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Quiet quitting:

A growing concern
or just a buzzword?

Perioperative nursing relies on engaged professionals to
maintain patient safety and deliver high-quality care. Staffing
Is more than filling quotas - it involves understanding
workplace dynamics and fostering employee engagement.

‘Quiet quitting’ is a term used to
describe employees who disengage while
performing their required tasks, and has
become a growing concern in health care
due to its potential impact on patient
outcomes and workforce stability.

The concept of quiet quitting has

gained attention in recent years, raising
questions about whether it represents a
new trend or a longstanding response to
job dissatisfaction. During the COVID-19
pandemic many workers stayed in their
jobs due to financial pressures, while

in the post-pandemic period many
employees have prioritised personal

life over career to achieve a better
work-life balance'. Research highlights
the widespread nature of quiet quitting.
In the United States of America (USA),
about half of employees reported being
quiet quitters, with younger workers
showing even higher rates”. Similarly,

a Greek study found that 60.9 per cent

of nurses exhibited quiet quitting
behaviours’. While the terminology is
recent, the phenomenon aligns with the
job withdrawal theory, which describes
how employees psychologically disengage
when they feel unable to leave an
unsatisfactory job“ This concept suggests
that disengagement is not a new issue but
one that has evolved alongside workplace
expectations and stressors.

Perioperative nurses are particularly
vulnerable to quiet quitting due to
the demanding nature of their roles,
which often involve long hours, high
stress and rigid hierarchical structures.
A study of 909 Greek nurses identified
understaffing, frequent shift rotations
and limited experience as key factors
driving disengagement®. Similarly, a
Portuguese study found that poor
working conditions, such as excessive

workload, low compensation, limited
professional growth and an unsafe
psychological environment, contribute
to quiet quitting®. Other organisational
factors contributing to quiet quitting
include workplace bullying, perceived
injustice, poor leadership and a toxic
work culture’, as well as a profit-focused
mentality, distrust in leadership, lack of
support for professional development,
and staff feelings of being undervalued,
having limited autonomy and being
excluded from decision-making”®’. The
complexity of perioperative nursing
requires sustained mental and physical
effort, making burnout and withdrawal
more likely when support systems are
insufficient.

The consequences of quiet quitting in
perioperative nursing extend beyond

the individual nurse. In addition to
reduced productivity and professional
development among those unwilling

to take on extra tasks or exceed
expectations®®", quiet quitting fosters

a broader culture of disengagement,
lowers morale” and undermines team
cohesion and trust as well as a positive
work environment”. The disengagement
of nursing staff in work can lead to unmet
patient needs, inadequate care, prolonged
hospitalisation, unnecessary costs and
increased patient safety risks, ultimately
harming organisational productivity and
reputation”.

A major barrier to addressing quiet
quitting is the disconnect between
management and frontline staff. Survey
studies have shown that nursing
managers can only partially identify the
reasons for staff withdrawal behaviours™.
This is because nurse managers generally
perceived workplace conditions more
positively than frontline staff"” and
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Surgical nurses’ perceptions
of administering opioid
drugs: A descriptive and
cross-sectional study

Abstract

Objective: This descriptive and cross-sectional study investigated how surgical nurses

perceived opioid administration.

Material and methods: The sample consisted of 108 nurses from the surgical units of
a state hospital in the north of Turkey. Data were collected using a nurse introduction
form and the nurses’ perception of administering opioids questionnaire. The data were
analysed using descriptive statistical methods and Spearman’s correlation test.

Results: More than half of the participants (51.9%) reported frequently administering
opioid drugs. Some of the participants (15.7%) stated that they observed their patients
having side effects following opioid drug administration. The three most common side
effects were hypotension (46.6%), nausea (30.0%) and vomiting (11.6%). Most participants
(879%) noted that they should know more about opioid drugs than other drug groups

in order to administer them safely. There was a weak negative correlation between
participants’ knowledge of side effects when administering opioid drugs and their age,
work experience in general, and work experience in the unit (p < 0.05).

Conclusion: It has been determined that surgical nurses need training in the
administering of opioid group drugs. Hospitals should provide surgical nurses with in-

service training in opioid administration.

Keywords: analgesics, pain, nurse, opioid administration, perception

Introduction

Everybody experiences pain at some
point in their lives'. According to the
International Association for the Study
of Pain (IASP), pain is defined as ‘an
unpleasant sensory and emotional
experience associated with, or
resembling that associated with, actual
or potential tissue damage’’. Studies
into the prevalence of pain in the general
population have reported a range of
results. A global study reported that

the prevalence of pain was 27.5 per cent
across 52 countries'. In the United States
of America, one in five adults experience
pain“. In Europe, the point prevalence

of chronic pain has been determined to
range between 12 and 48 per cent, the six-
month prevalence has been determined
to range between 175 and 49.8 per cent,
and the lifetime prevalence of pain
between 12.7 and 33.7 per cent’. In Turkey
the prevalence of pain was 80.84 per
cent®. Studies have also been conducted
into acute pain following surgery. It has

been reported that the prevalence of
adult surgical patients experiencing
acute pain ranges from 48 to 78 per

cent’. Surgical patients may continue to
experience pain after dischargel®. The
pooled prevalence of moderate-to-severe
pain in these patients within two weeks
after discharge has been reported to vary
between 31 and 58 per cent®.

Pain impacts daily functioning, overall
health and economic status. It also exerts
negative physical and psychological
effects*”. Individuals who experience pain
often seek healthcare services®. Various
pharmacological, non-pharmacological
and interventional methods are used in
pain management”. The World Health
Organization recommends primarily
using non-opioid analgesics for pain
management, with weak opioids and
strong opioids being considered
respectively as pain severity increases'.

Opioids are preferred for severe, acute
pain management. They reduce the
sensation of pain by binding to opioid
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receptors in the brain, spinal cord and
other parts of the body"”. The most
popular forms of opioids are potent
agonist drugs (oxycodone, tapentadol,
buprenorphine, morphine, fentanyl)
and weak agonist drugs (tramadol)®.
However, they have various side

effects — the most common are nausea,
vomiting, hypotension, ileus, respiratory
depression and delirium™ - and may
result in addiction, tolerance and
hyperalgesia when used continuously
and inappropriately”™”. Healthcare
professionals can prevent those

side effects to a significant extent by
employing both pharmacological and
nonpharmacological measures'®™,

Acute post-operative pain is defined

as pain that arises following tissue
injury associated with surgery and

that diminishes during the recovery
process'’. Analgesia provided by a single
agent may not be effective enough to
manage post-operative pain. Therefore,
post-operative pain necessitates the
combined use of one or more analgesic
agents and analgesia methods with
varying mechanisms of action, known as
multimodal analgesia’.

Doctors or nurse practitioners sometimes
prescribe opioids to patients in the
post-operative period. For the treatment
of post-operative pain, opioids should
primarily be administered orally,

with intravenous (IV) administration
reserved for patients unable to use the
oral route. Healthcare professionals
should avoid the intramuscular route
because absorption is unreliable and the
process is painful'®. Surgical nurses are
responsible for administering opioids
safely (the right drug, the right dose

and the right route of administration)
and monitoring and assessing their side
effects'®”°. Opioid-induced ventilatory
impairment (OIVI) is a condition
characterised by the suppression of
respiratory drive due to the effects of
opioids on the central nervous system.
OIVI disrupts normal respiratory rhythms,
leading to hypoventilation, hypercapnia,
hypoxia and respiratory arrest. This
condition depends on the opioid dose,
the drug's pharmacokinetics, and patient-
specific risk factors, such as obstructive
sleep apnoea or concurrent use of
sedatives’”.

Surgical and intensive care nurses
administer opioids very often’*. However,
research shows that nurses know little
about effective pain management and
analgesia” . Healthcare professionals
should ensure that patients experience
a minimum of harm and a maximum

of benefit from the use of opioids™.
Before administering opioids, nurses
should possess adequate knowledge
and accurate perceptions of drug
administration to ensure effective pain
management” ., Understanding how
nurses perceive opioid administration
can facilitate educators in revising
curricula to ensure that nursing students
receive comprehensive education on
opioid administration and cultivate
positive attitudes toward it *. This
study investigated how surgical nurses
perceived opioid administration. The
results are expected to contribute to the
organisation of in-service trainings on the
subject in hospitals by raising awareness
and making comparisons between
countries.

Aim
This study aimed to determine the general

perceptions of surgical nurses concerning
opioid administration.

Research question: How do surgical
nurses perceive opioid administration?

Materials and methods

Design

The research was conducted with a
descriptive and cross-sectional design.
This study is presented following

the STrengthening the Reporting of
OBservational Studies in Epidemiology
(STROBE) checklist®.

Study population and sample

The study was conducted in the surgical
units of a public hospital in northern
Turkey between 1 May and 1 June, 2023.
The study population consisted of 186
nurses from the surgical clinics (n = 98)
and surgical intensive care units (ICUs)
(n = 88). No sampling was performed as
the goal was to recruit as many nurses
as possible. The sample consisted of 108
surgical nurses who met the inclusion
criteria (participation rate 58.6%) (see
Figure 1). The research was conducted in
seven surgical clinics (two general surgery

clinics, one cardiovascular surgery clinic,
one orthopaedics clinic, one neurosurgery
clinic, one urology and thoracic surgery
clinic, one ear nose throat clinic and one
eye diseases clinic) and five ICUs (three
reanimation ICUs, one surgical ICU and
one cardiovascular surgery I1CU).

Inclusion and exclusion criteria

Nurses who were surgical clinic nurses
or surgical ICU nurses, with at least three
months of work experience and who
volunteered to participate in the study
were included.

Nurses who had worked in the surgical
units for less than three months, were
having a medical report during the
research, were on annual leave during
the study period or did not volunteer to
participate in the study were not included.

Data collection tools

The data were collected using a nurse
information form and a questionnaire
about perceptions of administering opioid
medications.

Nurse information form

The nurse information form was
developed by the researchers

It consisted of eight items - three
sociodemographic characteristics (age,
gender and education level), three
professional characteristics (unit of
employment, number of years working as
a nurse, number of years working in the
surgical unit where they were employed
at the time of the study), one about
frequency of administration of opioids
and one about encountering side effects.

Nurses’ perception of administering
opioids questionnaire

The nurses’ perceptions of administering
opioids (NPAO) questionnaire®

was developed by Guest, Sobotka,
Karavasopoulou, Ward and Bantel in

2017 and adapted into Turkish in 2022 by
Yilmaz and Akansel”. The questionnaire
consists of 14 items rated on a five-point
Likert-type scale (1 = strongly agree, 2 =
agree, 3 = undecided, 4 = disagree, 5 =
strongly disagree). It has no subscales or
cut-off points. The original questionnaire
and its Turkish version have a Cronbach’s
alpha score of 0.80, which was 0.70 in the
present study.
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Figure 1: Flow diagram of study participants

Data collection procedures

The data were collected by the
researchers between May 1and June 1,
2023. Two of the authors (OSA, EAK) were
working as nurses in the hospital where
the study was conducted. They visited the
surgical units and informed the nurses
about the scope of the study. The nurses
who volunteered to participate in the
study were given the data collection
tools in a sealed envelope. The nurses
were asked to fill out the tools and

seal them in the provided envelopes

for collection by the researchers at the
designated time. The forms were received
in sealed envelopes after being answered
individually by the nurses. The envelopes
were opened by researchers who were not
involved in the data collection process,
and data transferred to the computer
anonymously. It took each participant

10 to 15 minutes to fill out the data
collection tools.

Ethical considerations

The study was approved by the
university's Non-Invasive Clinical Research
Ethics Committee (on 17.02.2023, No.

64). Permission was obtained from the
Provincial Directorate of Health (on
06.04.2023, No. E-39055495-000-211245655).
Written informed consent was obtained
from all participants. Each stage of the
research was carried out according to

the ethical principles outlined in the
Declaration of Helsinki.
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Table 1: Descriptive characteristics of participants (N=108)

Age in years
Mean + standard deviation (minimum-maximum)

n (%)

37.26+8.83
(22-54)

Years working in the profession
Mean + standard deviation (minimum-maximum)

14.94+9.84 (1-36)

Years working in the current ward
Mean + standard deviation (minimum-maximum)

6.43+6.01 (1-29)

Gender female 96 (88.9)
male 12 (1)
Education level undergraduate and postgraduate 97 (89.8)
high school and associate degree 11(10.2)
Unit of employment reanimation intensive care 40 (37.0)
general surgery clinic 18 (16.7)
cardiovascular surgery clinic 18 (16.7)
general surgery intensive care 10 (9.3)
orthopaedics clinic 7(6.5)
neurosurgery clinic 6 (5.6)
urology and thoracic surgery clinic 5 (4.5)
ear, nose, throat clinic and eye diseases clinic 4 (3.7)
Frequency of opioid often 56 (51.9)
drug administration
rarely 48 (4ht)
never 4(3.7)
Observed side effects | yes 33 (157)
of opioid drugs
no 75 (84.3)
Adverse side effects hypotension 28 (46.6)
observed (n=60)*
nausea 18 (30.0)
vomiting 7 (11.6)
respiratory arrest 3(5.0)

allergic reaction

1(1.7)

hallucination

1(1.7)

hypoxia

1(1.7)

bradycardia

1(1.7)

*More than one answer could be given to the question. Percentages are taken from

the answers.

Data analysis

The data were analysed using the
Statistical Package for Social Sciences
(SPSS 18.0) at a significance level of 0.05.
Numbers, means, standard deviations,
percentages and minimum and maximum
values were used for descriptive

data. The independent variables were
sociodemographic characteristics, while
the dependent variables were scale
scores. Normality was tested using

the Kolmogorov-Smirnov test, normal
distribution curve, histogram graph,
skewness and kurtosis coefficient of
variation. The data were non-normally
distributed because the skewness and
kurtosis coefficient values did not range
from +1.5 to -1.5*. The Fisher exact test
was used to compare percentage values.
Spearman’s correlation test was used

to determine the differences between
groups (0.00 < r < 0.25 = very weak, 0.26 <
r < 0.49 = weak, 0.50 < r < 0.69 = moderate,
0.70 < r < 0.89 = high, 090 <r <1.00 =
very high)*.

Results

Table 1 shows the sociodemographic
characteristics of participants. Participants
had a mean age of 37.26 years (+8.83).
They had worked 14.94 years (£9.84) as a
nurse, and 6.43 years (£6.01) in the surgical
unit. Most participants were female
(88.9%) with at least a bachelor degree
(89.9%). Less than half of the participants
(37%) worked for the reanimation ICU.
More than half of the participants (51.9%)
administered opioids very often. The
majority of the participants (84.3%)
reported observing no side effects after
administering opioids. The most common
side effects were hypotension (46.6%),
nausea (30.0%) and vomiting (11.6%).

