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1 Abstract

The aim of this thesis is to illuminate surgeons’ and nurses’ experiences of living with ethical
dilemmas in their work. The thesis comprises the kinds of ethical dilemmas experienced from
the practitioners’ own point of view, and explores their way of reasoning, deliberating and
acting in ethically difficult situations, including the meaning they assign to their experiences.
The data collection consists of open-ended narrative interviews with ten surgeons and ten
registered nurses at a university hospital in Norway. The transcribed interview texts were
subjected to a phenomenological hermeneutical interpretation.

The main ethical dilemmas experienced by surgeons and nurses concerned the respecting
patients’ right to decide their own treatment and care, and act accordingly. Taking appropriate
actions to rescue and sustain patients’ lives, and maintain patients’ hopes and efforts to fight
the disease were important concerns for surgeons and nurses. Being responsible for particular
patients in life threatening and decisive circumstances made profound impressions on
surgeons and nurses and challenged their outlook on life as well as their professional conduct.

Situations when ethical dilemmas occur are characterized by complexity, uncertainty and
ambiguity about the correct and best thing to do and what constitutes an ethically satisfying
solution to the problem. Surgeons and nurses emphasized the importance of collegial
recognition and support in order to live with the responsibility and emotional burden of
experiencing ethical dilemmas. Discussing and resolving ethical problems in the team, and
sharing thoughts and feelings with their peers was experienced as a relief. Social
confirmation and recognition by the patients, relatives, colleagues, and their knowledge that
the needs of patients and relatives were attended to in a morally and professionally satisfying
manner increased the surgeons’ and nurses’ confidence and satisfaction in their work, and
their courage to live with the responsibility for being and acting in ethically difficult
situations.

Experiencing the continuous abundance of ethical difficulties in the unit provided surgeons
and nurses with opportunities of learning. The kind of ethical knowledge acquired included
the acceptance of ethical dilemmas as an inseparable and unavoidable feature of practice, and
coming to terms both with the contingencies of human life, and their own limitations and
fallibility when trying to provide high quality professional treatment. Acceptance of personal
and professional limitations did not mean that surgeons and nurses had abandoned their
ethical and professional commitment of trying to maintain and improve the quality of
treatment and care to the patients in the unit.

Keywords: Empirical research report, ethical dilemmas, ethics, medical ethics, narrative
interviews, nursing ethics, phenomenological hermeneutics, surgical care, surgery



Page 6 of 87

2 Original papers
The thesis is based on the following papers, which will be referred to in the text by their
roman numerals:

[ Torjuul K, Nordam A, Serlie V (2005a) Ethical challenges in surgery as narrated by
practicing surgeons. BMC Medical Ethics 6:2.

II Torjuul K, Nordam A, Serlie V (2005b) Action ethical dilemmas in surgery: an interview
study of practicing surgeons. BMC Medical Ethics 6: 7.

I Torjuul K, Serlie V (2006) Nursing is different than medicine: ethical difficulties in the
process of care in surgical units. Journal of Advanced Nursing 56 (4):404-413.

IV Torjuul K, Elstad I, Serlie V (2007) Compassion and responsibility in surgical care.
Nursing Ethics 14(4):522-534.

The papers have been printed with the kind permission of the respective journals.
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3 Introduction

Medicine is, I have found, a strange and in many ways disturbing business. The stakes are
high, the liberties taken tremendous. We drug people, put needles and tubes into them,
manipulate their chemistry, biology, and physics, lay them unconscious and open their
bodies up to the world. We do so out of an abiding confidence in our know-how as a
profession. In some way, it may be in the nature of surgery itself to want to come to grips
with the uncertainties and dilemmas of practical medicine (Gawande 2002:4)

The present study is part of a comprehensive investigation aiming to illuminate the meaning
of care providers’ lived experience of being in ethically difficult care situations by means of
narrative interviews (Serlie 2001b). Previous studies have been conducted with different
occupational groups working in various areas of health care, for instance in the care of older
people in hospitals (Nordam et al. 2003, 2005), oncology and internal medicine (Udén et al.
1992), intensive care (Sdderberg et al. 1993, 1996, Sdderberg 1999), oncology (Astrém et al.
1995), paediatric care (Serlie et al. 2000, 2001a, 2003 a, 2003b), acute care wards (Serlie et
al. 2004, 2005), and surgical care (Udén et al. 1995). These studies elucidate the many and
complex ethically difficult situations experienced by care providers in various health care
fields, their reasoning about what constitutes ethical difficulties in clinical practice and how
they can or should be resolved as well as the meanings of being in these situations. The results
of these studies contribute to the discourse among health care providers, health care
researchers, social scientists and ethicists about what constitutes ethical concerns and
activities in today’s health care practice.

The reasons for doing this study into the field of surgical treatment and care are various. Most
of these reasons will be apparent in the first chapter of this thesis which consists of a survey
of the literature on characteristic features of surgery and surgical nursing and the ethical
dilemmas involved in this part of health care service. As in the comprehensive study, the
purpose of the study is to elucidate the ethical dilemmas of practicing from surgeons’ and
nurses’ point of view and their ways of reasoning, deliberating and acting in ethically difficult
situations. As the frequency of surgical treatment has expanded in step with the opportunities
created by the constantly growing scientific knowledge and technology, surgeons and nurses
are the principal contributors in today’s health service and are present in situations where
ethical dilemmas arise, are discussed and difficult decisions have to be taken. Thus, they have
extensive experience about the ethical dilemmas of modern health care that can inform the
ethical discourse about these issues. In addition, the accumulated effects of living and
working with ethical dilemmas on a daily basis has had limited attention in the bioethical
discourse.

In-depth knowledge about the ethical dilemmas of health care and how they are experienced
by those who work and live with them on a daily basis may be of interest to the health
providers themselves. It is also important in the education of health care providers, and to
managers of hospitals and politicians, who share the responsibility for the quality of care
delivered as well as the working conditions and welfare of the employees. Equally important,
ethical dilemmas concern the life and welfare of patients and families in extremely vulnerable
life circumstances. As potential patients and relatives, it may be of interest to all of us to know
something about the ethical understandings and actions of those we entrust our fragile bodies
to and future prospects in times of sickness. In short, the ethical ends and dilemmas of surgery
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and surgical nursing may have public interest because it concerns us all, as few of us live
through life without the experience of being a patient, relative or a visitor in a surgical unit.

The first part of this thesis goes into the background of this study. A survey of the literature
on characteristic features of surgery and nursing and the ethical dilemmas in surgical
treatment and care is presented and the context within the work is done. Next, the ethical
codes and principles of medicine and nursing are presented and their advantages and
limitations regarding ethically difficult situations. In this study I use the concepts “ethical
dilemmas” and “ethically difficult situations” interchangeably as dilemmas and difficult
situations may be regarded as much the same. I will return to this question at the end of the
chapter. Finally, the philosophical basis of this study is presented; i.e. the phenomenological
hermeneutic philosophy of Ricoeur (1976) and Gadamer (2003).

In the second part of this thesis I describe the way this study was carried out; the setting,
participants, the interviews and the phenomenological hermeneutical interpretation. The
ethical considerations of this study are also presented as well as methodological
considerations concerning the trustworthiness of the findings and of the interpretation.

In the third part of this thesis, a summary of the findings of the interviews with surgeons and
nurses is presented. Three of the themes that pervaded the interviews with both surgeons and
nurses are then discussed. The first theme concerns ethical commitments and dilemmas
constituted in the treatment and care of patients. The second theme is about the importance of
social recognition and confirmation from colleagues, and self confirmation and conscience
when faced with ethical dilemmas. The third theme discussed is the meaning of living with
ethical dilemmas while practicing. Finally the results of this thesis are summarized and some
recommendations are made about how the results can inform the ethical discourse between
practitioners, managers, ethicists and the public about the ethical ends and dilemmas of health
care practice.

The reason for choosing the two samples of surgeons and nurses was based on my
preunderstanding of nursing and surgery in general, and the ethics of working with and for
patients in surgical units in particular. Though there are important differences between the
professional responsibilities of surgeons and nurses, they work closely together as a team and
share the ethical (and legal) end of acting in the best interests of particular patients and
families. Thus, it was interesting to study similarities and differences between surgeons and
nurses concerning the ethical difficulties they face in their work, their way of reasoning and
acting in those situations and how they live and deal with them. The composition of the two
samples was based on previous research that suggests the way people reason about ethical
problems and try to resolve them may vary according to professional background, the degree
of professional experience, gender and the health care setting in which they work, although
the results are conflicting (Gilligan 1982, Norberg & Udén 1995, Serlie et al. 2000, 2001a,
2003a, 2003b, Nordam et al. 2003, 2005a, 2005b, Henriksen & Hansen 2004).
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Before I finish this introduction, I will add a few words about my personal background for
carrying out this study. I am educated as a nurse, but have never worked in surgical units, and
have therefore no clinical experience to inform this study. I have been a surgical patient twice,
and a visitor to close relatives and friends in surgical units several times. I have not
experienced any ethical dilemmas on these occasions. In the last 25 years I have worked as a
teacher for nursing students, and as their supervisor in surgical units as well as in other parts
of health care. The students and their clinical mentors have over the years told me numerous
stories about ethically difficult care episodes which have strengthened my interest in the issue
and my belief in the importance of carrying out this research and suggested its methodical
direction.
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4 Background

4.1 Ethical practices in surgical units

Surgeons and nurses are morally and professionally responsible for all activities related to
patients’ treatment and care in surgical units. The motivation for entering the professions of
medicine and nursing is a desire to help others (Arnetz 2001, Rognstad et al. 2004), and it is
therefore important for surgeons and nurses to practice in a morally good and upright manner,
that is in the best interests of patients (Lindseth 1992, Benner et al. 1999, Christiansen 2008).
However, one characteristic feature of surgery is that it harms patients before it eventually
helps and heals them. Surgical intervention is by nature invasive and distinctive; it
systematically violates our bodies during moments of unconsciousness, with the aim of
rescuing life, restoring our health and functioning or easing our pains. The aftermath of
successful surgery often brings new difficulties; undergoing major surgery may change
people’s lives, and leave permanent physical, psycho-social and existential *“scars”. Surgeons
and nurses temporarily inflict and increase the suffering of patients while attending to their
needs for diagnostic and treatment purposes (McCullough et al. 1998, Benner et al. 1999,
Little 2002).

The reasons for undergoing surgical treatments are many and vary according to patients’
medical condition, the nature of their diseases and injuries, the degree of pain and suffering,
and the hopes and expectations of a successful or redemptive outcome (Little 2002, Gawande
2002, 2007, Groopman 2007, Chen 2008). Surgical intervention can rescue life after traumatic
injuries and in acute and emergency situations, and are the main treatment option for most
cancer diseases. Patients with less acute or chronic diseases undergo planned procedures, or
elective surgery as a solution to long standing and distressing health problems, frequently
after lengthy waiting (Habiba et al. 2004). In recent years, palliative surgery has increased in
order to prevent or treat painful symptoms of patients with advanced and incurable cancer in
the terminal stages of the disease (Karner et al. 2007, Hollingham 2008).

Surgery requires that patients temporarily hand over their autonomy, the power and control of
their bodies to the surgeons and nurses of the operating team (McCullough et al.1998,
Axelrod & Goold 2000, Little 2002, Gawande 2002, 2007). In situations where patients’ life
and health is at stake, the ethical responsibility of surgeons and nurses is to limit the harm
they do to patients, and promote an excess of clinical good over harm (McCullough et al.
1998). A great amount of surgeons’ and nurses’ work consists of activities that contain and
minimize patients’ experiences of illness, diagnosis and treatments, and prevent and ease the
pain and discomfort involved (Benner et al. 1999, Liaschenko 2002, Hawley & Jensen 2007,
Christiansen 2008).

The growth in scientific knowledge and technology has given surgeons and nurses new and
better diagnostic equipment and treatment opportunities. Improved anaesthetic methods and
less invasive surgical techniques have made it possible to perform major operations on
patients who are older than before and with important comorbidities like diabetes, heart and
lung diseases, and often cancer (McCullough et al. 1998, Beauchamp & Childress 2001,
Sundar 2003, Dahl &Andreassen 2003, Rosenberg 2006, Morris 2007). The life-sustaining
technologies of the intensive care unit, and new methods of diagnostic technologies like
ultrasound, computer tomography (CT), magnetic resonance imaging (MRI), scanners and
endoscopes have permitted surgeons to scrutinize nearly every part of the body, and to correct
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and replace damaged or diseased body parts with new technological devices (van Dijck 2001,
Hollingham 2008).

