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Abstract 
Anaesthesia nursing care during regional anaesthesia is characterized by the encounter between the ‘awake’ patient’s own 
lifeworld and the nurse anaesthetist’s knowledge in theory and in practice. This study aims to present an intraoperative 
caring model from the patient’s perspective that will facilitate nurse anaesthetists’ (NA) practice to enhance and support 
the ‘awake’ patient’s intraoperative well-being during surgery under regional anaesthesia. The model is underpinned by a 
synthesis based on interviews with patients, a philosophical reflection using Merleau-Ponty’s philosophy, and video 
recordings from orthopaedic surgeries under regional anaesthesia. The model can be used as a tool to encounter awake 
patients’ existential needs in the intraoperative situation and to further enlighten NAs about the possible impact of their 
proximity, interaction and communication behaviour in the delivery of intraoperative nursing care. The model can help 
NAs to access, understand and learn through lived experiences, thereby deepening their professional caring skills. The 
model is a way to get research knowledge ready for use by NAs to reflect on what gaps need to be filled between what 
nurses know (research) and do (practice). 
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1 Introduction 
Nurses are expected to provide care based on the latest research findings [1], because use of research in practice is said to 
increase effective and efficient care [2], as well as optimize patient outcomes and nursing care quality [3, 4]. This premise is 
supported in nursing literature, since inappropriate care has an impact on patient outcomes and ultimately, the quality of 
life [5]. In nursing, knowledge utilization has gained increasing importance, with the goal of improved health outcomes by 
translating findings from clinical studies into everyday clinical practice [6], whether the knowledge is used at the bedside, 
in clinical teaching or in direct patient care [7]. It has been suggested that to enhance the quality of care, nursing research 
should be both patient- and theory-oriented [8].  



www.sciedupress.com/cns                                                                                                       Clinical Nursing Studies, 2013, Vol. 1, No. 4 

ISSN 2324-7940 E-ISSN 2324-7959 24

To improve patient care, the ethical code for nurses state that they should be actively involved in the development of 
nursing care and thereby use nursing research in practice [9]. In Sweden, as in other countries, authorities require the 
implementation of research findings [10]. Nurses in practice should make clinical decisions based on their unique clinical 
expertise, and individualize care for each patient using the best available evidence from research findings, basic science 
and clinical knowledge, and expert opinion [11]. However, there are hindrances to increasing the use of research and 
incorporating research findings in clinical practice, such as lack of time [12]; problems in interpreting and using research 
products when viewed as too complex, academic or statistical; or some nurses’ belief that research findings lack clinical 
credibility [13]. Therefore, researchers need to consider whether research findings can be translated into practice and advice 
for nurses in their clinical practice [14], and into the nurses’ immediate context in which the findings will be used [15]. 
Moreover, the World Health Organization (WHO) has stated that emphasis should be placed on translating knowledge into 
action to bridge the gap between what is known and what is actually done in caring practice [16].  

With this study, we, as researchers, want to take responsibility for our previous patient- and theory-based research findings 
from an anaesthesia context by synthesizing and translating them into an intraoperative caring model. The model can be 
disseminated and implemented in caring for the ‘awake’ patient during surgery in regional anaesthesia, thereby making the 
research findings ready to be reflected on and used in clinical practice. In line with WHO’s recommendations [16], the 
proposed intraoperative caring model can help close the gap between current knowledge about the awake patients’ 
intraoperative needs and experiences, and how nurse anaesthetists (NAs) can meet those needs in what we present as a 
genuine caring encounter. 

Anaesthesia context 
The number of feasible surgical procedures is increasing [17, 18], as well as those possible using regional anaesthesia [19-21]. 
During surgery under regional anaesthesia, the patient is sedated but conscious all or most of the time, compared to 
surgical procedures under general anaesthesia, where the patient is unconscious [17]. With the decline in the number of 
patients having general anaesthesia, the care of awake patients has been predicted to become a prominent feature in 
nursing practice. With the increase in regional anaesthesia, support for conscious patients will become a major 
responsibility for nurses [23], especially since conscious patients are aware of the carers’ communication and the 
surrounding environment during surgery [24].  

As in the case of all patients undergoing surgery, awake patients should receive professional care from NAs based on 
caring science, but no previous nursing research has been found that explicitly describes intraoperative support for the 
enhanced well-being of patients who are awake and aware of their care environment and surgical treatment under regional 
anaesthesia. According to Lindwall [25] some nursing studies examine what awake patients remember and experience from 
the intraoperative period, but available nursing research has primarily been from the nurses’ perspective on how to support 
patients, show respect, alleviate suffering and promote health. 

