 1 (items 2, 26, 27, and 37) and two of 
the items in subscale 4 (items 42 and 43) showed poor item fit according 
to the set criteria, and were removed. The PCA of the item residuals showed 
unidimensionality for all four subscales. No local independence was found 
between the items in any of the subscales. Item and person reliability of the 
36-item PNAS was acceptable for the four subscales, as was person misfit. 
Item 32 was removed from subscale 2 due to low I-CVI (0.5). 
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Table 5 Overview of the construct validity and reliability of the final Swedish version of the Protective 
Nursing Advocacy Scale (PNAS-Swe) 

Subscale 
Misfitting 
itemsa (n) 

Eigen 
valueb 

Local  
dependencyc 

Person 
reliability 
coefficient 

Item 
reliability 
coefficient 

Person 
misfit 

% 

Acting as 
advocate 

4 1.9 0.26 0.74 0.95 5.5 

Work status 
and advocacy 
actions 

0 1.6 0.00 0.79 0.99 4.8 

Environmental 
and  
educational  
influences 

0 1.8 0.26 0.69 0.98 5.5 

Support and 
barriers to 
advocacy 

2 1.9 0.18 0.64 1.00 5.5 

a According to item fit criteria i.e., MnSq >1.3 in combination with Zstd >2.0 or <-2.0 
b After missfitting items had been deleted 
c Largest standardized residual correlation between any two items 

 
PNAS-Swe thus consists of four subscales and a total of 29 items (see Ta-
ble 4, page 46). The optimal rating scale comprised a five-category rating 
scale for subscale 2 and a four-category rating scale for subscales 1, 3, and 
4. 
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DISCUSSION 
The four studies in this thesis provide a description of the complexity of 
perioperative patient advocacy. It sheds a light on the sometimes difficult 
and demanding task of advocating for the anesthetized and vulnerable 
patient. The core of perioperative patient advocacy is interpreted in this 
thesis as having the patient’s best interests at heart, covering having con-
trol of the situation, preserving human values, and being emotionally af-
fected (see Figure 3, page 39). 

The results reported in this thesis show that patient advocacy in the 
perioperative setting is not only about critical decision making and pro-
tecting the patient from harm, but also interwoven in all the things that 
the RNA do for the sake of the patient. The goal of perioperative patient 
advocacy is to ensure that the individual patients are safely guided 
throughout their whole perioperative experience; this is achieved when the 
nurses support the patients’ unique physical and psychological needs. 
Perioperative patient advocacy is in this thesis interpreted as two folded: 
the first part consists of all actions nurses take on behalf of their patients, 
and the second part consists of the nurses’ ethical obligation towards an-
other human being. Although two folded, the two parts are interwoven, 
when expressed in the actions provided by the RNAs. The first part of 
perioperative patient advocacy can be linked to the general description of 
nursing, for example as, outlined by Benner. She describes the essence of 
nursing in seven competence domains, and argues that patients often need 
a nurse to defend them, which she terms “the advocacy power”.124 Since 
the patients in the perioperative context are regarded as vulnerable due to 
sedation or general anesthesia, they can be considered completely unable 
to influence their own situation. Thus, perioperative patient advocacy is 
linked to nursing, but can be seen as something wider. It can be interpret-
ed as an umbrella where the nurses acts as the patients’ link and protective 
shield towards the surrounding world (Figure 5 on the next page), covering 
all nursing and all other actions that are taken on behalf of the patient. 
This umbrella is upheld by the nurses due to a moral, ethical and medical 
obligation towards a defenseless, silent, and anesthetized patient. 

The second part of perioperative patient advocacy, the ethical obliga-
tion towards another human being, is closely related to the biomedical 
ethical values and principles which involve sympathy and compassion 
towards another human being.125 Caring ethics highlights the importance 
of an emotional commitment and willingness to act on behalf of another, 
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 The surrounding world 
 
 
 
 

  Having control of the situation Preserving human values 

 Arguing   Empathic and psychosocial support 

 Being prepared  Preserving human values 

 Being one step ahead Informing 

   Intervening  Staying fully focused 

 Preventing tissue damage Having eye contact 

  Having an hawk eye Non-verbal communication 

  Being vigilant Interpreting 

 Maintaining patient’s systems Upholding the patient’s integrity 
 
 
 
 
 

 The patient-nurse relationship 
 

 

 Figure 5 Perioperative patient advocacy as a protective shield with examples of peri- 

 operative advocacy actions undertaken by the nurses in this thesis 

 
where the nurse’s sensitivity to face the patients’ needs and vulnerability 
are integral parts of their professional morality. It places special im-
portance on mutual interdependence and emotional receptiveness. Rela-
tionships in health care include persons that are vulnerable and dependent 
on professional care givers, in this thesis exemplified as a relationship 
between a patient that is vulnerable and dependent on the nurse. When the 
nurse feel for the patient and the patient’s needs are being absorbed by the 
nurse, a moral relationship is established between them.125 

Above the core of perioperative patient advocacy, as identified in this 
thesis, have been described. Below perioperative patient advocacy will be 
discussed under the headings of Fawcett’s four concepts human beings, 
environment, health, and nursing.126 These concepts are used in a first 
attempt to form a foundation for a future tentative mid-range theory of 
perioperative patient advocacy. 

 

Human beings 
According to Fawcett is the concept of human beings referring to the indi-
viduals that are recognized in families, communities, and other groups that 
might be seen as participants in nursing. The human being was earlier 

Perioperative patient advocacy 
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regarded as a recipient of health care but is today seen as co-actor and 
participant in nursing.126 

 
The patient 
The patient was in this thesis implicitly considered to be vulnerable due to 
sedation or general anesthesia (Study II), but nevertheless seen as an auton-
omous and competent human being whose views were taken into account 
(Study IV). The central belief in several advocacy theories and theoretical 
models is that the patient is autonomous and has the right to self-
determination,2,42,43,45,47 and patient vulnerability has been seen as the most 
prominent reason for the nurse to advocate on behalf of the patient.2 The 
patient has the primary responsibility for their health and is able to make 
their own decisions, but there can be several reasons why this ability is com-
promised. Vulnerable are referred to as patients who are unable to repre-
sent themselves or protect their own rights, needs, benefits, and wishes,2 
which in the perioperative setting is related to the silent anesthetized pa-
tient.1 Patients may have to be advocated for if they are treated unethically or 
incompetently by some members of the healthcare team, and sometimes the 
patients themselves verbally request nurses to act on their behalf.2 

In this thesis the patient was seldom referred to as a co-actor in nurs-
ing,126 but on the other hand in Study IV when the patient was observed 
providing the RNAs with information, or when having a dialogue with the 
RNA regarding the positioning on the operating table or how to hold the 
breathing mask in front of the patient’s nose and mouth could implicitly 
have been one expression of the patient as a co-actor in nursing. 

 

Environment 
Environment includes the physical surroundings comprising the human beings 
significant others and the settings in which nursing occur, ranging from pri-
vate homes to the society in general. The concept refers to local, regional, 
national, and international, and global conditions, as well as cultural, social, 
political, and economic conditions that are related to time and human beings. 
Environment can also be seen as contextual since it is part of an unavoidable 
setting where the human being consistently is one part.126 Anesthetic nursing 
takes place in a high-tech environment,26 unavoidable for the patient who 
is going to undergo surgery. This environment is usually unfamiliar to the 
patient and has from the patient’s view been described as stressful and 
frightening.97,127 Factors that affects the environment has in the studies in 
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this thesis (Studies I-IV) been described as hierarchical structures, lack of 
support from managers, and time constraints, which is in line with the 
results from previous studies.28,50,68,72,75,78-81,83 

The RNAs in Study III agreed that they were better advocates if they 
were supported by physicians and if working in a tolerant environment. 
Leaders who create an environment that facilitates open communication, 
and the possibility to raise one’s voice against inappropriate treatment 
promotes nurses’ willingness to advocate for their patients,49,75 which in 
turn fosters a healthy and caring environment, both for the patients and 
for the healthcare professionals.128 Since hierarchical structures inhibit 
people from speaking up in order to prevent erroneous decisions,129,130 
leaders that flatten these structures create an environment that promotes 
team members in speaking up and feeling safe while doing so, resulting in 
safer patient care.81,131 

Time constraints comprises an environmental factor influencing patient 
advocacy both in the general,28,50,68,80 and the perioperative nursing con-
text.73,83 The nurses in Studies I-III stated that the time allocated to each 
patient was regarded as insufficient, and the RNAs in Study II perceived 
that it was the operating schedule that dictated the pace; that the organiza-
tion did not have the patient’s best interests at heart. 

The results regarding speaking up on the patient’s behalf differed be-
tween Study I, and Studies II and IV. This might be due to the environ-
mental fact that several studies included in Study I were conducted in 
countries other than Sweden,132,133 such as the USA4,5,16,79,134 and Austral-
ia,135,136 so the differences might be linked to the terms of employment 
protection in different countries. Employees in Sweden have strong protec-
tion through the Employment Protection Act (SFS 1982:80),137 which 
would have facilitated the patient advocacy role for the RNAs in Studies 
II-IV, whereas the protection for employees in countries like Australia and 
USA could be much weaker.138 The responses from the RNAs in Study III 
are in line with this, as their answers regarding how their work status and 
employment might be affected when advocating for their patients indicat-
ed that they did not believe that their employment was at risk. Studies 
from other countries, thereby other environmental conditions have shown 
that advocating for the patient can be risky for nurses since they might be 
seen as troublemakers,48,49 lose their reputation and credibility,58,78 and 
sometimes even lose their employment.46,58,78,86 
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Health 
The concept health focuses according to Fawcett on a human being´s lived 
experience of being healthy or ill, and the sense of well-being. Health in-
cludes when the human being is healthy, but also when being ill or 
dying.126 

The goal with perioperative patient advocacy is to ensure that the best 
and safest possible care is provided to the patient, which implicitly can be 
interpreted as maintaining the patient’s health. Maintaining the patient’s 
health is multifaceted task, and to ensure this the RNAs in Study IV were 
observed having a close interaction with all members in the surgical team. 
Although everyone had their own professional role, they reminded each 
other of their responsibilities so that the best possible care would be pro-
vided to the patient, thereby upholding the patient’s health and advocating 
for the patient not only from their own professional point of view but in 
terms of reminding other team members of their responsibilities towards 
the patient. Working as a team, as shown in Study IV, has similarities with 
Benner’s competence domain of organizational work role competencies. If 
optimal care is to be given to the patient, thereby upholding the patient’s 
health then everyone involved in the patients’ care has the right to share 
their own view of what they consider is the optimal care. Working as a 
team is important in order to provide the patient with an effective treat-
ment, and differences of opinion are inevitable and necessary features.124 
This gives nurses and physicians greater powers to protect the patients’ 
best interests,18,139 thereby implicitly upholding the patient’s health. 

 

Nursing 
Fawcett describe nursing as a caring relationship since it enables a consti-
tution of connection and concern. The concept of nursing refers not only 
to the actions that the nurses take on behalf of or in cooperation with 
other human beings, but also to the goals and outcomes of these nursing 
actions. Nursing is seen as a condition of a mutual process between the 
nurse and the other human being, which encompasses assessment, label-
ing, planning, intervention, and evaluation, thus how nursing actions can 
be achieved.126 

The core nursing characteristics identified in this thesis are the periop-
erative advocacy actions described in having control of the situation and 
preserving human values. This can be interpreted as a constitution of  
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connection and concern, where having control of the situation represents 
the nurse’s concern for the patient and preserving human values the con-
nection between the nurse and the patient. An overview of the relationship 
between Benner’s competence domains124 and the core nursing characteris-
tics identified in this thesis is presented in Table 6.  