The development of operating microscopes, fibreoptic endoscopes and three-dimensional
computer images have made it possible for surgeons to perform more complex operations
with greater precision and tinier incisions, minimizing the risk of damage to surrounding
healthy tissues. The purported and perceived benefits of these techniques include earlier and
more rapid and complete recovery of functions, less perioperative bleeding, and improved
cosmetics (van Dijck 2001, Rosenberg 2006). Less invasive surgery has reduced the incidence
of post-operative complications, and thus, less need of intensive beds and shorter hospital
stays (Williams 1997, Sundar 2000, Rosenberg 2006). Operations that previously involved
major incisions and several days of hospitalization and convalescence have been transformed
into ‘day surgery’ procedures (Le Fanu 1999, Hollingham 2008). Advances in anaesthesia
have contributed to this by increasing the proportion of conscious surgery, i.e. surgical
procedures performed in local and regional anaesthesia (Mitchell 2008). The contribution of
technological innovation has been not only to enlarge the scope of surgical intervention, but
also, by simplifying the complex, to enlarge its range as well. Modern surgery has become as
high tech as medicine gets, and this development still continues at a rapid rate.

On the one hand, the scientific and technological advances in medicine have made significant
contributions to patients’ lives; from improving the quality of life to the prolongation of life
itself (Hansson 2007). The frequency of surgical treatment has expanded, and many surgical
inventions, once unthinkable, is today routinely performed in hospitals around the world, and
gives people years of health that they otherwise would not have had (Gawande 2007, Morris
2007). The plethora of new medications, technologies and therapies has also changed the way
illnesses are experienced. While the health care system can cure a few illnesses, it has
primarily learned to prolong the experience of living with chronic illness and the process of
dying. For instance, the medical treatment of many cancer forms has transformed the courses
of the diseases into chronic trajectories with a relatively slow decline punctuated by periodic
crises (Emanuel et al. 2000).

On the other hand, successful results can make the use of surgical technology and inventions
almost too easy, leading to unwarranted investigations and treatment (Le Fanul1999). Rather
surprisingly, the harm inflicted on patients due to excessive or unnecessary diagnostic
procedures are seldom discussed in the literature. Today a great amount of the diagnostics and
treatments being performed in the health care system may seem trivial and conventional. In
medicine, however, there are few if any treatments or diagnostics that are completely safe and
without risks of unsuccessful outcomes (Farde 2000, Aasland 2006, Schei 2007, Moniham &
Smith 2002). As Gawande (2007:157) says: ”We have at our disposal today the remarkable
abilities of modern medicine. Learning to use them is difficult enough. But understanding
their limits is the most difficult task of all“. There is a consensus that the adaptation of new
surgical techniques initially results in a greater incidence of complications. This learning
curve is well known to surgeons learning a new procedure (Rosenberg 2006, Gawande 2007,
Cooper et al. 2008, Liberman et al. 2008).

Principal ethical dilemmas facing surgeons and nurses today are whether to start, withhold or
withdraw advanced medical treatment for very old and fragile people, patients having
comorbidities like for instance, diabetes, obesity, respiratory or renal diseases, or non-curable
cancer (Morris 2007). Medical technologies can take over the function of vital organ systems
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in the anticipation of eventual recovery. Withdrawing treatment too early may result in
prematurely ending a life that otherwise could have been saved. On the other hand, reluctance
to withdraw may result in overtreatment, diverting life sustaining technologies into means of
prolonging the pain and suffering of patients in the terminal stage of illness (Lindseth et al.
1994, McCullough et al. 1998, Oberle & Hughes 2001, Farde et al. 2002, Pawlik 2006, Saarni
et al. 2008).

There is an ethical uncertainty and even controversy in the literature concerning the
distinction between withholding and withdrawing life-sustaining treatment. Several ethicists
have concluded that this distinction is morally incoherent, as an act is ethically equivalent to
an omission when the agent has the same intent (relieving suffering), and the intent is the
same (dignified death) (Beauchamp & Childress 2001, Pawlic 2006). While it can be argued
that the distinction does not have intrinsic moral significance, empirical studies suggest that
some physicians regard withdrawing treatment as operationally and psychologically different
from withholding treatment (Levin & Sprung 2005, Pawlic 2006, Helsedirektoratet 2009). In
the face of prognostic uncertainty, continuing life-sustaining therapy in some cases may seem
a better option because it allows surgeons, nurses, patients and relatives witness the effects of
the treatment and make decisions based on a lager set of clinical data, and an ongoing
reassessment of the situation, and to withdraw treatment if and when it becomes evident that it
is not in the best interest of patients (Glare et al. 2003, Pawlic 2006, Gawande 2007).

The growth of diagnostic and therapeutic opportunities in modern surgery has placed great
demand on resources and made it a high cost endeavour. Economics and politicians often
argue that is unacceptable that an increasing amount of public health care expenditures is
spent in the last six months of life. On the other hand, nobody knows for sure when these last
six months of individual life will occur (Glare et al. 2003, Gawande 2007).

4.2 Surgeons

Physicians in general and surgeons in particular are said to prefer action to inaction (Katz
1999, Gawande 2002, Cassell et al. 2003, Chen 2008, Aasland et al. 2008). The words
surgeon and surgery originate from “chirurgia” which is derived from the Greek words
‘cheiros’: hand, and ‘ourgia’: action. So surgeons act with their hands and define their field by
what they do (Katz 1999). In situations when surgical intervention seems to be the patient’s
only chance of survival or remission, for instance patients with a dissecting (or ruptured)
aortic aneurism, surgeons certainly have to do something immediately. The story of Micheal
DeBakey, a legendary heart surgeon who devised the operation to repair torn aortas in fact
underwent the same operation with a successful result at the age of 97. This is in many ways
emblematic of the ethical difficulties that accompany high-risk surgical interventions at the
end of life (Altman 2007). To sum up, inaction is not what is expected of surgeons, what they
are trained to do or expect from themselves. The physician role demands both acting safely
and securely, and the will and courage to take risks in order to help, and to develop the
profession, according to Farde (2000).

Nurses often criticize physicians’ for initiating medical treatment and their reluctance to
withdraw it when the chances of a successful outcome for patients seems poor, thereby
prolonging their suffering and reducing their quality of life. Studies have shown this issue to
be a major source of conflicting opinions between physicians and nurses (Soderberg &
Norberg 1993, Oberle & Hughes 2001, Sgrlie et al. 2003a, 2003b, Melia 2004, Puntillo &
McAdam 2006, Bolmsjo et al. 2007, Silén et al. 2008). Gawande (2007) writes about meeting
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an intensive care nurse who criticised physicians for not knowing when to stop treatment.
When asked what she felt the best doctors did, she answered:
Good doctors, she finally said, understand one key thing: This is not about them. It’s about
the patient. The good doctors didn’t always get the answers right, she said. Sometimes they
still pushed too long or not long enough. But at least they stopped to wonder, to reconsider
the path they were on. They asked colleagues for another perspective. They set aside their
egos (Gawande 2007:163-164).

Patients today are often said to expect too much from medical diagnostics and treatment; they
not only hope for an easy fix that will erase their problems, but almost take for granted that
everything can be easily treated and cured, and that every medical procedure will turn out
well (Cassell 1998, Arnetz 2001, Gulbrandsen et al. 2002, Gawande 2007, Cooper et al. 2008,
Kodner 2008, Tjora 2008). Popular television series like “Chicago Hope” and “ER” featuring
“miracle cases” from emergency departments of modern hospitals may lead the viewing
public to have unrealistic impressions of modern medicine and its chances of success (Katz
1999, Groopman 2007).

Especially surgeons are said to experience high expectations from patients, relatives, and the
media, and they may even feel pressured to perform surgical procedures which they believe
have poor chances of a successful outcome (McCullough et al. 1998, Hendrick & Nelson
2001, Gulbrandsen et al. 2002, Grady 2007, Morris 2007, Saarni et al. 2008). This pressure
may take considerable effort for surgeons to resist. When seriously ill or injured, most patents
and relatives want and expect surgeons and nurses to take necessary actions and go on
fighting, trying to find a way as long as there is the slightest possibility of survival or
remission. In the absence of certainty, when the stakes are our lives or the lives of our
relatives, and surgery seems to be the only chance we have got, most people want surgeons
and nurses to fight, not to give up (Gawande 2002, Little & Sayers 2004, Takman &
Severinsson 2005, Altman 2007, Grady 2007, Miljeteig et al. 2008).

The notion of patents’ authority in health care has changed considerably in recent years. Only
a few decades ago, surgeons and nurses made their decisions concerning treatment and care,
and patients were expected to do as they were told. Today, regarding patients as autonomous
decision makers is principal in medical as well as in nursing ethics (McCullough et al. 1998,
Beauchamp & Childress 2001, Gawande 2002, Den Norske Legeforening 2002, Suhonen et
al. 2003, Scheingraber et al. 2004, Norsk Sykepleierforbund 2007). From originally being
related to protecting research participants, autonomy and consent requirement have gradually
become established as a norm relevant to everyday treatment and care, thus transforming the
process of medical decision making (Hoeyer 2009). One may argue that respect for autonomy
has changed surgeons’ and nurses’ relationships with patients in ways that provide overall
benefit for patients, especially by forming the basis of the doctrine of informed consent which
enables patients to make medical care decisions that reflect their own values and desires
(Aunan 2003).

However, both the principle of autonomy and that of informed consent continue to give rise to
troublesome and unsettled ethical (and legal) questions for surgeons and nurses. Studies show
that physicians and nurses are concerned about patients’ decision-making capacity (Hurst et
al. 2007), the kind and amount of information they ought to provide (Palmboom et al. 2007,
Berman et al. 2008), to what extent, when and how bad news should be delivered, and what
patients really need and want to know about the outcome of their diseases (Little et al. 2000,
Leino-Kilpi et al. 2002, Gordon & Daugherty 2003, Veerapen 2007, Nolte 2008). Studies



Page 14 of 87

show a disparity between the ideals of the consent process and how it is perceived and
experienced by patients (Akkad et al. 2006). Studies from hospitals also show that patients’
informational needs and information received often do not correspond (Suhonen et al. 2005).
What constitutes relevant information for patients to give their consent to a particular
operation, especially about the risks involved, is an ongoing dilemma that surgeons and
nurses experience (Samuels 2005, Bernat & Peterson 2006). In the literature arguments both
for and against truth-telling are established in terms of autonomy and physical and
psychosocial harm. There is also the view that truth-telling is an intrinsic good, a view that is
argued against on the grounds of medical uncertainty (Tuckett 2004). Recently, there is a
debate in the literature whether patients are entitled to know the hospitals’ rates of
performance on particular operations and even the surgeons’ individual performance rates
before giving their consent (or refusal) to surgery (Clarke & Oakly 2004, White 2004,
Marasco et al. 2005, Samuels 2005, Burger et al. 2007, Gawande 2007, Schwarze 2007,
Veerapen 2007, Pedersen et al. 2007). As a consequence, it has been suggested that in order to
keep their mortality rates as low as possible, surgeons may become more reluctant to operate
on high risk patients who may be most likely to benefit from the treatment (Haaverstad et al.
2004).

Modern medicine is said to be dominated by the imperative of perfection and errors are
consequently unacceptable (Rosenthal et al. 1999, Forde 2000, Gawande 2002, Chen 2008,
Kodner 2008). Being responsible for patients means that surgeons and nurses have a duty to
strive for perfection, or at least to promote patient safety and reducing the likelihood of error
and adverse effects in the patients’ course of treatment and care (Warnock 2008). Thus, the
training of surgeons requires years of observation, guided practice, and gradually increasing
autonomy (Prentice 2007, Chen 2008). The paradox at the heart of medical and surgical
practice is that it works so well and yet, never well enough (Gawande 2007). The remarkable
abilities of surgery are often overestimated by patients, while the uncertainty and limitations
are underestimated. Thus, one of the most difficult ethical problems facing surgeons and
nurses today is deciding when taking action is the appropriate thing to do, and when further
therapeutic actions means doing more harm than good (Gawande 2002, 2007, Groopman
2007).