Thus, this study aims to disseminate our qualitative patient- and theory-oriented research findings, synthesized and 
presented as an intraoperative caring model from the awake patient’s perspective in relation to his/her existential situation 
and needs. This model intends to facilitate NAs’ practice to reflect on, enhance and support the awake patient’s 
intraoperative well-being during surgery under regional anaesthesia.  

2 Method 

2.1 Data underpinning the model 
The theoretical model, An intraoperative caring model – the awake patient’s need for a genuine caring encounter 
(hereafter referred to as the “model”), presented in this study is based on a synthesis of three separate patient-focused 
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lifeworld studies with different aspects of the same phenomenon regarding awake patients during surgery under regional  
anaesthesia [26-28].  

The first study uncovered the meaning of being awake during surgery under regional anaesthesia. Nine interviews with 
patients undergoing knee or hip replacement comprised the data. The phenomenological analysis revealed that being 
awake during surgery can be compared with walking a tightrope due to ambiguous feelings. The patients’ experiences 
were elucidated as follows: balancing between proximity and distance in the operating theatre, balancing between having 
control and being left out, the partly inaccessible body being handled by others, and NA’s significant role. It was shown 
how the patient’s body is at risk of becoming an object during surgery, when regional anaesthesia breaks the contact with 
parts of the body. It was revealed how a patient entrusts to the carer, especially to the NA, the responsibility of the body 
over which he/she no longer has control or recognize in a familiar way. Therefore, NAs need to pay attention to the 
patient’s lived experiences and individual needs for intraoperative support [26].  

The second study offered reflections on the first study’s findings in relation to the French phenomenological philosopher 
Maurice Merleau-Ponty’s works concerning the patient’s being in a new situation, perception of the partly anaesthetized 
body, and quest for proximity to the NA. What became obvious was an understanding of the temporary disruption between 
the patient’s partly anaesthetized body and the surrounding world, when the patient is exposed to new experiences in an 
unfamiliar situation. The need for an ‘intraoperative caring space’ where the patient and the NA can interact became 
evident, as well as the importance of the NA’s proximity to the patient. In this ‘intraoperative caring space’, the NA can act 
as the patient’s bodily extension to bridge any gaps between the patient’s experiences and the situation per se. Therefore, 
the NA needs to reflect on the awake patient’s intraoperative experiences as lived through, experiences that are only 
disclosed to the NA [27].  

The third study interpreted and described the patient-NA interaction during surgery under regional anaesthesia, based on 
video recordings, where three of the nine patients from the first study participated. The data comprised 6 hours and 48 
minutes of recorded material from the three patient’s intraoperative situation, divided into 144 episodes related to 
interactions between the patients and the NAs. A hermeneutic analysis of the episodes revealed how the patient’s body is 
the focal point for interaction and how the NA plays a major role in the patient-NA interaction, However, the patient was 
not always in the centre of the NA’s direct attention, and the NA took ambiguous approaches, varying from attention and 
care to distance and inattentiveness towards the awake patient. It became obvious how the NA’s professional actions at 
times dominated the patient’s existential being in the intraoperative situation and how the NA was in either ‘present’ 
presence or “absent” presence in the patient’s visual field during surgery. The findings shed light on the patient-NA 
interaction that could expand NAs’ understanding and internal processing of their own practice [28]. 

2.2 Theoretical foundation and framework 
The model has its theoretical foundation in lifeworld theory, with its starting point in the patient’s lifeworld. The concept 
‘lifeworld’ refers to Husserl’s philosophy and theory which emphasizes the individual’s experiences [29-30]. The lifeworld 
relates to the natural attitude, which involves a type of approach to our everyday activities [31]. The natural attitude 
characterizes the activity or the being of the moment. For example, in everyday activities, humans do not consciously 
analyze what they are experiencing, but presuppose what they are absorbed in as existing in the way they perceive it. 
Consequently, a person’s natural attitude is basically unreflective. The lifeworld can be examined and conceptualized 
through reflection, and through reflection, phenomena of the world will be brought to awareness and made available for 
analysis, instead of being taken for granted [32-33]. 