Table 2 shows the distribution of

NPAO responses. More than half of the
participants agreed or strongly agreed
with items 1,2, 3,5, 9, 10, 12, 13 and

14. More than half of the participants
disagreed or strongly disagreed with items
4 and 8. Almost half of the participants
considered opioids (e.g. morphine)
dangerous because they are controlled
drugs and require double signing (item 7).
More than a quarter of the participants
associated opioids (e.g. morphine) with
drug abuse or were undecided about it
(item 11).
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Table 3 shows the correlations between
the questionnaire items and three of the
participant characteristics - age, number
of years they had been working as a
nurse and number of years they had been
working in the current ward. The number
of years participants had been working

in the current ward was negatively
correlated (rho = -0.278, p = 0.004) with
their responses to item 7 (Opioid drugs
are dangerous because they require
control and double signatures). There was
a negative correlation between all three
characteristics and participant responses
to item 10 (I know the side effects when
administering opioid medications - age
(rho =-0.286, p = 0.003), number of years
working in the profession (rho = -0.255,

p = 0.008), number of years working in
the current ward (rho = -0.200; p = 0.038).
The number of years participants had
been working in the current ward was
negatively correlated (r = -0198; p = 0.040)
with their responses to item 13 (I am more
concerned when administering opioid
medications to patients with a history of
substance abuse).

Discussion

Every year, numerous patients receive
opioids to manage post-operative pain®.
Surgical and ICU nurses are responsible
for administering opioids ordered by
physicians. Nurses regularly assess
patients for pain and respond to their
calls for additional analgesics®.

In our study of 108 surgical nurses,
participant characteristics were

collected via a nurse information form
and participants completed the NPAO
questionnaire. Questionnaire items were
correlated with participant characteristics
and the correlations were tested for
statistical significance. Participant age,
gender, number of years working in

the profession and number of years
working in the surgical unit were found to
correlate with certain questionnaire items.

Our results showed that older participants
knew less about the side effects of
opioids (item 10) than their younger
counterparts. It was also found that
female participants knew more about
the side effects of opioids than their
male counterparts. Yilmaz and Akansel*
also found that female nurses knew
more about opioids than their male
counterparts. This is probably due to
various factors such as education level,

work experience, frequency of opioid
administration and participation in in-
service training programs.

Nurses with fewer years of service on the
surgical unit were more likely to perceive
administering opioid medications

as dangerous (item 7) compared to
nurses with more years of service. This

is possibly because nurses with less
experience working in clinical units are
more concerned about administering
opioids than those with more experience.
Opioid safety emerged as a theme in a
qualitative study of nurses conducted by
Sen et al. In that study, the researchers
found that more than a third of
participants (12/30) believed that opioids
were unsafe drugs that caused stress,
and all the participants thought opioids
were addictive®. Similarly, Cooley et al.*®
found that nurses were concerned about
administering opioids.

The results of our study also showed that
participants with more work experience
knew less about the side effects of
opioids (item 10) than those with less
work experience. Khetarpal et al.”” focused
on nurses with little work experience

and reported that more than half of the
nurses (55.5%) believed that patients
could not tolerate opioids, and that most
nurses (88.2%) had the misconception
that patients who needed more analgesics
were addicted to narcotics. Baldemir

et al.*’ also investigated nurses' beliefs
about opioids and reported several
important findings. First, nurses had gaps
in their knowledge of opioids. Second,
most nurses needed more training
because they were concerned about
administering opioids. Third, most nurses
believed that doctors should prescribe
low doses of opioids due to their side
effects. These results suggest that nurses
are significantly concerned about the
side effects of opioids. Therefore, nurses
should administer opioids in a balanced
manner to maximise the analgesic
benefits for patients while minimising the
occurrence of side effects”.

A number of studies have investigated
nurses' perceptions about administering
opioids to patients with a history of
substance abuse. Tosunoz et al.** reported
that many surgical nurses (70%) were
concerned about administering opioids
to patients with a history of drug abuse.
Ciceler et al.”” recommended that nurses
care for substance abusers without
prejudice. Cooper’” documented that

nurses believed that opioids would

not work for people with a history of
substance abuse and that most nurses
were hesitant about administering opioids
to patients addicted to opioids because
they were concerned that it would cause
their death. Heckroth et al.*° presented
participants with two scenarios - in

one the patient was intoxicated and in
the other the patient was sober - and
compared nurses’ concerns about opioid
administration. The researchers found
that most nurses were hesitant about
administering opioids to patients who
were under the influence of alcohol*.

Our results showed that participants
with less experience working in the
surgical unit were more concerned
about administering opioids to patients
with a history of drug abuse than those
with more experience. Nurses should
treat patients with a history of opioid
abuse with an eye to beneficence, do-
no-harm, advocacy, patient autonomy,
nursing autonomy and integrity.

Nurses are ethically responsible for
providing superior care to manage pain
appropriately™.

Limitations

The study was conducted with nurses
working in surgical clinics and surgical
intensive care units in a single health
centre. Since nurses’ perceptions may
change over time, the results of the
research are limited to the time period in
which the research was conducted. The
results are sample-specific and, therefore,
cannot be generalised to all nurses.

Conclusion and
recommendations

Efficient management of opioids in
surgical units contributes positively to
both the patient and the institution. The
more positive perceptions surgical nurses
have about the administration of opioids,
the safer they will administer them. Our
results show that surgical nurses observe
some side effects in their patients after
administering them opioids, suggesting
that they need more training on the issue.
Clinics should hang posters, infographics
and algorithms, and establish written
protocols to inform surgical nurses about
the administration of opioids. Hospitals
should provide surgical nurses with in-
service training in safe opioid use.

Journal of Perioperative Nursing Volume 38 Number 1 Autumn 2025 journal.acorn.org.au



Table 2: Participant responses to nurses’ perceptions of administering opioids questionnaire items (N=108)

Strongly agree Agree Undecided Disagree | Strongly disagree
Item n (%) n (%) n (%) n (%) n (%)

1. The large number of new opioid drug types
makes it difficult to administer drugs in 11(10.2) 33 (30.6) 33 (30.6) 27 (25.0) 4(3.7)
this group.

2. | need more information to safely
administer opioid medications (e.g.
morphine) than other drug groups (blood
pressure medications or insulin etc.).

28 (25.9) 67 (62.0) 6 (5.6) 6 (5.6) 1(0.9)

3. Ineed to observe patients more closely
when administering opioid medications
(e.g. morphine) than with other drug 45 (41.7) 54 (50.0) 3(28) 3(28) 3(28)
groups (blood pressure medications or
insulin, etc.).

4. Because | am afraid of administering
opioid drugs (e.g. morphine), I am not 1(0.9) 19 (17.6) 23(21.3) 44 (40.7) 21 (19.4)
willing to administer this group of drugs.

5. |am afraid of overdosing when
administering opioid medications (e.g. 9(8.3) 45 (41.7) 14 (13.0) 20 (18.5) 20 (18.5)
morphine).

6. Errorsin medication prescriptions are a
common barrier to nurses administering 21(19.4) 33 (30.6) 37 (34.3) 14 (13.0) 3(28)
opioid medications (e.g. morphine).

7. Opioid drugs (e.g. morphine) are dangerous
because they require control and double 21 (19.4) 28 (25.9) 29 (26.9) 27 (25.0) 3(2.8)
signatures.

8. Nurses often associate administering
opioid medications (e.g. morphine) with 1(0.9) 3(2.8) 10 (9.3) 48 (44 k) 46 (42.6)
helping patients die.

9. Knowing about opioid medications (e.g.
morphine) gives me more confidence 47 (43.5) 53 (491) 2(19) 4(37) 2(19)
during practice.

10. | know the side effects when administering

opioid medications (e.g. morphine). 29 (26.9) 61(56.5) 14(13.0) 4(37) -
11. Nurses associate opioid medications (e.g.

morphine) with substance abuse. 5 (4.6) 30 (27.8) 30 (27.8) 23 (21.3) 20 (18.5)
12. | do not want to make mistakes when

administering opioid medications 34 (31.5) 43 (39.8) 14 (13.0) 12 (11) 5 (4.6)

(e.g. morphine) for fear of criminal
investigations.

13. I am more concerned when administering
opioid medications (e.g. morphine) to 28 (25.9) 40 (37.0) 20 (18.5) 18 (16.7) 2(19)
patients with a history of substance abuse.

14. In order to be comfortable when
administering opioid medications (e.g.
morphine), | need to trust the doctor who
ordered the medication.

28 (25.9) 53 (491) 11(10.2) 13 (12.0) 3(2.8)
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Table 3. Correlation of participant questionnaire responses
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Transforming pre-operative
fasting practice: A nurse-led
liberal fluid fasting regimen

Abstract

Introduction: Traditional pre-operative fasting practice often involves extended periods
without fluids, and can be a source of discomfort and anxiety for patients. This can lead
to negative experiences and potentially contribute to complications. Evidence suggests
that these practices may not be necessary to minimise the risk of pulmonary aspiration
during surgery. This quality improvement project implemented a nurse-led liberal fluid
fasting regimen for pre-operative patients. The aim was to improve patient comfort and

wellbeing while maintaining safety.

Process: Utilising the ‘knowledge-to-action’ framework for implementation science,

the project implemented a nurse-led liberal fluid fasting regimen. This involved
reviewing relevant literature, developing the regimen, educating staff and addressing
potential barriers. Monitoring and evaluation included tracking adverse events and
collecting surveys. The project ensures sustainability through ongoing staff training and

observational audits.

Outcomes: The project demonstrated the safety of the regimen, with no reported
cases of pulmonary aspiration or other serious adverse events. Statistically significant
outcomes were observed in changes in nurses’ perceptions of patient wellbeing

(p < 0.001), reduction in clinical signs and symptoms of dehydration (p < 0.001) and
patients’ reports of emotional distress related to waiting times (p < 0.001).

Discussion: The project has not only addressed longstanding challenges in pre-operative
fluid fasting practices but has also set a new standard for patient-centred care. It has
demonstrated effectiveness in achieving a delicate balance between patient safety and
enhanced comfort while fostering a culture of compassionate care provision, placing
patient wellbeing at the forefront. This evidence-based approach offers a patient-centred
alternative to traditional fasting practices and has the potential to be adopted by

other healthcare facilities seeking to improve patient experience and streamline pre-

operative care.

Keywords: nurse-led, pre-operative, liberal, pre-operative fluid, clear fluid, fasting

Identified problem

Pulmonary aspiration, although rare,
remains a significant risk in anaesthesia
practice, with seven fatalities reported

in Australia between 2015 and 2017'.
Adherence to fasting guidelines is crucial
to reduce stomach contents and acidity,
thereby lowering aspiration risks’.
Regulatory bodies such as the Agency

for Clinical Innovation (ACI) and the
Australian and New Zealand College of
Anaesthetists (ANZCA) recommend fasting
from food up to six hours and fluids up to
two hours before surgery'”.

However, the author has identified
daily challenges faced by anaesthetists
and pre-operative patients, including

inconsistent communication by health-
care professionals leading to varied
patient comprehension and adherence
to fasting guidelines. The unpredictable
nature of surgical schedules exacerbates
this issue’, resulting in unnecessarily
prolonged fluid fasting, which negatively
impacts patients’ wellbeing".

Prolonged fasting increases the risk of
adverse events related to dehydration®,
particularly in vulnerable populations
like the elderly and paediatric patients/,
who are more susceptible to post-
operative delirium®. Research indicates
that prolonged fasting can worsen
post-operative complications, due to an
increased metabolic response’, while
patients commonly report discomforts
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including thirst, hunger, nausea and
weakness'’.

Local data reveals a wide range of

actual fasting durations among patients,
from two to twelve hours, suggesting
disparities in understanding and adhering
to fasting instructions. On average,
emergency surgery patients, whose
fasting instructions come from referring
physicians, fasted longer suggesting a

gap in patient education. This disparity
highlights the need for improved
practices across healthcare providers to
ensure consistent adherence to fasting
guidelines. Addressing these challenges
requires a collaborative effort to establish
and implement an improved pre-
operative fasting regimen.

Proposed solution

Nurses, as patient advocates, strive

to ensure safe fasting practices that
minimise discomfort. However, current
inconsistencies in fasting information

and adherence to guidelines create
challenges in achieving this balance.
Therefore, the author proposes a solution
that addresses these concerns - a nurse-
led liberal fluid fasting regimen. Adult
patients are encouraged to consume
200ml of clear fluids per hour, while
paediatric patients can drink 3ml of clear
fluids per kilogram per hour. Acceptable
options include water, ice chips, apple
juice, black coffee or plain tea without
milk. In the perioperative unit, the nurse
will explain this regimen and encourage
patients to drink their chosen clear fluids.
This evidence-based and patient-centred
approach addresses the inconsistencies
in current practices and promotes patient
autonomy while ensuring safe care. It
allows nurses to prioritise patient comfort
while mitigating aspiration risk. Ultimately,
this project report not only promotes

a positive and supportive patient
experience but also has the potential to
improve post-operative outcomes.

This liberal regimen aligns with recent
research findings that question the
traditional fluid fasting guidelines.
Studies suggest that extended periods

of fluid fasting do not necessarily reduce
the volume or acidity of gastric content,
nor do they lower aspiration risk®".
Conversely, shorter fasting periods do not
result in larger residual gastric volumes'.
Studies investigating gastric emptying

rates in healthy patients support this
argument, demonstrating rapid and
exponential gastric emptying after clear
fluid intake™™.

Moreover, orthopaedic trauma centres

in Scotland have adopted a more liberal
approach, allowing patients to sip small
amounts of water until surgery’. This
approach has been proven successful
and has been adopted in over 50
hospitals across the United Kingdom and
internationally since 2021". Checketts’
reported that the number of adverse
events has not risen in over 12 000
patients despite this change. Additionally,
a large-scale study by Marsman et al.”
demonstrated a reduction in post-
operative complications with a liberal
drinking regimen. Similarly, a study

by Harnett et al.* supports this liberal
drinking regimen for elective caesarean
surgery patients, demonstrating its non-
inferiority to the fully fasting regimen.

Project plan

The project employed the ‘knowledge-
to-action’ framework by Graham et al.®
for implementation science. A literature
review was conducted, to synthesise
existing research, and supplemented
by an analysis of clinical data to assess
safety and effectiveness. This process
revealed a problem —fluid fasting times
within the author’s hospital varied
from two to twelve hours. To address
this inconsistency, a new regimen was
developed, advocating for patients to
consume small amounts of clear fluids
until transfer to the operating theatre.

Moving into the adaptation phase,

the project involved developing and
pitching a proposal, identifying potential
collaborators and securing buy-ins.
Anticipated barriers to implementation
were considered, including management
indifference, staff knowledge gaps

and logistical challenges. Strategies

to overcome these barriers included
contextualising the intervention,
highlighting evidence-based benefits
and emphasising the patient-centred
approach.

Subsequently, the project focused on
selecting, tailoring and implementing
change, with effective stakeholder
engagement being deemed imperative.
This engagement included all

perioperative leadership team members,
consultant and trainee anaesthetists,

and surgeons. Educational sessions

were conducted for nursing and

medical staff to ensure comprehensive
understanding of and adherence to

the new regimen. Clear communication
channels and readily available resources
were established to facilitate seamless
implementation and ongoing support.
Informative posters detailing the regimen,
specifically for nurses, aided in reinforcing
key messages.