 
Table 6 The relationship between Benner’s competence domains124 and the core nursing characteristics with 
examples of perioperative advocacy actions identified in this thesis 

Competence domaina Core nursing characteristicsb Advocacy actionsc 

The helping role Preserving human values 
Building trust 
Respecting the patient’s 
autonomy 

The teaching-coaching  
function 

Preserving human values 
Enabling patient 
participation 

The diagnostic and patient  
monitoring function 

Having control of the situa-
tion 

Being one step ahead 
Gathering information 

Effective management of 
rapidly changing situations 

Having control of the situa-
tion 

Being one step ahead 

Administering and monitoring 
therapeutic interventions and 
regimens 

Having control of the situa-
tion 

Optimizing, maintaining, 
and monitoring the pa-
tient’s body functions 

Monitoring and ensuring the 
quality of health care practices 

Having control of the situa-
tion 

Shielding the patient from 
harm 
Providing a secure  
environment 

a Competence domains as outlined by Benner124 
b Core nursing characteristics as identified in this thesis 
c Examples of perioperative advocacy actions identified in this thesis 

 
These core nursing characteristics covers all nursing and all specific caring 
practice that RNAs perform on behalf of their patients which harmonizes 
well with Fawcett’s126 concept of nursing and they might even be seen as 
equivalent. 

 
The nurse 
The nurse in this thesis is a PN or RNA assumed to exert perioperative 
patient advocacy by having control of the situation and preserving human 
values. The nurse is responsive to other human beings needs, and advocat-
ing for the patient is associated with emotional consequences for the 
nurse, thus being emotionally affected. This responsiveness could implicit-
ly be seen when the RNAs used a holistic perspective when providing nursing 
care. The RNAs paid attention to the “whole person”, by seeing each human 
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being with their own unique needs behind all the medical technology (Stud-
ies I, II and IV). 

The nurses’ willingness to advocate for their patients was evident in the 
results. In Study II this was interpreted as the RNAs holding the patient’s 
life in their hands, which included both a moral, ethical, and medical re-
sponsibility for the patient. Løgstrup describes this as an absolute and un-
conditional ethical obligation. He states that we always exist together, 
interwoven in other people’s lives, and that this means holding a part of 
that other person’s life in our hands.140 The interpretation of the meaning 
of holding the patient’s life in one’s hand varies; it could be something that 
seems trivial from the nurses’ view, such as keeping eye contact (Studies I, 
II and IV), or conversely something crucial, such as preventing other 
members of the surgical team from making mistakes that could endanger 
the patient’s health (Studies I, II and IV). 

When the patient was unconscious due to general anesthesia and there-
by unable to advocate for themself the nurse acts the patient’s surrogate 
decider. This implies that the nurse protects the patient’s well-being by 
assessing all risks and benefits among all options available, instead of the 
patient.125 When doing so, the RNA must take into consideration the pa-
tient’s previously expressed preferences, values, and perspectives;125 or 
perhaps, as found in Studies I and II, use themselves as a metric. In Study 
II, the RNAs said that when advocating for their patients they tried to 
imagine the patient’s situation and treated the patient as they themselves 
would like to be treated; this was also described as a part of perioperative 
patient advocacy in Study I. When using themselves as a metric the nurses 
have to put their personal views aside and treat all patients the same.66,73 

The RNAs in Study II stated that they followed laws and local guide-
lines as well as their own values and beliefs when advocating for the pa-
tient, which is in concordance with an earlier conducted study.96 This led 
to that the nurses sometimes overrode their patients’ previously expressed 
wishes (Studies I and II), thereby interpreted that they are using the best 
interests standard when advocating for their patients. The best interests 
standard can be seen as an aspect of paternalism, as the RNAs might over-
ride the patient’s known preferences by intentionally intervening in order 
to avoid harm or to benefit the patient.125 The relationship between the 
nurse’s medical responsibility and the patient’s wishes might therefore be 
seen as a conflict of interests. The challenge for the RNAs is that if they 
focus on meeting the patient’s expectations and satisfying the patient’s 
desires, it could result in poor medical safety jeopardizing the patient’s 
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health and well-being. The use of the best interests standard is quite con-
trary to the principle of respect for human autonomy, which involves re-
specting the decision-making of autonomous persons, including each per-
son’s right to have their own view and the right to make reasoned and 
informed consent. This principle also includes a fundamental obligation 
for all health care professionals to respect a patient’s autonomous 
choice.125 The reason why the RNAs sometimes override the patient’s 
wishes is that from a caring perspective they know what is best for the 
patient (Studies I and II). This might be justified by the use of the principle 
of beneficence, which entails taking action by helping another person in-
cluding preventing harm, removing harm, and promoting good. The prin-
ciple of beneficence includes all forms of action intended to benefit another 
person, and refers to a moral obligation to act for the benefit of others.125 

 

Having control of the situation 
Having control of the situation, which is interpreted as the nurse’s concern 
for the patient, was in this thesis found to entail specific nursing actions 
undertaken by the nurse in situations where the patient was unable to 
advocate for themself (Studies I, II and IV). This can be compared to earli-
er research into patient advocacy, showing that nurses advocate for their 
patients to restore the balance in the patient’s self-determination.48,53,55-57,59,68 
The implicit meaning of perioperative patient advocacy in this thesis in-
cluded the nurse acting as the patient’s representative, thereby upholding 
the patient’s rights. This involved the nurse providing nursing actions that 
were beneficial to the patients by assessing, labeling, planning, and inter-
vening, but also by evaluating these actions (Studies I, II and IV), which is 
in concordance with Fawcett’s concept of nursing.126 The actions that were 
undertaken are comparable to Benner’s competence domain administering 
and monitoring therapeutic interventions and regimens,124 and similar 
results have been found in earlier studies, not only in the perioperative set-
ting,1 but also from the general nursing context where nurses protect the in-
terests of patients with impaired ability to satisfy their own needs.33,46,48-50,53 

Having control of the situation can be described as the nurses’ being 
prepared for any upcoming perioperative activities by being one step 
ahead, thereby linked to Benner’s the diagnostic and patient monitoring 
function and effective management of rapidly changing situations, since it 
involves detecting significant changes in the patient’s condition, observing 
early warning signals, thinking ahead, anticipating problems, and predicting 
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the patient’s care needs.124 To intervene and argue on the patient’s behalf 
implies that the nurses are speaking up for their patients (Studies I-IV), 
which is consistent with previous descriptions of patient advocacy both 
from a general nursing context65,67,141 and from a perioperative nursing 
context.73 This has similarities with Benner’s competence domain monitor-
ing and ensuring the quality of health care practices, since according to 
Benner it is the nurse who coordinates the multifaceted interaction be-
tween the patient and the other members of the health care team, in order 
to discover and thereby prevent any mistreatment of the patient.124 

 

Preserving human values 
The connection between the nurse and the patient is incorporated in pre-
serving human values which is regarded as an important part of periopera-
tive patient advocacy in this thesis. Preserving human values represents 
several actions undertaken by nurses in order to respect the patient by up-
holding the patient’s integrity and preserving the patient’s autonomy, which 
has been described as a basic assumption for patient advocacy.2,42,43,45,47 

Preserving human values is closely related not only to Fawcett’s126 con-
cept of nursing , but also to the biomedical ethical values and principles, 
including emotional commitment to other human beings, and willingness 
to act on their behalf.125 This was found both explicitly and implicitly in 
the results; explicitly when the RNAs verbally ensured the patients that 
they would be taken care of and that the best care possible will be provid-
ed to them (Studies I, II and IV), and implicitly in the non-verbal commu-
nication when the RNAs stayed close to the patient, kept eye contact, laid 
a hand on the patient’s arm, and stayed continuously focused on the pa-
tient (Studies I, II and IV) which was interpreted as the nurses tried to 
obtain the patient’s trust by providing empathic and psychosocial support 
to the patient (Studies II and IV). The feeling of trust has been highlighted 
as an important part of the patient’s perioperative experience in earlier 
studies,127,142 since it influences the patient’s emotional balance by reducing 
stress both before and after surgery,143 and might reduce postoperative 
pain and the need for analgesia.144 This relates to Benner’s competence 
domain the helping role, where aspects of being close to the patient, 
providing comfort, and communicating by touch are regarded as im-
portant, but so also are making the patient feel engaged in the care given 
and helping the patient to have control over the situation.124 
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Enabling patient participation through information was implicitly found 
to be a part of preserving human values in Study IV, as it seemed that the 
RNAs were trying to make the patients involved in their own care, which 
has been described as a facilitator for the patient’s understanding of the 
procedures.100 Benner states in her competence domain the teaching-
coaching function that it is the nurse who informs the patient about what 
to expect and corrects any misconceptions, in order to guide the patient 
through the health care system. The nurse makes the unaccustomed and 
worrying known to the patient and therefore less frightening.124 

 

Being emotionally affected 
Being emotionally affected relates to the impact of the consequences that 
the nurses experienced when providing perioperative patient advocacy to 
their patients. Patient advocacy in the perioperative setting was not always 
perceived as easy by the nurses, and could lead to moral stress (Studies I 
and II) and vulnerability (Study I). 

Moral distress,18,86,96 and vulnerability84 has in previous conducted stud-
ies been related to that nurses feel an ethical9,62 and moral obligation6,18 to 
advocate for the patient, yet not have the authority to do so. It is the nurses 
conscience or self-reflection about whether someone’s acts are right or wrong, 
good or bad together with an internal sanction through critical reflection 
that could trigger this moral distress.125 Feelings that are connected to moral 
distress are sadness, guilt, remorse, and frustration,86 which is described as a 
feeling of shame by one of the RNAs in Study II (see quotation on page 47). 

The results in Studies I and II showed that the nurses experienced a feel-
ing of satisfaction when advocating for their patients, since they were do-
ing something good for another human being (Study II). This is in line 
with previously results,79 and is indicated as leading to greater work satis-
faction in general nursing settings.2,46 The results in the two latter studies 
show that the positive impact of patient advocacy leads to greater work 
satisfaction and increased self-esteem, as well as safeguarding nurses’ dig-
nity and moral principles.2,46 This feeling of satisfaction - the feeling of 
doing something good for the sake of another human being - might even 
be the reason why the nurses persist in their patient advocacy role despite 
the moral stress and vulnerability it causes them. 
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Methodological considerations 
The results in this thesis are based on data collected with several different 
methods: an integrated review of earlier empirical studies (Study I), quali-
tative data collected with interviews (Study II) and observations (Study 
IV), and quantitative measurements collected with a questionnaire (Study 
III). Lincoln and Guba suggested the concept of trustworthiness as a way 
of assessing rigor in qualitative research, consisting of four criteria: credi-
bility, dependability, confirmability, and transferability.145 Triangulation, 
which refers to the combination of different methodological approaches 
and data collecting strategies, has broadened the perspectives in this thesis, 
which may have strengthened the results,146 but there are also possible 
limitations to the studies. The strengths and limitations are discussed be-
low. 