The lifeworld theory is also an epistemological foundation for caring science, since it emphasizes the individual’s 
experiences. The holistic view in caring science regards the patient as the main expert on himself/herself and is always to 
be seen and understood in his/her total situation. The patient’s perspective is a priority in caring science that needs to be 
transformed into practice. The aim of caring science is to develop knowledge in order to gain a better understanding of the 
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patient and his/her situation, and from that point, develop an optimal care [34]. Consequently, anaesthesia nursing care is to 
be understood in relation to the individual awake patient and his/her experiences related to the intraoperative situation.   

2.3 Synthesizing data underpinning the model 
Synthesizing is the process of combining separate studies on different aspects of the same phenomenon into a more 
comprehensive and in-depth total [35-36] of qualitative findings in order to create a new understanding [37]. One kind of 
synthesis involves the integration of findings within a research programme conducted by the same investigator [38].  

Synthesizing the data underpinning the model in this study was inspired by Gadamer’s [39] thoughts on hermeneutic 
understanding and the hermeneutic circle. When using a hermeneutic approach, it is important to be aware of one’s own 
knowledge and experiences, and according to Gadamer, it is only through one’s pre-understanding that understanding is 
possible. One has to be aware of this pre-understanding when interpreting data so it does not take over and lead the 
researcher away from the data material. It is also essential to be flexible in the approach to the data and to be open to the 
possibility of incorporating one’s own experiences and knowledge, but as stated by Dahlberg and Dahlberg [40], not to 
make definite what is indefinite (ibid.). In this study, all authors’ pre-understandings from the three previous studies were 
continuously discussed to encourage an attitude as open as possible towards the data in order to challenge and reflect on 
our understandings. 

According to Gadamer [39], pre-understanding must work together with the data material to create a deeper understanding. 
He writes about a fusion of horizons, where data can be seen as one horizon and the researcher’s pre-understanding as 
another horizon. In this study, one horizon consisted of the findings from the three previous studies, and the other horizon 
was the authors’ pre-understanding. The synthesis was also inspired by Gadamer’s hermeneutic circle, where the 
researcher moves back and forth between the parts and the whole, enabling the fusion of horizons to create a deeper 
insight. Gadamer states that “we must understand the whole in terms of the detail and the detail in terms of the whole… It 
is a circular relationship… Our task is to expand the unity of the understood meaning centrifugally” [39]. 

Inspired by the hermeneutic circle, the synthesis was performed through a “dialogue” with the texts from the previous 
research findings and carried out in a dynamic and iterative dialectic process, moving back and forth between the texts. It 
was a time-consuming process of reflecting on each study’s findings, as well as on all findings together, while considering 
the authors’ pre-understanding in order not to make definite what is indefinite. Slowly, proximity, communication and 
interaction aggregated and became obvious as three core concepts. These core concepts are closely intertwined and 
overlapping, in line with the model’s theoretical framework and Merleau-Ponty’s [41] concept of reversibility, meaning that 
the contents of the concepts are constantly influenced by each other and cannot be clearly defined; they exist at the same 
time. The core concepts were then integrated and transformed into a more comprehensive yet abstracted whole as an 
intraoperative caring model to be used in the immediate clinical context by NAs caring for awake patients during surgery 
under regional anaesthesia. 

3 Results 

3.1 An intraoperative caring model – the awake patient’s need for a 
genuine caring encounter 
The model, An intraoperative caring model – the awake patient’s need for a genuine caring encounter, is graphically 
presented as a jigsaw puzzle (see Figure 1) showing each piece’s content. The left piece symbolizes the patient’s 
perspective of his/her intraoperative needs and experiences in relation to the core concepts of proximity, communication 
and interaction. The right piece signifies how the NA can meet the aforementioned core concepts from the patient’s 



www.sciedu

Published by

perspective
the awake p

F

The patien
in the opera
thing. The 
doing so. A
interfering 
centre of a
invisible ro

During surg
close to, an
contact wit
patient doe
spontaneou
example, b
monitored b
object on th

The patien
the patient 
down at the
Figurativel
the OR or w
at the theat
possibility 
curtain rem
access to th

The patien
interaction 
intraoperat
needs to co
is not in the

upress.com/cns   

y Sciedu Press 

e. The centre p
patient and the

Figure 1. An in

nt’s intraopera
ating room (OR
patient needs t
At the same t
with the NA’s 

attention withou
ole still has a n

gery, the patien
nd observed, m
th the NA, the p
es not want to re
us communicat
by touching, w
by devices. Th
he monitor.  