According to Gawande (2007), medicine is a trying profession, but less because the
difficulties of disease than because of the difficulties of having to work with people under
circumstances only partly in physicians’ control: “Ours is a team sport, but with two key
differences from the kinds with lighted scoreboards: the stakes are people’s lives and we have
no coaches” (Gawande 2007:253). In spite of accurate diagnostic devises, surgeons frequently
have to operate in order to determine or confirm patients’ diagnosis; they may be surprised
about what they find, and often have to improvise due to anatomical variability and individual
deviations within the body and in the evolution of patients’ diseases (Nuland 2000, Groopman
2007, Morris 2007). As the boundaries of surgery have expanded to include higher
complexities of disease and malfunctions, so have the risks of adverse effects and
unsuccessful outcomes. Relatively minor shortcomings in performing high-risk surgery on
frail patients may induce a chain of adverse reaction and complications that finally may
contribute to death (Hasse 2000).
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4.3 Nurses in surgical units

When the seriously sick or wounded and undergo surgery, patients need competent help to
live, and to live as well as possible. The continuous facilitating, relief, and protection of
individual life during such critical life phases are the special responsibility of nursing (Elstad
& Torjuul 2009b). In the nursing literature, the moral responsibility of nurses is described as
being grounded in the nurse-patient relationship, established through the daily and nightly
care of the ever-present nurse rather than via the episodic consultative nature of patient-
physician contact (May 1991, Purtilo et al. 2001, Ferell 2005, Mauleon et al. 2005). The
temporal continuity of nursing enables nurses to observe patients closely, attend to their
shifting needs in flexible ways, catch and counteract early signs of complications and
declining health taking necessary corrective actions. This requires not only medical and
technical knowledge and skills, but also the nurses’ ability to form helping relationships with
patients and engage in practical ethical reasoning (Benner et al. 1999, Elstad 1995, Minick &
Harvey 2003, Elstad & Torjuul 2009a). According to Benner et al. (1999), clinical
understanding and judgments of the patients” changing conditions are based upon
understanding actual trends and trajectories in the patients’ condition and involves thinking in
action and reasoning in transition.

The patients’ medical conditions vary considerably at the time of admission to surgical units
and may change rapidly before, during and immediately after surgery and throughout their
hospital stay. Nurses adjust their actions according to these changes in the patients’ medical
condition, the seriousness and prognosis of the condition, risks of complications etc. While
surgeons are responsible for performing the operations and attend to patients’ medical
treatment, nurses assist surgeons at the operating table and in carrying out the treatment,
observe and monitor patients’ vital signs and symptoms, and assess patients’ medical
conditions while attending to their basic needs. Patients undergoing surgery are dependent on
the cooperation between competent surgeons and nurses to survive the intervention and attain
a favourable outcome. Modern nursing supports and protects patients’ life during sickness and
diagnostic and surgical interventions simultaneously in order to improve patients’ health,
functioning, and employs all levels of technology to that end (Elstad & Torjuul 2009b).
Benner et al. (1999) provides a comprehensive and detailed description of how nurses work
towards this end in critical care and in caring for patients who move from hope of recovery to
dying with dignity. In recent years, medical and surgical interventions have increasingly
become essential to prevent or relieve painful symptoms of patients at the end of life (Karner
et al. 2007, Chen 2008, Hollingham 2008).

Studies show that nurse staffing levels and quality of care in hospitals influence patient
outcomes, especially by reducing the rates of adverse events after major surgery, for instance
wounds and urinary tract infection, pneumonia, venous thrombosis and pulmonary embolism
(Kovner & Gergen 1998, Needleman et al. 2002, Minick & Harvey 2003). The nurses’ wide-
ranging and shared knowledge and experience of patients in general, and their knowledge of
individual patients and relatives enables them to interpret terse signs of the trajectory of each
patient, the early recognition of problems and take the necessary corrective actions to prevent
further decline in patients’ status and increase the likelihood of a positive health outcome.
Experienced nurses often recognize early changes in patients’ conditions indicating a medical
problem before or without corroborating objective data (Benner et al. 1999, Minick & Harvey
2003), and judge when to summon surgeons to attend to these changes (Benner et al. 1999,
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Elstad & Torjuul 2009a). This competence is often crucial in the nursing of patients in life
threatening circumstances.

In the technological environment of modern hospital care nurses are said to make a difference
to patients (Benner et al. 1999, Hawley & Jensen 2007, McGrath 2008). A Norwegian study
of patient satisfaction after hospitalization for surgery, found that patients’ experience of the
quality of contact with nurses appeared to be the major determinant of both their global
treatment satisfaction and satisfaction with the information received (Serlie T et al. 2005). A
recent Norwegian survey shows that people have confidence in nurses and the nursing
profession. 82% of the respondents ranged nursing as the most important occupation in the
country while physician and medicine finished 3™ with 76% (Kunnskapsdepartementet 2009).
Nurses function between patients and physicians and other health care providers, which
means communication of health information between multiple people, departments, and
agencies within and outside the hospital setting (Liaschenko 2002, Varcoe et al. 2004).
Nursing also entails responding to patients’ emotional distress by a diagnosis, anxiety about
coping with treatments and the effects of disease upon their present and future way of life
(Huynh et al. 2008). The communicative and information-exchange tasks that comprise a
great part of nursing work are critical to the quality of health care (Bjorklund 2004, Huynh et
al. 2008).

Attending to patients’ needs presupposes both professional competencies based on scientific
and clinical knowledge and skills, presence at the bedside, and showing respect and
compassion (Hasse 2000, Stolt 2000, Shatell 2002, Graber & Mitcham 2004, Serlie et al.
2006). However, due to the corporate ethos and cost constraint measures in modern hospital
settings it has become increasingly difficult for both surgeons and nurses to find sufficient
time to talk to patients, get to know them and establishing a trusting relationship (Udén et
al.1995, Little et al. 2000, Little 2002, Aasland 2001, Edwards et al. 2002, Graber & Mitcham
2004, Peter et al. 2004, Serlie et al. 2005, Rodney & Street 2004, Kodner 2008, Chen 2008).
Profound changes in types and configurations of health care institutions and organizational
and professional boundaries have increasingly created a business of health care in recent
years. Health is increasingly regarded as a commodity or product to be bought and sold,
patients are customers or consumers, and surgeons and nurses are providers of a variety of
services in a health care marketplace. Being good and doing good is not easy in a system of
care whose foremost objective seem to be cost containment (Bruhn 2001, Gulbrandsen et al.
2002, Pepine 2003, Rodney & Street 2004). In a fast-paced hospital environment where
surgeons and nurses have to accomplish an abundance of duties while serving numerous
patients, caring practices based on the needs of individual patients have become increasingly
difficult to sustain (Cronquist et al. 2001, Graber & Mitcham 2004, Grimsmo & Serensen
2004, Doane & Varcoe 2007, Forde & Aasland 2008, Kodner 2008).

As this survey of the literature demonstrates, nurses and surgeons have to live with ethically
difficult situations while working in surgical units. Health care practice is a human enterprise,
it’s about human life. Thus, moral issues and difficulties are inherent in practicing surgery and
nursing, as well as in patients’ experience of illness, disease and disability, rather than being
solely the results of advances in medical science and technology (Storch & Kenny 2007).
There is a vast body of literature into ethical dilemmas embedded in the delivery of health
care. Few empirical studies have been found about surgeons’ experiences of ethical difficult
situations, and that of nurses working in surgical units (Udén et al. 1995, Enns & Gregory
2007). That is the focus of this study.
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5 The aims of the study

The overall aim of this thesis is to illuminate surgeons’ and nurses’ experiences of living with

ethical difficulties in their work. This focus comprises both the kinds of ethical dilemmas

experienced and the meaning surgeons and nurses assign to their experiences.

The study comprises four papers with the following specific aims:

Paper I: To illuminate the meanings surgeons assign to their experiences of ethical dilemmas
in their work.

Paper Il: To illuminate the ethical dilemmas experienced by surgeons in practice.

Paper I11: To illuminate the ethical dilemmas experienced by nurses working in surgical
units.

Paper 1V: To illuminate the meanings nurses in surgical units assign to their experiences of
ethical dilemmas in their work.
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6 Ethical principles and practices

Let us define “ethical intention” as aiming at the “good life” with and for others, in just
institutions” (Ricoeur, 1992:172)

This study investigates the ethical dilemmas of practising from surgeons’ and nurses’ points
of view and their ways of reasoning, deliberating and acting in ethically difficult situations.
The discourse about what constitutes ethical ends and dilemmas in health care practice, how
they ought to be addressed and resolved is usually framed by referring to professional codes
of conduct or principles of biomedical ethics. This chapter asks if the ethical practices of
surgery and nursing can be fully understood from the principles of biomedical ethics or
adherence to professional ethical codes of conduct. First, the advantages and limitations of
ethical codes and principles in addressing and resolving ethical dilemmas are presented. Next,
an ethics of practise is presented, building on the philosophies of Aristotle (1980) and
Maclntyre (2002).

6.1 Ethical principles

The principles approach to ethics as described by Beauchamp & Childress (2001), is today
the most generally accepted school of thought in medical and nursing ethics; i.e. the principle
of autonomy, nonmaleficence, beneficence, and justice. The methodology and the
applicability of the four principles approach have been challenged as well as defended as a
common framework for biomedical ethics (Walker 1998, Limentani 1999, Peterson & Potter
2004, Thornton 2006, Goldstein et al. 2006).

The myriad of ethical codes and guidelines that exist and continue to emerge in health care
reflects both a perception of increasing ethical complexity in this field, and a fundamental
belief in codes and guideline as the way to address and resolve ethical problems. Adoptions of
ethical codes or guidelines may enhance a common understanding of the ethical features of
medical and nursing practice; and the resolving of particular problems such as resuscitation,
confidentiality, withdrawal of life-sustaining treatments and organ donations. In addition,
principles and guidelines may assist professionals to focus on universal moral problems of
practice, and point out ethically salient features in difficult situations.

Professional ethical codes and principles usually describe ethical values and attitudes that are
or ought to be shared by health care workers in general or by members of a profession in
particular. Thus, they may be of use in educating students or newcomers in a profession
(Benner 1984). While codes and principles cannot provide answers to the best and correct
actions to take in situations of ethical difficulty, they can provide clear positions on a few
ethical issues such as euthanasia (Limentani 1999, Gawande 2007). In addition, they may
serve professionals in upholding the principle of justice, i.e. equal treatment of equal or
similar cases (Forde et al. 2007). Taken in isolation, ethical principles and guidelines may be
perfectly desirable, attractive and morally sound. However, several studies point out that
existing guidelines are often not known, accepted or used by those they are supposed to assist,
and so, they seem to be of limited value (Verpeet et al. 2005, Forde et al. 2007).

Universal codes and specific guidelines developed for dealing with particular ethical
dilemmas may raise unrealistic expectations about their scope and possible impact on
resolving ethical dilemmas (Straume 2001). Insofar as physicians and nurses are expected to
act in good and correct ways in particular situations, it is necessary to look closer into and
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examine carefully each situation and context in order to decide which actions to take rather
than ethical principles or professional guidelines (Lindseth 2002).

Ethical principles and the moral rules derived from them are not absolutely binding; their
status is prima facie (Beauchamp and Childress 2001, McCarthy & Deady 2008, Thornton
2006). In any given situation, each principle has to be specified and weighed relative to the
particular context in which it is applied. According to Beauchamp and Childress (2001) a
principle is a duty which is binding on all occasions unless it is in conflict with equal or
stronger duties. This does not solve the question of how we are to moderate between
principles in situations when they are in conflict, as there is nothing intrinsic to prima facie
principles that determine relative importance. For instance, when there is a need for
autonomy, how important is beneficence? And how do we recognize the relevance of a
principle in a situation in the first place?

In order to balance the relative importance of ethical principles in a particular situation, it
seems that the practitioner ought to refer to a more basic and profound ethical system outside
the principles themselves. Whenever there is a moral case or an ethically difficult situation of
doubt and uncertainty, the principles are however silent and something beyond principles
seems to be required in order to decide the best and correct actions to take.

It seems that the role of ethical codes and principles in practising medicine and nursing is
highly influenced by the way ethics in general is conceived by the practitioners. As this study
shows, surgeons and nurses related that ethical problems were a significant and inseparable
feature of carrying out the clinical work in the unit (Papers I-IV). This suggests that the norms
and values of surgery and nursing are already present in practising with and for patients and
not something that is added by a further, second step. This is in line with the ethics of
Lagstrup (1997), who argues that the fundamental phenomena of ethical life is not norms, but
spontaneous expressions of life, designated as “utterances of life”, like trust, openness of
speech and charity. These expressions are possibilities, not norms or rules (Logstrup 1997).
At the centre of his ethics is the ethical demand which is unspoken and silent and the person
to whom the demand is directed must discover and interpret each particular person and
situation in order to decide the content of the demand. Each person has to decide at one’s own
risk what the demand requires and how to respond and act in the best interests of the other in
particular circumstances. According to Martinsen (1996) the silent demand challenges our
perception, imagination, professional insight, and involves interpretation of persons and
situations in figuring out the best and correct action to take, or the practical wisdom of the
clinician.