 

Credibility/internal validity 
One of the key criteria to ensure trustworthiness in the findings is the es-
tablishment of credibility,145 which can be seen as equivalent to the more 
positivistic stand of internal validity. Purposeful selection of participants, 
for example in Study II where the informants were both male and female 
RNAs from two different hospitals in Sweden with a broad range of anes-
thesia work experience, might have contributed to a rich description of 
perioperative patient advocacy,146 thereby enhancing the credibility of the 
results. A limitation of the data collection in Studies II-IV, which might 
threaten the credibility, is that participation in the studies was optional. 
This might have resulted in non-representative samples, since it is possible 
that participating RNAs were more interested in or had a more positive 
attitude towards perioperative patient advocacy.108 On the other hand, 
informants with rich experience and willingness to share are valuable in 
order to achieve a rich description.146 In Study II, the results of the inter-
views might have been affected both positively and negatively by the fact 
that they were conducted by a researcher with the same profession as the 
interviewees (an RNA). The interviewed RNAs might have been more 
willing to share their experiences due to feeling safe with an interviewer 
who had the same profession and was used to the vocabulary. On the 
other hand some RNAs might have decided not to share their experiences 
because of a sense of shame or failure. This could be seen as a socially 
desirable responding, which is a form of response distortion in which par-
ticipants want to make a good impression.147 However, the RNAs  
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willingly shared their personal views and narrated situations in which they 
felt that they failed in their advocacy role, which this might decrease the 
risk of the results being influenced by desirable answers. 

There are several other ways in which credibility may be achieved. In 
order to increase the credibility, an interactive process took place between 
all of the researchers involving discussion of the analysis until consensus 
was reached in Studies I, II and IV.110 The credibility of the results was 
further enhanced by presenting examples of the meaning units, condensa-
tion, and abstraction (Studies I and II), representative quotations (Study 
II), and extracts from the observations (Study IV) in order to allow the 
reader to judge whether the analysis was reasonable in relation to raw 
data.109,110 

Literature reviews have limitations associated with inconsistent search 
terminology and it is therefore recommended using at least two or three 
search strategies.105,148 Study I therefore included a comprehensive data-
base search which was conducted in cooperation with an experienced 
librarian, together with a manual search; this might have increased the 
number of studies eligible to be included in the review.105 Each study that 
met the inclusion criterion was appraised in order to systematically inves-
tigate the quality of these papers.106 This quality judgement was conducted 
concurrently by two of the authors. Five papers did not meet the quality 
criteria and were therefore excluded. All these precautions increase the 
credibility of the results.108 The included studies had different types of 
research design, which according to Whittemore might increase the depth 
and breadth and, thereby contribute to a more complete description of the 
topic of interest and enhance the credibility of the overall results.148 

The interviews in Study II were transcribed by a secretary, but the tran-
scripts were thereafter read through by one of the researchers while simul-
taneously listening to the recorded interviews. According to Shenton, this 
is another way to increase the credibility of the results.109 

The credibility of the researcher is especially important in qualitative re-
search, as it is the person who is the major instrument of data collection 
and analysis.146 In Study IV, one of the observations was performed con-
currently by two of the researchers, one of them experienced at conducting 
observational studies; comparison of their jotted notes showed good con-
sistency, which again increases the credibility.108,109 Two of the researchers 
have experience of anesthetic care, having worked as RNAs for several years, 
another one of the researchers is a RN specializing in pediatric care, and the 
last researcher is a registered occupational therapist. Three of the  
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researchers are senior researchers; and this, together with the multidisci-
plinary roles, may be a strength of the studies, increasing the credibility of 
the results.109 During the observations in Study IV, the observer tried to be 
discreet and neutral in order to minimize the intrusion, and also tried to avoid 
interactions with the team members. This was sometimes difficult, and can be 
seen as a limitation of the study. Despite the risk of influencing the observa-
tions, thereby decreasing the credibility, covert data collection108 was not re-
garded as an alternative since it is never easier and preferable than overt data 
collection.107 Video recording was considered as more intrusive than the pres-
ence of a single observer since RNAs are accustomed to working closely with 
others and thereby being indirectly observed. During the observations the 
RNAs seemed to ignore the observer, and several of them later confirmed that 
they had forgotten that they were being observed, and so continued with 
their work as usual. The observer spent several days in the anesthesia de-
partment before commencing the observations in order to be a familiar 
face to the staff. This prolonged engagement was undertaken in order to 
gain an adequate understanding of the organization and to establish trust 
between the researcher and the RNAs.145 

Fourteen items from the original PNAS were deleted in Study III in or-
der to ensure content validity, leaving 29 items to be included in PNAS-
Swe. Six of the items were deleted since they did not contribute to the 
original instrument,31 two of the items due to low I-CVI, and the remain-
ing six items due to poor item fit (see Figure 2, page 33). Of these 29 
items, 10 showed fair I-CVI (0.67) while the remaining 19 showed good 
or excellent I-CVI.117 According to Lynn, all items with an I-CVI below 
0.83 should be removed from an instrument before distributing it to po-
tential participants.116 The decision of retaining or deleting items was 
based on weighing together the results from three different validity evalua-
tions (content, face, and construct), and the items with fair I-CVI were 
retained since they were considered to contribute something unique to 
each subscale. The I-CVI calculation was not reported when the original 
PNAS was constructed,31 which made it impossible to compare I-CVI val-
ues between the two versions. The construct validity evaluation was per-
formed by measuring unidimensionality, item-fit, and local dependency 
between any two items, and it showed good general measurement proper-
ties for the four subscales of PNAS-Swe. Concerning the rating scale func-
tioning, three of the four subscales in PNAS-Swe showed disordered 
thresholds indicating a possible problem. Two of the rating categories (2 
and 3) in subscale 1, 3, and 4 were therefore collapsed, leading to a  
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well-functioning rating scale with distinctive peaks.118 The rating category 
neither agree or disagree was more frequently responded to than the rating 
category moderately disagree from the original five-point Likert scale, 
which indicates that the rating scale could benefit from being asymmet-
rical. Retaining the rating category neither agree or disagree and only de-
leting moderately disagree might be sufficient for a new wording. It is 
possible that this could introduce bias, since the rating scale would be 
asymmetrically weighted towards agreement, but changing the rating cate-
gory strongly disagree to disagree might bring it back into balance. A pos-
sible new four-point Likert-scale might then range from 1 (disagree) to 4 
(strongly agree), with the scale steps 2 (neither agree or disagree) and 3 
(moderately agree) in between. PNAS-Swe needs to be used with these new 
and revised rating scales in order to confirm their validity. 

 

Dependability/reliability 
In the positivistic paradigm, different techniques can be used to show that 
similar results would be obtained if the study was repeated in the same 
context, with the same methods, and with the same sample. In the natural-
istic paradigm, reliability has similarities with dependability, and the pro-
cesses within the study should be reported in detail in order to enable a 
future researcher to repeat the work.109 Another way to increase the de-
pendability of the results is for the researcher to be consistent when col-
lecting and analyzing the data.145 An interview guide was employed in 
Study II to ensure dependability of the interviews, and in Study IV an ob-
servation protocol with the predetermined categories was used to ensure 
dependability of the observations.108,109 The transcribed detailed field notes 
in Study IV were analyzed stepwise by analyzing all categories one by one, in 
one observation at a time, until all categories and observations had been ana-
lyzed. This was done in order to enhance the dependability of the analyti-
cal process.109 

In Study III, the four subscales from the original PNAS were retained in 
the Swedish version of the instrument in order to keep the two versions as 
similar as possible, thereby increasing the reliability of PNAS-Swe. Three 
of the subscales in PNAS-Swe (1, 2 and 3) showed satisfactory reliability 
coefficients while the person reliability coefficient for subscale 4 was lower 
than the conventional lower limit of 0.67.121 Despite this, the subscale was 
considered reliable since it only included a few items which in itself may 
lower the person reliability coefficient.149 
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In Study III, Vårdförbundet114 distributed the instrument and the two re-
minders as a web survey to their RNA members who had an e-mail ad-
dress registered within the organization. Since the members update their e-
mail address themselves, it is impossible to know how many of these ad-
dresses were up to date, and hence impossible to know how many of the 
potential participants received the web survey. This is a weakness of the 
data collection. If the instrument and reminders had been distributed on 
paper by ordinary mail to all of the potential participants, a larger propor-
tion of the RNAs might have received the web survey. The low response 
rate (19% after two reminders) from the RNAs is another limitation influ-
encing the reliability of the results in phase III of Study III. The relatively 
large number of items (n=42) in the questionnaire might have been the 
reason for this. An increased response rate might have been possible if all 
of the items with low I-CVI and the items that did not load adequately to 
any of the subscales in the original PNAS had been removed before the 
instrument was distributed.150 When the response rate from this study is 
compared with the results from similar studies, for example Hanks devel-
opment of the PNAS, where the response rate was 10%,31 and Bu and 
Wu’s development of APAS, where the response rate was 19%,74 there are 
indications that there might be a problem with achieving a high response 
rate in this type of study. 

A limitation of Study IV could be that the predetermined categories 
used when gathering and analyzing the observations originated from the 
results in Study I, where the participants in the included studies were nurs-
es with different professional roles working in the perioperative setting 
(ORNs, RNs, and RNAs). The reason to include studies with both ORNs 
and RN working in the perioperative setting instead of solely RNAs was 
that there was a lack of studies of perioperative patient advocacy from the 
viewpoints of the RNAs, and therefore impossible to conduct an integra-
tive review from their point of view. Study I was nevertheless used for the 
observation and analysis process in Study IV, since the results in Study I 
involved nurses working in the perioperative nursing context, and not in a 
general nursing context. The observations in Study IV were made with 
only RNAs and this might have increased the dependability of the results. 
The content of the 11 subcategories that emerged during the analysis in 
Study IV was more systematically described than the content of the cate-
gories in Study I, since Study IV used empirical raw data with more  
contextual information than the data in Study I, where the analysis was 
based on the results from previously conducted studies, including the  
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interpretations made by the original authors. This might have increased 
the dependability of the results in Study IV. 

 

Confirmability/objectivity 
Confirmability in qualitative research is comparable to objectivity in quan-
titative research, meaning that the results should reflect the experiences of 
the informants and not the researcher’s perception.145 The use of a tape 
recorder in Study II increases the confirmability,109 and the observations in 
Study IV were conducted in a setting where none of the observers were 
employed, which is in accordance with the methodological literature since 
it enhances confirmability.107 

The observer is the instrument for data collection in observational stud-
ies.107,109 Since the main observer in Study IV was a RNA, prior to entering 
the observational phase she reflected together with a senior researcher 
upon her preunderstanding of perioperative patient advocacy and her 
expectations of what she might find in order to increase confirmability.109 
This preunderstanding of the context could still be seen as a limitation 
since it can influence the confirmability,146 but it can also be regarded as a 
strength, since it was the prerequisite that made it possible to capture the 
complex work process during the observations in Study IV. The preunder-
standing of the context was used in order to deductively analyze the ob-
servations in a more constructive way. An inductive analysis might have 
threatened the confirmability to a higher degree. 

A possible limitation of Study I is that one of the studies included in the 
review was performed by two of the researchers themselves. They strived 
to bracket their presuppositions during the analysis, and thus meet the 
data naively. During the analytical process they repeatedly returned to the 
data in order to avoid being to interpretive. To increase confirmability, the 
two other researchers critically revised the analytical process and results. 