nt’s intraopera
the opportunity
e same momen
ly speaking, the
what is actually
tre, separating 
for spontaneou

mains down, th
he manuscript, 

nt’s position b
with the carer
ive experience

onvey during th
e patient’s visu

                          

iece presents th
e NA. All three

ntraoperative c

ative needs an
R) in order to s
to be able to gl
time, the patie
concentration 
ut the sense of
eed to be confi

nt experiences 
monitored and 
patient experien
eceive the NA’
tion, physical c

which provides 
he patient needs

ative needs an
y to communic

nt as the green s
e drape become
y being enacted

the spectator 
us interplay. Th
he patient as a s

thinking that p

behind the sur
rs in the OR. T
es with the NA
he intraoperativ
al field or if the

                         

he requiremen
e pieces are equ

caring model –

nd experiences
sense that the N
ance at and get

ent’s experienc
on the work be
f hindering the
irmed and seen

the need to han
touched by the
nces a sense of
’s attention thro
contact or eye c

a sense of sec
s to be seen in h

nd experiences
cate with the ca
surgical drape i
es a wall, limiti
d. The drape in 
(the patient) fr
he spectator wa
spectator is lef
perhaps someth

rgical drape al
The patient exp

A. The patient w
ve period. The 
e NA, despite p

                          

ts for a genuin
ually needed to

the awake pat

s of proximity
NA is really the
t some respons
ce of the NA’
eing performed
e NA’s work. T
n by the NA. 

nd himself/hers
e NA. If and w
f vulnerability, 
ough technical 
contact. The pa
curity and allo
his/her entirety 

s of communi
arers in the OR
is placed in fro
ing the patient’
front of the pat

rom the actors 
aits for the curt
ft out and put o
hing has gone w

lso limits the 
presses his/her 
wants the NA t
communicatio

physical closen

                      Cl

ne caring encou
o create a whol

tient’s need for

reveal that the 
ere for the sake
se from the NA
s proximity sh

d on and around
The patient wh

self into the ha
when the patie
 and the feeling
equipment, bu

atient needs to f
ows the patient
 by the NA, and

ication and int
R during surgery
ont of the patien
’s visual field a
tient’s face can
 (the carers) o
tain to go up an
on hold, not kn
wrong.  

horizon, affe
needs to inter

to receive, liste
on and interacti
ness to the patie

linical Nursing S

unter to occur i
le.  

r a genuine car

e patient needs t
e of the patient

A without havin
hould be hand
d the patient. Th
ho chooses to 

ands of the NA 
ent can neither 
g of being left 

ut through the N
feel nearness th
t the experienc
d not to be inte

teraction show
y. However, th
nt as a part of t
and affecting th
n be interpreted
on the scene (th
nd the play (sur
nowing what w

ecting the perc
act and commu
en and respond
ion are perceiv
ent, is not direc

Studies, 2013, V

intraoperativel

 

ing encounter

to know where
t as a person an
ng any special 
dled cautiously
he patient need
take an unobtr

with trust, wan
see, hear nor 

out puts trust a
NA’s physical p
hrough direct c
ce that not eve
erpreted and vie

w that being aw
he possibility is
the surgical pre
he awareness o
d as a curtain go
he OR), cutting
rgery) to begin
will happen nex

ceptual experie
unicate in orde
d to whatever t

ved as hindered
cted towards the

Vol. 1, No. 4 

27

y between 

e the NA is 
nd not as a 
reason for 

y to avoid 
ds to be the 
rusive and 

nting to be 
come into 

at risk. The 
proximity, 

contact, for 
erything is 
ewed as an 

wake gives 
s narrowed 
eparations. 
f who is in 
oing down 
g off their 
. Since the 
xt without 

ences and 
er to share 
the patient 

d if the NA 
e latter but 



www.sciedupress.com/cns                                                                                                       Clinical Nursing Studies, 2013, Vol. 1, No. 4 

ISSN 2324-7940 E-ISSN 2324-7959 28

occupied with professional tasks. If the contact is missing, the patient feels the alternative is to speak out loudly in the OR, 
without being sure of who will respond. 

