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Abstract
Introduction: Intraoperative care includes a unique knowledge of how to
perform a safe and effective surgery procedure. Surgery performed under regional or local anaesthesia allows the patient to remain conscious during the
procedure and is rather common in Swedish healthcare today. Aim: The aim
was to obtain a deeper understanding of the main concerns of operating theatre nurses (OTN) when caring for conscious patients during the intraoperative phase. Methods: Interviews were conducted with 23 OTNs from five different hospitals in Sweden and analysed according to grounded theory. Findings: The main concern among the OTNs was to take the patient in consideration. The core category “achieve and maintain ethical treatment of patients” in the operating theatre (OT) was a strategy used throughout the intraoperative process. Ethical treatment was described as moral behaviour at
different levels and included the team’s behaviour, respectful and individualised patientcare, and the working-morale of the professionals. Being vigilant
and being flexible were the categories related to the core category. The OTNs
constantly assessed where to pay most attention as they balanced between the
needs of the patient, the team, and the surgery procedure. Conclusion: It is
important that every patient is taken into consideration and that ethical principles are held to the highest standards in the OT. A familiar team can facilitate that. The complex skills that operating theatre nurses develop can be
added to explain important competencies within the profession.
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1. Introduction
In Sweden today, OTNs are registered nurses, providing perioperative nursingcare to surgical patients, which requires unique knowledge and a highly developed set of skills [1]. Perioperative nursing care is provided at the time close to
the surgery [2]. The intraoperative phase, which is a part of the perioperative
care, starts when the patient arrives in the operating theatre (OT) and ends when
he/she is transferred to the postoperative ward. The environment in the OT is
highly technological, and time pressure to meet productivity requirements interact with respect for the patient [3].
The nature of medical- and nursing-care often leaves an individual’s body
exposed to the eyes, hands, assessments, and comments of others [4]. Different
levels of anxiety have been reported in patients undergoing surgery, the causes of
which may be the fear of pain and discomfort, but also the loss of control, altered body image, and concerns about diagnosis [5]. While any type of surgical
procedure, regardless of the method of anaesthesia, can be anxiety provoking for
patients, the choice of anaesthesia will primarily depend on the extent of the
surgery being performed [6].
General anaesthesia is a reversible state of complete unconsciousness [7]. Using local or regional anaesthesia allows the patient remain conscious during the
surgery [6]. This should not to be confused with awareness during general anaesthesia, which is a consequence of some sort of inadequate anaesthesia technique [8]. As a result of anaesthetic and surgical development, more complex
procedures are performed under local or regional anaesthesia, which allows for a
patient to be conscious throughout the intraoperative phase, fully aware of both
their care environment and treatment. Although it is anticipated that the patient
will remain awake during the procedure, the patient may require conscious sedation, which means that the patient is sedated, but is still able to respond purposefully to verbal commands, either alone or accompanied by light tactile
stimulation [7]. According to Hankela and Kiikkala [9] the perioperative care
expectations and perceptions of conscious patients are different than those of
general anaesthesia patients. Being awake during a surgery process has been described as a threat against both the body and the ego [10] and this stress that
occurs in the awake patient could alter intraoperative care conditions.
OTNs generally describe their role as being there for the patient and that the
patient’s wellbeing and safety is their responsibility [11] [12]. The fact that OTNs
operate behind closed doors means that the value of their work might has been
based on their performance in relation to the surgeon [13] [14].
The Swedish Society of Nursing [15] has identified a research gap concerning
the intraoperative experience of patients during local or regional anaesthesia.
Previous research has primarily described the experiences and perspectives of
anaesthesia nurses and patients [16] [17] [18]. Therefore, the current study seeks
to address this research gap by describing the intraoperative care experiences of
OTNs when surgery is performed on conscious patients.
DOI: 10.4236/ojn.2017.79079

1087

Open Journal of Nursing

K. Brodin et al.

2. Aim
The aim of this study was to obtain a deeper understanding of OTNs main concerns when caring for conscious patients during the intraoperative phase.

3. Methods
3.1. Design
Grounded theory (GT) was well suited to examine the issues of the current study
since the aim was to obtain a deeper knowledge regarding specific areas. In GT,
both quantitative and qualitative data can be used, since “all is data” [19]. Specifically, GT is a general inductive method based on a concept-indicator model
aimed to generate a new theory that is grounded in data and to present the
process occurring in the field of study [20]. The main task of GT is to provide
explanatory conceptual names to patterns of human behaviour [19] and to explain how participants address their main concerns [21].