 

Transferability/external validity 
Determination of the possibility of transferability rests with the reader,145 
and its quantitative correlate is external validity. The results in quantita-
tive research should be applicable to a wide population, but this is impos-
sible in qualitative research since the findings are often specific to a small 
number of participants in specific contexts.109 The patterns identified in 
qualitative research are dependent on context, which influences  
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transferability.109,110 Demographic data were therefore provided in Studies 
II and IV in order to enable the reader to draw conclusions on similarities 
between the study context and the context to which the results are to be 
transferred.110 

The studies included in Study I were conducted in three western coun-
tries (the USA, Australia, and Sweden), and thus had a western world 
perspective. However, the fact that they originated from three different 
countries, rather than just one, might strengthen the results and enable the 
reader to draw conclusions about the transferability of the findings, at 
least from a western world perspective.145 Study III was a cross-sectional 
study conducted in a Swedish context with a small sample, which threat-
ens the external validity of the results. Demographic data have neverthe-
less been provided in order to help the reader to judge if there is a possibil-
ity of drawing any conclusions between the results and a wider population 
of RNAs.  
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Clinical implications and future studies 
Perioperative patient advocacy is in praxis linked to the code of ethics 
outlined by the ICN, which despite having no explicit mention of advoca-
cy still states that all RNs, regardless of their working context, shall re-
spect human rights, promote health, prevent illness, and ensure that the 
individual receives accurate and sufficient information.38 This thesis has 
elaborated on how this is done, by describing the complexity of periopera-
tive patient advocacy. The results presented here show how RNAs exert 
perioperative patient advocacy and how they interact in order to facilitate 
the best possible care for the patient. Upholding the self-determination and 
autonomy of the anesthetized and vulnerable patient is sometimes per-
ceived by the RNAs as difficult and demanding, but nevertheless regarded 
as an important part of their patient care. 

The clinical implications for perioperative patient advocacy are found 
not only in the ethical and medical responsibility the RNAs have for their 
patients, but also in the interpretation of Swedish laws and regulations. 
Different aspects of patient advocacy are mentioned implicitly in Swedish 
laws and regulations, such as speaking for the patient, protecting the pa-
tient’s rights, upholding the patient’s right to self-determination, safe-
guarding the patient’s right of receiving understandable information, and 
protecting the patient from improper medical and ethical treatment. Ac-
cording to the Swedish Health and Medical Services Act (SFS 2017:30) 
and the Swedish Patient Safety Act (SFS 2010:659), the patient shall be 
provided with understandable information so that the care can be given in 
consultation with the patient. The care should be based on respect for the 
patient’s autonomy and integrity, and provided with respect for human 
equality and for individual human dignity. This relates to the part of pa-
tient advocacy in which healthcare professionals give understandable in-
formation to the patient so that the patient can make informed decisions 
about their own care, but it is also involved in protecting the patient’s 
rights and upholding the patient’s right to self-determination.151,152 Fur-
thermore, healthcare professionals are required to contribute to high sys-
tematic patient safety, which can be interpreted as an obligation to protect 
the patient from improper medical and/or ethical treatment.152 

The results in this thesis may, with what is already known, form a base 
for theory development within the perioperative nursing context in the 
future, and build the foundation of a tentative mid-range theory of periop-
erative patient advocacy. This can be seen as important, since theory de-
velopment can define a profession;153 in this case, the RNA profession. 
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Moreover, a tentative mid-range theory of perioperative patient advocacy 
could be used in the education and practical training of RNA-students in 
order to help them understand practice in a more complete and insightful 
way.153 

Figure 7 on the next page gives an overview of a proposal for the basis 
of a future tentative mid-range theory of perioperative patient advocacy 
with the possible main theme having the patient’s best interests at heart. 
The subtheme safeguarding and caring from Study I has been replaced 
with the subthemes having control of the situation and preserving human 
values, which were first introduced in Study IV and then reused in the 
results in this thesis. As a part of developing a tentative mid-range theory, 
the category informing, with its subcategories gathering information and 
sharing information, has been merged into the subcategories included in 
the category protecting. This is due to the fact that the categories protect-
ing and informing in Study IV were more closely related to each other — 
almost interwoven — than identified in Study I. The relationship between 
these categories became evident when it was observed that the RNAs 
seemed to gather and share information to be able to take precautions in 
order to be one step ahead, to optimize, maintain, and monitor the pa-
tient’s body functions, and to provide a secure environment, which are 
three of the four subcategories interlaced within the category protecting. 
This needs, however, to be further empirically studied. In order to further 
extend the findings from the subtheme being emotionally involved from 
Study I, which comprises the categories vulnerable, constrained and satis-
fied, interviews with RNAs should be carried out and analyzed in a future 
study. This second subtheme and its three categories were not investigated 
in Study IV, since they are the consequences connected to the perioperative 
patient advocacy actions that the RNAs take on behalf of their patients. 
Since it is difficult (nearly impossible) to observe feelings, interviews have 
to be conducted in order to gain an in-depth knowledge. 
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The emerging process 
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Figure 7 An overview of the emerging process of a future tentative mid-range theory of perioperative patient 
advocacy 

 
Another challenge for a future study is the large number of items in PNAS-
Swe, and the issue of the items with fair I-CVI in Study III. Further modi-
fication or deletion of the items may have to be performed. Three of the 
four subscales showed disordered thresholds, and so two of the five rating 
scales for each of these three subscales were collapsed. Since no retest has 
yet been performed, it is not possible to know if the four subscales with 
their collapsed rating scales are stable over time. Further tests are therefore 
needed in order to confirm the validity of the revised rating scales. 
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CONCLUSIONS 

This thesis deepens the understanding of RNAs’ perioperative patient ad-
vocacy actions and contributes to a new insight into the RNA’s profes-
sional role. Perioperative patient advocacy is a complex process, and in 
this thesis its core is interpreted as having the patient’s best interests at 
heart, embracing everything that RNAs do for the sake of their patients. 

Perioperative patient advocacy has similarities to nursing care, both 
from a general nursing context and an anesthetic nursing context, but 
consists of something wider. The patients are regarded as autonomous and 
competent, but also vulnerable since they become unconscious due to se-
dation/general anesthesia, and are therefore completely unable to act on 
their own behalf. Hence, the RNA can be seen as the patient’s representa-
tive and link to the surrounding world; doing everything the patient can-
not do for themself, conveying the patient’s previously expressed wishes, 
and thereby upholding the silent patient’s autonomy and self-
determination. The RNAs are the patient’s eyes, ears, lungs, and circula-
tion. They use all their senses in order to be the patient’s vicarious auton-
omy, almost becoming one with the patient. It is like an umbrella, cover-
ing all the nursing care and all the actions that the RNAs take on behalf of 
their patients when they are unable to do so themselves. Advocating for 
the patient is not always perceived as easy, and being questioned and not 
taken into account can cause moral stress and feelings of vulnerability. 
Nevertheless, RNAs is found to summon up courage and stand firm in 
their beliefs, since perioperative patient advocacy means defending the 
rights of a defenseless human being. 

Perioperative patient advocacy is an ethical, moral, and medical respon-
sibility towards another human being, where the RNAs are holding anoth-
er person’s life in their hands. 
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SAMMANFATTNING PÅ SVENSKA 

Patientföreträdarskap (patient advocacy) kan beskrivas som att agera på 
patientens otillfredsställda behov, vilket innefattar åtgärder såsom att 
informera och tala för patienter. Det har också beskrivits som en situation 
där patientens önskemål, rädsla, utsatthet eller hot mot mänskliga rättig-
heter gör att sjuksköterskan agerar för att skydda patienten. 

Tidigare internationell forskning har visat att patienter i samband med 
en operation kan uppleva förlust av de grundläggande mänskliga rättig-
heterna integritet, självbestämmande och människovärde. Denna förlust 
kan vara mest påtaglig när patienten skall genomgå en operation som 
kräver narkos, då detta innebär att patienten inte kan påverka sin egen 
situation utan är beroende av att någon annan skall föra hens talan och 
hjälpa hen med att tillgodose sina behov. Patienten lämnar över kontrollen 
av sin kropp och måste förlita sig på människor som är helt främmande. 
Eftersom tidigare forskning gällande anestesisjuksköterskans patientföret-
rädarskap är sparsam och inte alls studerats i ett svenskt sammanhang var 
målet att denna avhandling skulle kunna bidra till en större förståelse för 
vad patientföreträdarskap inom anestesisjukvård innebär. 

Avhandlingsarbetets övergripande syfte var därför att få en fördjupad 
förståelse för patientföreträdarskap i det perioperativa sammanhanget 
genom att undersöka vad som är dess karaktäristika och vilka konsekven-
ser som följer med patientföreträdarskap (Delstudie I). Avhandlingen syf-
tade även till att beskriva anestesisjuksköterskans uppfattning och erfa-
renhet gällande patientföreträdarskap inom anestesiologisk omvårdnad 
genom intervjuer (Delstudie II), ett instrument/frågeformulär (Delstudie 
III), och observationer (Delstudie IV). 

Kärnan i det perioperativa patientföreträdarskapet har utifrån resultatet 
i avhandlingens fyra delstudier tolkats som att ha patientens bästa för 
ögonen vilket inbegriper att ha kontroll över situationen, bevara mänsk-
liga värden och att bli känslomässigt påverkad (Figur 8). 

 

Att ha patientens bästa för ögonen 

Karaktäristika 
(Delstudie I-IV) 

Konsekvenser 
(Delstudie I-III) 

Ha kontroll över  
situationen 

Bevara mänskliga 
värden 

Bli känslomässigt  
påverkad 

Figur 8 Översikt av resultaten från de fyra delstudierna 
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Perioperativt patientföreträdarskap är komplext och dess karaktäristika 
och de konsekvenser som följer med detta är i Delstudie I beskrivet som 
att Göra gott för en annan människa – en balansgång mellan filantropi 
och personlig tillfredsställelse. Resultaten avseende dess karaktäristika 
inbegriper de åtgärder sjuksköterskorna vidtar å patientens vägnar i form 
av att skydda, informera, värdebevara och stödja. Dessa fyra kategorier 
har använts vid observationerna av anestesisjuksköterskorna i Delstudie 
IV, och resultatet i den studien visade att alla fanns representerade i kli-
nisk anestesiologisk omvårdnad. Att hålla patientens liv i sin hand tolka-
des i Delstudie II som essensen av anestesisjuksköterskornas uppfattning 
av patientföreträdarskap, vilket innebar att anestesisjuksköterskorna ge-
nom att känna ett moraliskt åtagande ger patienterna en värdig och säker 
omvårdnad. I Delstudie III ansåg anestesisjuksköterskorna att de skyddade 
sina patienter genom att agera och föra deras talan, men även att de sjuk-
sköterskor som gav en god omvårdnad var bättre patientföreträdare. 

Det fanns både positiva och negativa konsekvenser kopplade till peri-
operativt patientföreträdarskap. Tillfredsställelse (Delstudie I-II) tillsam-
mans med en känsla av mod (Delstudie II) tolkades som positiva konse-
kvenser, medan att känna sig sårbar och begränsad (Delstudie I), samt 
upplevelsen av moralisk stress (Delstudie II) tolkades som negativa. Kon-
sekvenserna var i Delstudie III inte kopplade till de negativa följder som 
återfinns i Delstudie I och II. I denna studie ansåg anestesisjuksköters-
korna istället att de kände stöd när de företrädde patienterna. 

Perioperativt patientföreträdarskap handlar om kritisk beslutsfattande 
och att skydda patienten från skada, men det finns också sammanvävt i 
alla saker som görs för patienten. Perioperativt patientföreträdarskap är 
som ett paraply, vilket täcker all omvårdnad och alla de åtgärder som 
anestesisjuksköterskan vidtar i patientens ställe när hen inte kan göra det 
själv. Anestesisjuksköterskan är patientens ögon, öron, lungor, och blod-
cirkulation. Genom att använda alla sina sinnen är anestesisjuksköterskan 
patientens ställföreträdare, och blir nästan ett med patienten. 