Moreover, monitoring mechanisms were
established to track staff attendance at
education sessions, assess knowledge
retention and monitor any adverse
events resulting from the regimen. The
project engaged the Clinical Practice
Improvement Unit for clinical governance
oversight. Evaluation was conducted

with research ethics approval, involving
quantitative data collection from medical
records (primary outcome measurement:
analysis of adverse events and incidents).
Secondary outcome measurement
involved a survey to evaluate perceptions
of nursing staff and patient experiences,
with both outcomes measured at two
months, six months and one year post-
implementation.

Finally, sustainability measures were
implemented, including regimen
integration into new staff training, regular
compliance audits, annual refresher
training and knowledge dissemination

to other hospitals within the local

health district.

Project successes

Decreased number of clinical
emergency response system
calls

The project successfully achieved its
primary goal of minimising adverse
events. During the implementation
period, there were no reported cases of
pulmonary aspiration or other serious
adverse events. Analysis of medical
records revealed a 16 per cent decrease
in the number of perioperative clinical
emergency response system (CERS) calls
compared to the pre-implementation
period. Additionally, there was a 26 per
cent reduction of hypotension events.
Notably, there were significant reductions
in hypoglycaemia and ketonaemia events,
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with decreases of 75 per cent and 83 per
cent, respectively. Although the sample
size is small, these findings suggest that
the regimen did not compromise patient
safety. Figure 1 shows the pre-operative,
post-operative and total number of
perioperative CERS calls, and figure 2
shows the breakdown of the reasons for
the CERS calls.
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Figure 1: Perioperative CERS calls

Improved nurse perception and
patient experience

The survey was completed by 16 of 21
nurses (76% response rate) with an
average of 14.5 years of experience.
Statistical analysis using paired samples
t-tests revealed a slight increase in
confidence in patient education delivery
post-implementation (p = 0.054).
Statistically significant changes were
observed in nurses’ perceptions of
patient wellbeing (p < 0.001), indicating
reduced concern about potential
dehydration complications. Moreover,
there was a statistically significant
reduction in clinical signs and symptoms

High heart Low heart  High systolic Low systolic
rate rate blood blood
pressure pressure

M Pre-implementation [l Post-implementation

of dehydration (p < 0.001) and patients’
reports of emotional distress related to
waiting times (p < 0.001), suggesting the
regimen improved patient physical and
emotional conditions. Furthermore, data
showed a significant increase in patient
adherence to the regimen, and a decrease
in the need for patient re-education
regarding the fasting instructions.

Nursing staff praised the clarity and
effectiveness of the regimen, highlighting
its positive impact on patient comfort
and pre-operative experience. Survey
responses mentioned positive feedback
from patients (n = 6), reduced instances
of hunger-related aggression (n = 5)

and decreased patient anxiety and

stress levels (n = 5). Notably, the need

for intravenous interventions due to
hypoglycaemia (n = 4) and dehydration

(n = 3) also decreased. These findings
suggest that the regimen not only
improved patient experience but also
streamlined nursing care practices. Table 1
(see page 15) shows the results of paired
samples t-tests for perceptions of nursing
staff and patient experiences before and
after the regimen was implemented.

Opportunities for
improvement

The initial implementation phase
highlighted the importance of ongoing
communication and education efforts.

Knowledge gaps

During the implementation phase some
medical professionals expressed concerns
about the safety of the liberal fluid fasting
regimen, with one medical professional
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Figure 2: Breakdown of reasons for CERS calls

mentioning potential risks associated with
caffeinated beverages. This highlights the
need for targeted education to address
knowledge gaps and misconceptions
regarding the new regimen. Disseminating
evidence-based information and
guidelines to all medical professionals
can ensure a clear understanding of the
benefits and safety of liberal fluid fasting.

Patient education

Pre-existing beliefs and past experiences
sometimes made patients hesitant to
follow the new regimen. The project

will develop robust patient education
materials delivered through a multimedia
approach to address these concerns.
These resources will emphasise the
safety and benefits of the regimen for
patient comfort and wellbeing, directly
addressing common myths and anxieties
patients may have.

Stakeholder input

Finally, the project will continue to gather
feedback from clinicians, patients and
caregivers. This ongoing process will be
crucial for identifying and addressing

any emerging challenges, ensuring the
continued success of the program.

Recommendations

The project has not only addressed
longstanding challenges in pre-operative
fluid fasting practices but has also set

a new standard for patient-centred

care. It has achieved a delicate balance
between patient safety and enhanced
comfort while fostering a culture of
compassionate care provision, placing
patient wellbeing at the forefront. Health-
care facilities seeking to improve their
pre-operative fasting practices are
encouraged to consider adopting a similar
evidence-based approach, tailored to
their specific context. The demonstrated
benefits of this approach in enhancing
patient comfort and safety are evident

in the author’s facility and should be
mirrored in yours.
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Table 1: Pre- and post-implementation paired samples t-test (N = 16)

Paired differences

df One-sided p

Confidence in patient
education (pre- and post-
implementation)

-0.375

0.719 0180 -0.758-0.008

-2.087

15 0.027 0.054

Level of patient
understanding (pre- and
post-implementation)

0.438

1.315 0.329 -0.263-1138

1.331

15 0102 0.203

Concern for patient health
(pre- and post-
implementation)

1.938

1482 0.370 1148-2.727

5.230

15 <0.001 <0.001

Showing clinical signs and
symptoms (pre- and post-
implementation)

1.813

1167 0.292 1191-2.434

6.211

15 <0.001 <0.001

Showing emotional
discomfort (pre- and post-
implementation)

2.250

1.065 | 0.266 1.683-2.817

8.454

15 <0.001 <0.001

t=test statistic, df = degrees of freedom, SD = standard deviation, SEM = standard error of mean, Cl = confidence interval, MD =

difference in means
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Operating theatre nurses’
experiences in medical
emergency response: An
Integrative literature review

Abstract

Aims: This study aims to review the experiences of instrument and circulating nurses in
responding to intra-operative medical emergencies.

Background: The operating theatre is a complex environment where surgical procedures
are performed by surgical teams who are often required to adapt to rapidly changing
circumstances. Although most surgeries are uneventful, medical emergencies can

occur. Instrument and circulating nurses play pivotal roles in patient safety during

the intra-operative phase. However, research into their experiences dealing with
medical emergencies is limited, highlighting the need for a better understanding of
their perspectives and identifying areas where additional training and support may

be required.

Design: An integrative review.

Methods: We conducted an electronic literature search in Medline, CINAHL, Scopus,
Science Direct and PubMed databases. Three reviewers independently screened,
extracted data and assessed quality, using Joanna Briggs Institute software to facilitate
the process. We followed the Preferred Reporting Items for Systematic reviews and
Meta-Analyses (PRISMA) guidelines for reporting.

Results: Three studies were included, but they did not explicitly address instrument and
circulating nurses’ experiences during intra-operative medical emergencies. Instead,
they discussed these nurses' involvement in such emergencies, emphasising their
mental preparation and the importance of effective communication and coordination
within the team. The overall team'’s experience influenced how medical emergencies
were managed.

Conclusions: The experiences of instrument and circulating nurses during intrao-
perative medical emergencies remain underexplored in the literature. While some
research examines surgical adverse events, there is a gap in assessing these nurses’
confidence and competence in such events. Non-technical skills are crucial, but the
interplay with technical skills remains unexplored.

Keywords: emergency, medical emergency, instrument nurse, circulating nurse,
perioperative nurse, operating theatre

|ntr0dUCti0n at qny poiﬂt throughout a patient’s
perioperative journey.

The operating theatre (OT) is a complex
environment where surgical procedures
are performed, and teams must be
dynamic in response to challenging

and often fast-changing situations'.

For the most part, surgical procedures
are performed without incident,

but medical emergencies requiring
resuscitation and sometimes intra-
operative cardiopulmonary resuscitation
(CPR) do occur”. These events can occur

There are three distinct stages of the
perioperative journey — pre-operative,
intra-operative and post-operative’.
Perioperative nurses, which include
anaesthetic nurses, instrument nurses,
circulating nurses and Post Anaesthesia
Care Unit (PACU) nurses, play a vital
role in each stage and have different
roles and responsibilities®. During

the intra-operative phase or surgical
intervention, instrument and circulating
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nurses are responsible for the surgical
fields and assisting the surgeon while
collaborating with other team members
to achieve optimal patient care’. These
nurses typically anticipate care with the
surgical team, supply instruments, check
accountable items and consistently
monitor the intra-operative environment
and the aseptic status of the sterile team
using their ‘surgical conscience”.

Also during the intra-operative stage,
circulating and instrument nurses play
a crucial role in maintaining patient
safety and responding to medical
emergencies’’. In their qualitative study
of perioperative nurses in the United
Kingdom (UK), McGarry et al.” found that
maintaining patient safety was a high
priority for perioperative nurses. In their
quality improvement study, Caruso et
al.” highlighted that while the roles and
responsibilities of code blue responders
were unclear in the OT, the constant
availability of the instrument and/or
circulating nurse and OT nurse positions
in the OT made them an integral part of
the medical emergency response team.

Circulating and instrument nurses
therefore employ a combination of
technical and non-technical skills,
including communication, preparing
emergency equipment, managing the
sterile field and situational awareness,
to help manage a medical emergency’.
Specific tasks assigned to instrument
and circulating nurses during a medical
emergency included activating the
emergency response, performing chest
compressions, assisting with peripheral
lines and documentation®.

Despite the dearth of research into

the roles and responsibilities of OT
nurses, and imprecise definitions and
nomenclature®, it is evident that these
nurses are integral to managing medical
emergencies in the OT which requires

a combination of specific technical and
non-technical skills. For instance, at a
minimum, technical skills would include
basic life support skills and knowledge
of emergency protocols. However, while
instrument and circulating nurses may
indeed possess these skills, their primary
role is the maintenance of a sterile field
and providing support for the surgical
team’. Because other nurses, such as
recovery and anaesthetic nurses*, may
play a more visible role in managing

medical emergencies there may be a
perception that instrument and circulating
nurses do not have responsibility in

the context of a medical emergency.
Indeed, most of the literature focuses on
instrument and circulating nurses’ roles
during surgery and their non-technical
skills during adverse events, and research
examining instrument and circulating
nurses’ experiences managing medical
emergencies is limited. Consequently,
instrument and circulating nurses may
not receive adequate support and training
for their roles and responsibilities during
medical emergencies.

To address this gap, we reviewed the
literature to understand the experiences
of instrument and circulating nurses in
intra-operative medical emergencies and
to identify areas where further training
and support may be needed.

Methods

A five-stage integrative literature review
approach was adopted in this study,
incorporating problem identification,
literature search, data evaluation, data
analysis and presentation®. This approach
has been used extensively to enhance
the rigour of the review process in
nursing and features in similar integrative
reviews’.

Literature search

An extensive literature search was
conducted in June 2024. The databases
searched included Medline (EBSCO,
CINAHL (EBSCO), Scopus, Science Direct
and PubMed. We also manually searched
Google Scholar and the reference lists
of relevant articles. The search included
qualitative and quantitative primary and
secondary studies published in English
between the years 2013 and 2024. The
identified keywords were ‘perioperative
nurses, ‘theatre nurses’, ‘scrub’, ‘scout’,
‘instrument nurses’, ‘circulating nurses’,
‘emergency’, ‘medical emergency’, ‘code
blue’, ‘rapid response’, ‘deterioration’,
‘perioperative’, ‘operating theatre’ and
‘operating room’. Key terms were also
searched using Medical Subject Headings
(MeSH) terms. During the search process,
consideration was given to the diverse
terminology used, synonyms and the
spelling of keywords.

Inclusion and exclusion criteria

This review included studies focused

on the medical emergency experiences
of perioperative nurses, particularly
instrument and circulating nurses. Any
studies that solely investigated medical
emergency experiences of anaesthetic
nurses, PACU nurses, surgeons and other
healthcare workers were excluded.

Any studies that included medical
emergencies in other departments, apart
from the OT, were excluded. (see the
decision tree in Supplement 1).

Data screening and extraction

Joanna Briggs Institute (JBI) software (JBI
Sumri) was used for study selection and
extraction. The initial search identified
1351 titles from databases. Another four
articles from references and citations that
were seemingly relevant were retrieved
and assessed for inclusion. We excluded
duplicated (n = 104) entries, leaving 1251
titles. The title, abstract and whole text
were assessed against the inclusion and
exclusion decision tree (see Supplement
1). The titles, abstracts and full texts of
articles were independently screened for
potential eligibility by the first and second
authors. Disagreements were solved by
discussion. A third author was available to
reach a majority if a consensus could not
be reached. A total of 1248 articles were
reasonably removed, with three articles
remaining. Figure 1 presents the search
procedure and outcomes.

Data were extracted from each included
study independently by the third author,
generating a summary table that captured
author, year published, study design,
method, sampling approach, subjects’
country of origin and key findings. The
data extraction process was reviewed

and checked by the first and second
authors for consistency. Any discrepancies
were discussed until consensus was
reached. Once complete, a summary
table of the findings was generated (see
Supplement 2).

Data evaluation

The three articles were appraised for
quality using the JBI assessment and
review instruments'®. The first and second
authors performed the article appraisal
independently. Any disagreements were
discussed and resolved. Supplement 3
details the evaluation of these articles.
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Figure 1: PRISMA flow diagram of search procedure and outcomes
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Due to the low number of articles that
met the inclusion criteria, it was decided
to include all three articles in the review.

Data analysis

Data analysis was facilitated by Nvivo

12. The results of the experiences of
instrument and circulating nurses in
managing or responding to medical
emergencies were analysed using
thematic analysis'. Data were analysed
individually by the first, second and third
authors, and then triangulated. Data were
coded and categorised into groups and
themes to answer the research question.
All authors reviewed the themes and
discussed if there were any ambiguities.
All authors resolved any disagreements
of data analysis through discussion and
consensus.

Researchers referred to the primary
source, as needed, to verify context and
help clarify the subthemes. A master

list was generated, and the researchers
determined the final placement of each
subtheme into a theme. The researchers
then synthesised each theme’s essential
elements and conclusions into an
integrated summation. Themes and sub-
themes were generated from the findings
that reflected the review's aims.

Results

The three reviewed studies were
conducted in China, the UK and Sweden.
There was a total of 377 OT nurses — 361
in China, 12 in the UK and four in Sweden.
The studies from the UK and Sweden
identified OT nurses as instrument and
circulating nurses, while the study from
China did not specify the nurses’ roles.
The terms used for OT nurses in this
reviewed study refer to instrument and
circulating nurses.

Three themes emerged from data analysis
- management in medical emergency,
support, and impact on individuals. Sub-
themes were also identified under each
theme (see Table 1).