3.2. Ethical Approval
The study was approved by the appropriate ethics committee (Dnr 2016-15931M) and then accepted by the chief physicians at the clinics. Written information about the study (i.e. study purpose, procedure, voluntary nature of participation, right to withdraw, and confidentiality of data) was sent out to the operating departments, and nurses in charge forward the information to the OTNs
and invited them to participate. Prior to data collection, all participants provided
written informed consent.

3.3. Context and Participants
The study was carried out in five different hospitals in Sweden, selected for convenience because of its location. One surgery department was in a university
hospital, located in metropolitan area. The other, in regional hospitals, was located in middle-sized cities. One hospital’s surgery department were specialized
at upper limb orthopaedics and another only performed eye surgery. The other
hospitals’ surgery departments daily performed a mix of different kind of surgery, for example; urological, orthopaedic, gynaecological (Table 1). Inclusion
criteria for the participants, was that they worked in operating departments as
registered OTNs, all with a minimum of one year experience of profession and
experience of any characteristic of surgery when the patient is conscious. A total
of 23 OTNs participated (22 female; Table 1). Participants described the context
for their work as being a part of an OT-team, which included the anaesthesia
nurse, the circulating nurse (who assisted the OTN with material and documentation), an anaesthetist, the surgeon, and the OTN (Table 1). Variation existed
between hospitals which professionals were generally included in the team
(Table 1). In hospitals 1 - 3, the anaesthesia nurse, described as responsible for
bringing the patient from the preoperative ward to the OT, often remained in
sight of the patient throughout the intraoperative process. In hospitals 4 - 5, it
DOI: 10.4236/ojn.2017.79079

1088

Open Journal of Nursing

K. Brodin et al.
Table 1. Overview of: Hospitals’ surgery departments’ clinical characteristics (M—Mixed
surgery, O—Orthopaedic upper limb surgery, E—Eye surgery) and team-members that
generally were included in the OT during surgery utilizing local or regional anaesthesia in
the different hospitals (X—Always-irrespective of anaesthesia method, XO—Sometimesdepending on anaesthesia method). Total number of participants according to hospitals.
Professions/clinical
characteristic/total number Hospital 1
of participants

Hospital 2

Hospital 3

Hospital 4

Hospital 5

Clinical Characteristic

M

M

O

E

M

Operating Theatre Nurse
[OTN]

X

X

X

X

X

Anaesthesia Nurse

X

X

X

XO

XO

Circulating Nurse

X

X

X

X

X

Anaesthetist

X

X

X

XO

XO

Surgeon

X

X

X

X

X

Total number of
participants

n.4

n.8

n.8

n.2

n.1

was more common that the OTN accompanied the patient to the OT, as surgery
with local anaesthesia was performed more frequently and presences of an anaesthesia nurse was not deemed necessary. The anaesthetist was present in the
OT, depending on resources, anaesthetic method, and patient’s medical condition.
OTN, circulating nurse, and surgeons were represented in all five hospitals.

3.4. Data Collection and Analysis
Data was collected from focus group and individual interviews (Table 2) between September 2016 and March 2017.The interviews were conducted in places
chosen by the participants and major part chosed the hospital, near the working
places. Five interviews were held at the university area as preferred by some of
the participants.
The interviews began with the question “Can you tell me about how it is to
work in the operating theatre as an operating theatre nurse when the patient is
awake during surgery?” That initial question aimed to collect spontaneous descriptions of what the participants considered as most important aspects of the
research area [22]. Followed-up questions, such as “Can you describe that
more?” and “Can you expand on that?” were asked during interviews.
Notes were written after each interview to capture ideas and continued as a
simultaneous activity through the analysis [23]. The basic goal of notation was to
develop ideas with complete freedom [24]. In accordance with GT, data collection and analysis were jointly performed [21] and began with focus-group interviews. The focus-group dynamic was used to generate a rich description and to
record a variety of perspectives about research area [24]. Further, constant comparison began after the first interview [23]. When the recorded interviews were
transcribed, they were coded in the right-hand margin. The process started with
DOI: 10.4236/ojn.2017.79079
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Table 2. Overview of data collection and informants.
No.