Perioperativt patientföreträdarskap är ett etiskt, moraliskt och medi-
cinskt ansvar gentemot en annan människa, där anestesisjuksköterskan 
håller en annan människas liv i sina händer. 
 
  



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       73 

TACK (ACKNOWLEDGEMENTS) 

Jag har färdats med fjäderlätta steg, men vissa dagar har det känts som om 
jag har burit hela världen på mina axlar. Det har krävts engagemang, en-
vishet, blod, svett och tårar på den här resan mot det slutgiltiga målet som 
nu ligger framför mig. Det slutgiltiga målet känns dock inte som något 
slut, det känns istället som en början på något nytt. 

Det här avhandlingsarbetet hade inte varit möjligt att genomföra utan 
hjälp och jag vill därför framföra ett stort tack till alla som delat med sig 
av sina kunskaper, erfarenheter och engagemang på olika sätt. Jag vill 
tacka alla anestesisjuksköterskor som deltagit i de olika studierna. Tack för 
att ni varit villiga att dela med er av era erfarenheter och för att ni under en 
kort tid låtit mig bli en del av er värld. Den här avhandlingen skulle annars 
aldrig skrivits. 

 
Jag vill dock särskilt tacka; 
 

Agneta Anderzén Carlsson, professor och min huvudhandledare. Utan dig 
hade ingenting av detta varit möjligt. Din aldrig sinande tilltro till mig, ditt 
engagemang, ditt stöd och vår vänskap under den här resan har tagit mig 
dit jag är idag. Tack för att du har sett ”mig” under hela den här processen. 
Jag minns vårt första möte och kommer ihåg att jag tänkte: Agneta kommer 
att vara perfekt, och perfekt är ingen underdrift av hur allt har fungerat. 
Tack för att du delat med dig av din kunskap och för att du tog på dig 
ansvaret att vara min huvudhandledare, jag kunde inte fått en bättre. 

 
Ulrica Nilsson, professor och min bihandledare, som brinner för den peri-
operativa kliniska omvårdnadsforskningen. Det var din entusiasm som 
fick mig att vilja börja forska. 

 
Marie Holmefur, docent och min bihandledare, a.k.a ”The Queen of Rasch”. 
Tack för din otroligt stringenta och analytiska förmåga som guidat mig ge-
nom Rasch analysens innersta väsen och för att du stått ut med alla mina 
ologiska (och ibland även logiska) frågor gällande detta. 

 
Åsa Lövqvist och Christer Forsström, mina chefer på Kärl-thoraxoperation 
vilka schematekniskt avsatt och prioriterat min forskningstid. Utan er hjälp 
hade detta varit en omöjlighet. 



74     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

Margareta Möller, chef på UFC. Tack för den finansiering jag fått från er. 
Tack för att jag fått en datorplats att sitta vid, för all support, uppmuntran 
och vänlighet under mina forskarstudier. Tack Maria Ekholm-Takman för 
hjälp med transkriberingen av mina intervjuer. 

 
Medicinska biblioteket, stort tack till er för all hjälp. Extra stort tack till 
Liz Holmgren som hjälpte mig med databassökningen i Delstudie I. 

 
Kärl-thoraxklinikens operationsavdelning, ett stort tack till alla mina ar-
betskamrater (undersköterskor, sjuksköterskor, perfusionister och läkare) 
som uppmuntrat, frågat och stöttat mig under min forskarutbildning. Ett 
särskilt stort tack till alla anestesisjuksköterskor som givetvis fått dra ett 
tyngre strå till stacken under tiden som jag varit ”forskningsledig” och 
bedrivit mina studier. 
 
Fredrik Ander, min vän och doktorandkollega. Det är mindre än fem år 
sedan vi lärde känna varandra, men det känns som om vi alltid har varit 
vänner. Du är den bror jag aldrig har haft och vi är ju, enligt säker källa, 
otroligt lika  Tänk vad roligt vi haft, och vad roligt vi kommer att ha! 
Snart är det din tur. Bara en sådan sak. 

 
Mina kollegor i Dr.And, Camilla Wistrand, Karin Falk-Brynhildsen, Ma-
ria Jaensson och Margita Svensson. Våra träffar alltså! Som med tiden gått 
från ett hälsosamt salladstema till ett lite mer dekadent... Snart kommer 
denna era att gå i graven och ersättas av vad då? Docent Död? Camilla, ett 
innerligt tack till dig för att du varit min ”pysventil” och ett ovärderligt stöd 
under hösten och våren. Topp! 

 
Alla mina vänner, tack för att ni finns kvar trots att det ibland verkat som 
om jag försvunnit från jordens yta. Jag har blivit så glad för era sms med 
hejarop och spontaninbjudningar till lunch, middag, aw eller en fika. 
Några har en speciell plats i mitt hjärta: Åsa Rilvén I love you snäckan! 
Anna Karlsson, Helen Jansson och Eva Kanestad-Sandin, resterande ¾ av 
the fabulous four och mina partners in crime. 

 
Min släkt, tack för glada tillrop och peppning när det känts tungt. 

 
Tack mamma och pappa, som allting började med. Tack för att ni alltid 
varit där, för att ni alltid har älskat och stöttat mig. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       75 

 
 
 
 
 
 
 
 
 
 

Och Göran, 
tack för att du så tålmodigt har väntat och aldrig ifrågasatt när jag suttit 
med forskningen på ”lediga” lördagar och söndagar. Vi har med tillförsikt 

sett fram emot slutet och nu är det äntligen här; 
VI är i mål!  

Jag hade aldrig klarat det utan dig, du min bäste vän och kärlek. 
 

Jag älskar dig. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



76     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

REFERENCES 

1. Munday J, Kynoch K, Hines S. Nurses' experiences of advocacy in 
the perioperative department: a systematic review. 2015;13(8):146-
89. 

2. Bu X, Jezewski MA. Developing a mid-range theory of patient 
advocacy through concept analysis. J Adv Nurs. 2007;57(1):101-
10. 

3. Josse-Eklund A, Jossebo M, Sandin-Bosjö A-K, Wilde-Larsson B, 
Petzäll K. Swedish nurses' perceptions of influencers on patient 
advocacy: a phenomenographic study. Nurs Ethics. 
2014;21(6):673-83. 

4. Parker CB, Minick P, Kee CC. Clinical decision-making processes in 
perioperative nursing. AORN J. 1999;70(1):45-62. 

5. Boyle HJ. Patient Advocacy in the Perioperative Setting. AORN J. 
2005;82(2):250-62. 

6. Foley BJ, Minick P, Kee CC. Nursing advocacy during a military 
operation. West J Nurs Res. 2000;22(4):492-507. 

7. Kalaitzidis E, Jewell P. The concept of advocacy in nursing a critical 
analysis. The Health Care Manager. 2015;34(4):308-15. 

8. Arakelian E, Swenne CL, Lindberg S, Rudolfsson G, von Vogelsang 
AC. The meaning of person-centred care in the perioperative 
nursing context from the patient's perspective - an integrative 
review. J Clin Nurs. 2016. 

9. Vaartio H, Leino-Kilpi H, Salanterä S, Suominen T. Nursing 
advocacy - how it is defined by patients and nurses, what does it 
involve and how is it experienced? Scand J Caring Sci. 
2006;20(3):282-92. 

10. Austgard KI. What characterises nursing care? A hermeneutical 
philosophical inquiry. Scand J Caring Sci. 2008;22:314-9. 

  



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       77 

11. Swedish Society of Nursing. Foundation of Nursing Care Values. 
Stockholm: Swedish Society of Nursing; 2011. [cited 2017 24 
March]. Available from: https://www.swenurse.se/globalassets/01-
svensk-sjukskoterskeforening/publikationer-svensk-
sjukskoterskeforening/etik-
publikationer/foundation.of.nursing.care.values.pdf. 

12. McGarvey HE, Chambers MGA, Boore JRP. Development and 
definition of the role of the operating department nurse: a review. J 
Adv Nurs. 2000;32(5):1092-100. 

13. AORN standards and recommended practices for perioperative 
nursing. Association of operating room nurses; 1989. 

14. Lindvall L, von Post I, Eriksson K. Caring perioperative culture, its 
ethos and ethic. Journal of Advanced Perioperative Care. 
2007;3:27-34. 

15. Makary MA, Sexton JB, Freischlag JA, Holzmueller CG, Millman 
EA, Rowen L, et al. Operating room teamwork among physicians 
and nurses: teamwork in the eye of the beholder. J Am Coll Surg. 
2006;202(5):746-52. 

16. Schreiber R, MacDonald M. Keeping vigil over the patient: a 
grounded theory of nurse anaesthesia practice. J Adv Nurs. 
2010;66(3):552-61. 

17. Riley R, Manias E. Governing time in operating rooms. J Clin Nurs. 
2006;15(5):246-53. 

18. Sundin-Huard D, Fahy K. Moral distress, advocacy and burnout: 
Theorising the relationships. Int J Nurs Pract. 1999;5:8-13. 

19. Battié R, Steelman VM. Accountability in nursing practice: why it is 
important for patient safety. AORN J. 2014;100(5):537-41. 

20. Burchiel RN. Does perioperative nursing include caring? AORN J. 
1995;62(2):257-59. 

21. Bull R, FitzGerald M. Nursing in a technological environment: 
Nursing care in the operating room. Int J Nurs Pract. 2006;12(1):3-
7. 



78     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

22. Tollerud L, Botsford J, Hogland M, Price J, Sawyer M, Bradley J. A 
model for perioperative nursing practice. AORN J. 1985;4:188-96. 

23. Riksföreningen för Anestesi och intensivvård & Svensk 
Sjuksköterskeförening. Description of competence for Registered 
Nurse with Graduate Diploma in Specialist Nursing – Anaesthesia 
Care 2008 [cited 2017 24 March]. Available from: 
https://www.swenurse.se/globalassets/01-svensk-
sjukskoterskeforening/publikationer-svensk-
sjukskoterskeforening/kompetensbeskrivningar-
publikationer/anestesi.eng.komp.pdf. 

24. Flynn M. Anaesthesia nursing: an international perspective. Nursing 
Rewiev. 1998(16):46-9. 

25. Lyk-Jensen HT, Jepsen RMHG, Spanager L, Dieckmann P, 
Østergaard D. Assessing nurse anaesthetists' non-technical skills in 
the operating room. Acta Anaesthesiol Scand. 2014;58(7):794-801. 

26. Nilsson U, Jaensson M. Anesthetic nursing: keep in touch, watch 
over, and be one step ahead. J Perianesth Nurs. 2016;31(6):550-1. 

27. Oxford English Dictionary. Advocacy  [cited 2017 24 March]. 
Available from: 
http://oxforddictionaries.com/definition/english/advocacy?q=advoca
cy. 

28. Negarandeh R, Oskouie F, Ahmadi F, Nikravesh M, Rahm 
Hallberg I. Patient advocacy: barriers and facilitators. BMC Nurs. 
2006;5(3):1-8. 

29. Mallik M. Advocacy in nursing: perceptions and attitudes of the 
nursing elite in the United Kingdom. J Adv Nurs. 1998;28(5):1001-
11. 

30. Hanks RG. The medical-surgical nurse perspective of advocate role. 
Nurs Forum (Auckl). 2010;45(2):97-107. 

31. Hanks RG. Development and testing of an instrument to measure 
protective nursing advocacy. Nurs Ethics. 2010;17(2):255-67. 