3.2 How to meet the patient’s intraoperative need for proximity 
The patient’s need for proximity can be met in a face-to-face encounter with the NA. Also, the patient’s lack of spatial 
overview can be compensated for by having a close proximity to and eye contact with the NA in order to feel confirmed 
and safe in the exposed position. The patient’s feeling of proximity can be balanced by the NA, who possesses the power to 
make eye contact or not with the patient. The act of balance is also achieved when the NA gives voice and meaning to the 
patient’s experiences during surgery, in close proximity to the patient. The absence or presence of a confirmatory look can 
affect the patient either way and is an issue to be reflected on by the NA. The closer the NA is to the patient, the more the 
patient feels strengthened and supported in the feeling that he/she is able to regain self-esteem. The feeling of safety is 
strengthened when the NA is in the patient’s proximity, but the patient also wants to be assured of the NA’s presence, 
knowing that the NA is close and where the NA is.  

If the NA is not in the patient’s visual field, for example, behind the patient’s head, a bodily exertion is perhaps needed to 
be assured of the NA’s presence. The inability to see the NA reinforces the patient’s feeling of not knowing where the NA 
is, but again, a mere eye contact assures the patient that the NA is close by. However, the NA is free to move around in the 
OR. Consequently, the NA cannot always be in the patient’s proximity and therefore needs to inform the patient where 
he/she is in the OR, whenever leaving the patient’s visual field. The patient’s feeling of being left out or obstructed from 
view is avoided when the NA is visible. When the NA leaves the patient’s visual field, the distance from the patient 
increases, and the monitoring equipment, figuratively speaking, steps in and communicates on the patient’s behalf. 
However, the patient does not want to be interpreted and viewed as an object on the monitor, but wants to be seen in his or 
her entirety by the NA.  

3.3 How to meet the patient’s need for communication and interaction 
Communication and interaction in an intraoperative situation are crucial for the awake patient; they also offer an 
opportunity for the NA to gain direct access to the patient’s lived experiences from what the patient communicates 
verbally or nonverbally. When communicating and interacting, the NA and the patient allow each other as subjects to find 
expressions in each other’s situation. This active encounter enables an explicit access to each other, where a mutual 
ground, an “intraoperative caring space”, is created between the patient and the NA. In this caring space, words are called 
forth as both parties are drawn into a shared situation where their perspectives can fuse together. 

Communication and interaction can be hindered when the NA’s direct focus is away from the patient, despite the physical 
proximity and being within each other’s visual field. Not communicating and interacting with the patient can be 
understood as the NA letting the patient interpret what is happening. This circumstance is exemplified when sounds from 
a drill, a saw or a hammer during surgery are heard, and the NA remains out of the patient’s visual field. This situation can 
be taken for granted by the NA as part of the daily working milieu, and not actively reflected on from the patient’s 
perspective. Such a case can be seen as an asymmetric interaction, when the patient is unreflectively relegated to the 
background or the periphery, without being invited to take part in the course of events. The NA is the one who has the 
option to step out of his/her viewpoint and with openness, reflect on the fact that for the awake patient, the intraoperative 
experiences are not taken for granted, but are lived through at the moment.  

3.4 Requirements for a genuine caring encounter  
The centre piece of the model (see Figure 1) consists of the requirements for a genuine caring encounter to enhance and 
support the awake patient’s intraoperative well-being. Its content originates from the other two pieces of the model, 
concerning the patient’s needs and experiences, as well as how the NA can meet the patient’s need for proximity, 
communication and interaction during the intraoperative period. In the model, all three pieces are needed to create a whole. 
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No matter what piece is missing, the jigsaw puzzle will be affected, causing an imbalance in the encounter and support for 
the awake patient. 

The proximity to, and communication and interaction with the patient enables the NA to be aware of and address the 
patient’s needs and experiences through attention, accessibility and openness towards the patient. To be at the side of the 
awake patient, asking questions or listening to the patient, enables the patient to share his/her experiences about the partly 
anaesthetized body or the intraoperative situation. As the patient’s bodily extension, the NA can serve as a bridge-builder 
and close any potential gap between the patient’s lived experience and the situation per se. This is a way for the NA to 
broaden the patient’s limited visual field during surgery by acting as a mediator for the patient’s intraoperative 
experiences. Sharing experiences helps the patient maintain the sense of self as a subject, since he/she needs acceptance 
and validation of the experiences. Attention, accessibility and openness enable the NA to share his/her knowledge with the 
patient to help the latter understand and find meaning in the situation. For example, the NA can sympathize with, confirm 
and explain the patient’s sensation of not having access to some parts of the body in a natural way due to the regional 
anaesthesia. It is important for the NA to actively reflect on this concern, since the NA has both knowledge and power over 
the patient’s body as a subject and an object for treatment. Meeting the requirements of a genuine encounter calls for the 
NA to be in the patient’s proximity and visual field during surgery. 