Interviewer

Interview

Informants
recruited from

Number/years of
experience as OTN

Interview length
in minutes

1

K.B /M.H

Focus group

Hospital 1

4 OTN/8-40 years

81

2

K.B/M.H

Focus group

Hospital 2

4 OTN/2-21 years

65

3

K.B

Focus group

Hospital 3

4 OTN/3-30 years

53

4

K.B

Focus group

Hospital 3

3 OTN /1-11 years

55

5

K.B/M.H

Individual

Hospital 2

1 OTN/6 years

65

6

K.B

Individual

Hospital 2

1 OTN/34 years

70

7

K.B

Individual

Hospital 2

1 OTN/44 years

42

8

K.B

Individual

Hospital 2

1 OTN/32

74

9

K.B

Individual

Hospital 3

1 OTN/40

70

10

K.B

Individual

Hospital 4

1 OTN/23

63

11

K.B

Individual

Hospital 4

1 OTN/32

60

12

K.B

Individual

Hospital 5

1 OTN /35

62

open coding, meaning everything was coded, keeping in mind the question
“What is really occurring in the data?” [23]. The codes, derived from the text,
were then sorted, compared, and renamed several times during the process.
These preliminary concepts, main concerns, and core categories, acted as a guide
and indicated that individual interviews could add more depth to data. Individual interviews were then conducted (Table 2), still aimed at bringing inductive
perspective to the data. While interviewing and analysing the data, ideas of what
to ask next arose, and more specific questions for the subsequent interviews were
generated (Table 2).
The core category, central for all of the other categories, represents patterns of
participant behaviour performed to address the main concern [24]. The main
concern can be defined as a chief mover of action in an area of study [21]. As the
core category developed, the selective coding began, which was limited to those
variables related to the core category [25]. The final step in the analysis process,
theoretical coding, can be described as a set of conceptual model of relationships
that were found to relate the codes to each other [26]. The analysis process was
partly cross-validated by the second and third authors to ensure the first author’s
experiences of the phenomenon were not biased. Theoretical saturation was assumed when new data did not provide new information to the category or theory [27].

3.5. Findings
The main concern among OTNs when a patient is conscious during surgery was
to take the patient in consideration (Table 3). The OTNs emphasised the importance of providing each patient with individual treatment, so that they may
feel that they have been respectfully cared for, and are the central focus of
DOI: 10.4236/ojn.2017.79079
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Table 3. Overview of findings.
Main concern: Taking the conscious patient into consideration
Core category: Achieve and maintain high ethical standards in the OT
Being vigilant
•
•

React to ethical lapses
Assess where to focus

Being flexible
•
•
•

Adaptive team communication
Being on or off stage
Comprehension of needs

Theoretical code: Balancing among needs—patient, team, and safety

attention. To address the main concern, participants strove to achieve and
maintain ethical treatment of patients in the OT throughout the intraoperative
process (Table 3). Ethical treatment was described by the participants as a
whole, with the goal of providing the patient an overall positive experience. To
achieve and maintain these high ethical standards in the OT, three parts were
described as being taken in regard; the patient, the team, and the professional
role of the OTN. That all team-members acted professionally and concentrated
on their duties, adjusted to the patient’s specific needs and focusing on the patient’s safety, was explained as important to achieve high ethical standards. Further, this was also explained as working to achieve a safe and smooth surgery,
which was believed to be part of the OTN’s professional role. This was understood as any ethical lapse treatment, behaviour, or professional-duty could cause
disgrace for the participants.
The nursing-care activities, aimed at achieving and maintaining high ethical
standards in the OT, are explained in the categories, being vigilant and being
flexible (Table 3). The theoretical codes, balancing between needs—patient,
team, and safety, relates to these categories. These codes demonstrate the balance
sought by OTNs among all of the interpreted needs in the OT, and how they
would adapt to address these needs, depending on what they assessed as most
pertinent, based on the prevailing circumstances. The overall findings are presented in Table 3.