32. Shannon SE. The nurse as the patient's advocate: a contrarian view. 
Hastings Cent Rep. 2016;46(5):43-8. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       79 

33. Mallik M. Advocacy in nursing - perceptions of practising nurses. J 
Clin Nurs. 1997;6:303-13. 

34. Selanders LC, Crane PC. The voice of Florence Nightingale on 
advocacy. The Online Journal of Issues in Nursing. 2012;17(1):1-9. 

35. Henderson V. The nature of nursing. 1 ed. New York: The 
Macmillan Company; 1966. 

36. Annas GJ. The patient rights advocate; can nurses effectively fill the 
role? Superv Nurse. 1974;5(7):20-5. 

37. Annas GJ, Healey J. The patient rights advocate. J Nurs Adm. 
1974;4(3):25-31. 

38. International Council of Nurses. The ICN Code of Ethics for 
Nurses Geneva: International Council of Nurses; 1953 [updated 
2012; cited 2017 24 March]. Available from: 
http://www.icn.ch/images/stories/documents/about/icncode_english.
pdf. 

39. Canadian Nurses Association. Code of ethics for registered nurses. 
Ottawa: Canadian Nurses Association; 2008. [cited 2017 24 
March]. Available from: 
http://www.ucalgary.edu.qa/files/Code_of_Ethics_2008_e.pdf. 

40. Nursing and Midwifery Council. The Code: Professional standards 
of practice and behavior for nurses and midwives. London: The 
nursing and midwifery regulator for England, Wales, Scotland and 
Northern Ireland; 2004. [cited 2017 24 March]. Available from: 
https://www.nmc.org.uk/globalassets/sitedocuments/nmc-
publications/nmc-code.pdf. 

41. American Nurses Assocation. Code of Ethics for Nurses with 
Interpretive Statements 2015. Silver Spring; 2015. [cited 2017 24 
March]. Available from: 
http://nursingworld.org/DocumentVault/Ethics-1/Code-of-Ethics-
for-Nurses.html. 

42. Curtin LL. The nurse as advocate: a philosophical foundation for 
nursing. ANS Adv Nurs Sci. 1979;1(3):1-10. 



80     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

43. Gadow S. Existential advocacy: philosophical foundation of 
nursing. In: Spicker SF, Gadow S, editors. Nursing: images and 
ideals : opening dialogue with the humanities. New York: Springer; 
1980. p. 79-101. 

44. Fowler MDM. Social advocacy. Heart Lung. 1989;18(1):97-9. 

45. Hanks RG. Sphere of nursing advocacy model. Nurs Forum 
(Auckl). 2005;40(3):75-8. 

46. Baldwin MA. Patient advocacy: a concept analysis. Nurs Stand. 
2003;17(21):33-9. 

47. Kohnke MF. Advocacy: what is it? Nurs Health Care. 
1982;3(6):314-8. 

48. Segesten K. Patient advocacy - an important part of the daily work 
of the expert nurse. Sch Inq Nurs Pract. 1993;7(2):129-35. 

49. Sellin SC. Out on a limb: a qualitative study of patient advocacy in 
institutional nursing. Nurs Ethics. 1995;2(1):19-29. 

50. Snowball J. Asking nurses about advocating for patients: ‘reactive’ 
and ‘proactive’ accounts. J Adv Nurs. 1996;24(1):67-75. 

51. Mallik M. Advocacy in nursing - a review of the literature. J Adv 
Nurs. 1997;25:130-38. 

52. Kubsch SM, Sternard MJ, Hovarter R, Matzke V. A holistic model 
of advocacy: factors that influence its use. Complimentary 
Therapies in Nursing and Midwifery. 2004;10(1):37-45. 

53. O'Connor T, Kelly B. Bridging the gap: a study of general nurses' 
perceptions of patient advocacy in Ireland. Nurs Ethics. 
2005;12(5):453-67. 

54. von Post I. Exploring ethical dilemmas in perioperative nursing 
practice through critical incidents. Nurs Ethics. 1996;3(3):236-49. 

55. Watt E. An exploration of the way in which the concept of patient 
advocacy is perceived by registered nurses working in an acute care 
hospital. Int J Nurs Pract. 1997;3(2):119-27. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       81 

56. Vaartio H, Leino-Kilpi H. Nursing advocacy - a review of the 
empirical research 1990 -- 2003. Int J Nurs Stud. 2005;42(6):705-
14. 

57. Galuska L. Advocating for patients: honoring professional trust. 
AORN J. 2016;104:410-6. 

58. Ahern K, McDonald S. The beliefs of nurses who were involved in a 
whistleblowing event. J Adv Nurs. 2002;38(3):303-09. 

59. Hanks RG. The lived experience of nursing advocacy. Nurs Ethics. 
2008;15(4):468-77. 

60. Watson CL, O'Connor T. Legislating for advocacy: the case of 
whistleblowing. Nurs Ethics. 2015:1-8. 

61. Langlois S, Lymer E. Learning professional ethics: student 
experiences in a health mentor program. Education for Health. 
2016;29(1):10-5. 

62. Seifert PC. Ethics in perioperative practice--commitment to the 
patient. AORN J. 2002;76(1):153-60. 

63. Negarandeh R, Oskouie F, Ahmadi F, Nikravesh M. The meaning 
of patient advocacy for Iranian nurses. Nurs Ethics. 2008; 
15(4):457-67. 

64. Gaylord N, Grace P. Nursing advocacy: an ethic of practice. Nurs 
Ethics. 1995;2:11-8. 

65. Söderhamn O, Idvall E. Nurses' influence on quality of care in 
postoperative pain management: a phenomenological study. Int J 
Nurs Pract. 2003;9:26-32. 

66. Schroeter K. Ethical perception and resulting action in perioperative 
nurses. AORN J. 1999;69(5):991-1002. 

67. Pecanac KE, Schwarze ML. Conflict in the intensive care unit: 
nursing advocacy and surgical agency. Nurs Ethics. 2016:1-11. 

68. Chafey K, Rhea M, Shannon AM, Spencer S. Characterizations of 
advocacy by practicing nurses. J Prof Nurs. 1998;14(1):43-52. 



82     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

69. McGrath A, Walker A. Nurses' perception and experiences of 
advocacy. Contemp Nurse. 1999;8(3):72-8. 

70. Bull R, FitzGerald M. Nurses' advocacy in an Australian operating 
department. AORN J. 2004;79(6):1265-74. 

71. Foley BJ, Minick MP, Kee CC. How nurses learn advocacy. J Nurs 
Scholarsh. 2002;34(2):181-86. 

72. Josse-Eklund A, Wilde-Larsson B, Petzäll K, Sandin-Bojö A-K. 
Individual and organisational factors influencing registered nurses' 
attitudes towards patient advocacy in Swedish community health 
care of elders. Scand J Caring Sci. 2014;28(3):486-95. 

73. Schroeter K. Advocacy in perioperative nursing practice. AORN J. 
2000;71(6):1207-22; quiz 23-8. 

74. Bu X, Wu YB. Development and psychometric evaluation of the 
instrument: attitude toward patient advocacy. Res Nurs Health. 
2008;31(1):63-75. 

75. Davis AJ, Konishi E, Tashiro M. A pilot study of selected Japanese 
nurses’ ideas on patient advocacy. Nurs Ethics. 2003;10(4):404-13. 

76. Donnelly PL. Ethics and cross-cultural nursing. J Transcult Nurs. 
2000;11(2):119-26. 

77. Hyland D. An exploration of the relationship between patient 
autonomy and patient advocacy: implications for nursing practice. 
Nurs Ethics. 2002;9(5):472-82. 

78. Black LM. Tragedy into policy: a quantitative study of nurses’ 
attitudes toward patient advocacy activities. Am J Nurs. 
2011;11(6):26-35. 

79. Killen AR. Stories from the operating room: moral dilemmas for 
nurses. Nurs Ethics. 2002;9(4):405-15. 

80. Ware LJ, Bruckenthal P, Davis GC, O´Conner-Von SK. Factors that 
influence patient advocacy by pain management nurses: results of 
the American society for pain management nursing survey. Pain 
Manag Nurs. 2011;12(1):25-32. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       83 

81. Leonard M, Graham S, Bonacum D. The human factor: the critical 
importance of effective teamwork and communication in providing 
safe care. Quality & Safety in Health Care. 2004;13(Suppl I):i85-
i90. 

82. Windle PE, Mamaril M, Fossum S. Perianesthesia nursing advocacy: 
an influential voice for patient safety. J Perianesth Nurs. 
2008;23(3):163-71. 

83. Farrell J. Are perioperative nurses really patient advocates? British 
journal of perioperative nursing : the journal of the National 
Association of Theatre Nurses. 2003;13(1):24-8. 

84. Lindahl B, Sandman P-O. The role of advocacy in critical care 
nursing: a caring response to another. Intensive Crit Care Nurs. 
1998;14(4):179-86. 

85. Killen AR. Morality in perioperative nurses. AORN J. 
2002;75(3):532-49. 

86. Radzvin LC. Moral distress in certified registered nurse anesthetists: 
implications for nursing practice. AANA J. 2011;79(1):39-45. 

87. Goodman B. Ms B and legal competence: interprofessional 
collaboration and nurse autonomy. Nurs Crit Care. 2003;9(6):271-
6. 

88. Welchman J, Greiner GG. Patient advocacy and professional 
associations: individual and collective responsibilities. Nurs Ethics. 
2005;12(3):296-304. 

89. Allmark P, Klarzynski R. The case against nurse advocacy. Br J 
Nurs. 1992;1(12):33-6. 

90. Martin GW. Communication breakdown or ideal speech situation. 
The problem of nurse advocacy. Nurs Ethics. 1998;5(2):147-57. 

91. Zomorodi M, Foley BJ. The nature of advocacy vs. paternalism in 
nursing: clarifying the 'thin line'. J Adv Nurs. 2009;65(8):1746-52. 

92. Hewitt J. A critical review of the arguments debating the role of the 
nurse advocate. J Adv Nurs. 2002;37(5):439-45. 



84     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

93. Bird A. Enhancing patient well-being: advocacy or negotiation? J 
Med Ethics. 1994;20:152-6. 

94. Mamaril ME. Standards of perianesthesia nursing practice: 
Advocating patient safety. J Perianesth Nurs. 2003;18(3):168-72. 

95. Krenzischek DA, Clifford TL, Windle PE, Mamaril M. Patient 
safety: perianesthesia nursing´s essential role in safe practice. J 
Perianesth Nurs. 2007;22(6):385-92. 

96. Larsson Mauléon AL, Ekman S-L. Difficulties in intraoperative 
care. Journal of perioperative practice. 2012;22(10):334-7. 

97. Susleck D, Secrest J, Holweger J, Myhan G. The perianesthesia 
experience from the patient's perspective. J Perianesth Nurs. 
2007;22(1):10-20. 

98. Baillie L, Ilott L. Promoting the dignity of patients in perioperative 
practice. Journal of perioperative practice. 2010;20(8):278-82. 

99. Liebenhagen A, Forsberg A. The courage to surrender - placing 
one's life in the hands of the other. J Perianesth Nurs. 
2013;28(5):271-82. 

100. Berg K, Kaspersen R, Unby C, Hollman Frisman G. The interaction 
between the patient and nurse anesthetist immediately before 
elective coronary artery bypass surgery. J Perianesth Nurs. 
2013;28(5):283-90. 

101. Flodén A, Lennerling A, Fridh I, Rizell M, Forsberg A. 
Development and psychometric evaluation of the instrument: 
attitudes towards organ donor advocacy scale (ATODAS). The 
Open Nursing Journal. 2011;5:65-73. 