Theme 1: Management in a
medical emergency

Medical emergency events

A medical emergency is a sudden
and unexpected medical situation
that requires immediate attention
and intervention to prevent serious

Table 1: Themes and subthemes identified from data analysis

1. Management in a medical

Medical emergency events

emergency « Communication and coordination
* Preparation and planning
* Problem-solving and adapting
2. Support = Team

Staff experience

3. Impact on individuals

Impact

Learning/gaining

harm, disability or death. In the OT
setting, medical emergencies such as
cardiac arrest are rare but sometimes
catastrophic if not managed correctly”.
In one study, over half of the medical
events in the OT were related to surgical
incidents, such as wrong-site surgery
and retained foreign objects, rather than
medical emergencies”. Interestingly, this
study also extended the term surgical
incident to include a patient’s death in
theatre®.

In this review, instrument and circulating
nurses experienced medical emergency
events during the intra-operative period,
including critical situations, such as
sudden changes in patient conditions and
sudden patient death, and unexpected
issues such as equipment-related
problems. Although the literature claims
that medical emergency is rare, the study
by Wang and colleagues' reported that
33.5 per cent of instrument and circulating
nurses experienced a patient's sudden
death from changing conditions on the
operating table.

Communication and coordination

In managing the medical emergency,
instrument and circulating nurses
believed communication was a well-
functioning system to create safe care'.
Instrument and circulating nurses
often communicated with the team to
gain support and prioritise their tasks.
Receiving the same information drove
effective team functioning.

Communication and coordination were
identified as critical for managing
challenging situations. Instrument and
circulating nurses described being familiar
with the team and coordinating effectively

as providing security. Staff found
communication more difficult in larger
teams and teams not well socialised.
Instrument and circulating nurses
perceived communication to be more
critical in these situations to promote
coordination of care. In less integrated or
larger teams, there is potential that things
are ‘missed’ where there is a lack of
effective communication’. Communication
and coordination were important both
within the OT and with outside personnel
and departments. Staff identified the
importance of communicating with
outside departments to access resources,
personnel, equipment and emergency
support'.

Communication also impacted instrument
and circulating nurses after the medical
emergency. A lack of communication was
believed to contribute to the ongoing
adverse effects of a surgical incident.
Instrument and circulating nurses
described that a lack of communication
after the event lead to increased stress
and fear for future job prospects”.
Instrument and circulating nurses also
described feelings of suspicion towards
other OT personnel when there was a
communication vacuum, believing that
instrument nurses were unnecessarily
blamed for adverse events in the OT",

Preparation and planning

Self-preparation is used by instrument
and circulating nurses before surgical
procedures to prevent medical
emergencies and adverse events. Self-
preparation appeared to also be used

as a mental preparation technique for
the surgery. Instrument and circulating
nurses self-prepared and shared the plan
among the surgical team based on the
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patient’s need and the type of surgery

to create ‘a mental model”. Instrument
and circulating nurses described that the
mental model always had multiple plans
for unexpected events to give peace of
mind and create safe care.

The instrument and circulating nurses’
preparation also required them to
consider not only patient factors but also
the needs and experience of the surgeon
and surgical team. Instrument and
circulating nurses prepared to be more
vigilant during procedures with unfamiliar
teams or junior OT personnel. Planning
and prioritisation were based on the
expected course of the surgical procedure,
anticipated potential complications and
subsequent management strategies.
Instrument and circulating nurses appear
to recognise the importance of preparing
to maximise safe patient care in the OT'.

Problem-solving and adapting

Instrument and circulating nurses used
policies, procedures and standardised
tools, such as surgical checklists,
guidelines and index cards, to help

them prepare for surgical procedures
and adapt to adverse events. Adhering
to procedures and guidelines helped to
reduce interruptions and disruptions;
however, when unexpected events
occurred, instrument and circulating
nurses identified that priorities would
need to change and practices adapted
to the situation. For example, instrument
and circulating nurses prioritised
lifesaving interventions over ensuring
sterility’. Instrument and circulating
nurses use their problem-solving skills by
assessing the risks against the benefits
and adapting to the situation. The
mental model created before the surgical
procedure was adapted and followed to
solve or manage medical emergencies'.

Theme 2: Support
Team

Resources are essential to support
instrument and circulating nurses in
managing medical emergencies. Support
from their team is perceived as a resource
nurses draw on for the provision of safe
care. Instrument and circulating nurses
coordinate with their team to prepare

and share the plan in order to prevent
unexpected issues. Team support appears
especially relevant when instrument and

circulating nurses raise concerns about

a change in a patient’s condition, and
familiarity with the team provides a sense
of security in a medical emergency.

Understanding each team member's
role and responsibility in and outside
the OT helps instrument and circulating
nurses to manage changing situations.
Knowing each member’s responsibilities
and strengths meant they could be
called upon to help with specific critical
events in the OT'. While instrument and
circulating nurses sought help from
team members within the OT, they also
leveraged team members outside the OT
to seek support and access additional
resources’.

Staff experience

The experience of instrument and
circulating nurses impacted the perceived
ability of the team to respond to
emergencies. Instrument and circulating
nurses described that nurses with

more experience had better situational
awareness and anticipation of what
would happen, and a more holistic view
of the surgical process'. Instrument

and circulating nurses identified that
experience helped them speak up when
problems were identified, make decisions
and follow a plan of action. If other team
members in the OT were less experienced,
this was described as an increased need
for critical thinking responsibilities of the
instrument and circulating nurses'.

Theme 3: Impact on individuals
Impact

Instrument and circulating nurses
reported that medical emergency events
had personal and professional impacts.
These included burnout, emotional
exhaustion, depersonalisation and low
personal accomplishment™. Serou et
al.” reported that the short-term impact
included loss of confidence, depression,
sickness and worrying about career
progression. Long-term impacts involved
losing trust and confidence in other
health professionals, becoming overly
cautious and contributing to confusion
and miscommunication within the team.

A patient’s sudden death in the OT was
found to be the most distressing event
for instrument and circulating nurses,
and often impacted on their mental

and physical wellbeing in the short and
long term™.

Learning/gaining

Instrument and circulating nurses
reported they gained experience

from medical emergency events and
reflected on their practice. Incidents in
the OT sometimes positively impacted
instrument and circulating nurses,
contributing to professional and personal
growth. One nurse described learning
to be more attentive and cautious

and developing a better sense of role
expectations”. Learning from intra-
operative adverse events was facilitated
by reflection and group discussion with
other team members'.

Discussion

In this review, we sought to understand
the experiences of instrument and
circulating nurses in managing or
responding to medical emergencies

in the OT. While our search revealed
abundant literature on their role in
managing adverse events, we could not
find any research explicitly addressing our
research aim. The three studies included
in the review, however, did contain
elements related to the experience of
instrument and circulating nurses during
medical emergencies, adding that they
often mentally prepared themselves,
creating a ‘mental model’ to prevent
unexpected and adverse events before
and during surgical procedures. The
planning and sharing of information with
the surgical team appears vital to their
preparations.

The mental model concept has been
simplified from cognitive processes to
help humans recognise the environment
around them to reduce uncertainty™. In
healthcare, the mental model concept
was further developed and introduced

as a ‘'shared mental model’ in the mid-
2000s for teamwork training’®. The shared
mental model has been successfully
used as a coordinating mechanism that
facilitates good teamwork behaviour?.
Although the context of teamwork and
collaboration has been frequently
discussed in healthcare, the ‘shared
mental model’ concept is not commonly
mentioned"”. Our study has indicated that
surgical teams use shared mental models
to help prepare for surgical adverse
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events and emergencies. Instrument and
circulating nurses created a mental model
that was then shared with other members
of the surgical team prior to surgery.
Sharing of the mental model helped with
team collaboration and guided problem-
solving when facing medical emergency or
intra-operative incidents.

Communication was highlighted in the
studies as necessary for preventing
and preparing for emergencies and
incidents. Indeed, communication is a
recognised skill for the mental model
development process. The theory of
relational coordination recognises
that communication plays a crucial
role in coordinating tasks, which

has been observed to enhance the
quality of treatment and ensure the
safety of patients”®. The importance of
communication in emergencies is also
highlighted by the Australian and New
Zealand Resuscitation Council (ANZCOR)
Guidelines that provide guidance for
healthcare professionals faced with
scenarios that require emergent care”.

Our review found that instrument

and circulating nurses demonstrated
proactive and intuitive communication
by collaboratively sharing plans and
objectives with the broader surgical
team. They emphasised the importance
of addressing emergent issues prior to
and during the surgery list. Theoretically,
this type of relational coordination

is characterised by teams working on
shared goals, problem-solving without
blame and working with mutual respect
for everyone’s skills and contributions?”’.
These types of collaboration and
communication patterns have been
identified in a team performing a lengthy
surgical procedure or involving a high
degree of complexity”.

In contrast, our review found that
proactive and intuitive communication
has been implemented by instrument and
circulating nurses for self-preparation

to create the shared mental model
regardless of the complexities of surgical
procedures. Although this indicates that
instrument and circulating nurses are
often proactive and strategic in their
response to preparing for and managing
medical emergencies, one study found
that instrument and circulating nurses
sometimes felt blamed when an intra-
operative incident occurred”. This study,

conducted in Australia showed that the
experience of being blamed can lead

to feelings of incompetence , which
could reduce confidence”. However, our
study could not identify instrument and
circulating nurses’ skill competency or
confidence in managing or responding
to medical emergencies due to limited
evidence.

Even though our findings underscore
the importance of communication
within relational coordination, none of
the studies explored the experiences of
instrument and circulating nurses during
medical emergencies. The exploration

of not only non-technical skills, like
communication and coordination, but
also the technical skills exhibited during
medical emergencies remains largely
unexplored among this group. Although
there have been studies showing that

in situ simulation training can improve
technical skills and increase the
confidence of individuals and teams in
managing medical emergencies”, further
exploration of the actual experience

of instrument and circulating nurses is
needed to understand their insight and
customise their education and training.

Strengths and limitations

One of the strengths of this study was
the adoption of an integrative review
methodology to develop a more holistic
understanding of the phenomenon of
interest. We included all types of research
designs in our search strategy to ensure
a comprehensive and reliable approach®.
Furthermore, a robust process was
undertaken for each step in the project,
and a comprehensive search strategy was
employed to identify relevant literature.
Another strength of this study was using
researchers in different project stages.
The independent search, screening and
analysis of articles by multiple authors
ensured the reliability and robustness of
the process.

While this project has several strengths,
the limitations need to be noted. Firstly,
although there was a large number of
studies in the perioperative nursing

field, there was a limited number of
investigations into instrument and
circulating nurses’ experiences in medical
emergencies, and this affected the
number of included studies for analysis.
Consequently, our results may be limited

in explaining instrument and circulating
nurses’ experience during medical
emergencies. However, ultimately, the
study provides evidence of a gap in our
understanding of this phenomenon that
needs to be addressed.

Implications for nursing
practice

The experiences of instrument and
circulating nurses during medical
emergencies in the OT represent a critical
yet understudied aspect of perioperative
care. While existing literature has delved
into surgical adverse events more broadly,
it notably lacks a focused exploration

of the confidence and competence of
these essential nursing roles. This gap
underscores the necessity for a well-
rounded understanding within the
literature, especially as these nurses

are pivotal in managing complex and
high-stakes situations that require both
technical and non-technical skills.

Recognising the unique challenges these
nurses face during medical emergencies,
there is a clear need for comprehensive
training and educational programs
specifically tailored to enhance their skills
and confidence. These programs should
not only refresh foundational skills but
also deepen their expertise in emergency
response techniques, addressing the
direct demands of the intra-operative
environment.

To effectively prepare these nurses for
the unpredictable nature of surgical
emergencies, educational programs
must incorporate advanced simulations.
These simulations should mirror the
high-pressure scenarios they might
encounter, complete with unexpected
medical complications that require
quick, informed decision-making.

Such immersive training is crucial for
developing keen situational awareness,
enabling nurses to navigate the fast-
paced OT environment effectively.

The training must also emphasise the
development of both technical skills, such
as advanced life support (ALS) and precise
management of surgical equipment
during crises, and non-technical skills
including communication, leadership

and teamwork. These competencies

are essential for ensuring effective
coordination with surgeons, anaesthetists
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and other OT staff during emergencies,
thus enhancing the overall team response
and patient safety.

Moreover, it is important to establish
ongoing education programs to keep
nurses abreast of the latest medical
procedures, technologies and safety
protocols. Regular workshops and
refresher courses are vital for maintaining
high competency levels and bolstering
nurses’ confidence in their abilities to
manage any situation that arises.

Creating a supportive learning
environment is equally important. Training
programs should foster an atmosphere
where nurses feel encouraged to discuss
past experiences, share challenges and
explore successful strategies for managing
medical emergencies. Promoting a

culture of continuous learning and open
communication will not only boost the
confidence of these nurses but also
enhance their competence in managing
intra-operative emergencies.

This paper advocates for future research
to further investigate the experiences

of perioperative nurses, who are crucial
members of the surgical team, especially
in scenarios such as intra-operative
cardiac arrest. Such research is likely to
shed light on potential improvements

in education and training program gaps,
supporting the development of both
technical and non-technical skills that are
critical for the effective management of
intra-operative emergencies. This focused
inquiry will enhance our understanding
and support the advancement of nursing
practices in the OT, ultimately leading

to better patient outcomes and more
empowered nursing professionals.

Conclusion

This review highlights the pivotal role
of instrument and circulating nurses

in managing intra-operative medical
emergencies, emphasising their unique
contributions and the challenges they
face. Despite their critical involvement,
there is a notable gap in research
specifically addressing their experiences
and the interplay of their technical and
non-technical skills during such events.
The findings underscore the need for
targeted training programs that enhance
both skill sets, incorporating advanced

simulations and continuous education to
improve preparedness and confidence.
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Supplement 1: Decision tree for including or excluding studies for review

1. Language
Inclusion: English Exclusion: Non-English
Yes No
(included) (excluded) >

v

2. Study design/type

Inclusion: qualitative, quantitative, mixed- Exclusion: expert reviews/opinions, policy,
method, case study and systematic review protocol or checklist for the procedure
Yes No

(included) (excluded) [>

:

3. Participants

Inclusion: perioperative nurses, Exclusion: nurses who are not in the
instrument and circulating nurses perioperative field

Yes No

(included) (excluded) '

:

4. Phenomenon of interest

Inclusion: medical emergency experience/ Exclusion: articles not related to the

perception of instrument and circulating nurses medical emergency e.g. code blue in the
perioperative area, experiences of the
medical team who are not instrument and
circulating nurses

Yes Uncertain No
(included) (excluded) ————
This article: Include Exclude Uncertain
Reason:
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Supplement 2: Data extraction table

Authors (year)

Country

Study design and
methods for data
collection and
analysis

Phenomena
of interest

Setting/
context/culture

Participant
characteristics
(sample size)

Description of
main results

United Kingdom

face, semistructured
interviews with a range
of professionals and
across different surgical
specialties. Participants
were recruited through
purposeful and
snowball sampling.

All interviews were
audio recorded,
transcribed verbatim
and analysed using

an inductive thematic
approach which
involved reading and re-
reading the transcripts,
assigning preliminary
codes and searching for
patterns and themes
within the codes, with
the aid of NVivo 12
software.