6.2 Ethical practices

By interviewing surgeons and nurses about ethically difficult situations in their practice, this
study aims to investigate the ways the ethics of surgery and nursing is embedded in the
practical, working life of surgeons and nurses. The ethics or morality of practising is
recognized as the starting point of all moral philosophy and ethical discourse (Traney 1998,
Lindseth 2002, Christoffersen 2005). The originator of an ethics founded on human activity
and moral experience is Aristotle (384 — 322 B.C.). For Aristotle (1980), inquiry begins by
attending to the phenomena, the world as it appears to us. But only phenomena that carry
endoxa that is worthwhile our attention, i.e. only phenomena that is an opinion shared by
everyone or by the wise in a field. Phenomena are experienced by us very broadly (Nussbaum
1986, Allmark 2006). An ethical inquiry into for instance, the ethics of withholding or
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withdrawing treatment will include both biomedical and psychosocial knowledge and
research into the issue, the experiences and opinions of physicians, nurses, patients and
relatives, as well as the writings of ethicists.

In the Nicomachean ethics, Aristotle (1980) describes human life as consisting of the pursuit
of ends, and the end of which man ought to aim is eudaimonia, which is usually translated as
happiness. This does not mean that happiness is only a state of feeling. Aristotle (1980) makes
clear that eudaimonia is activities in accordance with virtue that contribute to the best and
most complete human life, in particular intellectual or moral activities.

The concept of virtue is connected with practising since it is comes about as a result of habit;
by doing certain kinds of activities one becomes virtuous, which means ‘states of character
that arise out of like activities’, and taking pleasure in the right things to the right degree. Not
all kinds of activities are morally important, only those that contribute to the end of human
life, and are chosen for their own sake, are satisfying in themselves, and need no supplement
beyond themselves (Aristotle 1980). Aristotle (1980) describes virtue as an intermediate state,
but that does not mean that it is always equidistant between two possible extremes. What must
be sought is the mean relative to us; the act must be done at the right times, with reference to
the right objects, towards the right people, with the right motive, and in the right way
(Aristotle 1980:38).

Aristotle (1980) says further that no rules to guide us in choosing how to act virtuously can be
laid down in advance as the decision depends on perception of the particular occasion. By
phronesis or practical wisdom, Aristotle (1980) means knowledge of the generally accepted
rules of morality as well as an understanding of the reason for them, and concerns how to act
well in particular situations. Practical wisdoms are acquired through experience and training
of those skills that enable us to practice in ways that are suitable for each occasion (Aristotle
1980).

Maclntyre (2002:187) building on the philosophy of Aristotle, defines a practice as follows:
...any coherent and complex form of socially established cooperative human activity
through which goods internal to that form of activity are realized in the course of trying to
achieve those standards of excellence which is appropriate to, and partially definitive of,
that form of activity, with the result that human powers to achieve excellence, and human
conceptions of ends and goods involved, are systematically extended.

External goods to a practice, when achieved are always some individual’s property and
possession. On the other hand, for the internal goods of a practice, their achievement is a good
for the whole community who participates in the practice, according to MacIntyre (2002).
Goods internal to a practice concern both the excellence of the products and the excellence of
performance. The goods are called internal because they can only be specified in terms of
practice and by means of examples from such practices, and the internal goods can only be
recognized by the experience of participating in the practice in question. Those who lack the
relevant experience are thereby incompetent as judges of internal goods, according to
Maclntyre (2002).

A practice is never just a set of technical skills, says MacIntyre (2002). Practices never have
just one end or ends fixed for all time; they are transmuted by the history of the activity.
Practices must not be confused with institutions, according to Maclntyre (2002), since
institutions are characteristically and necessary concerned with acquiring external goods.
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Institutions sustain themselves as well as the practices of which they are the bearers. Still,
since institutions are structured in terms of power and status, and distribute money, power and
status as rewards, the ends and ideals of practices are always vulnerable to the acquisitiveness
of the institution, says Maclntyre (2002). Thus, without moral virtues like justice, courage or
truthfulness, practices cannot resist the corrupting power of institutions. Virtues are in turn
encouraged by certain types of social institution and endangered by others. Maclntyre
(2002:191) defines virtue as:

...an acquired human quality the possession and exercise of which tends to enable us to

achieve those goods which are internal to practices and the lack of which effectively

prevents us from achieving such goods.

Those who achieve excellence in a practice characteristically enjoy both their achievement
and their activity in achieving, according to MacIntyre (2002). As Aristotle (1980) says, the
enjoyment and satisfaction of an activity and the achievement are not the ends at which the
agent aims, but the enjoyment supervened upon by successful activity in such a way that the
activity achieved and the activity enjoyed are one and the same state. Hence, to aim at the one
is to aim at the other, and consequently it is easy to confuse the pursuit of excellence with the
pursuit of happiness and satisfaction (MacIntyre 2002).

In contemporary bioethical discourse there seems to be a tension and even controversy
between ethical principles and moral as lived, experienced and practised (Kleinman 1988).
Accordingly, different approaches offer different solutions to what constitute ethical concern
or dilemmas and how they ought to be resolved in contemporary health care practice. This
discourse has been described in different ways by different philosophers, often as a dichotomy
between deontological (Kantian) and virtue (Aristotelian) ethics, or between the ethics of
justice and the ethics of care and responsibility (Gilligan 1982, Walker 1998). While both
perspectives have much to offer in understanding and resolving ethical dilemmas, they have
been criticized for focusing too much on choice, responsibility, judgment and justification in
ethically difficult situations and less on the good embedded in everyday skilful ethical
comportment because only instances of breakdown are held up for scrutiny.

The taken-for-granted understanding of what constitutes the good and appropriate practice or
what usually takes place in a particular line of work is similarly overlooked, according to
Dreyfus et al. (1996). Benner and co-workers (1996, 1999) consider ethical comportment as
just one kind of expertise developed through years of clinical experience and entails acting
spontaneously upon the intuition that results out of experience in the specialized practice.
According to Dreyfus et al. (1996), experts do not normally solve problems. They neither
reason nor even act deliberately. The act springs from the immediate perception of salient
features of the particular situation. When confronted with an ethical dilemma and torn
between two equally compelling decisions even the expert may have to deliberate over the
case and which actions to take:

In familiar but problematic situations, therefore, rather than standing back and applying

abstract principles, the expert deliberates about the appropriateness of his intuitions

(Dreytus et al. 1996:269).

The distinction between action and relational ethics perspectives was used in interpretation of
the results in two of the papers (Papers I and II). The distinction was not pursued further, as
the findings suggested that these perspectives were not mutually exclusive, but rather
interdependent aspects or dimensions of recounting the particular situation. As the results
show (Papers I-1V), surgeons and nurses did not differentiate between action and relational
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perspectives in their narration, but underlined their dual responsibility for taking actions in
certain circumstances as well as their way of being in relationships with patients. According
to studies by Brown et al. (1989), people are able to shift their focus of attention in particular
situations, for instance from justice to care. As their definitions of what constitutes a moral
problem changes, the situation may in consequence be regarded differently.

In this study I use the terms ethics and morality more or less interchangeably. In philosophical
discourse however, “ethics” principally means reflections on “morality”, understood as our
actual pattern of behaviour in particular circumstances, though there is no clear distinction
between these terms neither in moral philosophy nor in everyday language (Traney 1998,
Syse 2005, Vetlesen 2007). Ricoeur (1992:170) points to the twofold connotations of ethics
and morality; that which is considered to be good and that which imposes itself as obligatory.
At the same time he argues that ethics has primacy over morality, which means that ethical
ends or telos are actualized in particular actions. The primacy of ethics also means the
necessity to consider the ethical ends whenever norms lead to dilemmas or conflicts in
practice. According to Ricoeur (1992), referring to Aristotle, ‘the good life’ means that people
investigate the particulars of each situation before acting, rather than attempt to act on
acontextual, metaphysical theories and guidelines.

In this study I use the concepts “ethical dilemmas” and “ethically difficult situations”
interchangeably. An ethical dilemma may be regarded as a conflict between different courses
of actions that results from following general and mutually exclusive ethical principles within
an ethical system or a moral code (Beauchamp & Childress 2001). In this view dilemmas are
resolved by applying (general) principles or procedures to cases that appropriately yield
impersonally justified judgments about what any moral agent in such a case should do
(Peterson & Potter 2004, Goldstein et al. 2006). In a broader sense, a dilemma may mean a
conflict between an indeterminate number of features in a particular situation and the context
of deciding the best and correct actions to take (Bruhn 2001, Volker 2003, Kélvemark et al.
2004). A dilemma may also mean conflicts of interests, responsibilities and differences of
opinions when the life and welfare of particular persons are at stake. In broad and practical
sense dilemmas mean more or less the same as ethically difficult situations, and this is the
way it is used in this study.

6.3 The perspective of this study

This study investigates the ethical reasoning of surgeons and nurses and their narrative
accounts of difficult situations. In my view, stories of real-life experiences permit and invite
exploration of particular cases of commitments and responsibilities, institutional practices and
moral traditions in different areas of professional work. While ethical principles, concepts or
theories often focus on the general features of situations of ethical difficulties, real-life stories
to a greater degree emphasize the ambiguity, complexity and suffering of human beings in
particular circumstances, adding enrichment of context to ethical discourse (Walker 1993).

Telling stories about experienced dilemmas, surgeons and nurses try to make sense of their
deliberations and actions, what they do or do not care about, and who they are. Stories of
ethical dilemmas also reveal how values acquire meaning both individually and socially, and
how those meanings evolve and acquire layers of intelligibility and acceptability as
practitioners try to make sense of their professional and personal lives (Walker 1998, Code
2002). Last, but equally important, telling stories about real-life episodes are essential in
keeping moral justification coherent within and between us, according to Walker (1998).
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Moral justification (as ethics in general) is from the first and the last interpersonal and
requires people to account to one another about the value and impact of what they do and care
about in matters of importance (Walker 1998).

In summary, there are several reasons why surgeons and nurses in this study were asked to tell
stories about their experiences of ethically difficult situations rather than stories about
ethically good and correct ways of practice. First, when experiencing ethical dilemmas, they
become aware of aspects of practice that are usually tacitly understood and taken for granted
in the usual course of events in the unit and make them subjects of reflection and
reconsideration. Second, while wide-ranging discussions about ethics and morality often tend
to run idle, real-life dilemmas are, as argued touchstones of professional and personal ethical
perspectives, attitudes and standards of practising. Thus, ethical dilemmas may infuse life,
engagement and meaning into ethical deliberations and discussions, increase ethical
awareness and challenge surgeons’ and nurses’ way of thinking and practising in more direct
and decisive ways. The proper course to follow to grasp the ethically good and correct ways
of practice is not necessarily to focus on the good (Nydal & Solberg 2006). The path to follow
may rather be to examine carefully the dilemmas of real-life or situations when practising in
the best interests of patients is difficult to accomplish.
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7 Methodological framework

Experience can be said, it demands to be said. To bring it to language is not to change it
into something else, but in articulating and developing it, to make it become itself (Ricoeur
1981:115).

The philosophical foundation that have inspired and guided this study and the method used
has not been elaborated upon in the published papers, and will be presented in the following.
Since the aim of this study is to illuminate the meaning of ethical dilemmas experienced by
surgeons and nurses, I focus on how understanding and interpreting meaning can be
accomplished according to various traditions of phenomenological hermeneutical philosophy,
especially the works of Ricoeur (1976, 1981) and Gadamer (2003). The purpose is to clarify
my own perspective and the ways it has developed as a result of reading philosophical texts
and methodological reflections during the research process. In particular, this study has to
some extent has shifted from a phenomenological to a hermeneutical approach, or from
exploring the essential meaning of being in ethically difficult situations to analysing these
situations and the experiences themselves. This in turn will be outlined in this chapter.