The above-mentioned requirements for a genuine caring encounter between the NA and the awake patient can be 
connected to each other in the intraoperative caring space; i.e., in the non-physical room where the NA and the patient can 
be intertwined with each other. The caring space enables the dialogue to take place when the NA sits close enough to the 
patient for a face-to-face communication, embracing the characteristics of a caring relationship. In other words, the carer’s 
professional engagement and reflective attitude bring about an openness to what takes place in caring and in the patient’s 
intraoperative lifeworld. This caring space is a mutual ground where they can interact to let meaning unfold, but then 
again, this requires the NA to practise attention, accessibility and openness in the patient’s proximity and field of vision. 
This point is essential, since the NA is the one who can freely move around in the OR and voluntarily either step out of or 
remain with the patient in the caring space. When the NA is not present in the caring space or if no room is given for the 
patient’s perspective, the patient might feel left out, vulnerable and exposed, maybe even objectified. This situation in turn 
calls for the NA’s genuine presence, meaning that the NA puts everything aside that is not vital for the moment and 
attentively focuses on the patient’s individual needs as a unique being. 

A way for the NA to acknowledge each patient’s unique experiences is to provide empathy, comfort and reassurance, 
while ensuring quality care. Therefore, intraoperative care is not to be performed mechanically on a routine basis, but with 
an actively engaged approach and thoughtful reflection on a patient’s individual circumstances. It is the NA’s 
responsibility to create contact, establish connection and develop an intraoperative caring space in order to facilitate the 
patient’s intraoperative well-being. 

4 Discussion 

4.1 Of method 
The importance of research in clinical practice has been stressed, which would optimize the dissemination and 
implementation of research findings among nurses [3]. A number of terms are used in the nursing literature for the process 
of transferring knowledge into practice, including knowledge translation that highlights the need for synthesizing research 
outcomes before application [42]. In this study, qualitative research findings were synthesized and transformed into an 
intraoperative caring model in response to the request to apply nursing research in clinical practice.  

To communicate our research results easily, the model’s content is written in the language of the target readers, based on 
Sandelowski and Leeman’s [43] suggestions. Writing in the jargon of the nurse audience is an approach to enhance the 
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model’s accessibility and usability, which can then be translated into the language of intervention and implementation. 
According to Moreno, Duràn and Hernandez [44], the choice of presenting a theoretical model can be a way to develop 
knowledge in nursing and guide its practice, providing a particular approach to the care of individuals or groups (ibid.). 
The synthesized research findings in the model strive to convey direct knowledge transformation into the hands of NAs.  

4.2 Of study limitations and strengths 
It can be criticized that the data underpinning the presented model consists of merely three study findings with a small 
number (n=9) of informants. Nonetheless, qualitative research involving a large number of participants is not the 
expectation of this study; rather, its purpose is to offer an in-depth insight into a phenomenon. We argue that the number of 
qualitative studies in an intraoperative context is anticipated to increase in the future; our model is a step towards 
synthesizing findings from qualitative studies regarding awake patients’ circumstances and needs.  

Another limitation could be that the model is not based on data from the carers’ perspective, as compared to the model of 
‘perioperative dialogue’ developed in Sweden [45]. Recognized as the ideal work model by the National Association for 
Anaesthesia and Intensive Care in Sweden [46], it describes the caring process as comprising three parts (the pre-, intra- and 
postoperative dialogue), which fulfill all the patients’ needs and recommend a good relationship between the nurse and the 
patient. The similarity between the perioperative dialogue and our model is the importance of intersubjectivity between the 
nurse and the patient. On the other hand, the difference is that our model has its primary and explicit focus on the awake 
patient’s experiences and situation during the intraoperative period, which is not clearly described in the other model. 
Moreover, our model is grounded on data derived from the patient’s perspective and experiences. It reveals how the NA, as 
the patient’s advocate, can act as the patient’s bodily extension to bridge the gap between the patient’s experiences and the 
intraoperative situation during surgery under regional anaesthesia. 

The aim of the synthesis is not to increase certainty in cause-and-effect conclusions in the intraoperative context. Instead, 
its intent is to be more hermeneutic, seeking to understand and explain how to care for awake patients during surgery under 
regional anaesthesia. Gadamer [39] emphasizes that researchers need to be open and see “the otherness”, that is, to 
recognize something not previously understood and be open to what is not immediately given. All authors of this study 
were therefore aware of and suppressed pre-understandings from the previous studies’ findings [26-28] by discussing the 
possible effects of predetermined notions about the subject matter. 