3.6. Core Category: Achieve and Maintain High Ethical Standards
in the OT
Achieving and maintaining high ethical standards in the OT was an important
skill OTNs demonstrated for taking the needs of the patient in consideration. To
achieve and maintain ethical standards, as fundamental to the reduction of risk
concerning the core category, was described by the participants like “having eyes
in the neck”, with the aim of feeling in control over the OT environment. Participants emphasized the importance of being aware of everything happening in
the OT, in an effort to interpret various needs as they arose. It was described that
they constantly tried to notice any possible difficulties, in an effort to promote
an intraoperative phase where the patient was always taken into consideration.
This also included being aware of critical phases during the surgery procedure as
DOI: 10.4236/ojn.2017.79079
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a part of their professional role. Being aware, within the context of facilitating
high ethical standards, was to prevent anything or anyone from causing patient
discomfort. According to the participants, discomfort could be conceptualized as
signs of pain [e.g. feet moving under the surgical covering]. However, this could
also be conceptualized as team members using cell phones or computers for personal reasons that shifted focus from the patient and the surgery process. Despite
this, risks that shifted focus from the patient were sometimes let to pass. This
was done for the reason of not starting an argument in the OT. Instead, the OTNs
described feeling like inappropriate behaviour of colleagues required to be even
more aware of the whole, to compensate for the ethical lapses of other team members. Participants with more experiences expressed that they had developed skills to
predict critical elements that could endanger ethical standards. This was described
as a strength, and that successful attention to the whole process, utilizing correct
nursing interventions, was expressed as feeling highly ethical and satisfying.

3.7. Being Vigilant
Being vigilant was a way to achieve and maintain ethical standards and is further
explained in the subcategories react to ethical lapses and assess where to focus.
However, vigilance, according the participants, was to keep a watchful eye, interpret, and react to elements that could have negative effects on the patients’
experience, such as difficulties in the surgical process, disrespectful behaviours,
and/or inappropriate conversation.
The participants described that they reacted to ethical lapses in sense that they
would reprimand non-acceptable behaviours and/or conversation. Avoiding inappropriate elements that the conscious patient could notice was described as
especially significant for maintaining ethical standards. The intention was to
correct these inappropriate behaviours by either reminding team members about
the awake patient, becoming very quiet (i.e. not answering), or by changing the
direction of the conversation.
“…. if I see something is going to go wrong or someone says something inap-

propriate, then I have to react to that, of course…” (OTN, interview 1)
The same reaction was described if a discussion about a patient who was not
present occurred (i.e. a telephone call from other wards or between surgeons
during a surgery), which was perceived as unethical lapse in maintaining confidentiality. With more work experience in the unit, the OTNs expressed a growing courage to correct errors to achieve and maintain high ethical standards in
the OT.

3.8. Being Flexible
To achieve and maintain high ethical standards, participants highlighted the
importance of being flexible during surgery, taking into account the patient, the
team-members, and the surgery process. This concept concerned how they
talked, what they said, what they did, and when they did it. They assessed every
situation trying to fit in as long as it maintained high ethical standards and enDOI: 10.4236/ojn.2017.79079
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hanced the patient experience. Adapted team communication was explained as
communicating clearly, but with the aim of not worrying the patient. This
adapted communication was performed both verbally and non-verbally. Nonverbal communication was easier to manage when the team members knew each
other. They used the eyes and a kind of sign language to gain each other’s attention. It was described by many of the participants as ethical if they could avoid
frightening terms like “knife” or “needle” as much as possible, but at least so it
did not cause anxiety within the patient. In situations when the participants
needed to speak, they tried to express what they needed to say through whispering or by talking it in positive terms, so that the patient should not misunderstand.
“…the conscious patient is so incredibly nervous and responsive to everything

and all the little nuances…you can hardly communicate at all without making
the patient nervous…” (OTN, interview 10)
Flexibility included being on or off stage was described as adjusting the interaction with the patient. The participants explained that, by getting a picture of
the state of the patient they were able to adapt this interaction. The first patient
meetings were mostly described as occurring when the patient entered the OT,
accompanied by the anaesthesia nurse. This time was described as a short moment to perceive what kind of patient this was, and attempt to gain the patient’s
trust. When the patient made eye contact, and seemed rather calm, the OTNs
sought more interaction than if the patient hardly answered or showed signs of
fear.
“In the way that the patient answered, you would get an idea of how nervous