These emerging themes
were discussed with the
wider research team to
gain their input.

professional impact
on operating theatre
professionals of
surgical events
(wrong-site surgery,
retained foreign body
and wrong implant
prostheses).

surgical specialties
across five teaching
hospital sites,
within one large
National Health
Service Trust

that provides
multispecialty
surgical procedures
including
emergency and
major trauma.
Potential
participants,
identified through
investigation
records of

surgical incidents,
were invited to
participate, and
posters promoting
the study were
displayed on Trust
noticeboards.

8 anaesthetists
12 theatre scrub
nurses
9 operating
department
practitioners
8 healthcare
assistants
All participants
described incidents
that could be
considered moderate
in severity.

Wang et al. Multisite cross-sectional | To explore and OT nurses from OT nurses in Specific traumatic
(2022) study that used compare the strength eight tertiary Shandong Province, events (e.g. sudden
China stratified sampling to of associations comprehensive China. patient death, bullying
select participants. between work-related hospitals across (N =361) and ostracism by
Cities in Shandong potential traumatic seven cities in colleagues) were
Province were divided events and burnout Shandong Province independently
into four tiers based among operating in China. associated with an
on level of economic theatre nurses based increased risk of
development, then two on three different burnout.
tertiary hospitals were approaches. Work-related potential
randomly selected traumatic events had
(using random number a cumulative effect
tables) from all tertiary on burnout, whereby
hospitals in cities in OT nurses exposed to
each tier. cumulative potential
To be included, traumatic events carried
participants had to be: a higher risk for burnout
1. operating theatre than others. The
(OT) nurses with ‘multiple work-related
Chinese nursing potential traumatic
qualifications events’ pattern derivgd
2. employed as hospital by latent class analysis
staff was related to an
. - increased risk of high
3. willing to participate. depersonalisation.
Paper questionnaire
surveys we conducted
in four hospitals and
web-based surveys were
conducted in the other
four hospitals.
Serou et al.’ Qualitative study that Exploration of Operating theatre 45 participants: Three overarching
(2021) conducted face-to- personal and staff from different - 8surgeons themes emerged:

1. personal and
professional impact
2. impact of the
investigation process
3. positive
consequences or
impact.
Participants recalled
experiencing negative
emotions following
surgical incidents
that depended on the
severity of the incident,
patient outcomes and
the support that staff
received.
A culture of blame,
inadequate support
and lack of a clear
and transparent
investigative process
appeared to worsen
impact.

S-2

Journal of Perioperative Nursing Volume 38 Number 1 Autumn 2025 journal.acorn.org.au




Authors (year)

Country

Goras et al.’
(2020)
Sweden

Study design and
methods for data
collection and
analysis

Qualitative explorative
design using group
interviews of three
professional groups -
surgeons, OT nurses
and registered nurse
anaesthetists (RNAs).
One interview session
for each profession
except for OT nurses
for which two separate
interviews were
performed.

The audio-taped
interviews were
transcribed verbatim
and analysed by
inductive qualitative
content analysis
focussing on the
manifest content.

Phenomena
of interest

Preparedness and
adaptability of the
OT team to deal with
adverse events to
create safe care in
the OT, exploring
how complexity is
managed as expressed
by OT nurses,
anaesthetics nurses
and surgeons.

Setting/
context/culture

Interviews were
conducted in
two central OT
departments at one
county hospital
and one local
county hospital
in mid-Sweeden.
The central OT
department at both
hospitals served
both acute and
elective surgical
and orthopaedic
patients; the OT
department at the
county hospital
also served
gynaecological
patients.
Teams in Swedish
OTs commonly
comprise
six different
professionals:
1. OT nurse
2. operating
surgeon
3. assisting surgeon
4. circulating nurse
(commonly a
licensed practical
nurse)
5. anaesthetist
6. RNA.
In Sweden, RNAs are
allowed to maintain
anaesthesia with
direct or indirect
supervision from
the anaesthetist.

Participant
characteristics
(sample size)

17 participants (mean
age 54 years, mean
length of experience
22 years):
+ 4 0T nurses (all
female, mean
age (and range)
52 (37-61), mean
experience (and
range) 27 (9-38)
8 surgeons (3
female and 5 male,
mean age (and
range) 51 (34-67),
mean experience
(and range) 16
(0-34)
5 RNAs (2 female,
3 male) mean
age (and range)
59 (49-66), mean
experience (and
range) 22 (15-36).

Description of
main results

The findings revealed

three generic categories

of ways to create safe

care in the OT:

1. preconditions and
resources

2. planning and
preparing for the
expected and
unexpected

3. adapting to the
unexpected.

In each category, one

sub-category emerged

that was common to

all three professions,

respectively:

1. coordinating
and reaffirming
information

2. creating a plan for
the patient and
undergoing mental
preparation

3. prioritising and
solving upcoming
problems.
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Supplement 3: Appraisal of articles

Is there congruity between the stated philosophical perspective and the Unclear Unclear
research methodology?

2. Isthere congruity between the research methodology and the research Yes Yes Yes
question or objectives?

3. Isthere congruity between the research methodology and the methods used Yes Yes Yes
to collect data?

4. |s there congruity between the research methodology and the Yes Yes Yes
representation and analysis of data?

5. Isthere congruity between the research methodology and the interpretation Yes Yes Yes
of results?

6. Isthere a statement locating the researcher culturally or theoretically? Yes Yes Yes

7. Isthe influence of the researcher on the research, and vice-versa, Yes No Yes
addressed?

8. Are participants, and their voices, adequately represented? Yes Yes Yes

9. Isthe research ethical according to current criteria or, for recent studies, and Yes Yes Yes

is there evidence of ethical approval by an appropriate body?

10. Do the conclusions drawn in the research report flow from the analysis, or Yes Yes Yes
interpretation, of the data?

Quality 100% 80% 90%

Supplement references

1. WangJ, Mao F, Wu L, et al. Work-related potential traumatic events and job burnout among operating room nurses: Independent
effect, cumulative risk, and latent class approaches [Internet]. ) Adv Nurs. 2022[cited 2023 Sep 4]:78(7):2042-54. DOI:101111/jan15114

2. Serou N, Slight SP, Husband AK, Forrest SP, Slight RD. Surgical incidents and their impact on operating theatre staff: Qualitative
study [Internet]. BJS Open. Mar 5 2021[cited 2023 Sep 4];5(2). DOI:10.1093/bjsopen/zraa007
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4. Joanna Briggs Institute (JBI). Checklist for qualitative research [Internet]. Adelaide: JBI; 2017 [cited 2023 Sep 4]. Available from:
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‘My darling’ - elderspeak of
nurses to acute hospitalised
older adults: An integrative
review

Abstract

Introduction: As the population ages, older adults will become a larger special
interest group requiring perioperative care. It is therefore vital that we provide an
appropriate environment for our older adult perioperative and acute care patients

to feel comfortable and safe. Ageism may be defined as a prejudice by one group
toward another age group, and the way that many patients are spoken to in health
care (elderspeak) would be defined as an ‘interpersonal ageist practice’. Interpersonal
ageism in the form of elderspeak is rife in the nursing care of older adults in all areas
of health care and has adverse effects in most instances, particularly in those with

a cognitive impairment who exhibit greater rejection of care behaviours in response.
This integrative literature review explores the concept of elderspeak and its theoretical
underpinnings and will provide some recommendations for mitigation of this practice in
the future care of our older patients.

Review methods: A comprehensive literature search was conducted using CINAHL,
EBSCO and Scopus databases. Search terms used included ‘aged’, ‘elderspeak’,
‘infantilising communication’ and ‘patronising communication’. Boolean operators,
wildcards, subject headings, keywords and the ‘cite forward’ function in Scopus were
used to filter articles and ensure more contemporary research was not omitted.

Discussion: Born out of ageism, elderspeak manifests in well-meaning but misdirected
communication overaccommodations in intergenerational interactions. These
patronising overaccommodations are often received negatively by cognitively impaired
older patients leading to rejection of care and subsequent difficulty in meeting the
medical and psychological needs of these patients. This review highlights the frequency
with which this practice occurs, the impact upon patients, theoretical underpinnings of
the concept and interventions shown to both reduce the use of elderspeak by nurses
and rejection of care behaviours by cognitively impaired older patients.

Conclusion: Though reports are mixed as to whether elderspeak is a harmful or

helpful practice, most literature condemns the practice as an ageist act that leads to
adverse effects in patients, particularly those with a cognitive impairment. Educational
interventions have shown substantial promise in reducing ageist attitudes and
elderspeak in nursing staff internationally but to strengthen confidence, research in the
Australian setting would be required.

Keywords: elderspeak, ageism, intergenerational communication, nursing practice,
cognitive impairment

Ageism is a relatively recent concept

and has been defined, by Pulitzer Prize
winning gerontologist Robert Butler’, as
‘prejudice by one group toward other

age groups. Expanding on this definition,
Butler introduced the concept of
stereotyping, whereby cognitive structures
guide inferences and behaviour towards a
certain group of people’.

Introduction

Our population is aging, thus older
adults - those more than 65 years old -
will become a larger special interest
group requiring specialised perioperative
care. Also, as new medical innovations
extend life expectancy and the baby
boomer generation ages, the issue of
ageism and its adverse sequalae have
become a worldwide concern'.
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There is a litany of ways ageism towards
older adults manifests in the health care
setting, including clinical deprioritisation
and exclusion from medical trials".
However, this paper will focus on

the interpersonal ageist practice of
elderspeak. The aim of this integrative
review is to explore elderspeak, as a
manifestation of interpersonal ageism

in the nursing care of acute hospitalised
older adults, and to address the question
‘What is elderspeak, where did it come
from and what can we do about it?’

Schnabel et al.” characterise the

practice of elderspeak as linguistic

and paralinguistic adjustments made

by the speaker (usually younger) to
accommodate for stereotypical perceived
communication needs in the older adult
hearer. These adjustments can include
exaggerated prosody or melodic aspects
of speech, juvenile lexical choices or ‘baby
talk’, simplified sentence structure and
inappropriate use of terms of endearment
or diminutives'.

The impact of elderspeak on the patient
is fiercely debated but the bulk of the
literature condemns its use, particularly in
the care of the cognitively impaired older
adult where elderspeak is associated with
more likely and more severe rejection of
care behaviours®. There is an unfortunate
paucity in contemporary Australian
literature on this phenomenon in the
acute hospital setting; as a result, this
review explores mostly international
literature and includes research based in
residential care facilities.

Methods

This integrative review was guided by
Whittemore and Knafl's method for
integrative reviews® and answered the
question ‘What is elderspeak, where did it
come from and what can we do about it?’

Different types of scholarly literature,
using different methodologies including
qualitative, quantitative and mixed
methods research, were selected for
their ability to answer the question
posed. A comprehensive search strategy
for this integrative review involved the
use of Boolean operators, wildcards,
subject headings and keywords across
several nursing and health science
databases including CINAHL, EBSCO

and Scopus. MeSH (Medical Subject

Headings) were used for ‘aged’ but

the remaining search terms including
‘elderspeak’, ‘infantilising communication’
and ‘patronising communication’ were
left as keywords as no subject heading
existed for these. The first search was
conducted in CINAHL using ‘Aged AND
(Elderspeak OR infantilising communication
OR infantilizing communication OR
patronising communication OR patronizing
communication)' yielding 27 results.

No age limit was used to capture germinal
literature as well as to allow citing
forward of older papers. Selected articles
were included if published in the English
language. Exclusion criteria included
literature published in a language other
than English and research without an
explicit nursing focus. Though the acute
hospital nursing care of older adults is
the focus of this integrative review, some
studies involving nursing homes were
included to add context and to strengthen
areas where there is a scarcity of acute
hospital-based studies. Australian
literature was sought in the primary
instance, though due to topic paucity
international literature was included if
originating from a location with a similar
health care and ageism landscape to
Australia.

Quality appraisal

Literature found using the above search
strategy was appraised with the 6S
Pyramid, developed by Dicenso, Bayley
and Haynes’. Preference was given to
literature towards the top of the 6S
Pyramid as these are highly synthesised
and have an excellent methodological
quality. Following this process, the
EQUATOR (Enhancing the QUAlity and
Transparency Of health Research) network
checklists for each study type were used
to further appraise and critique the
literature.

Results

Using the above search strategy, and after
reviewing and excluding ineligible papers,
a total of 11 primary research articles
were deemed eligible for inclusion in

this integrative review - four quantitative
studies, four qualitative studies, two
mixed-method studies and one cluster
randomised control trial. In addition, due
to the scarcity of primary articles, nine
reviews and one piece of grey literature

were also included. Geographically, the
primary literature originated from the
United States of America (&), the United
Kingdom (2), Germany (1), Australia (1),
Austria (1), Norway (1) and South Korea (1).

Discussion

Discussion surrounding this topic will

be presented under the following

three themes that emerged from the
literature: ‘features, frequency and
forces of elderspeak in nursing, ‘origins
of elderspeak and ageism - theoretical
underpinnings and attitudes towards the
hospitalised older adult in nursing’” and
‘future implications and strategies to
mitigate elderspeak in the nursing care of
the hospitalised older adult.

Features, frequency and forces
of elderspeak in nursing

Elderspeak is an infantilising type of
speech register that occurs within
intergenerational communication,
undermining meaningful conversation,
suggesting an intimate parent-child
relationship and reinforcing power
differentials already pervasive in

health care”. First coined by Cohen and
Faulkner®, elderspeak presents as a
number of linguistic and paralinguistic
adjustments to speaking in a misdirected
and ageist attempt to accommodate to
the perceived needs of the older adult
hearer’”. These can include overly juvenile
expressions, exaggerated prosody,

terms of endearment or diminutives
inappropriate to the situation (e.g.
‘lovely’), collective pronoun substitution
(e.g. ‘our instead of ‘your’) and tag
questions (e.g. ‘you're ready for your
surgery now, aren’t you?'). The use of
elderspeak not only impacts the quality
of the person-centred interaction but
can also increase the likelihood of others
perceiving older adults as incompetent or
dependent’.

Perhaps contributing to the already rife
culture of paternalism in institutional
settings, elderspeak is a common
phenomenon in the nursing care of older
adults’. Emphasising how frequently
elderspeak is used in health care, a
quantitative study (n = 114) by Schnabel et
al.’, in which interactions were observed
across acute geriatric and acute general
medicine wards in Germany, found

that tag questions, collective pronoun
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substitutions and baby talk were used

by nurses at least once in the majority
of interactions with patients. Testing this
assertion, Shaw et al.® conducted a cross-
sectional quantitative study observing
care interactions between 56 nurses

and 16 hospitalised patients living with
dementia (PLWD). This study showed that,
when accounting for all communication
states across the ten hours and 47
minutes of cumulative care, elderspeak
was used 11.7 per cent (SD = 10.4%) of the
time®. Although this study had a small
sample size, Shaw et al." demonstrated
that this effect is reproducible in their
recent mixed-methods study that
replicated care encounters in a simulation
environment with ten of the 56 nurses
from the earlier study, finding that the
frequency of elderspeak was comparable
to the naturalistic setting.