7.1 Phenomenology

The concept of meaning is ambiguous and allows several interpretations according to varying
philosophical traditions in phenomenology and hermeneutics (Gulddal & Meller 1999). In the
tradition of Husserl, the founder of the phenomenological movement, consciousness is
intentionality, and the main purpose of phenomenological research is to illuminate the
essential meaning of a particular phenomenon of intentional experience. Lived experience is
used as access to descriptions of phenomena in their primordial or original form, and requires
that descriptions of experience be sought as it occurs before reflection.

The essential meaning of a phenomenon is accomplished through two coordinated
abstractions, or reductions, that serve to zero in on the pure intentional content as such. The
first, the transcendental reduction, or epoché, consists in directing one’s attention away from
the transcendent world back to the immanent contents of consciousness, and takes us from
the natural attitude of the external world to the inner domain of the mental. In this reduction
our everyday life experiences are bracketed including the question if the phenomenon exists
or not. The second reduction, the eidetic, points towards the ideal, normative aspects of the
mental content. This reduction moves us away from our factual psychological reality towards
an a-temporal conceptual and semantic content, or from facts to essences (Carman & Hansen
2005). The main purpose of the reduction method is to ignore the accidental or unessential
features of and connections between phenomena in order to focus on the essential which
shows itself through the reductions (Nicolaisen 2003).

Lindseth and Norberg (2004) recommend researchers to dispense of their tacit understanding
or the ‘taken for granted’ existence and meanings of the phenomenon under study, or conduct
a shift from a natural to a phenomenological attitude in which the essence of a phenomenon is
allowed to appear to the mind in its meaning structure. This would in principle entail a
Husserlian double reduction, but the nature and scope of the bracketing of real-life
experiences is difficult to accomplish in the context of an empirical study (Paley 1997,
Yegdich 2000). According to Sokolowski (2000:189):

This is reflection with a vengeance; it is wholesale reflection. Nothing is left out. We take a

distance to everything, even to the world as such and ourselves as having a world.



Page 25 of 87

The task of phenomenology, according to Husserl, is to produce an exact description of
primordial phenomena, and this is what he means by his maxim ‘back to the things
themselves’ (Paley 1997). In a radical sense phenomenological philosophy goes beyond mere
reflection on and clarification of the meaning or sense which is reached through propositional
reflection (questioning the state of affairs), says Sokolowski (2000).

The transcendental and eidetic reduction has been criticized and rejected by the philosophers
Heidegger (1996), Gadamer (2003), and Carman & Hansen (2005). Heidegger (1996)
considered Husserl’s phenomenological reductions an abstract, theory-driven distortion of
phenomena and human experience. For Heidegger (1996) phenomenology can only be
ontology. According to Heidegger (1996, Nicolaisen 2003), the world is not to be conceived
as something outside Dasein, but as something that belongs to Dasein’s way of being.

Ricoeur’s work has been characterized as a philosophical mediation (Kaplan 2008) or
reconciliation (Amdal 2001), in this instance between the philosophical traditions of Husserl
and Heidegger. In his theory of interpretation Ricoeur (1976, 1981) attempted to graft textual
interpretation to contemporary ontological insights in phenomenology (Geanellos 2000).
Accordingly, he describes phenomenology as a presupposition of hermeneutics and vice
versa.
As soon as we start thinking, we discover we are already living in and by the means of
worlds of representations, idealities, norms. As far as that goes we move in two worlds: the
pre-given world which is the other’s limit and ground, and a world of symbols and rules
through which the world has already been interpreted when we begin to think (Ricoeur
1980, quoted in Abel 2008:185).

This study is not phenomenological in Husserl’s sense since no bracketing or
phenomenological epoché was performed in the interpretation of the interviews. Thus, the
themes and subthemes presented in the papers are not essences as a result of transcendental or
eidetic reductions. Phenomenology is not about objects that exist in the real world, but a
method of studying how these objects and our real word are constituted in our consciousness.
Skjervheim (1976), referring to the works of Husserl, distinguishes between transcendental or
constitutive phenomenology and mundane or descriptive phenomenology, which he regards
as a supplement to traditional empirical research methods. He means that empirical
investigations into human affairs presuppose an implicit or explicit understanding of what
constitutes human nature and existence as such, i.e. the a priori or transcendental conditions of
human existence that do not require any reference to experience or empirical evidence.

This study may be characterized as phenomenological in the mundane or descriptive sense as
outlined above. Its aim was from the onset to interpret the meaning of ethical dilemmas as
recounted by surgeons and nurses, not to constitute essential meaning. Still, ethical
phenomena may be regarded as essentials in a phenomenological sense. For instance, the
sovereign expressions of life described by Legstrup (1997), like trust, openness of speech,
responsibility and mercy may be regarded as essences in a phenomenological sense because
they are ontological and constitute a priori condition of human life and rather independent of
our individual efforts. On the other hand, the meaning of for instance trust and honesty and
their expressions in particular circumstances or relationships between particular persons is
however an empirical issue that has to be determined in each case, that is, subject to
interpretation (Skjervheim 1976). For instance, the meaning of trust may vary depending on
the nature of the relationships between people and the particular situation and context they
understand themselves to be in. In this case, the experience and meaning of trust is obviously
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different to patients, surgeons and nurses in surgical units (Walker 2003). Meaning, says
Mishler (1986:3) is always “contextually grounded - inherently and irremediably”, and in
order to understand the meaning of a person’s reply to an interview question, the researcher
has to acquire some understanding of the context from which the interviewee has come.
The way in which a moral problem is constructed, however, also depends on the context,
e.g., who is involved, the relationships between the persons involved —their relative power
vis-a-vis each other as well as the strength of the connection between them — where the
situation takes place, what role the narrator plays in the conflict, and the personal and
cultural history of the narrator. We have observed that when different elements of context
and different aspects or qualities of relationships are defined and represented as salient in
similar conflicts, what is seen as the central moral issue in a situation may shift, and
different actions may be defined as moral and immoral, as right or wrong (Brown et al.
1989:145).

Thus, a hermeneutic approach to interpretation inspired by Ricoeur (1976) and Gadamer
(2003) of the interview texts was performed.

7.2 Hermeneutics

Philosophical hermeneutics according to the tradition after Heidegger presupposes that a basic
feature of human life is always being in a process of understanding (of which
misunderstanding and non-understanding are variants), and the task of hermeneutics is to
clarify the conditions in which understanding and interpretations take place (Gadamer 2003).
In a methodological sense, hermeneutics is an approach to interpretation and understanding as
such and as it unfolds in all spheres of human life; the understanding of texts, works of art,
social situations and interaction, or what Dilthey called expressions of life (Gulddal & Moller
1999).

Central to hermeneutical philosophy is the thesis that interpretation always constitutes a
hermeneutic circle. It was Schleiermacher that first stated that our interpretation of parts of a
text is shaped by our understanding as a whole, while the latter is subject to modification in
the light of our reading of the parts (Gulddal & Moller 1999, Westphal 2008). Heidegger
(1996, Nicolaisen 2003) insists that interpretation is never presuppositionless; our life world
is already given in language, and also always already there before any interpretation. Fore-
understanding is contextual, given in language, perception, and the traditions of social
relationships and practices, and is a continuous presupposition for new understanding which
challenges and transcends it.

Our understanding is set in motion when something addresses us, says Gadamer (2003).
Understanding is a matter of interpretation rather than intuition, and can be regarded as a
dialogue between a text and a reader or an expression of opinion and a listener. The reader
meets the texts with expectations, questions and pre-understandings that makes him or her
prepared to understand some dimensions or aspects of the text, and rather unprepared to
others. Thus, our understanding presupposes openness and willingness to revise our pre-
understanding, which means that something is at stake in our interpretation of a text or an
expression (Gadamer 2003). “The task of hermeneutics to clarify this miracle of
understanding, which is not a mysterious communion of souls, but a sharing of a common
meaning”, states Gadamer (2003:292).
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According to Gadamer (2003) the hermeneutic circle of understanding is not methodological,
but describes the ontological structure of all understanding as such. The circle, then, is not
formal in nature; it is neither subjective nor objective.
Tradition is not simply a permanent precondition; rather, we produce it ourselves,
inasmuch as we understand, participate in the evolution of tradition and hence further
determine it ourselves. Thus the circle is not a “methodological” circle, but describes an
element of the ontological structure of understanding (Gadamer 2003:293).

The significance of the circle, which is fundamental to all understanding, has a further
hermeneutic consequence which Gadamer (2003) has described as the “fore-conception of
completeness”, which states that only what really constitutes a unity of meaning is
intelligible. An ethics of understanding is implied in interpretation i.e. that any text should be
met with an initial expectation that what it talks about is important, that its message conveys
some possible meaning or truth about the world that can be grasped and understood. It also
means that the text should not be judged or ignored without sufficient reasons or grounds, and
that it is the reader’s obligation to search for something in the text that we recollect as
fundamental truths about the lives we live (Gadamer 2003).

When trying to understand a text, we do not transpose ourselves into the authors’ minds, but
into the perspectives or experiences within which the authors formed their views. We are
rather moving into a dimension of meaning that is intelligible in itself and as such offers no
reason for going back to the subjectivity of the author, according to Gadamer (2003).
Understanding primarily means to understand the content of what is said, and only secondary
to isolate and understand another’s meaning as such. Ricoeur (1976) distinguishes between
the utterance meaning and the utterer’s meaning in any speech event. This concept of meaning
allows two interpretations which reflect the main dialectic between event and meaning.
Discourse is both about something and to someone. To mean is both what the speaker means,
i.e. what he or she intends to say, and what the sentence means, according to Ricoeur (1976,
1981).

The reference relates language to the world and is another name for discourse’s claim to be
true, according to Ricoeur (1976). Language has a reference only when it is used, i.e. the same
sense may or may not refer depending on the situations of the act of discourse. To refer is
both what the sentence does in a certain situation and according to a certain use and what
speakers do when they apply their words to reality. That someone refers to something at a
certain time is an event, a speech event, according to Ricoeur (1976:20-21):
Language is not a world of its own. It is not even the world. But because we are in the
world, because we are affected by situations, and because we orient ourselves
comprehensively in those situations, we have something to say, we have experience to
bring to language. Discourse refers back to its speaker at the same time that it refers to the
world.

When spoken discourse is written down like the interviews in this study, the “said” of
speaking is fixated and its meaning becomes detached or distanced from the speech event,
according to Ricoeur (1976). The disconnection of the intention of the speaker from the
meaning of the text which is the result of writing is what Ricoeur (1976) calls the semantic
autonomy of the text. By this he means that the text’s career to a certain extent escapes the
finite horizon lived by its author, and what the text means now matters more than what the
speaker meant when he or she uttered it. Distanciation is not a methodological imposition;
rather it is constitutive of the phenomenon of the text as written (Ricoeur 1976). The results
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lead to a distancing of the text from its author, from the situation of discourse, and from the
original context and its audience. Thus, distanciation allows interpreters to approach the text
with less concern for the authorial intent so that its meanings can be appropriated by any
reader (Ricoeur 1976). Methodologically, distanciation allows researchers to move beyond
the notion that only the research participants’ understanding is meaningful or correct. It also
allows interpreters to interpret the same text faithfully yet somewhat differently because it is
acknowledged that texts have many meanings (Geanellos 2000).

The question may be raised, however, to what extent the knowledge of the speaker or author
of a text and the context in which it was spoken or written down is to be taken into account in
the interpretation process (Amdal 2001). In this study, for instance, the texts were produced
by surgeons and nurses and about ethically difficult situations that occurred at a particular
place and time. This had to be taken into account in interpreting the texts. The transcribed
interviews were not originally put in writing, but the result of conversations or discourses
about the participants’ experiences of situations, searching out their understandings, thoughts
and meanings as they emerged in a dialogue with the interviewer. According to Ricoeur
(1976), it is the contextual function of discourse to reduce misunderstandings and the
ambiguity of discourse resulting from the polysemy of words used and the plurality of
possible interpretations of what is expressed.

Appropriation of a text also means making it one’s own. This may be elucidated by
Gadamer’s (2003) concept of tradition; i.e. the familiar world to which we belong, our
common world of shared history, language and culture that prefigures understanding.
Tradition is not alien, but something into which we have grown and appropriated through
engaged living (Geanellos 2000), in this case: the practices of the surgical units, the
experiences of surgeons and nurses, the professional disciplines, etc. When interpreters
appropriate the meaning of the text, the world of the text becomes familiar or one’s own, and
as a result the horizon of the interpreter is expanded. Appropriation and distanciation provide
a dialectic of interpretation of textual meaning between the near and the far, the familiar and
unfamiliar, between the known and foreign (Ricoeur 1976, Geanellos 2000), which is yet
another formulation of the hermeneutic circle.