Our model’s strength is that data is derived from the awake patient’s perspective during surgery under regional  
anaesthesia [27] and analyzed through a philosophical lens [26], from which the NA-patient interaction is interpreted [28]. 
Concerning credibility, Finfgeld [47] points out that synthesized data rooted in original data is credible, because it 
represents findings on the basis of true descriptions of human experiences (ibid.). Another strength is that the synthesized 
studies are based on phenomenological theory [29-30], making it possible to compare the findings on a theoretical level and 
to avoid epistemological contradictions when performing a synthesis.  

Furthermore, synthesizing our findings increases the level of abstraction, which in turn leads to a greater generalizability. 
This means that the model can be implemented in other surgical situations using regional anaesthesia or even in other care 
settings and contexts. An example is a high technological environment, such as a radiology unit or intensive care unit, 
where it is equally essential for the patient to have proximity to the carers and the possibility to communicate and interact 
with them.  

4.3 Of results 

4.3.1 Conceptual use of the intraoperative caring model 
The nursing profession has long recognized the importance of research as an essential basis for its development [3, 48] and 
has concerned itself with research utilization since the mid 1980s [49]. Research utilization is defined as the use of research 
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to guide clinical practice [50], and as the transfer of specific research-based knowledge into practice, whether it is used at 
the bedside, in clinical teaching [7], or while providing direct patient care, as intended with the intraoperative caring model. 
The patient- and theory-based content of our model comprises research findings which will be used to provide 
individualized care to each patient in everyday intraoperative practice. 

In nursing research, utilization has been classified as instrumental, conceptual and symbolic. The conceptual form refers to 
the cognitive application of research knowledge in a way that can change how a person understands or thinks about a 
situation or information [51]. The proposed model could be viewed as conceptual; in line with Kearny’s [51] argument, it 
enables nurses to understand patient experiences, provide empathy, and attain insight into contextual issues. Both  
Kearney [51] and Sandelowski [52] argue that in the process of gaining new insights, approaches that are beneficial to nursing 
care will be developed (ibid.).  

Anaesthesia nursing care for patients during surgery is characterized by the encounter between the patient’s lifeworld and 
the NA’s scientific knowledge in theory and practice [25], but no previous research has shown how to actually encounter the 
awake patient intraoperatively from the patient’s perspective. von Post [45] states that the NA’s responsibility includes 
taking care of the patient’s body in a dignified manner (ibid.), which is especially important, as the patient more or less 
surrenders himself/herself and his/her body to other persons who are often unknown to the patient. The NA has the overall 
responsibility for patient safety, and the NA’s aim is to perform anaesthesiological care perioperatively, based on the 
individual patient’s resources and needs [46]. Whether a patient is conscious or unconscious during surgery, the NA should 
attentively tend to the patient’s needs. Therefore, the starting point for the intraoperative caring model is the awake 
patient’s lifeworld, which presupposes the intersubjective relationship between the patient and the NA. 

4.3.2 Clinical use of the model 
The model is intended as a tool to encounter the patient in his/her existential intraoperative situation and to illustrate for 
NAs the possible impact of interaction and communication on the delivery of intraoperative nursing care. The model aids 
to intertwine the NAs’ theoretical scientific knowledge with the awake patient’s experiences. This implies that when 
caring for the awake patient, the NA should focus on the patient’s lifeworld, i.e., how things are for each patient based on 
his/her individual and subjective world. When lifeworld is acknowledged as a base and an approach for caring, the 
patient’s experiences are emphasized and considered by the NAs, where the caring situations recognize the world as the 
patient does [cf. 53]. The model accentuates how NAs can understand and reflect on the awake patient’s lived experiences 
during surgery, and thereby guide and support the patient in adjusting to the situation and enhance the patient’s 
intraoperative well-being through a genuine caring encounter. The knowledge emerging from the model could be used 
clinically as a basis for the development of preoperative patient information from the patient’s perspective, since this 
information is not currently available. 

The model enables NAs to reflect on anaesthesia caring actions in the intraoperative context, where routines and 
behaviours may be deeply anchored in the anaesthesia caring tradition and taken for granted by the NAs. What is taken for 
granted may function as a screen which restricts the NAs from gaining new knowledge and a fresh perspective. The model 
can be of use to align the patient’s experiences with the NA’s practice through a reflective approach. Ekebergh [54] 
emphasizes that reflection can help a person, in this case the NA, integrate knowledge and gain a novel and deeper 
understanding from the core concepts of proximity, communication and interaction. Therefore, the model can form a 
structure for group reflections among NAs on patient situations, as a form of collegial sharing and guidance. 