the patient was. So, already in the first meeting, you get a picture of how the patient will act on the operating table, and from that, I adapt myself…” (OTN, interview 5)
The OTNs indicated that they sometimes would back off and let the anaesthesia nurse continue undisturbed, so as not to cause the patient more discomfort
or anxiety. In situations where the participants perceived it was difficult to get
near the patient and make a contact before preoperative disinfection, an assessment about the value of this interaction was performed. It was described that
OTNs typically waited for the most appropriate time to “get on stage”, depending on how they perceived the patients’ needs, the value of contact, time-pressure,
and the team’s attitude in the OT. The importance of creating a professional relationship with the patient was described, but for ethical reasons, they never
seemed to force contact that was not wanted or needed. Being “off stage”, taking
the patient in consideration was not seen as a problem for OTNs. Participants
expressed that a part of achieving high ethical standards in the OT was that all of
the team members felt comfortable with the role taken on by the OTNs. From
the perspective of the participants, did not matter if their role was passive or active, as long as they perceived their behaviour was best for the patient.
Comprehension of needs was described as a combination of various skills.
DOI: 10.4236/ojn.2017.79079
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During a surgery-process, there were many different needs that would emerge.
The description provided by OTNs of their professional role was advocating for
the patient and being responsible for the successful outcome of the surgery
process. When a patient undergoes surgery with local or regional anaesthesia,
the information provided to the patient was very important. OTNs underlined
that things the patient could perceive [e.g. preoperative disinfection, changing
the patient’s body-position, needle sticks], could never be done without informing the patient first. The participants explained that they provided this information to the patient in a way they deemed necessary for each patient. Participants further described their professional roles as not only insuring that the
patient did not maintain a body position that could cause harm, but also preparing the patient for lying in said position so that it did not start to feel uncomfortable soon after. It was also described as understanding the importance of
creating appropriate access to the surgery area, promoting a safe surgery process.
The participants did not compromise the aseptic or surgical quality, but they
expressed the value of patient’s needs for comfort. As a part of the comprehension of patient needs, the OTNs determined if the patient liked to talk during
surgery, then they tried to find anything that could include the patient in the
conversation. They sought to uncover common interests if it brought comfort,
reduced anxiety, and helped the patient overall in the foreign environment of the
OT. Although the participants described that they were involved in this kind of
talking, they only did so when necessary and would not distract the surgeon
and/or the safe surgery process.

3.9. Balancing among Needs—Patient, Team, and Safety
The theoretical code, balancing among needs—patient, team, and safety, illustrates the importance of knowing where attention should be directed and when,
to fulfil the goal of achieving and maintaining high ethical standards in the OT.
Even though knowledge of aseptic conditions and of the surgery procedure itself
were elements attributed almost exclusively to OTNs, they also saw their mission
as being responsible for establishing a respectful and safe situation for their conscious patients. To accomplish this, they tried to interpret the individual needs
of the patient and assess how well the other team members responded to these
needs. The participants described that they took on the role that was needed
from moment to moment, and adapted their behaviour and performance accordingly. Further, they strove for a smooth surgery, which required focus on
the surgery process and the surgeon, but also a focus on helping the patients remain calm during the procedure. The balance among all the needs in the OT by
the OTNs was about constantly assessing and reassessing to determine where,
and how, they would be the most useful.