Unsurprisingly, Schnabel et al.” found that
when caring for patients with a functional
impairment nurses are more likely to use
diminutives, simplified syntax, slower
speech patterns and simplified lexicon.
Though their sample is not nursing
specific, Cassidy and Ojeda’s” quantitative
descriptive study supports the assertion
of Schnabel et al. that functional
impairment may lead to inaccurate
assumptions about a person’s mental
agency, manifesting in elderspeak. Cassidy
and Ojeda” observed that individuals
attribute lower mental agency to older
adults living in nursing homes than those
residing independently (n = 179, p < 0.001).

Although Schnabel et al.” observed

that decreased functional status was

a greater predictor of elderspeak than
cognitive status (p = 0.001), they noted
that the use of elderspeak may be
particularly harmful to those with a
cognitive impairment. This can be further
explained by Shaw et al.® who argued
that elderspeak, as a depersonalising
communication practice, is in direct
contravention of person-centred care. The
type of interpersonal care that respects
individuality and selfhood is especially
vital for those with declining cognition
who, according to Kitwood" in his seminal
work on person-centred dementia care,
often rely on reassurance from others to
uphold their sense of self. It is therefore
not surprising that elderspeak elicits a
negative response from the older adult
hearer and is associated with an increase

in neuropsychiatric symptoms, rejection
of care and poorer treatment outcomes in
patients with a cognitive impairment°®.

As a type of reactive aggression,
rejection of care occurs in patients with
a cognitive impairment and involves the
patient actively or passively opposing
the medically necessary efforts of

the caregiver®. Of the observed care
encounters in the, albeit small, cross-
sectional quantitative study by Shaw

et al.’, rejection of care was exhibited

in 48.9 per cent of care encounters
between hospitalised patients living
with dementia and nurses (n =16 and

n = 56, respectively). It was calculated
that, when excluding other confounders,
a ten per cent reduction in the amount
of elderspeak used by nursing staff
accounted for a 77 per cent reduction in
probability of rejection of care (OR = 0.23,
Cl = 0.03-0.68) and a 16 per cent reduction
in severity of rejection of care (e = 0.84,
95%; Cl = 0.73, 0.96)".

Williams et al.” reported similar

results in their quantitative study of
elderspeak in nursing homes. Following
an educational intervention, it was
observed with statistical significance

(p < 0.001) that every percentage point
decrease in elderspeak was linked to

a 0.43 per cent reduction in resistance
to or rejection of care’. However, these
results must be viewed with some caution
as this study and education program
was in a nursing home so might have
limited generalisability in the acute
hospital setting. Nonetheless, these
statistically significant findings suggest
that reducing the practice of elderspeak
results in a decrease in frequency and
severity of resistance to care in PLWD in
residential care.

In contrast, in their qualitative study of
PLWD (n = 43) Bridgstock et al.* observed
that terms of endearment, regarded

as a form of elderspeak®, aided in
communication with PLWD. Bridgstock et
al'“ hypothesise that terms of endearment
mitigate communication with PLWD in
certain contexts where there might be a
threat of loss of face. Politeness Theory™
argues that conversational partners in
any interaction work together to maintain
face, including using accommodating
speech. For example, Bridgstock et al.
reported that terms of endearment were
successfully used on two occasions

where a healthcare practitioner asked for
clarification from a PLWD when their
statement was misheard. Requesting
clarification may draw attention to lack
of shared understanding between the
PLWD and the healthcare practitioner and
threaten a loss of face™ but on these
occasions terms of endearment were used
to successfully maintain

face during the conversation. However,
Bridgstock et al.“ conceded that on some
occasions in the study, particularly when
the PLWD was receiving an unwanted

but medically necessary intervention,
terms of endearment did not aid
communication, and one participant
rejected the endearment ‘sweetheart’
outright. Though elderspeak has the
potential to foster cooperation between
PLWD and healthcare practitioners in
some contexts, the potential adverse
effects of a blanket approach to this
depersonalising speech pattern may

not justify the alleged benefits. This
should be a key consideration for future
experimental research, particularly in the
acute hospital setting.

Origins of elderspeak and ageism
- theoretical underpinnings

and attitudes towards the
hospitalised older adult in
nursing

It is widely accepted in theoretical

and germinal literature on ageing that
implicit ageism underpins the often
well-intentioned practice of elderspeak
within the healthcare setting”. As
theorised by Butler’, ageism manifests

in stereotypes which guide inferences
about the way individuals from different
groups may act. Discrimination is the
physical manifestation of stereotyping,
and describes behaviours guided by
inappropriate inferences about another
group of people’. The World Health
Organization's landmark ‘Global report
on ageism” poses that, in the case of the
older adult, stereotypes can be either
negative (e.g. older adults are frail and
incompetent) or positive (e.g. older adults
are friendly and cute) but are similarly
inaccurate and potentially harmful.

Ageist attitudes can be understood
through the lens of Terror Management
Theory” which posits that the presence
of older adults prompts a human
existential awareness of the inevitability
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of death and aging, and this awareness
generates anxiety, negative reactions

and an aversion to older adults'. The
existential threat posed by older adults
and the ensuing ageism, complements
Allport's Intergroup Threat Theory®

where a perceived threat from another
group motivates discrimination. In the
case of ageism, the threat posed to the
worldview that prioritises youth and
vitality caused by the presence of older
adults may explain discriminatory feelings
and behaviours towards this group”. In
their concept analysis, Hammouri et al!
draw these theories together to define
ageism in the nursing context as ‘any kind
of stereotype, prejudice or discrimination
against or to the benefit of older adult
patients that is implicitly or explicitly
practiced by the nurse and leads to actual
or perceived (direct or indirect) decrease
in the quality of health care provided'.

The attitudes that nurses have towards
the care of older adults, was highlighted
by Higgins et al.”® in their qualitative
descriptive study of nurses’ attitudes
towards older patients within acute
medical and surgical wards in an
Australian teaching hospital. Though
dated and having a small sample size

(n =9), pervasive themes emerged

of stereotyping, marginalising and
oppressing older patients”. This aligns
with an international cross-sectional
qualitative study by Lampersberger et al.”
that shows some nurses have a tendency
to label patients as having a dementia

if they require more care or take a
prolonged time to do something. Indeed,
Schnabel et al.” reported a statistically
significant correlation between negativity
of age stereotypes and higher use of
collective pronoun substitution (p = 0.029)
and tag questions (p = 0.037).

The Communication Predicament of
Aging (CPA) model developed by Ryan

et al.”? is derived from the Communication
Accommodation Theory whereby a
speaker will alter the content and delivery
of their speech based on the needs of
their conversational partner to facilitate
comprehension®. In contrast to the
Communication Accommodation Theory,
the CPA model poses that implicit ageism
in the speaker can place emphasis on
age- or disability-related visual cues

in the hearer, leading the speaker to
overaccommodate their speech with an

older adult®. This overaccommodation is
an attempt to facilitate comprehension

in the older adult hearer and results

in elderspeak using oversimplified,
exaggerated or juvenile speech patterns”.
Contrary to the often positive intentions
of the speaker, elderspeak is frequently
perceived negatively by the older adult,
limiting the quality of the interaction and
any future interactions”.

Building upon the CPA model was the
model of Patronising Talk which suggests
that elderspeak exists on a care-control
continuum®. This model poses that
elderspeak contains both caring and
controlling dimensions, whereby requests
can be conveyed with an appearance of
caring”. Shaw and Gordon® speculate that
this balance between care and control is
particularly relevant in the healthcare
setting where rapport must be established
while maintaining some degree of control
over medical interventions. Bridgstock et
al'“ theorise that elderspeak is a form of
mitigation, where speech is modified to
reduce the negative effects of the speech
content. For example, the harshness of
medical instructions can be softened
with the use of diminutives or collective
pronoun substitution™. Thus, elderspeak
is the manifestation of implicit ageist
attitudes and, though well-intentioned,

is generally perceived negatively by

the older adult, particularly those with

a cognitive impairment who exhibit
responsive rejection of care behaviours'”.

Future implications and
strategies to mitigate elderspeak
in the nursing care of the
hospitalised older adult

In order to mitigate the harmful effects

of ageism, which underpin the practice of
elderspeak, the World Health Organization
recommends a multifactorial approach
involving education, research to increase
the evidence-base, intergenerational
interventions, policy and law’. In this
review, only the first two strategies will be
discussed - education and increasing the
evidence-base.

Williams et al.” demonstrated a marked
and sustained decrease in elderspeak and
resistance to care in cognitively impaired
residents in their cluster randomised
control trial involving 29 staff and 27 PLWD
following an educational Changing Talk
(CHAT) intervention for nursing home staff.

This involved training sessions, improving
staff awareness of the negative effects

of elderspeak and supervised practice in
effective communication strategies’. While
the results of this study are promising,
the trial was in a nursing home, had a
small sample size and involved staff who
were predominantly white and female;
therefore, the results cannot be directly
generalised to the acute hospital setting.
Replication of this study in the Australian
hospital setting with a more diverse
sample would help strengthen confidence
in the CHAT intervention as a strategy to
reduce elderspeak and resistance to care
in patients with cognitive impairment.

Similarly, a mixed-methods study in

South Korea by Kang et al. (n = 48) found
that education had a positive result on
acute care nursing staff knowledge and
attitudes towards cognitive impaired older
adults. As previously mentioned, collective
pronoun substitution and tag questions
have been found to increase with negative
age stereotyping. Kang et al.” reported

an improvement in nursing staff attitudes
towards cognitively impaired older adults
following the education program which
suggests a possible simultaneous but
untested reduction in elderspeak.

The cross-sectional nature of many
studies investigating ageism and
elderspeak, makes it difficult to ascertain
causality of ageist attitudes, impacts

of ageism and mitigating strategies.
Randomised control trials would be more
effective for assessing causation” and
could be carried out in the Australian,
acute hospital setting. This would
strengthen the previous international
research findings related to elderspeak,
the impact of ageist practices and the
efficacy of mitigating strategies. Local
research studies would also inform
steps toward the cessation of this ageist
practice in Australia.

Conclusion

This integrative review has defined and
explained the concept of elderspeak in
nursing, discussed origins of elderspeak
and ageism, revealed the frequency with
which this practice occurs and looked

at future implications and mitigating
strategies.

The conclusions drawn in the available
literature on this topic are mixed but,
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in general, the overaccommodation in
speech frequently employed by nurses
caring for the elderly is viewed as a
harmful interpersonal ageist practice
affecting older adult patients in the acute
hospital setting.

While often well-intentioned, the
practice of elderspeak emerges from
ageist attitudes that attribute reduced
mental agency to older adults. This is a
harmful and inaccurate generalisation
that is largely given a negative reception
and may compromise patient care,
particularly in those with a cognitive
impairment like dementia who require
greater personalised care that recognises
and upholds selfhood. International
educational initiatives have shown that
through improving nurses’ attitudes
towards cognitively impaired older adults,
elderspeak and resistance to care are
reduced in this cohort.

However, there is a paucity of
contemporary Australian research on this
topic. It is therefore a recommendation
of this integrative review that research
within the Australian acute hospital
setting be conducted on not only the
practice of elderspeak but also the

use of international nursing education
initiatives as a potential mitigating
strategy for ageist attitudes, elderspeak
and resistance to care in patients with a
cognitive impairment.

As our population ages, and more older
Australians will require surgery, this
research will be vital to ensure we can
provide an appropriate environment for
our older adult perioperative and acute

care patients to feel comfortable and safe.

Conflict of interest and
funding statement

The authors have declared no competing
interests with respect to the research,
authorship and publication of this article.

This research did not receive any specific
grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Acknowledgement

This paper was submitted to the
University of Tasmania as part fulfilment
of subject CNA803, Advanced Clinical
Nursing Practice, for the Master of Clinical
Nursing (Primary Health). The author

sincerely wishes to thank Dr Paula

Foran, unit coordinator, for her guidance
throughout the master’s course and work
in preparing this paper for publication.

References

1. Hammouri A, Taani MH, Ellis J. Ageism
in the nursing care of older adults: A
concept analysis [Internet]. ANS Adv
Nurs Sci. 2023[cited 2024 Nov 21][cited
2024 Nov 21];46(4):441-54. DOI: 10.1097/
ANS.0000000000000472

2. Butler RN. Age-Ism: Another form of bigotry
[Internet]. Gerontologist. 1969[cited 2024 Nov
211;9(4_Part_1):243-6. DOI: 10.1093/geront/9.4_
Part_1.243

3. World Health Organization (WHO). Global
report on ageism [Internet]. Geneva:
WHO; 2021 [cited 2024 Nov 21]. Available
from: https://www.who.int/teams/social-
determinants-of-health/demographic-
change-and-healthy-ageing/combatting-
ageism/global-report-on-ageism

4. Skirbekk H, Nortvedt P. Inadequate treatment
for elderly patients: Professional norms
and tight budgets could cause ‘ageism’
in hospitals [Internet]. Health Care Anal.
2014[cited 2024 Nov 21];22(2):192-201. DOI:
10.1007/s10728-012-0207-2

5. Schnabel E-L, Wahl H-W, Streib C, Schmidt
T. Elderspeak in acute hospitals? The
role of context, cognitive and functional
impairment [Internet]. Res Aging.
2020([cited 2024 Nov 21];43(9-10):416-27. DOI:
10.1177/0164027520949090

6. Shaw CA, Ward C, Gordon J, Williams KN,
Herr K. Elderspeak communication and pain
severity as modifiable factors to rejection
of care in hospital dementia care [Internet].
J Am Geriatr Soc. 2022[cited 2024 Nov
211;70(8):2258-68. DOI: 10.1111/jgs.17910

7. Williams KN, Perkhounkova Y, Herman R,
Bossen A. A communication intervention
to reduce resistiveness in dementia care:
A cluster randomized controlled trial
[Internet]. Gerontologist. 2017[cited 2024 Nov
21];57(4):707-18. DOI: 10.1093/geront/gnw047

8. Whittemore R, Knafl K. The integrative review:
Updated methodology [Internet]. ] Adv
Nurs. 2005[cited 2024 Nov 21];52(5):546-53.
DOI:10.1111/}.1365-2648.2005.03621.x

9. Dicenso A, Bayley L, Haynes RB. Accessing
pre-appraised evidence: Fine-tuning the 5S
model into a 6S model [Internet]. Evid Based
Nurs. 2009[cited 2024 Nov 21];12(4):99-101. DOI:
10.1136/ebn.12.4.99-b

10. Cohen G, Faulkner D. Does ‘elderspeak’
work? The effect of intonation and stress
on comprehension and recall of spoken
discourse in old age [Internet]. Language
& Communication. 1986[cited 2024 Nov
211;6(1):91-8. DOI: 10.1016/0271-5309(86)90008-X

11. Shaw CA, Knox K, Bair H, Watkinson E, Weeks
D, Jackson L. Is elderspeak communication in
simulated hospital dementia care congruent
to communication in actual patient care? A
mixed-methods pilot study [Internet]. J Clin
Nurs. 2024[cited 2024 Nov 21];33(8):3089-100.
DOI: 10.1111/jocn.17207

12. Cassidy BS, Ojeda JT. Contextual effects on
attributing minds to older adults [Internet].
CRESP. 2024[cited 2024 Nov 21];6. DOI:
10.1016/j.cresp.2024.100195

20.