In interpreting the text we should avoid making two kinds of fallacies, according to Ricoeur
(1976). The intentional fallacy means to overlook the semantic authority of the text and hold
the author’s intention as the criterion for any valid interpretation of the text. The other is to
hypostasize the text as an authorless entity, which means to forget that a text remains a
discourse told by somebody to someone else about something (Ricoeur 1976).

When Ricoeur (1976) speaks of the “autonomy of the text”, of the meaning of the text which
is to be found hidden “behind” the text, and the possibility of new meanings opening up new
worlds unfolded by the text, this seems related to the phenomenological epoché (Abel 2008,
Westphal 2008). In addition, understanding for Ricoeur (1981:56) “...is not concerned with
grasping a fact but with apprehending a possibility of being... to understand a text, we shall
say, is not to find a lifeless sense which is contained therein, but to unfold the possibility of
being indicated by the text”.

We may ask if Ricour’s interpretation theory is equally appropriate for all kinds of texts. His
thesis that texts disclose a world may not be equally valid for trivial texts or science texts as
for poetic and literary texts (Amdal 2001, Abel 2008). The referential function of literary
discourse differs from the descriptive function of stories of experiences recounted in everyday
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and scientific discourse. The semantic autonomy of a text may also vary according to the
context or the world of the written work itself. If ethically difficult situations in surgical units
are understood as highly dependent on the context, the interview texts do not exhibit a high
degree of semantic autonomy, but are relatively context-dependent. This does not mean that
they are personal or private, on the contrary.
When we try to understand a text, we do not try to recapture the author’s attitude of mind
but, if this is the terminology we are to use, we try to recapture the perspective within
which he has formed his views. But this means simply that we try to accept the objective
validity of what he is saying (Gadamer 2003:292).

Gadamer (2003) defines the concept of ‘situation’ by saying that it represents a standpoint
that limits the possibility of a vision. Hence an essential part of the concept of situation is the
concept of ‘horizon’. The horizon is the range of vision that includes everything that can be
seen from a particular vantage point. Every encounter with tradition that takes place within
historical consciousness involves the experience of the tension between the texts of the
present. In the process of understanding there takes place a real fusion of horizons, which
means that as the historical horizon is projected, it is simultaneously removed.

To “make one’s own” what was previously “foreign” remains the ultimate aim for all
hermeneutics, according to Ricoeur (1976:91), as interpretation in its last stage wants to
equalize, to re-enter contemporaneous, to assimilate in the sense of making similar. This is
close to Gadamer’s concept of fusion of horizons where the world horizon of the reader is
fused with the world horizon of the writer. “Not occasionally only, but always, the meaning of
a text goes beyond its author. That is why understanding is not merely a reproductive, but
always a productive attitude as well”, according to Gadamer (2003: 296).
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8 The study

The study was conducted with ten physicians (MDs) and ten registered nurses (RNs) working
in one and the same surgical units at one university hospital in Norway. An overview of the
studies and papers comprising this thesis is shown in Table 1.

Table 1: Overview of the studies of surgeons and nurses and papers I- IV

Study Participants | Data Method of Papers Focus of the
collection | interpretation papers
Ten Narrative | Phenomenological | Paper | The meanings of
Surgeons | surgeons interviews | hermeneutics ethical dilemmas
(MDs) (2004) Paper Il | Ethical dilemmas
experienced
Ten nurses | Narrative | Phenomenological | Paper 111 | Ethical dilemmas
Nurses (RNs) interviews | hermeneutics experienced
(2006) Paper IV | The meanings of
ethical dilemmas

8.1 The setting

The university hospital where this study was conducted has 964 beds, and approximately
56 193 patients are admitted to the hospital each year, 64% of them with acute and emergency
conditions. The mean length of patients’ stay in the hospital is around 4.7 days. Approximately
8000 people are employed in the somatic part of the hospital (data from 2006).

The surgical clinic has 112 beds in four surgical units, an operating unit with ten operation
rooms, one out-patient unit with two operation rooms, and a surgical policlinic. The clinic
admits adult patients with gastroenterological, vascular, endocrine and urological conditions,
and children in need of surgical treatment. Breast and plastic, reconstructive surgery is also
performed. The units have beds designated for intensive treatment and cooperate with the
intensive and emergency department in the hospital. Approximately 6000 patients a year
receive surgical treatment in the surgical units.

8.2 The sample

Surgeons and nurses were selected as participants in this study due to clinical experience and
ability to inform the issue; these professionals share the professional and moral responsibility
for patients’ treatment and care, their health and welfare during their stay in the unit. Other
criteria for selection were long-lasting experience in surgical treatment and care, willingness
to participate and gender distribution. Selection of participants was based on previous
research that suggested that the way people reason about ethical problems and try to resolve
them may vary according to professional background, the degree of professional experience,
gender and the health care setting in which they work (Gilligan 1982, Norberg & Udén 1995,
Serlie et al. 2001b, 2004, 2005, Nordam et al. 2003, 2005a, 2005b, Henriksen & Hansen
2004).
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Decisions related to sample size and selection of participants in qualitative research is not
straightforward (Milne & Oberle 2005). The reason for selecting ten participants from each
professional group was to gain as many rich and detailed narratives as possible. The decision
also reflected the need to balance the time available to perform the interviews (the participants
were at work when the interviews were conducted) and the aim of the study (Whitehead
2004). In order to ensure both indepth understanding and a variety of experiences, both men
and women were invited to participate. This purpose was achieved in the sample of surgeons.
When selecting the sample of nurses though, the head nurse informed the researcher that the
male nurses employed in the unit had less experience than the female nurses. The decision
was then made to include only the female nurses in the sample. In addition, the analyses of the
interviews with surgeons had previously shown no differences in ethical reasoning between
male and female surgeons (Papers I, II).

The medical head of the surgical clinic and the head nurse of the hospital were contacted and
gave their permission to carry out the research. They provided the interviewer with a list of
names of experienced surgeons and nurses that might be interested in participating. The
interviewees were then approached personally and asked to participate. Of those asked, all but
one agreed to participate. The interviews were conducted when the participants were on duty,
at the time and place determined by the interviewees.

8.2.1 The sample of surgeons (MDs)

Five male and five female surgeons participated in the study. Their age ranged from 37 — 51
years (median 46.5). All were experienced and had been working in health care from 9 to 31
years (median = 21.5), and in surgery between 5 to 21 years (median= 13).

8.2.2 The sample of registered nurses (RNSs)

Ten female registered nurses participated in the study. Their age ranged from 35 — 51 years
(median 45). Nursing experience in health care ranged from 21 to 30 years (median = 19), and
in surgical units from 6 to 24 years (median = 12. 5).

Table I1: Overview of the participants

Participants | Sex Age Experience in Experience in
health care surgical units
Surgeons 5 male 37 —Slyears 9 - 31 years 5-21 years
5 female (median 46.5) | (median =21.5) (median = 13)
Nurses 10 female | 35-51years |21 -30 years 6 - 24 years
(median 45) (median = 19) (median = 12.5)

8.3 Ethical considerations

The Ethics Committee of the 5™ Health Region of Norway (§ 41/1991, 31.10.91) approved
the overall study of health care practitioners working in different health care settings (Serlie
2001b). The ethical considerations throughout the research process was guided by their policy
and written formulae in addition to the ethical guidelines for nursing research in the Nordic
countries (Northern Nurses’ Federation 2003) and ethical principles for medical research
involving human subjects, the Declaration of Helsinki (World Medical Association 2000).
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A short information sheet was distributed to potential participants informing them about the
aim and background of the study, and that the interviews would be tape recorded and written
out verbatim. This information was repeated at the start of the interviews, and confidentiality
about participation and anonymity in relation to publication were emphasized. Participants
were also told that they could withdraw their consent any time during or after the interview.
All interviewees gave their written, informed consent to participate in the study.

The ethical guidelines for nursing and medical research underline the duty of the researcher to
protect the life, health, privacy, dignity and respect for all participants in a study, and the
special attention required to safeguard vulnerable and disadvantaged persons from the
potential risks of the study and the discomfort it may entail. Social and health care scientists
have traditionally studied people with less power and status then themselves. Less is written
about how to “study up” or conduct interviews with people of equal or more privileged status
(Cassell 1998, Hoye & Severinson 2007). The participants in this study neither belonged to
any vulnerable or underprivileged group in society, nor can they be said to be in need of
‘special’ protection from the researcher. However, patients and relatives played an important
role in stories of the ethically difficult situations that surgeons and nurses related. This did not
cause any problem since all participants took care to preserve the anonymity and
confidentiality of patients and relatives as well as their colleagues. No names were disclosed
in the interviews, and participants occasionally omitted details from their stories, referring to
being bound by professional secrecy.

8.4 Interviews

The data collection (Papers I- IV) consists of open-ended narrative interviews (Mishler 1986).
The interviews were conducted in three parts. First, the researcher introduced herself and
repeated the aims of the study. Next, the procedure for carrying out the interviews was
presented, the role of the interviewer and what she expected of the participants. Participants
were invited to ask questions about the study and the interview procedure. Personal
information about the participants was obtained and written down before the interviews
continued.

The surgeons and nurses were asked to tell about one or more ethically difficult situations that
they had experienced in their work. What constituted an ethically difficult situation was not
defined, allowing the interviewees to determine what they considered ethically difficult and to
tell their stories in whichever way they wished. The aim of the interviews was to obtain as
many rich narratives about their experience as possible without interrupting the interviewees’
narrative flow and reflection, and to understand the situations and the difficulties and choices
they presented. No topic guide was developed to allow participants to tell the stories in their
own way, and ensuring participant driven data (Milne & Oberle 2005). Follow-up questions
were determined by the course of the conversation, for instance when the interviewer wanted
the interviewees to elaborate on the circumstances described in the stories and their
experiences or had difficulty understanding the narration. Questions referred to the
interviewees’ thoughts, feelings, and actions, e.g. what did you do, how did you think or feel
then? According to Mishler (1986:69):
We are more likely to find stories reported in studies using relatively unstructured
interviews where respondents are invited to speak in their own voices, allowed to control
the introduction and flow of topics, and encouraged to extend their responses. Nonetheless
respondents may also tell stories in response to direct, specific questions if they are not
interrupted by interviewers trying to keep them to the “point”.
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If the interviewees did not spontaneously reflect on the events they talked about, their
reflections were sought. Notes were taken during the interviews to aid the interviewer’s
memory and in order to make it possible to understand the interview text in relation to its
context, e.g. arrangements and interruptions. Nonverbal communications that seemed relevant
were also noted, such as laughter, interruptions or long pauses. The transcribed text was
compared with the notes and adjusted if necessary.

The interviews were concluded when participants spontaneously or after being asked by the
interviewer, said that they could not remember anything more to tell. The interviewer then
summed up and asked participants about their experience of the interview situations.

All interviews were conducted by the author (Papers I-IV). The interviews with surgeons
(Papers 1, II) lasted from 35 to 75 minutes (median = 55). The interviews with the nurses
(Papers III, 1V) lasted from 45 to 65 minutes (median = 60). The interviews were tape
recorded and subsequently transcribed verbatim.

8.5 Interpretation

The method of interpretation used was inspired by Ricoeur’s phenomenological hermeneutics
(1976), and developed at the University of Tromse (Norway) and Umed University (Sweden),
and has been used in several studies, for instance by Serlie et al. (2004, 2005, 2006) Nordam
et al. (2003, 2005a, 2005b), Talseth et al. (2001), Normann et al. (1999), and Udén et al.
(1995). This method of analysis is used to elucidate people’s experiences (Ricoeur 1981,
Lindseth & Norberg 2004)".

Each interview was regarded as a text and subjected to a phenomenological hermeneutical
interpretation. The interpretation of the interview text proceeded through three phases, and
constitute a dialectical movement between the whole and the parts of the text, between
understanding and explanation, and between what the text is saying (its meaning or sense) and
what it speaks about (its reference) (Ricoeur 1976). Explanation is directed towards analysis
of the internal connections between the parts of the text while understanding is directed
towards grasping the meanings disclosed by the text; i.e. understanding the whole of the text
in relations to its parts.