4. Discussion
The aim of this study was to obtain a deeper understanding of the main concern
of OTNs when caring for conscious patients during the intraoperative phase.
DOI: 10.4236/ojn.2017.79079
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The overall analysis showed that this concern was to take the needs of the patient
into consideration. Participants in this GT explained that they always endeavoured for an intraoperative phase with high ethical standards, but that this was
perceived as even more important when the patient was awake during the surgery. They described that conscious patients needed to be provided consideration throughout the duration of the surgery. The patient was seen as vulnerable
and highly sensitive to everything that happened in the OT, a sentiment that has
also been suggested by Eriksson [28]. Additionally, OTNs felt empathy with the
patient and tried to make the whole surgical experience as positive as possible.
The challenging nature of this has been suggested by Marran [5] and, according
to the participants in this study, it largely depended on the ethical standards
within the OT team. To address this main concern, participants endeavoured to
achieve and maintain high ethical standards within the OT. Ethical standards
within the OT, as Lindwall and von Post [29] suggested, can be understood as
the combination ethics and habitual behaviours, because of the moral virtue that
arises through habits. The morality described in this study involves adjusting
nursing care to meet the needs of the patient, maintaining respectful behaviours,
and promoting a safe surgical environment. The participants described how they
strove to achieve high ethical standards within the OT, based on assessed needs,
and facilitated by work experiences. A comparable sentiment was suggested by
Lindwall and Von Post [29] who described that the method OTNs perform their
work is primarily based on knowledge, values, ethics, and morality.
To maintain high ethical standards, OTNs tried to be aware of the whole OT
environment. This was also suggested by Kelvered et al. [11], who stated that the
intraoperative nursing care style characteristic of OTNs was to be constantly
present in every situation. For the OTNs in this study, to be aware of the whole
included having control, and reacting to inappropriate/unethical actions that
could put the patient or surgical procedure at risk, or could cause discomfort/
suffering. Similar findings have also been discussed in other intraoperative studies, utilizing the term “situation awareness” [30] [31] which is defined as “knowing what is going on”.
Knowing fellow members of the surgical team well seemed to be of great
value, according to the sentiments of the participants of this, and other studies
[32] [33] [34]. Being familiar with the team was expressed in this study as a facilitator to achieve and maintain high ethical standards in the OT, which is in
line with the results presented by Lindwall and Von post [29]. This type of familiarity can facilitate non-verbal communication and optimize important elements of collaboration within the team, a sentiment that was also suggested in a
study by Sandelin and Gustafson [35]. In the present, as well as other studies
[35] [36] [37], familiarity with the team can be understood as contributing to the
level of situational awareness perceived by OTNs, and assists in achieving and
maintaining high ethical standards as a whole. It can further be suggested as being “prepared for expected and assumed incidents and/or disruptive behaviours”
when striving to create a respectful and professional care environment. Lindwall
DOI: 10.4236/ojn.2017.79079
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et al. [38] describes that habits as acts that are sometimes unethical, but performed regularly by some individuals. The situations described by OTNs in this
study can explain the importance of being familiar with the team. In other
words, knowing the team can also include knowing their habits, especially their
bad habits, thus allowing for OTNs to be prepared to address these issues that
can negatively affect high ethical standards in the OT.
The theory, presented as a balance among the needs of all individuals within
the OT, can be suggested as a balance between technical and non-technical skills.
The non-technical skills, as described in other studies [30] [31] [39], can be seen
as the ability to think ahead, trying to imagine everything that can go wrong, and
utilizing an understanding the team to primitively address these concerns. The
balance between needs related to safety and patients, as explained in this study,
are similar to concepts suggested by Buber [40]. Buber [40] differentiated relationships, in which an “I and thou” relationship could be understood as when
the OTN saw the conscious patient as a person. In this concept, the relationship
between the OTN and the patient is considered one based on equality, with a
focus on interaction and reciprocity. However the participants in this GT described that they never took more contact than they assessed that the patient desired, which can be seen as ethically correct according to Buber [40]. The balance also included that OTNs responded to the more technical needs that occurred, as they endeavoured to promote a safe surgery. This made the OTNs to
assume another approach. Here the OTNs changed the relationship from a “thou”
in to an “it”. The “I and it” relationship, according to Buber [40] can be understood as a relationship based on more science, where facts and discussions of “cause
and effect” dominates. This was described as necessary in some surgical situations
when distance and objectivity was required to perform appropriate medical, surgical, and/or nursing interventions. Buber [40] suggested that these two relationships
occur in a continuum, where both are present, but to various degrees.

5. Methodological Discussion
GT was well suited to describe the main concern in intraoperative nursing care
when the patient is awake. The researchers have very different experiences of intraoperative nursing-care in conscious patients, and these experiences were used
to validate the results. In GT, that data should speak for itself, with each category
being grounded in data, rather than rising from researcher’s preconceptions
[28]. The first researcher’s experiences within the OT have been taken in consideration, and data was cross-validated by the other two authors.
A GT must demonstrate four criteria; fit, workability, relevance, and modifiability [19]. The theory fits when categories represents the pattern of the data
[26]. Relevance is shown when the generated theory explains how the participants resolve the main concern they described as an important issue. Workability has been considered, and participants confirmed that the results correctly explain the reality as they experienced it. This theory could be modified if new data
DOI: 10.4236/ojn.2017.79079
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alters the circumstances.
Participants were employed at five different hospitals in the central region of
Sweden. Even though there were differences in their specific experiences, they
seemed mostly to talk about the same sentiments and concerns. Some of the participants were former colleagues of the researcher. This was not seen as a problem however, as many years had passed. Instead, some of the participants found
it easier to describe their experiences about the research area when they were
familiar with the interviewer. While the current study describe the specific experiences of the participants, the results can be relevant in any context where
medical or surgical treatments are performed in team.

6. Conclusion
The findings illustrate the importance of a common vision of high ethical standards within a surgical team to ensure that the patient is taken in consideration. This study also reveals how vulnerable ethics can be in an unfamiliar team,
both from a technical and non-technical standpoint, and suggests that ethics
should be strongly considered, especially when it comes to surgery utilizing local
or regional anaesthesia. The OTNs concern about considering the conscious patient, and the skills they develop and apply to address this concern, can be added
to further describe the professional competencies of OTNs.
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