102. Josse-Eklund A, Petzäll K, Sandin-Bosjö A-K, Wilde-Larsson B. 
Cross-cultural validation and psychometric testing of the Swedish 
version of the microsocial section of the attitudes toward patient 
advocacy scale. The International Journal of Person Centered 
Medicine. 2012;2(3):473-81. 

103. Vaartio H, Leino-Kilpi H, Suominen T, Puukka P. Measuring 
nursing advocacy in procedural pain care – development and 
validation of an instrument. Pain Manag Nurs. 2009;10(4):206-19. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       85 

104. Broome ME. Integrative litterature reviews for the development of 
concepts. In: Knafl KA, editor. Concept development in nursing: 
foundations, techniques and applications. 2 ed. Philadelphia: W.B. 
Saunders Company; 2000. p. 231-50. 

105. Whittemore R, Knafl K. The integrative review: Updated 
methodology. J Adv Nurs. 2005;52(5):546-53. 

106. Critical Appraisal Skills Programme. CASP Qualitative Research 
Oxford: Critical Appraisal Skills Programme; [cited 2017 24 
March]. Available from: http://www.casp-uk.net/wp-
content/uploads/2011/11/CASP-Qualitative-Research-Checklist-
31.05.13.pdf. 

107. Neuman WL. Social Research Methods: Qualitative and 
Quantitative Approaches. 5 ed. Boston: Allyn and Bacon; 2003. 

108. Polit DF, Beck CT. Nursing research: generating and assessing 
evidence for nursing practice. 9 ed. Philadelphia: Wolters Kluwer 
Health/Lippincott Williams & Wilkins; 2012. 

109. Shenton AK. Strategies for ensuring trustworthiness in qualitative 
research projects. Education for Information. 2004;22:63-75. 

110. Graneheim UH, Lundman B. Qualitative content analysis in nursing 
research: concepts, procedures and measures to achieve 
trustworthiness. Nurse Educ Today. 2004;24(2):105-12. 

111. Hsieh H-F, Shannon SE. Three approaches to qualitative content 
analysis. Qual Health Res. 2005;15(9):1277-88. 

112. Pope C, Ziebland S, Mays N. Qualitative research in health care. 
Analysing qualitative data. BMJ. 2000;320:114-6. 

113. Brislin RW. Back-Translation for cross-cultural research. J Cross 
Cult Psychol. 1970;1(3):185-216. 

114. Vårdförbundet. [cited 2017 24 March]. Available from: 
https://www.vardforbundet.se/In-English/. 

115. Streiner DL, Norman GR, Cairney J. Health measurement scales: a 
practical guide to their development and use. 5 ed. Oxford: Oxford 
University Press; 2015. 



86     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

116. Lynn MR. Determination and quantification of content validity. 
Nurs Res. 1986;35(6):382-85. 

117. Polit DF, Beck CT, Owen SV. Is the CVI an acceptable indicator of 
content validity? Appraisal and recommendations. Res Nurs 
Health. 2007;30:459-67. 

118. Bond TG, Fox CM. Applying the Rasch model: fundamental 
measurement in the human sciences. 3 ed. New York: Routledge; 
2015. 

119. Linacre JM. Optimizing rating scale category effectiveness. Journal 
of Applied Measurement. 2002;3(1):85-106. 

120. Smith AB, Rush R, Fallowfield LJ, Velikova G, Sharpe M. Rasch fit 
statistics and sample size consideration for polytomous data. BMC 
Med Res Methodol. 2008;8:33. 

121. Fisher WP. Rating scale instrument quality criteria [Internet]. Rasch 
Measurement Transactions, 2007, 21:1 p. 1095. [cited 2017 24 
March]. Available from: http://www.rasch.org/rmt/rmt211m.htm. 

122. World Medical Association. Declaration of Helsinki - ethical 
principles for medical research involving human subjects. 1964. 

123. Jlala HA, Bedforth NM, Hardman JG. Anesthesiologists’ perception 
of patients’ anxiety under regional anesthesia. Local and Regional 
Anesthesia 2010;3:65-71. 

124. Benner P. From novice to expert: excellence and power in clinical 
nursing practice. Menlo Park, Calif: Addison-Wesley; 1984. 

125. Beauchamp TL, Childress JF. Principles of Biomedical Ethics. 7 ed. 
New York: Oxford University Press; 2013. 

126. Fawcett J. Contemporary nursing knowledge : analysis and 
evaluation of nursing models and theories 2ed. Philadelphia: F.A. 
Davis; 2005. 

127. Rosén S, Svensson M, Nilsson U. Calm or not calm: the question of 
anxiety in the perianesthesia patient. J Perianesth Nurs. 
2008;23(4):237-46. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       87 

128. Albina JK. Patient abuse in the health care setting: the nurse as 
patient advocate. AORN J. 2015;103(1):74-8. 

129. Espin S, Lingard L, Baker GR, Regehr G. Persistence of unsafe 
practice in everyday work: an exploration of organizational and 
psychological factors constraining safety in the operating room. 
Quality & Safety in Health Care. 2006;15(3):165-70. 

130. Beament T, Mercer SJ. Speak up! Barriers to challenging erroneous 
decisions of seniors in anaesthesia. Anaesthesia. 2016;71(11):1332-
40. 

131. Edmondson AC. Learning from failure in health care: frequent 
opportunities, pervasive barriers. Quality & Safety in Health Care. 
2004;13(Suppl II):ii3-ii9. 

132. Larsson Mauleon A, Ekman S-L. Newly graduated nurse 
anesthetists' experiences and views on anesthesia nursing--a 
phenomenographic study. AANA J. 2002;70(4):281-7. 

133. Sundqvist A-S, Anderzén Carlsson A. Holding the patient’s life in 
my hands: Swedish registered nurse anaesthetists´ perspective of 
advocacy. Scand J Caring Sci. 2014;28(2):281-8. 

134. Schroeter K. Doing the right thing: Nurses´ experiences of ethics in 
perioperative practice: University of Wisconsin; 2004. 

135. Bull RM. Theatre wear must be worn beyond this point. A 
hermeneutic ethnografic exploration of operating room nursing: 
University of Adelaide; 2003. 

136. Gillespie BM, Chaboyer W, Wallis M, Chang HA, Werder H. 
Operating theatre nurses´ perceptions of competence: a focus group 
study. J Adv Nurs. 2009;65(5):1019-28. 

137. Employment Protection Act (SFS 1982:80). Stockholm. Ministry of 
Employment [cited 2017 24 March]. Available from: 
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-
forfattningssamling/lag-198280-om-anstallningsskydd_sfs-1982-80. 

138. Allard G. Measuring job security over time: in search of a historical 
indicator for EPL (employment protection legalislation). Madrid: 
Instituto de Empresa, 2005. 



88     ANN-SOFIE SUNDQVIST Perioperative patient advocacy 

139. Marshall C. The concept of advocacy. Br J Theatre Nurs. 
1994;4(2):11-3. 

140. Løgstrup KE. The ethical demand. Notre Dame, Ind: University of 
Notre Dame Press; 1997. 

141. Choi SP-P, Cheung K, Pang SM-C. A field study of the role of 
nurses in advocating for safe practice in hospitals. J Adv Nurs. 
2014;70(7):1584-93. 

142. Svensson M, Nilsson U, Svantesson M. Patients' experience of 
mood while waiting for day surgery. J Clin Nurs. 2016;25:2600-8. 

143. Lee JS, Park YM, Ha KY, Cho SW, Bak GH, Kim KW. Preoperative 
anxiety about spinal surgery under general anesthesia. Eur Spine J. 
2015;25(3):698-707. 

144. Selimen D, Andsoy II. The importance of a holistic approach during 
the perioperative period. AORN J. 2011;93(4):482-90. 

145. Lincoln YS, Guba EG. Naturalistic Inquiry. London: Sage 
Publications Inc; 1985. 

146. Patton MQ. Qualitative research & evaluation methods: integrating 
theory and practice. 4 ed. Thousand Oaks, California: SAGE 
Publications Inc; 2015. 

147. Malham PB, Saucier G. The conceptual link between social 
desirability and cultural normativity. International Journal of 
Psychology. 2016;51(6):474-80. 

148. Whittemore R. Combining evidence in nursing research: Methods 
and implications. Nurs Res. 2005;54(1):56-62. 

149. Hagquist C, Bruce M, Gustavsson P. Using the Rasch model in 
nursing research: An introduction and illustrative example. Int J 
Nurs Stud. 2008;46:380-93. 

150. Nulty DD. The adequacy of response rates to online and paper 
surveys: what can be done? Assessment and Evaluation in Higher 
Education. 2008;33(3):301-14. 



ANN-SOFIE SUNDQVIST  Perioperative patient advocacy       89 

151. Health and Medical Services Act (SFS 2017:30). Stockholm: 
Ministry of Health & Social Affairs [cited 2017 24 March]. 
Available from: https://www.riksdagen.se/sv/dokument-
lagar/dokument/svensk-forfattningssamling/halso--och-
sjukvardslag_sfs-2017-30. 

152. Patient Safety Act SFS 2010:659. Stockholm: Ministry of Health & 
Social Affairs [cited 2017 24 March]. Available from: 
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-
forfattningssamling/patientsakerhetslag-2010659_sfs-2010-659. 

153. Walker LO, Avant KC. Strategies for theory construction in 
nursing. 5 ed. New Jersey: Prentice Hall; 2011. 

 





Publications in the series 
Örebro Studies in Care Sciences*

1. Gustafsson, Margareta (2003) Konsekvenser av en akut traumatisk
handskada. En prospektiv studie av patientens situation under det
första året efter olyckan.
Doktorsavhandling/Doctoral thesis with focus on Nursing.

2. Jackson, Karin (2005) Att vara förälder till ett för tidigt fött barn
– en prospektiv studie om upplevelsen av föräldraskap och möten
med vården.
Doktorsavhandling/Doctoral thesis with focus on Nursing.

3. Odencrants, Sigrid (2005) Måltidsrelaterade situationer och
 näringstillstånd ur patienters med kroniskt obstruktiv lungsjukdom
och sjuksköterskors perspektiv.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

4. Göransson, Katarina (2005) Emergency department triage
– a  challenging task for Swedish emergency nurses.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

5. Eldh, Ann Catrine (2005) Patienters upplevelser av och uttryck för
fenomenet delaktighet i hälso- och sjukvård.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

6. Florin, Jan (2005) Clinical judgement in nursing – a collaborative
 effort? Patient participation and nurses’ knowledge.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

7. Ekwall, Ewa (2006) Women’s Experiences of Primary and Recurrent
Gynecological Cancer.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

8. Pettersson, Ingvor (2006) Significance of Assistive Devices in the
Daily Life of Persons with Stroke and Their Spouses.
Doktors avhandling/Doctoral thesis with focus on Occupational
Therapy.

9. Carlsson, Eva (2006) Understanding persons with eating difficulties
and communication impairment after stroke – patient experiences
and methodological issues in qualitative interviews.
Vetenskaplig uppsats för licentiatexamen/Academic essay.

* Seriens namn var tidigare (nr 1–24) ”Örebro Studies in Caring Sciences”.



10. Göransson, Katarina (2006) Registered nurse-led emergency 
 department triage: organisation, allocation of acuity ratings and 
triage decision making. 
Doktorsavhandling/Doctoral thesis with focus on Nursing. 

11. Eldh, Ann Catrine (2006) Patient participation – what it is and 
what it is not.  
Doktorsavhandling/Doctoral thesis with focus on Nursing.