8.5.1 Naive reading

First, a naive reading was made by all transcribed interviews to gain an initial graspe or a
surface interpretation of the text as a whole, and what it was saying about the interviewees’
experiences. The repeated reading was made as open-minded as possible, without attempting
any deliberate analysis. The naive reading guides or provides direction for further analysis of
the text. “In the beginning, understanding is a guess”, says Ricoeur (1976:74). It may later be
rejected, or confirmed and expanded as understanding proceeds and deepens by the
subsequent structural analysis (Lindseth & Norberg 2004). Gadamer (2003) describes
interpretation of a text as a matter of asking questions to the text while remaining open for the
text to disclose its meaning.

In this study, our first guess (preunderstanding) was based on conclusions of previous
research, that the way surgeons and nurses talk about ethical problems and try to resolve them

"I was introduced to his method of research and interpretation by attending courses at Umea University and
Orebro University held by Anders Lindseth and Astrid Norberg who developed this method in cooperation with
Giggi Udén and Venke Serlie, my methodical adviser and supervisor throughout this study.
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may vary according to gender. However, neither careful repeated reading of the interviews as
a whole nor of male and female surgeons separately revealed such differences. With one
exception, none of the surgeons mentioned the issue of gender. The exception was a surgeon
stating that being a woman was an asset when treating female patients from unfamiliar
cultural backgrounds. The overall interpretation concerning gender similarities was shared by
all three researchers. It was agreed not to analyse the interviews of the men and women
separately, but together. Already in this phase of interpretation, understanding necessitated
selection and interpretation of significant parts of the text to examine further in the structural
analysis.

The naive reading further revealed two perspectives in the narratives; the first consisted of
many detailed narratives about difficult situations and ethical dilemmas experienced by
surgeons and nurses while in practice; the second concerned the ways they were existentially
challenged by these dilemmas and strived to live and deal with them. It was agreed upon that
the two perspectives in the texts could be interpreted in accordance with the distinction
between the action ethics and relational ethics perspectives, described by Lindseth (1992,
2002), and found in previous studies about being in ethically difficult situations (Soderberg &
Norberg 1993, Serlie 2001b, Nordam et al. 2003). On the one hand surgeons and nurses
focused on their relationships with patients and colleagues and their moral self in describing
the ethical challenges in their work. On the other hand, they focused on the ethical dilemmas;
the persons involved, and features of the situations and the hospital or social context they
considered it important in trying to resolve them. The two perspectives in the interviews may
also be interpreted in line with Odman (2007) who distinguishes between interpretations
about the external reality of an issue, searching out what actually happened in situations of
ethical difficulties, and the texts as expressions of an existential situation, i.e. the meaning or
significance of ethical dilemmas of practising.

There was agreement between the researchers to conduct two structural analyses according to
the method described below and presented in two papers about the surgeons (Papers I and
I1).The same perspectives were found in the narratives of the nurses and the text was
subjected to two structural analysis (Papers III and IV). The naive readings of the texts was
written down, discussed and agreed upon between the researchers before proceeding to
conduct the structural analyses. One example of a naive reading is given in Table III.
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Table I11: Naive reading of the interview text with surgeons (Paper I)

The repeated reading of the individual interview texts revealed that the surgeons focused
on their relationships with patients and colleagues when relating the ethical challenges
in their work. Existential problems whether to start or withhold treatment, continue or
withdraw treatment were the main ethical dilemmas in the narratives. Respecting
patients’ autonomy and acting according to patients’ expectation of the outcome of
surgery was also mentioned as ethically problematic.

In a relational ethical perspective surgeons narrated about becoming personally involved
in their relationship with patients through an open and honest dialogue. Talking frankly
with patients about life and death issues, the possible benefits, risks and unsuccessful
outcomes of surgery was experienced both as a personal burden and a necessary part of
practice that surgeons had to learn to live with in order to be and act in good and correct
way.

Discussing ethical dilemmas in an including and accepting milieu, shared deliberation
and decision making between trusted colleagues made ethically difficult situations easier
to manage for surgeons, being alone and having individual responsibility for making
decisions in acute and life-threatening situations. In formal and informal social arenas
where the surgeons usually reach consensus, they also learn from sharing experiences
with each other and giving and receiving personal and professional support.

Surgeons do not only experience personal responsibility for making the right decisions
in ethically difficult situations, they also have to ‘live with’ the consequences of their
decisions and actions. Living with ethical difficult situations means being confident and
humble, and accepting the complexity, uncertainty and fallibility and when dealing with
the existential realities of life.

8.5.2 Structural analysis

The second phase of this method of interpretation, the structural analysis includes various
examinations of the parts of the text in order to understand and explain what it says and how it
is said. It may be regarded as a stage between a naive and comprehensive interpretation, or
between a surface and a deep interpretation (Soderberg 1999). The task of structural analysis
consists of performing a segmentation (splitting into segments) of the text into narrative
meaning units and then establishing various levels of integration of the parts (Ricoeur 1976,
1981). According to Lindseth and Norberg (2004) structural analysis constitutes the
methodical instance of interpretation that can be carried out in different ways. In this study, a
thematic structural analysis was performed, i.e. the researchers identified and formulated
ethical themes and subthemes that penetrated the interview text. A theme may be regarded as
one thread of meaning that penetrates the text as a whole or parts of it.

The interviews were read several times, and were divided into meaningful parts and patterns,
i.e. one sentence, parts of a sentence, or a whole paragraph with a related meaning. The
meaning units were then compared, condensed, reflected upon and discussed among the
authors, and then, themes and subthemes were identified (Lindseth & Norberg 2004). The
process of reading, identifying and discussing themes was repeated until an interpretative
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agreement was reached among the authors, and the themes considered satisfactory according
to our interpretations of the texts. The structural analysis can be regarded as the objective part
of the interpretation process as the meaning units are de-contextualized from the individual
accounts and the text as a whole, i.e. parts and units are considered independent from their
context in the interviews (Lindseth & Norberg 2004). In re-contextualizing, the units of
meaning were grouped together and into preliminary themes according to our interpretation of
the whole (naive reading). At last, our interpretations were confirmed through repeated
reading and comparisons between the themes, the meaning units and the text as a whole
(naive reading) and changed if necessary.

Two structural analyses of the texts were performed according to the method described above.
The structural analysis of the texts varied according to the objects of research.

8.5.3 First structural analysis

The aim of the first structural analysis was to illuminate the ethical dilemmas experienced by
surgeons (Paper I1) and nurses (Paper III) in practice. This analysis can be characterized as
more descriptive than the second structural analysis. According to Ricoeur (1976), texts have
two kinds of references; references of the first order that describe reality while references of
the second order re-describe or transcend reality. We may say that the first structural analysis
did not transcend reality, but rather illuminated the manifest substance content of what was
said by the interviewees. This is illustrated by the following meaning unit from the interviews
with surgeons concerning the dilemma of withholding or withdrawing treatment.

If the patients are able to express that they do not want any more [treatment], then the

decision is simple. But if they are unable to express themselves, it is very difficult to end

an ongoing treatment.

Both surgeons and nurses related many and detailed narratives about the situations and ethical
dilemmas they had experienced, the features of situations and the context, patients, relative
and colleagues involved ways of trying to resolve them (Papers II and III).

8.5.4 Second structural analysis

The aim of the second structural analysis was to illuminate the meanings or significance
surgeons and nurses assigned to their experiences of ethical dilemmas in their work, or the
ways they were existentially challenged by these dilemmas and strived to live and deal with
them while in practice. The meaning units searched for in this structural analysis was
experiences that carried ethical bearings on practice with and for patients and colleagues.

The process of interpreting and selecting suitable meaning units is not straightforward, but
requires careful and repeated reading, reflection and comparison with the overall
interpretation (naive reading). Meaning units that are too broad, for instance several
paragraphs are likely to contain various meanings. On the other hand too narrow meaning
units, for example only a word or a sentence, may result in fragmentation. In both cases there
is the risk of missing meanings in the texts. Still, single words or expressions in the text may
point to some significant meaning, and direct the interpretation in a new and different
direction than anticipated. In this study for instance, the expression used by surgeons and
nurses: “we have to live with ethical dilemmas” made the researchers halt, re-read the text and
ask: What are they talking about? What does it mean and why is it important? The
interpretation may also commence by reading the texts with particular questions in mind and
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by permitting the text to point out or shed light on something important (Lindseth & Norberg
2004).

Ricoeur (1976) says an interpretive construction relies on clues contained within the text that
point to their meaning. These clues permit an interpretation because they make sense or
inhibit it because they do not fit. Because there are multiple possible meanings within a text it
requires interpreters to make choices about competing interpretations and ways of framing
and naming them. The themes and sub-themes or the interpreted meanings in this study was
usually named by using words that was used by participants or words that contained ethical
meaning. An example that shows the relationship between interview excerpts, sub-themes and
themes is provided in Table III below. Other interpreters may have given different names to
the themes or they may have found other or more sophisticated meanings in the text, which is
the nature of textual plurality and multiplicity. For instance, the theme moral perception may
have been named moral or ethical sensitivity, which has been used by other researchers
(Nortvedt 1998, Weaver et al. 2008). We chose to name it moral perception in order to
capture the cognitive and ethical understanding and judgment of the patients’ condition in life
is an inseparable part of perception as well as sensation. The nurses’ moral reply to the
suffering of patients was equally difficult to name. Empathy, sympathy and mercy are
concepts used in the literature with a family resemblance to compassion. After several
readings of the texts and ethical literature (Vetlesen 1994, Nussbaum 2001), the authors
decided that compassion best captured the ethical meanings expressed in the text. However,
our final analysis and understanding is not absolute or static, but reflects our interpretations at
a certain point of time; interpretation is always incomplete, perspectival and changing
(Gadamer 2003).
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Table 1V: Example of one structural analysis the interview text with nurses (Paper 1V)

Excerpts from the interview texts with nurses

Sub-theme

Theme

You do painful things with patients, for instance
suctioning and bagging. You keep on working, and see

Closeness to
suffering

Moral
perception

that it is very uncomfortable for patients, even though
you try as much as you can to reduce their agony.

The anguish you see in the patients’ eyes is not a pleasant
feeling, but you have to do it because it is a part of the
treatment. It is painful to the patient, and of course, it
moves us.

Compassion

The suffering you witness over time...

I think the boundary for raising the issue; to talk about
and discuss it... we do that before the physicians,
because we are not willing to endure watching the
suffering; what patients are subjected to.

Commitment
to act

Nursing
responsibility

If it [the treatment] is not in the patients’ best interest,
you feel that you ought to be their advocate and ask the
physicians, for instance, is it right to initiate resuscitation
if this patient should have cardiac arrest?

8.5.5 Comprehensive understanding

In the third phase, a comprehensive understanding was developed, which is a comprehensive
interpretation based on the authors’ pre-understanding, the naive reading, the structural
analysis, and relevant literature. The themes are reflected upon in relation to the research
question and the context of the study (Lindseth & Norberg 2004). The aim of this phase is to
gain a deeper or different understanding of the interviews as a whole, i.e. the re-
contextualized text (Ricoeur 1976). Methodologically, interpretation allows actualizations of
the meanings of the text and for Ricoeur (1976) this occurs through appropriation; making
one’s own what was previously foreign. When the world of the texts is appropriated, the
horizon of the interpretator is expanded, which opens up the possibility of seeing things
differently and orienting oneself differently in the world. This link between experience,
understanding and self-understanding grounds Ricour’s interpretation theory in existence
(Ricoeur 1976, Geanellos 2000).

In this study, the text was interpreted in relation to ethical theories, relevant literature in health
care ethics and previous investigations into ethically difficult situations in health care in
general and surgical practice in particular (Lindseth & Norberg 2004). The comprehensive

understanding was presented under the heading ‘Discussion’ in the respective papers (Papers
1-IV).

8.6 Methodological considerations

What constitutes quality of qualitative research and the means by which research quality is
determined or enhanced has been a subject of debate and controversy in recent years (Emden
& Sandelowski 1998, 1999, Witt & Ploeg 2006, Milne & Oberle 2005, Hoye & Severinsson
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2007). Matters of dispute have primarily to do with reliability and validity, by which
standards that are a firm part of qualitative research should be determined, the appropriateness
of criteria developed for evaluative purposes, and the value of such criteria per se. The array
of criteria and terminology used make this discourse problematic and rather complicated
(Emden & Sandelowski 1998, 1999, Milne & Oberle 2005, Hoye & Severinsson 2007). In
addition, it can be argued that there are no single set of philosophical and methodological
presuppositions to underpin a qualitative paradigm, nor is there an uncontested collection of
methods and or standard for reporting and evaluating qualitative research (Emden &
Sandelowski 1998, Lomborg & Kirkevold 2003).