21.

22.

23.

24.

25.

. Kitwood T. Dementia reconsidered: The

person comes first. Milton Keynes: Open
University Press; 1997.

. Bridgstock L, Pilnick A, Goldberg S, Harwood

RH. ‘Alright my lovely" The use of terms of
endearment as a mitigation device in the
care of people living with dementia in the
acute hospital environment [Internet]. Health
(London). 2024:13634593241238856. DOI:
10.1177/13634593241238856

. Shaw CA, Gordon JK. Understanding

E=elderspeak: An evolutionary concept
analysis [Internet]. Innov Aging. 2021[cited
2024 Nov 21];5(3):igab023. DOI: 10.1093/geroni/
igab023

. Brown P, Levinson SC. Politeness: Some

universals in language usage. Cambridge:
Cambridge University Press; 1987.

. Greenberg J, Pyszczynski T, Solomon S. The

causes and consequences of a need for
self-esteem: A terror management theory. In:
Baumeister RF, editor. Public self and private
self. New York: Springer New York; 1986, pp.
189-212.

. Allport GW. The nature of prejudice. Oxford:

Addison-Wesley; 1954.

. Drury L, Abrams D, Swift HJ, Lamont RA,

Gerocova K. Can caring create prejudice?

an investigation of positive and negative
intergenerational contact in care settings and
the generalisation of blatant and subtle age
prejudice to other older people [Internet].
Community Appl Soc Psychol. 2017[cited 2024
Nov 21];27(1):65-82. DOI: 10.1002/casp.2294

Higgins I, Van Der Riet P, Slater L, Peek C.
The negative attitudes of nurses towards
older patients in the acute hospital
setting: A qualitative descriptive study
[Internet]. Contemp Nurse. 2007[cited
2024 Nov 21];26(2):225-37. DOI: 10.5172/
conu.2007.26.2.225

Lampersberger LM, Schittengruber G,
Lohrmann C, GroRRschadl F. The supreme
discipline of nursing: A qualitative content
analysis of nurses’ opinions on caring

for people eighty years of age and older
[Internet]. Heliyon. 2024[cited 2024 Nov
211;10(5):e26877. DOI: 10.1016/].heliyon.2024.
26877

Ryan EB, Hummert ML, Boich LH.
Communication predicaments of aging:
Patronizing behavior toward older

adults [Internet]. ) Lang Soc Psychol.
1995[cited 2024 Nov 21];14(1-2):144-66. DOI:
10.1177/0261927X9514100

Hummert ML, Shaner JL. Patronizing
speech to the elderly as a function of
stereotyping [Internet]. Commun Stu.
1994[cited 2024 Nov 21];45(2):145-58. DOI:
10.1080/10510979409368419

KangY, Moyle W, Cooke M, O'Dwyer ST. An
educational programme to improve acute
care nurses’ knowledge, attitudes and family
caregiver involvement in care of people with
cognitive impairment [Internet]. Scand )
Caring Sci. 2017[cited 2024 Nov 21;31(3):631-
40. DOI: 10.1111/s¢s.12377

Webb P, Bain C, Page A. Essential
epidemiology: An introduction for students
and health professionals. Fourth edition.
Cambridge: Cambridge University Press; 2020.

e-28

Journal of Perioperative Nursing Volume 38 Number 1 Autumn 2025 journal.acorn.org.au



https://www.who.int/teams/social-determinants-of-health/demographic-change-and-healthy-ageing/combatting-ageism/global-report-on-ageism
https://www.who.int/teams/social-determinants-of-health/demographic-change-and-healthy-ageing/combatting-ageism/global-report-on-ageism
https://www.who.int/teams/social-determinants-of-health/demographic-change-and-healthy-ageing/combatting-ageism/global-report-on-ageism
https://www.who.int/teams/social-determinants-of-health/demographic-change-and-healthy-ageing/combatting-ageism/global-report-on-ageism

Peer-reviewed article

Authors

Sara Morais Pires

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Ana Rita Mauricio

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Lucia Jeronimo

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Bruno Teixeira
Ordem Terceira Hospital

Ana Ramos

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Idalina Gomes

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Eunice Sa

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre

Corresponding author

Sara Morais Pires

Lisbon School of Nursing, Lisbon
Nursing Research, Innovation and
Development Centre
sarapires@esel.pt

This article is licensed under a

Nursing interventions to
promote safety in robotic
surgery: A systematic
literature review

Abstract

Introduction: The use of robotic surgery has revolutionised surgical procedures, offering
benefits such as less blood loss, faster recovery and fewer post-operative complications.
However, the increase in surgical time and technical challenges impose the need for
systematic perioperative nursing interventions to guarantee patient safety and the
efficiency of the process.

Aim: To systematise the nursing interventions in the pre-, intra- and post-operative
phases of robotic surgery that generate safety in the perioperative period.

Method: Systematic literature review using the Joanna Briggs Collaboration methodology
and the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses)
extension. The MEDLINE, CINAHL, LILACS, SCOPUS and Cochrane Library databases were
searched and 16 primary and secondary studies published between January 2014 and
May 2024 were included. The data were extracted and analysed independently by two

reviewers.

Results: Nursing interventions in the pre-operative phase were characterised by
rigorous technical preparation, effective communication and the use of checklists.

In the intra-operative phase, team communication and coordination, proper patient
positioning and the use of support surfaces were crucial. In the post-operative phase,
continuous monitoring, pain management, self-care training and emotional and
educational support were identified as fundamental.

Conclusion: Nursing interventions play a crucial role in the safety and effectiveness
of perioperative care in robotic surgery. Continuous training, technological adaptation
and the use of systematic approaches are essential to maximise the benefits of this
technology, as well as promoting patient safety and wellbeing.

Keywords: robotic surgery, nursing care, perioperative nursing, safety, systematic review.

Introduction

Continuing technological advances

and the laparoscopic revolution of

the 1980s promote the use of less
invasive traditional approaches and
new techniques, such as modern robot-
assisted surgery'”. The first DaVinci
robot was introduced in London in 20071°
and now, just 24 years later, robots

are increasingly being used in various
specialties. The use of robots is central
to the new technological surgical
environment, driving new horizons

for humanity and constant evolution
beneficial to health care.

integration of new technologies is a
challenge for perioperative nursing.
This requires the development of new
skills and procedures to ensure a safe
environment for patients undergoing
robotic surgery. Existing studies have
highlighted the importance of this area,
pointing to the need for continuous
training of the professionals involved“*.

Robotic surgery, being a differentiated
and innovative procedure, requires
trained professionals both in the
technical, scientific aspects and in the
practice of the procedures performed®.
It represents technological evolution in
the medical field and has allowed for

Creative Commons Attribution
License 4.0 International (CC BY 4.0).
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The operating theatre is a complex
environment, and the increasing

greater precision and efficiency in surgical
procedures®’.
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Robotic surgery offers numerous
advantages and contributes to increased
surgical safety and efficiency by enabling
more controlled and stable movements,
thereby minimising human error. It
enables highly technical procedures

that would be challenging or impossible
with conventional surgical methods.
There is evidence that robotic platforms
provide superior visualisation through
stereoscopic imaging, allowing for
greater precision in tissue dissection and
suturing. Additionally, robotic systems
eliminate hand tremors and allow for
scaled movements, enabling surgeons

to perform delicate procedures with
enhanced accuracy. Robotic surgery also
accelerates post-operative recovery by
decreasing surgical trauma and bleeding’.
These technological advancements
expand the scope of minimally invasive
surgery, reducing patient trauma,
minimising complications and shortening
hospital stays, thereby revolutionising
surgical practice across multiple
specialties”.

Concerns about robotic surgery
predominantly focus on the increase

in surgical time, although the gains in
recovery times and the benefits of robotic
techniques in more complex surgeries
may counterbalance this disadvantage®.

Specific nursing interventions have

been developed to maximise the safety,
efficiency and quality of care provided to
patients undergoing robotic surgery>>°.
In turn, some authors argue that
perioperative nurses need to undergo
continuous training to keep up with
technological developments™. The impact
of this innovative technology has the
potential to bring about transformative
clinical improvements”, and perioperative
nurses are one of the main players in
coordinating all robotic surgery®.

It is essential to prepare, train and
update health professionals, especially
perioperative nurses, to provide

the specific support that a robotics
programme requires'’. Perioperative
nurses carry out interventions such as
safely positioning the client, checking
and confirming the sterilisation of
re-usable equipment and the surgical
field, handling the robot and solving any
problems that may arise during surgery“’,

as well as improving the quality of care,
reducing costs and promoting efficiency
in management™.

Research shows that perioperative nurses
act from the beginning to the end of

the procedure. They not only prepare

the robot for the surgical procedure but
also prepare the patient and assist the
surgeon who will operate the robot*®;
therefore, there is a clear need for
education and training for nurses who
work with robotic surgery, in order to
promote safe and effective care®.

The aim of this review is to identify which
nursing interventions practiced during the
perioperative period promote safe care,
effectively contributing to the quality of
nursing care in this context.

Methods

This systematic literature review was
conducted using the method proposed
by the Joanna Briggs Collaboration” and
written in accordance with the Preferred
Reporting Items for Systematic reviews
and Meta-Analyses extension for scoping
reviews (PRISMA-ScR)™.

The methods proposed by the Joanna
Briggs Collaboration have been widely
used and recognised in multiple areas of
knowledge and by experienced reviewers,
representing a primary approach to
support decision-making based on the
best available evidence®.

The PRISMA-ScR was developed in 2018
and provides a reporting checklist for this
specific type of review and is consistent
with that proposed by the Joanna Briggs
Collaboration®. Overall, the steps that
should be followed are: formulating

the review question, defining inclusion
and exclusion criteria, locating studies
through searching, selecting studies

for inclusion, and extracting, analysing
and synthesising the data from relevant
studies”. The protocol for this systematic
review was previously published on the
PROSPERO platform, with registration
identification CRD42024548448.

Review question

The guiding question of this review was:
What are the nursing interventions that
promote safety in robotic surgery?

Inclusion and exclusion criteria

Primary and secondary studies and
studies conducted in Portuguese, English
and Spanish were included. A time limit
of ten years was set, from January 2014 to
May 2024, in order to integrate the most
recent evidence. Studies that did not
address robotic surgery or that consisted
of editorials, letters to the editor, books,
book chapters, guidelines, expert opinion
articles, conference proceedings and
abstracts were excluded.

Search strategy

This review used a three-stage search
strategy. An initial search limited to
MEDLINE (PubMed) and CINAHL (EBSCO)
was carried out to identify articles about
the topic. The text words contained in
the titles and abstracts of the relevant
articles, and the indexed terms used

to describe the articles, were used to
develop a preliminary search strategy.

Subsequently, a definitive strategy

was formally proposed for each of the
databases included, and the strategy

was adjusted based on the lexicons

and specificities of each one (see Table
1). A combination of controlled and
non-controlled descriptors was used

to maximise the search and take into
account the available evidence. The
controlled descriptors were selected from
the Medical Subject Headings (MeSH),
Health Sciences Descriptors (DeCs) and
CINAHL headings. The databases included
were MEDLINE (via PubMed) and CINAHL
(via EBSCO), LILACS, Scopus and the
Cochrane Library.

Finally, in a third phase, the reference
lists of the articles included in the review
were analysed to include potentially
relevant studies.

A pilot process of initial analysis was
conducted independently by both
reviewers, based on 25 titles and
abstracts. The results of the analysis were
compared and discussed, while allowing
for changes to the eligibility criteria to
ensure that both reviewers agreed. In
accordance with Peters et al.”%, this pilot
process continued until at least 75 per
cent agreement was reached between the
reviewers.
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Table 1: Search strategy applied to each database

LILACS (robotic surgery*) OR (robotic surgical) OR (robotic-assisted) OR (robotic*) OR (RAS) OR (robotic surgical) AND
(nurse*) OR (nursing) AND (perioperative) OR (operating room)

MEDLINE “robotic surgical procedures’[MeSH Terms] OR “robotics”[MeSH Terms] OR “robotic surgery”[Title/Abstract]
OR “surgical robot"[Title/Abstract] OR “robotic surgeries”[Title/Abstract] OR “robotics surgical’[Title/Abstract]
OR “robotic-assisted”[Title/Abstract] OR “robotically assisted”[Title/Abstract] OR “robotic”[Title/Abstract] OR
“robotics”[Title/Abstract] OR “robot-assisted”[Title/Abstract] OR “RAS"[Title/Abstract] AND “nurses”[MeSH
Terms] OR “nursing”[MeSH Terms] OR “nurse”[Title/Abstract] OR “nursing”[Title/Abstract] AND “perioperative
period’[MeSH Terms] OR “perioperative care”[MeSH Terms] OR “perioperative nursing”[MeSH Terms] OR
“surgical procedures, operative”[MeSH Terms] OR “operating rooms”[MeSH Terms] OR “surgery”’[MeSH
Subheading] OR “perioperative”[Title/Abstract] OR “surgery”[Title/Abstract] OR “surgeries”[Title/Abstract] OR
“operating room”[Title/Abstract] OR “operating theatre”[Title/Abstract]

CINAHL (MH “Robotic Surgical Procedures”) OR “robotic surgical” OR (MH “Robotics”) OR “robotics” OR “robotic surgery”
OR “surgical robot” OR “robotic surgeries” OR “robotics surgical” OR “robotic-assisted” OR “robotically assisted”
OR “robotic” OR “robot-assisted” OR “RAS”) AND (MH “Nurses”) OR “nurses” OR “nursing” OR “nurse”) AND (MH
“Perioperative Care”) OR (MH “Perioperative Nurses”) OR (MH “Perioperative Nursing”) OR “PERIOPERATIVE”

OR “SURGERY” OR (MH “Surgery, Operative”) OR “SURGERY, OPERATIVE” OR “OPERATING ROOM” OR (MH
“Operating Rooms”)

Scopus ( TITLE-ABS-KEY ( “robotic surgery” ) OR TITLE-ABS-KEY ( “Surgical robot” ) OR TITLE-ABS-KEY ( “robotic surgeries”
) OR TITLE-ABS-KEY ( “robotics surgical” ) OR TITLE-ABS-KEY ( “robotic-assisted” ) OR TITLE-ABS-KEY ( “robotically
assisted” ) OR TITLE-ABS-KEY ( robotic* ) OR TITLE-ABS-KEY ( ras ) AND TITLE-ABS-KEY ( nursing ) OR TITLE-ABS-
KEY ( nurse* ) AND TITLE-ABS-KEY ( perioperative ) OR TITLE-ABS-KEY ( “operating room” ) OR TITLE-ABS-KEY (
“surgical procedures” ) OR TITLE-ABS-KEY ( “surgical procedures, operative” ) OR TITLE-ABS-KEY ( surgir*) )

Cochrane Library (robotic surgery*) OR (robotic surgical) OR (robotic-assisted) OR (robotic*) OR (RAS) OR (robotic surgical) AND
(nurse*) OR (nursing) AND (perioperative) OR (operating room)

The full texts of the included articles that Rayyan® (Qatar Computing Research third reviewer. The full texts of selected

potentially met the inclusion criteria were Institute, Doha, Qatar) and duplicates articles were assessed to ensure that the

assessed based on the PICO (population, were removed. inclusion criteria were met. Among the

Intervention, control, outcome) reasons for excluding the studies were:

framework® with: Study selection population not defined, study typology,

- population being perioperative nurses Initially, 967 studies were identified in outcome not determined and language _
providing care in robotic surgery the se[ected databases. After removing not conS|d§req. A PRISMA-ScR flowchart is
. . ) ) duplicates, the full text was analysed presented in Figure 1.