12. Isaksson, Ann-Kristin (2007) Chronic sorrow and quality of life in 
patients with multiple sclerosis. 
Doktorsavhandling/Doctoral thesis with focus on Nursing.

13. Florin, Jan (2007) Patient participation in clinical decision making 
in nursing – a collaborative effort between patients and nurses. 
 Doktorsavhandling/Doctoral thesis with focus on Nursing.

14. Johansson, Agneta (2007) Adolescents’ perspective on mental 
health and health-promoting dialogues. 
Vetenskaplig uppsats för licentiatexamen/Academic essay.

15. Frisk, Margot (2007) Asthma and respiratory symptoms related to  
the housing environment. 
Doktorsavhandling/Doctoral thesis with focus on Occupational 
 Therapy.

16. Forslund, Kerstin (2007) Challenges in prehospital emergency care – 
patient, spouse and personnel perspectives. 
Doktorsavhandling/Doctoral thesis with focus on Nursing.

17. Odencrants, Sigrid (2008) The complexity of nutritional status for 
persons with chronic obstructive pulmonary disease – a nursing 
 challenge. Doktorsavhandling/Doctoral thesis with focus on Nursing.

18. Tollén, Anita (2008) Vardagen och förväntningar på dagrehabilitering  
– en studie i äldre personers uppfattningar.  
Vetenskaplig uppsats för licentiat examen/Academic essay. 

19. Dwyer, Lise-Lotte (2008) Dignity in the end of life care – what does 
it mean to older people and staff in nursing homes? 
Doktorsavhandling/Doctoral thesis with focus on Nursing.

20. Lidskog, Marie (2008) Learning with, from and about each other: 
Inter professional education on a training ward in municipal care for 
older persons. Doktorsavhandling/Doctoral thesis.



21. Tinnfält, Agneta (2008) Adolescents’ perspectives – on mental health, 
being at risk, and promoting initiatives.  
Doktorsavhandling/Doctoral thesis with focus on Public Health.

22. Carlsson, Eva (2009) Communication about eating difficulties after 
stroke – from the perspectives of patients and professionals in health 
care. Doktorsavhandling/Doctoral thesis with focus on Nursing.

23. Källström Karlsson, Inga-Lill (2009) Att leva nära döden. Patienters 
och vårdpersonals erfarenheter inom hospicevård.  
Doktorsavhandling/Doctoral thesis with focus on Nursing.

24. Österlind, Jane (2009) När livsrummet krymper.  
Doktorsavhandling/ Doctoral thesis with focus on Nursing.

25. Liedström, Elisabeth (2009) Experiences of Chronic Sorrow and 
 Quality of Life in Next of Kin of Patients with Multiple Sclerosis.  
Vetenskaplig uppsats för licentiatexamen/Academic essay.

26. Petersson, Pia (2009) Att göra abstrakta begrepp och komplexa  
 situationer konkreta. En avhandling om deltagarbaserad aktions-  
 forskning i svensk vård och omsorg.  
 Doktorsavhandling/ Doctoral thesis with focus on Nursing.

27. James, Inger (2010) Bakom rutinerna. Kunskap och omvårdnads-  
 praxis i mänskliga gränssituationer.
 Doktorsavhandling/ Doctoral thesis with focus on Nursing.

28. Thoroddsen, Ásta (2010) The role of standardised nursing languages  
 in representing nursing and supporting nurses as knowledge workers.
 Doktorsavhandling/ Doctoral thesis with focus on Nursing.

29. Pettersson, Camilla (2010) Parents’ Possibility to Prevent Underage  
 Drinking. Studies of Parents, a Parental Support Program,  
 and Adolescents in the Context of a National Program to Support   
 NGOs.
 Doktorsavhandling/ Doctoral thesis with focus on Public Health.

30. Rydlo, Cecilia (2010) Fighting for the otherness. Student nurses’  
lived experiences of growing in caring.  
Doktorsavhandling/Doctoral thesis.

31. Ek, Kristina (2010) Att leva med mycket svår kronisk obstruktiv  
lungsjukdom – ett liv i slowmotion.  
Doktorsavhandling/Doctoral thesis.



32. Fröding, Karin (2011) Public Health, Neighbourhood Development, 
and Participation. Research and Practice in four Swedish Partnership 
Cities. Doktorsavhandling/Doctoral thesis.

33. Kollén, Lena (2011) Dizziness, balance and rehabilitiation in  
vestibular disorders. Doktorsavhandling/Doctoral thesis.

34. Wallerstedt, Birgitta (2012) Utmaningar, utsatthet och stöd i palliativ 
vård utanför specialistenheter. Doktorsavhandling/Doctoral thesis.

35. Ewertzon, Mats (2012) Familjemedlem till person med psykossjukdom: 
bemötande och utanförskap i psykiatrisk vård.  
Doktorsavhandling/Doctoral thesis.

36. Fossum, Mariann (2012) Computerized Decision Support System in 
Nursing Homes. Doktorsavhandling/Doctoral thesis.

37. Henriksson, Anette (2012) A support group programme for family 
members: an intervention during ongoing palliative care.  
Doktorsavhandling/Doctoral thesis.

38. Hälleberg Nyman, Maria (2012) Urinary catheter policies for  
short-term bladder drainage in hip surgery patients.  
Doktorsavhandling/Doctoral thesis.

39. Thorstensson, Stina (2012) Professional support in childbearing, a 
 challenging act of balance. Doktorsavhandling/Doctoral thesis.

40. Geidne, Susanna (2012) The Non-Governmental Organization as 
a Health promoting Setting. Examples from Alcohol Prevention 
Projects conducted in the Context of National Support to NGOs.  
Doktorsavhandling/Doctoral thesis.

41. Lidström Holmqvist, Kajsa (2012) Occupational therapy practice for 
clients with cognitive impairment following acquired brain injury – 
occupational therapists’ perspective.  
Doktorsavhandling/Doctoral thesis.

42. Tollén, Anita (2013): Äldre personers dagliga liv och betydelsen av  
dagrehabilitering. Doktorsavhandling/Doctoral thesis.

43. Pajalic, Zada (2013): Matdistribution till hemmaboende äldre 
 personer ur flera perspektiv. Doktorsavhandling/Doctoral thesis.

44. Olsson, Annakarin (2013): Daily life of persons with dementia and 
their spouses supported by a passive positioning alarm.  
Doktorsavhandling/Doctoral thesis.



45. Norell Pejner, Margaretha (2013): The bright side of life. Support in 
municipal elderly home care. Doktorsavhandling/Doctoral thesis.

46. Karlsson, Ulf (2013): Arbetsterapeuters attityd till och uppfattning om 
forskningsanvändning samt professionen ur ett manligt perspektiv. 
Vetenskaplig uppsats för licentiatexamen/Academic essay.

47. Salzmann-Erikson, Martin (2013): Caring in intensive psychiatry. 
Rhythm and movements in a culture of stability.  
Doktorsavhandling/Doctoral thesis.

48. Lindner, Helen (2013): The Assessment of Capacity for Myoelectric 
Control. Psychometric evidence and comparison with upper limb 
prosthetic outcome measures. Doktorsavhandling/Doctoral thesis.

49. Ohlsson-Nevo, Emma (2013): Colorectal cancer: Patients’ and next-
of-kin’s experiences and the effects of a psycho-educational program. 
Doktorsavhandling/Doctoral thesis.

50. Falk-Brynhildsen, Karin (2013): The effect of preoperative skin  
preparation on bacterial growth during cardiac surgery.  
Doktorsavhandling/Doctoral thesis.

51. Jaensson, Maria (2013): Postoperative sore throat and hoarseness. 
Clinical studies in patients undergoing general anesthesia. 
Doktorsavhandling/Doctoral thesis.

52. Elisabeth Liedström (2014): Life Situation as Next of Kin to Persons 
in Need of Care: Chronic Sorrow, Burden and Quality of Life.         
Doktorsavhandling/Doctoral thesis.

53. Johansson, Anita (2014): Ändlös omsorg och utmätt hälsa:            
Föräldraskapets paradoxer när ett vuxet barn har långvarig psykisk 
sjukdom. Doktorsavhandling/Doctoral thesis.

54. Brobeck, Elisabeth (2014): Samtal som stöd för patienters              
livsstilsförändringar: en viktig del av sjuksköterskans hälsofrämjande 
arbete. Doktorsavhandling/Doctoral thesis.

55. Lindh, Marianne (2014): Adherence to hygiene routines in           
community care – the perspective of medically responsible nurses in 
Sweden. Vetenskaplig uppsats för licentiatexamen/Academic essay.

56. Källstrand-Eriksson, Jeanette (2014): Being on the trail of ageing.
Functional visual ability and risk of falling in an increasingly ageing 
population. Doktorsavhandling/Doctoral thesis.



57. Jonny Geidne (2014): Implementation and Sustainability in a Swedish 
Setting Approach for Health Promotion-Research and Practice in 
four Partnership Cities. Vetenskaplig uppsats för licentiatexamen/
Academic essay.

58. Ekwall, Eva (2009): Women’s Experiences of Gynecological Cancer  
and Interaction with the Health Care System through Different Phases 
of the Disease. Doktorsavhandling/Doctoral thesis.

59. Wätterbjörk, Inger (2014): Couples’ experiences of an information 
model about prenatal screening. Decision-making and satisfaction. 
Doktorsavhandling/Doctoral thesis.

60. Ek, Bosse (2014): Prioritering vid utlarmning i prehospital vård. 
Vetenskaplig uppsats för licentiatexamen/Academic essay.

61. Dahlkvist, Eva (2015): The Garden/Patio in Residential Care  
Facilities for Older People - Characteristics and the Users Perspectives.            
Vetenskaplig uppsats för licentiatexamen/Academic essay.

62. Faag, Carina (2015): A comprehensive nurse-led intervention for 
patients with peripheral vestibular disorders: the feasibility and 
benefits. Vetenskaplig uppsats för licentiatexamen/Academic essay.

63. Biswas, Animesh (2015): Maternal and Neonatal Death Review 
System to Improve Maternal and Neonatal Health Care Services in 
Bangladesh. Doktorsavhandling/Doctoral thesis.

64.  Islam, Farzana (2016): Quality Improvement System for Maternal 
and Newborn Health Care Services at District and Sub-district  
Hospitals in Bangladesh. Doktorsavhandling/Doctoral thesis.

65. Algilani, Samal (2016): ”To be at one’s best” -The evolution of Opti-
mal Functionality and its possible implementation in an ICT-platform. 
Doktorsavhandling/Doctoral thesis.

66. Fredriksson, Ingela (2016): Leisure-time youth-center as health-promotion 
settings. Vetenskaplig uppsats för licentiatexamen/Academic essay.

67. Larsson, Madelene (2016): Formal Female Mentoring Relationships as 
Health Promotion. Vetenskaplig uppsats för licentiatexamen/Academic 
essay.

68. Barzangi, Jir (2017): Infant Dental Enucleation in Sweden:  
Perspectives on a Practice among Residents of Eastern African Origin.  
Doktorsavhandling/Doctoral thesis.



69. Hugelius, Karin (2017): Disaster response for recovery: survivors’ 
experiences, and the use of disaster radio to promote health after 
natural disasters. Doktorsavhandling/Doctoral thesis.

70. Ewertsson, Mona (2017): Lärande av praktiska färdigheter inom 
sjuksköterskeprofessionen-studier av lärande i olika arenor.  
Doktorsavhandling/Doctoral thesis.

71 Sundqvist, Ann-Sofie (2017): Perioperative patient advocacy – having 
the patient’s best interests at heart. Doktorsavhandling/Doctoral thesis.

 

 