4.3.3 Educational use of the model 
Nurses need to see the link between findings and implications for practice [55], and one strategy to increase research-based 
practice is education. It has been suggested that nurse teachers should consider their role in how research findings are 
transmitted in learning and implemented in practice [56]. Clinical nurse specialists (CNS) are in a position to serve as links 
between research findings and practice [57], since they are recognized as practice nurses with advanced educational 
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preparation and expertise in a clinical speciality [58]. The CNS can help nurses bridge the gap between what is common 
clinical practice and the state of current science through translation of research into action [59]. 

The presented model translates research into action and can be used for educational purposes to reflect on the possible 
impact of the NAs’ proximity, interaction and communication skills on the delivery of intraoperative nursing care. 
Postgraduate training should develop skills that deepen NAs’ understanding of the awake patient undergoing surgery with 
regional anaesthesia in order to provide quality care and boost the patient’s well-being. The NAs use medical science 
paired with caring science, but the latter knowledge with its patient perspective is fundamental, because caring should 
focus on improving a person’s health and well-being [cf. 34, 60]. While medical knowledge is dedicated to the patient’s 
recovery, it should be on caring science terms, i.e., what is required to understand the patient in a specific healthcare 
context and to tend to the patient’s needs. The knowledge constituting the model is figuratively similar to a map and a 
compass in a lifeworld-based care for the awake patient in the anaesthesia context.  

For educational purposes, the model can preferably be combined with video recordings. Students specializing in 
anaesthesia care can record invented patient encounters and by means of reflection, develop patient interaction and 
communication skills under supervision. Video recording provides an opportunity to instruct students about the 
interactional significance of healthcare in everyday working environments. It also enables access to the fine details of 
nursing care and the ways in which such work is accomplished through, and embedded within, proximity, interaction and 
communication. Therefore, the model and video recordings can provide a structure for the content and organization of 
education as a tool to help students develop awareness of their interaction skills and enable them to change their 
behaviours and improve caring outcomes. It is through the development of the relationship and communication skills that 
nurses can identify and realize each patient’s unique needs. Enhancing intersubjective skills such as listening, 
communicating and interacting with the awake patient increases and supports the patient’s well-being during surgery 
under regional anaesthesia.  

4.3.4 Implications for clinical practice 
• Enable a face-to-face encounter with the patient during surgery. 

• Let the patient know when you are out of his/her line of vision. 

• Understand that communication and interaction are crucial for the awake patient. 

• Sit at the side of the awake patient whenever possible to help the patient understand and find meaning in the 
intraoperative situation. 

• Be the patient’s bodily extension and explain what is taking place in the OR. 

• See, listen and feel with the patient in order to confirm and support the patient.  

• Be genuinely present and focus attentively on the patient’s individual needs and experiences.  

5 Conclusions 
This study contributes to knowledge development about intraoperative care for awake patients during surgery under 
regional anaesthesia. The study also shows the importance of in-depth nursing research in order to transform research 
findings into nursing practice. It is not about merely applying research findings, because it requires systematic analysis to 
generate a research-based model. Here one can criticize the prevailing view that assumes that research results can be 
applied without problematizing. 

The intraoperative caring model can be used as a tool to reflect on the awake patient’s individual needs and experiences as 
lived through during surgery in order to support and enhance the patient’s intraoperative well-being. The model can be 
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used as a teaching aid and basis for discussion in interactive workshops, together with video recordings during 
postgraduate training for NAs. It can be used in clinical practice and for educational purposes to help see the link between 
the use of research findings and their implications on improving intraoperative care of awake patients.  

The model encourages NAs’ introspection on the fact that intraoperative care for the awake patient cannot be performed in 
formal routines that might disregard the uniqueness of each patient’s situation. The model highlights that NAs need to 
think about their communication skills with awake patients, because patients highly value the NAs’ genuine presence. It 
also helps NAs consider whether caring routine practices are based on research findings or on traditions of the unit. The 
model’s content can assist NAs to find an approach that acknowledges the unique patient’s lifeworld and at the same time 
integrates the need for medical knowledge to ensure optimal anaesthesia nursing care for awake patients. 
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