: !ntervent'lon being the nursing by two independent reviewers in order X i
Interventions to ensure the quality of this stage. The Data extraction and synthesis

* control being usual care assessment of whether or not to include Data from the 16 studies included in the

- outcome being promotion of safety in the study in the current review was review was extracted by two independent
robotic surgery. based on reading the title and abstract. reviewers using a data extraction tool

Disagreements between the two reviewers developed by the reviewers.

The study selection and review ’ e
were resolved with the participation of a

process were operationalised using
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Records identified through database

+ CINAHL (n=194)
 Scopus (n=333)

5 searching (n=967)

E + LILACS (n = 209) Duplicate records removed
£ MEDLINE (n = 231) ————» before screening

7 . (n=424)

o

Records excluded based
Records screened on title and abstract
——>
(n=543) (n=485)
Reports assessed for eligibility > Reports excluded (n=42)
(n=58) « population not defined (n=9)
« ineligible study design (n=11)

- outcome not determined (n=15)

- language other than Portuguese, English
or Spanish (n=5)

+ report not accessible (n=2)

Studies included in review
(n=16)

Figure 1: PRISMA flow diagram of article selection process
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Methodological quality
assessment

The methodological quality of the
included studies was assessed using the
Critical Appraisal Checklist for Systematic
Reviews and Research Syntheses,
developed by the Joanna Briggs Institute
(JBI)”. This tool was applied by two
independent reviewers to ensure that the
studies met strict criteria for validity and
methodological reliability. Only studies
that met more than 80 per cent of the
criteria with ‘yes” answers were included,
ensuring high methodological quality and
minimising potential bias.

This evaluation method allowed a careful
analysis of the quality of the studies

and contributed to the formulation

of evidence-based recommendations,
with an emphasis on the importance of
promoting future studies with greater
methodological rigour to strengthen the
evidence base in the area of nursing
interventions in robotic surgeries.

Results

At the end of the search of the electronic
databases, 967 articles were identified,
of which 424 were automatically

removed by Rayyan® for being
duplicates. Subsequently, two reviewers
independently read the title and abstract
of 543 reports. Of these, 58 were selected
to be read in full and any disagreement
between the reviewers was discussed, or
a third reviewer was asked to evaluate
them, until a consensus was reached.

At the end of the selection process, 16
studies were selected to make up the
systematic review.

The reviewed articles were subjected to
a descriptive analysis, as summarised in
Table 2. The nursing interventions that
promote the safety of people undergoing
robotic surgery were identified and
organised into the three phases that
make up the perioperative period.

Discussion

After analysing the evidence, nursing
interventions emerged that demonstrate
the complexity and technical-scientific
rigour that characterises robotic surgery.
These interventions each belong to

a distinct phase of the perioperative
period — pre-operative, intra-operative or
post-operative.

Pre-operative interventions

Evidence shows that nurses put patient
safety first, even when they face
challenges or experience work-related
overload, and look for opportunities to
learn about robotic surgery”. Studies
highlight the importance of standardised
training and the development of
systematic assessments to prepare
nursing staff***. Simulation training

of the nursing team, using realistic
scenarios, allows critical thinking to be
developed which enables assessment
of the singularities and specificities of
the surgical procedure and the patient
in order to choose the best course

of action™.

Research also points to the importance of
continuous training and rigorous technical
preparation on the part of nurses”. In
addition, effective communication and
familiarity with robotic equipment are
crucial to surgical safety”” >,

With regard to preparing the equipment
before surgery, nurses check that the
instruments are working properly,

check the electrical and carbon dioxide
connections and position the robot
appropriately; this preparation helps

to prevent complications during the
intra-operative period”°. The evidence
also suggests that checking the robot
the day before surgery and on the day
itself, before and after surgery, is crucial
to ensure that the equipment is working
properly and to prevent emergencies
related to system failure”.

As far as nursing care is concerned, a
detailed pre-operative assessment of the
patient as well as discussion of possible
side effects and clarification of doubts
with the patient are important to reduce
patient anxiety and improve patient
cooperation during the procedure”*,
Research also refers to the use of safe
surgery checklists to ensure that all
procedures are followed in a uniform and
systematic way”.

Intra-operative interventions

Different types of robotic surgeries
present unique challenges that

influence the roles and responsibilities
of perioperative nurses. This review
identified several key robotic procedures,
including urological (prostatectomy,
nephrectomy)>#, gynaecological

(hysterectomy, myomectomy)”, thoracic
(lung resections, mediastinal mass
excision)”, colorectal (colectomy,
rectal resection)’’ and general
abdominal surgeries (hernia repair,
cholecystectomy)”*. Nurses must be
proficient in troubleshooting robotic
systems, ensuring sterility, preventing
positioning-related injuries and
anticipating intra-operative challenges
unique to each specialty” %,

In the context of robotic surgery,
communication plays a critical role in
ensuring the success and efficiency of
surgical procedures”. Communication

is particularly critical in robotic surgery
compared to traditional surgical methods
because robotic surgery involves
advanced technology with complex
instruments, and effective communication
is necessary to ensure that all team
members understand how to operate

the equipment, troubleshoot issues and
respond to unexpected events®.

During the intra-operative phase,
effective communication and continuous
technical support are essential. Research
emphasises the importance of effective
communication, both verbal and non-
verbal, in order to coordinate complex
actions and guarantee patient safety”.
The presence of inexperienced nurses
can negatively affect team functioning
and increase the incidence of adverse
events”; therefore, adopting systematic
approaches to integrating new team
members is essential. Research also
suggests that adapting communications
and managing the robotic system can
optimise workflow and minimise errors*.

Robotic surgery brings new
responsibilities to perioperative nurses,
such as preparing the necessary
materials, connecting and checking

all connections to the chargers and
ensuring that the robot is positioned
correctly”. Connecting, calibrating and
handling the robot correctly have also
been identified as important, as well as
being prepared for emergency undocking
procedures’. These responsibilities
require nurses to acquire technological
competence”. Nurses have reported both
positive feelings, such as enthusiasm
and fascination for the technology,

and negative feelings, such as stress

and anxiety mainly due to the lack of
experience and the high responsibilities
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Table 2: Summary of nursing interventions to promote safety in robotic surgery identified from the included

studies (n = 16)

Pre-operative phase

Staff training and education

Standardised training and detailed assessments to
prepare the team.

Tiferes et al. (2018)”
Celik et al. (2023)”

Effective communication

Importance of effective communication and familiarity
with the robot.

Tiferes et al. (2018)*
Schuessler et al. (2019)*

Patient education

Pre-operative education to reduce anxiety and improve
co-operation.

Schuessler et al. (2019)*

Rigorous technical preparation

Ongoing training and detailed technical preparation of
the patient and the system.

Porto and Catal (2021)*

Checking equipment

Checking the robot the day before and on the day of
surgery to ensure proper functioning.

Kang et al. (2016)°

Safe surgery checklists

Checklists to ensure that all procedures are followed
uniformly.

Vitoriano et al. (2023)”

Adapting to technology

Adaptation to robotic surgery technology and clear
definition of tasks and responsibilities.

Celik et al. (2023)*

Intra-operative phase

Effective communication

Importance of verbal and non-verbal communication in
coordinating complex actions.

Tiferes et al. (2018)*

Patient positioning

Connecting, calibrating and handling the robot correctly,
being prepared for emergency undocking.

Mdller et al. (2023)*

Integrating new members

Systematic approaches to integrating new team members
and minimising adverse events.

Schiff et al. (2016)*

Adaptation of communications
and robotic system management

Optimisation of workflow and minimisation of errors.

Celik et al. (2024)*°
Gillespie et al. (2020)”

Support and protection surfaces

Use of viscoelastic polymer gel and pyramidal foam
support surfaces to protect pressure points.

Angelo et al. (2020)*
Angelo et al. (2017)*

Peripheral injury prevention

Assessing risk factors, using padded support surfaces to
prevent injuries during positioning.

Bjoro et al. (2023)*°
Bjoro et al. (2020)”

Visual assessment and body
alignment

Visual assessment of skin and bony prominences, body
alignment during surgery.

Angelo et al. (2020)*

Realistic simulation

Simulation training for the interdisciplinary team in
surgical positioning.

Angelo et al. (2020)*

Post-operative phase

Continuous monitoring

Monitoring of vital parameters and regular pain
assessment.

Tiferes et al. (2018)*

Pain management

Specific pain management interventions, such as the
appropriate administration of analgesia and non-
pharmacological techniques.

Silva et al. (2021)*

Self-care training

Addressing deficits in self-care and sexual domains, pelvic
floor exercises to improve quality of life.

Silva et al. (2021)*

Continuing education and
patient support

Providing support to and receiving feedback from patients
to ensure effective adaptation and recovery.

Porto and Catal (2021)*

Improved working conditions

Clear definition of nurses’ responsibilities and improving
working conditions to increase job satisfaction.

Uslu et al. (2019)*
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associated with the use of expensive and
complex equipment®,

The most common injuries are related
to patient positioning and research
highlights the importance of positioning
patients appropriately for the type of
surgery and protecting pressure points’
and that operating room nurses take
responsibility for positioning in order

to prevent injury’. Factors that increase
the risk of peripheral injuries in patients
include being in the same position for

a prolonged period, high body mass
index, comorbidities and remaining
anaesthetised for a long time as well as
being placed in certain positions”.

Patient positioning in robotic surgery
presents unique challenges due to

the fixed nature of robotic arms. Once
engaged, repositioning the patient is
difficult, increasing the risk of pressure
injuries and nerve damage. Prolonged
procedures further exacerbate these
risks, making pre-operative planning and
intra-operative vigilance essential. Nurses
use strategies such as using viscoelastic
supports, continuous monitoring and
ergonomic adjustments to help mitigate
these issues****, Viscoelastic polymer
gel supports and pyramidal foam support
surfaces are used for fixing the chest and
protecting pressure points during surgical
positioning™™®. In addition to using
suitable devices for this surgical modality,
nurses inspect the skin and bony
prominences, respect anatomical body
alignment and document any changes in
skin integrity in the information system®,

Perioperative nurses play a fundamental
role in robotic surgery by ensuring

the seamless operation of complex
surgical systems. Studies emphasise
their role in maintaining patient safety,
optimising workflow and contributing

to successful surgical outcomes” %%,
Their responsibilities include equipment
preparation, instrument management,
troubleshooting robotic malfunctions
and maintaining sterility, all of which
directly impact the efficiency and safety
of procedures”””. The complexity of
robotic procedures demands continuous
education and advanced technical skills,
reinforcing the indispensable role of
perioperative nurses in supporting these
cutting-edge surgeries””.

Perioperative nurses also ensure
compliance with surgical protocols,
facilitate team coordination and help
prevent complications through vigilant
monitoring and rapid response to intra-
operative challenges. They relay critical
information between the console surgeon
and bedside assistants, ensuring that
instructions are executed accurately and
efficiently. This level of coordination is
essential in robotic procedures where the
primary surgeon is physically removed
from the patient, making perioperative
nurses indispensable in maintaining
workflow and preventing errors”’',

Post-operative interventions

In the post-operative phase, nursing
interventions aim to identify and manage
complications, promote comfort and
facilitate rehabilitation. The main post-
operative interventions that emerge from
the available evidence are monitoring
and managing pain, promoting self-care
and providing strategies to enhance
sexual health, continuing education and
patient support.

Continuous monitoring of pain and
effective pain management are crucial
for patient recovery after robotic surgery.
Nurses monitor vital parameters and
carry out regular pain assessment which
are essential for quickly identifying and
treating any complications”. In addition,
nurses provide specific pain control
interventions, such as the appropriate
administration of analgesia and the use of
non-pharmacological techniques, which
are fundamental to improving patient
comfort™.

Post-operative rehabilitation also involves
enabling patients to resume their daily
activities and take care of themselves.
Education about self-care practices and
ongoing assistance are essential for

a successful recovery”. Furthermore,
addressing deficits in self-care and
providing training in strategies to enhance
sexual function, for example pelvic floor
exercises, are recommended to improve
the patient’s quality of life**. The reference
to ‘sexual health’ specifically pertains to
genito-urinary robotic procedures, such
as prostate and gynecological surgeries,
where post-operative sexual function can
be affected. Nurses address sexual health
through patient education, rehabilitation
strategies and counselling which is crucial

for improving quality of life following
these surgeries™.

Ongoing support for and feedback from
patients is necessary to ensure effective
adaptation and recovery; ongoing
education about post-operative care and
rehabilitation should be an integral part
of the discharge process”. A lack of clarity
about nurses’ roles and poor working
conditions can lead to professional
dissatisfaction and conflicts in the
workplace, which can negatively affect
post-operative care”.

Limitations

The methodological limitations of

this study highlight the importance of
carefully considering the heterogeneity
of the included studies, the potential for
selection and publication bias and the
need for larger and more diverse samples.
Also, time and language limitations

could be a limitation of this systematic
review. To strengthen future research, it is
crucial to address these methodological
aspects by applying rigorous bias control
practices and ensuring adequate follow-
up to capture the long-term effects of
interventions.

Conclusion

The studies included in this review show
the complexity and importance of nursing
interventions in the different phases of
robotic surgery. From pre-operative care
through the intra-operative phase to
the post-operative period, nurses play

a vital role in ensuring the safety and
effectiveness of procedures. Effective
communication, adequate training and
clear roles are essential to the success
of nursing interventions. Implementing
systematic approaches and improving
working conditions are necessary to
increase the quality of care as well as
nurses’ job satisfaction.

Implications

This study has important implications
for both nursing practice and research.
For nursing practice, it suggests
improvements in nurses’ preparation,
communication, pain management

and continuing education, as well as
the implementation of checklists to
ensure the safety and effectiveness of
procedures. For research, it emphasises
the need for longitudinal studies, the
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exploration of confounding factors, the
diversification of study contexts and the
promotion of interdisciplinarity, providing
a solid basis for future research and more
effective clinical practices in the area of
robotic surgery.
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