Still, the credibility or trustworthiness of the results of a study have to be warranted by
conforming to some generally accepted scientific standards. These include methodological
congruence, auditability or rigour in documenting and explanation of the research process,
ethical rigour, and the credibility and fittingness of interpretation of data (Sandelowski 1986,
Milne & Oberle 2005, Hoye & Severinsson 2007). An attempt to establish methodological
congruence has already been conducted in the description of the philosophical underpinnings
of the study and the method. In the rest of this chapter, trustworthiness will be improved by
describing the possible limitation of trustworthiness in this study, and how it was managed in
conducting the interviews and in the process of interpretation of the interview texts, hence
adding to the credibility of the findings.

8.6.1 Trustworthiness of interviews

The overall purpose of this study was to illuminate the lived experience of participants. Thus,
trustworthiness of the study depends in part on the researcher and the interview situation and
how the interviewer and interviewee engage and understand each other. Allowing
participants to relate what they believe is important can be challenging, and requires the
ability to remain silent and stay in the background while participants follow their own
thoughts and work out their stories. Ensuring that participants’ voices were heard and their
stories told, and to diminish the role of the interviewer required a careful balance between
being in the background and the foreground of conversations (Milne & Oberle 2005). Making
brief notes as a reminder to return to a question of interest at a more appropriate time later or
at the end of the interview, was somewhat helpful.

Trustworthiness was also promoted by trying to create a permissive and non- judging climate
in the interview situation, allowing the interviewee to narrate as free and honestly as possible
about their experiences (Lindseth & Norberg 2004). The aim was to capture as many features
and dimensions of the participants’ experience as possible, to ensure authenticity of data, and
that data were not superficial (Milne & Oberle 2005). Still, the interviewees may not be
willing or dare to narrate stories, they may not remember or are having difficulties finding the
right words to express what they think and feel (Lindseth & Norberg 2004). In addition to
probing, this requires careful attention to cues that suggests that an interviewee has more or
something else to tell. The research interview is also a situation where participants enact their
identities in talk, and want to present themselves as experienced, knowledgeable, and moral
(Ricoeur 1992, Gullestad 1996, Jordens & Little 2004). Thus, they may withhold experiences
that could prove otherwise. However, the results in this study showed that each participant
was willing to share many detailed narratives of ethical difficulties in their work and their
thoughts and feelings of ambiguity and vulnerability in these situations. The interviewer was
unknown to the interviewees which may have been an advantage when focusing on personal
experiences of situations of ethical difficulties.
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Participants live, talk and act out their norms, values and ethical commitments in practising
surgery and nursing. The ethics of surgery and nursing are often taken for granted as a
common understanding about the right and good in this practice. Given the familiarity or
taken for granted nature of ethics that are embedded in the life world in general and in
practising surgery and nursing in particular, surgeons and nurses may have omitted some
stories because they were considered unimportant.

The narratives are not real events or recordings of what actually occurred in the ethically
difficult situations. They are rather purposive recounts of past events constituted as
problematic, told to an inquirer who solicited their production through questioning. Ethical
dilemmas as narrated belong to the realm of discourse rather than as lived (Kaufman 1997,
Jordens & Little 2004). Still, the discourse is about their experience of being and acting in
situations of ethical difficulty. There is a challenge to understand the relationship between
practical performance and talking about and recounting the same performance (Paley 2005,
Nergird 2006). In the interviews the surgeons and nurses related their experiences and
reflected upon them, i.e. they searched out their actions, thoughts, feelings and reasons.

8.6.2 Trustworthiness of interpretations

The three phases that comprise the process of interpretation of the interview text was
described in the previous chapter. What constitutes trustworthiness or quality of a
phenomenological hermeneutical interpretation is not straightforward; neither which pathway
to follow to ensure high quality interpretation, nor which standards or criteria is appropriate to
evaluate trustworthiness. Several criteria have been suggested, especially concerning
procedural rigour and auditability of the analysis of data (Maggs-Rapport 2001, Whitehead
2004, Witt & Ploeg 2006, Hoye & Severinsson 2007). In order to arrive at as truthful and
trustworthy an analysis of the text as possible the process of interpretation must be strict,
according to Lindseth & Norberg (2004), which means consistency; that there is a logical line
between the aim of the study, theories, methods and results, which leads to new insights. This
is in line with a criterion that is widely used, i.e. that the researchers should describe in detail
how the interpretations were produced, make visible what they did, and specify how
successive transformations were accomplished (Riessmann 1993, Maggs-Rapport 2001,
Whitehead 2004, Hoye and Severinsson 2007). This is hopefully carried out in the papers and
this thesis.

The principle of authenticity claims that the voices of participants demands attention, and that
in order to remain true to the phenomenon under study it is required that the interpretation
should embrace all collected data. Thus, if an interpretation leaves essential parts of the text
unexplained, this interpretation cannot be accepted as a valid description of the reality to
which the data are referring (Séderberg 1999, Milne & Oberle 2005). In this study, this was
accomplished by conducting two structural analyses of the texts. In this way, the
interpretations presented in papers I-IV embraces and are grounded in the majority of the
collected data.

The researcher is inextricably linked to all aspects of a qualitative study, which has
implications when considering the trustworthiness of the analyses performed and produced.
To ensure authenticity and trustworthiness of interpretations it is important to remain true to
the experiences of participants throughout the interpretation process, and to try to ensure that
themes and subthemes are grounded in and developed from the data rather than being
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superimposed on them by the researchers (Milne & Oberle 2005). Fittingness is a criterion of
trustworthiness in qualitative research that is underlined by several authors (Sandelowski
1986, Hoye & Severinsson 2007). It requires on-going and in-depth reflection and dialogue
with the text, a critical examination of the emerging themes according to the text as a whole,
and examining possible sources of bias that might influence the interpretation.

Trustworthiness was improved by the fact that several authors conducted the analysis and
agreed the interpretation as likely to be the most useful understanding of the interview texts,
and that the interpretations were grounded in the data. Several interpreters and authors with
different backgrounds and pre-understanding provided grounds for a wider frame of reference
for interpretation, and hopefully, greater fittingness and trustworthiness was achieved through
this critical dialogue (Serlie 2001b). The use of direct quotations increased the authors’
confidence in the interpretations and emergent themes, and allows readers of the papers to
judge the credibility of the interpretations (Milne & Oberle 2005).

Still, the interpretations made are influenced by the researchers’ background and
preunderstanding which may have served to reify our conclusions and made us blind to other
possible interpretations (Armour et al. 2009). In this study, the interpretation of the interviews
with surgeons was performed by nurses. Physicians and especially surgeons may have
interpreted the text differently or added other perspectives to our interpretations. Researchers
who are not familiar in a field may overlook certain nuances and ambiguities of data because
of lack of understanding of the work and the setting.

Respondent validation, or member checking, is recommended by several authors as a way to
increase the trustworthiness of the interpretation of qualitative data, and involves going back
to participants to review the findings and checking that they agree with the researchers’
interpretation as being consistent with their experiences, generally when the analysis is
completed (Riessmann 1993, Sandelowski 1993, Milne & Oberle 2005, Tuckett 2005). This
was not done in the present study. In this phenomenological hermeneutical approach,
validation is accomplished by means of the structural analysis as the objective part of the
interpretation process (Lindseth & Norberg 2004). I may add that the interviews allowed the
participants to tell their stories, and reflect upon their experiences, thoughts and feelings and
reasons about the situations and experiences, and involved probing to clarify what participants
said during the interviews. In this way member checking was conducted in creating the texts
when participants were asked to elaborate on particular circumstances and the significance of
their experiences, and to clarify the interviewer’s understanding of the narration.

Several authors have argued that the benefit to be gained by member checking is questionable
(Sandelowski 1993, Koch & Harrington 1998, Armour et al. 2009). In the structural analysis
performed in this study, the interviews were taken apart and put together again in ways that
subsumed individual statements and stories under different themes, making it difficult for the
participant to identify his or her contribution. In addition, self-reflection and learning that
occurs during and after the interview situation may have altered their perceptions. It is also
argued that participants have their own agendas, and desire to present themselves in a positive
light which has to be weighted as their feedback is considered (Sandelowski 1993, Armour et
al. 2009). According to Sandelowski (1993) member checking can turn research into a
negotiation or consensus-seeking endeavour, and that some voices may get privileged over
others.
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Still, the many and complex ethical dilemmas surgeons and nurses experience and their
reflection on the meaning of living with them while practising may be difficult to recapture in
relatively brief interviews. Follow up studies, inviting participants to reflect and elaborate on
their previous stories may have strengthened this study, making it possible to gain a deeper
understanding of the themes and their meanings and if and how they develop and change in
time (Lindseth et al. 1994, Astrom et al. 1995).

Ricoeur (1976) states that a text may have two kinds of references; references of the first
order describe reality while references of the second order re-describe or transcend reality.
This means that the interpretation is based on an interpretation of the meaning in the text
which the interviewees might even be unaware of.

According to Ricoeur (1976) a text has multiple but not infinite meanings. Thus, the
interpretations presented in papers I- [V and in this thesis should therefore be seen as one of
several possible interpretations and as arguments put into ongoing discourses, in this case
about the lived experience of ethically difficult situations in surgical units or in other health
care fields. The stories told neither reveal all facts about ethically difficult situations in this
context nor the good and correct actions to take for patients in these situations (Code 2002).
Hopefully, the interpretation presented in this study may have brought us closer to the lived
truth rather than correctness about the ethical life of practising surgeons and nurses (Lindseth
& Norberg 2004).

Although the results cannot be generalized and transferred to other contexts, they can be
regarded as credible if surgeons, physicians and nurses with similar experience can recognize
the descriptions or interpretations as their own (Sandelowski 1993). The interpretation can at
best produce a deeper or different understanding of ethically difficult situations. Still, if and
when our outlook on situations and ethical phenomena changes, we may change our conduct
towards others and ourselves. In this way the results can be transferred to similar situations
(Ricoeur 1976, Serlie 2001b, Lindseth & Norberg 2004, Paley 2005).
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9 Main findings in Papers I- IV

The overall aim of this thesis is to illuminate surgeons- and nurses’ experiences of living with
ethical dilemmas in surgical units. The main findings of this study of surgeons and nurses are
presented chronologically, e.g. in order of publishing. The themes and subthemes of each
paper are presented in Tables IV, V, VI and VII.

9.1 Surgeons

Paper I: The meanings surgeons assign to their experiences of ethical dilemmas in their
work.

The narratives of surgeons concerned ethical challenges and decision making in situations
when patients’ life and quality of life was at stake. The lives of patients are fragile;
undergoing surgery has risks as well as benefits, and the aftermath of surgery is often
impossible to predict. The surgeons live and work with the inherent uncertainty of the course
of the disease, patients’ chances of survival, the risk of serious and fatal complications and the
possibility of diminishing patients’ quality of life after major surgery. Dialogue with patients
and being involved in situations were important for surgeons in order to understand patients’
experience of life, their present situation, and their hopes and expectations for the future.
Open and honest disclosure of all aspects of patients’ condition, treatment and care were
important when talking to patients about their conditions, treatment options and life prospects.
Collegial recognition and support were important for surgeons in order to live with the
personal responsibility and the emotional burden of ethical decision-making under
uncertainty. An open and honest dialogue between colleagues presupposes an atmosphere of
acceptance, recognition and trust that allows surgeons to freely voice their opinion and be
listened to without fear of personal repercussions. Talking frankly about personal limitations
and errors was considered a prerequisite for improving surgical procedures and routines.

The surgeons were personally challenged by the existential realities of human life in practice.
Ethically difficult situations were experienced as inherent in practising surgery, and surgeons
have to live with them in ways that are confirmed both socially and personally. This meant
acknowledging their personal and professional responsibility as well as their limitations;
being uncertain, being fallible and humble. Living with the ethical challenges of surgery made
surgeons both confident and vulnerable in their professional role.
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Table V: Overview of the themes and subthemes that emerged from the structural
analysis of the interviews with surgeons (Paper I)

Themes Subthemes

Dialogue with patients Openness and honesty
Involvement

Social confirmation Professional recognition

Open dialogue

Self confirmation Responsibility
Uncertainty
Fallibility
Confidence
Humility

Paper I1: The ethical dilemmas experienced by surgeons in practice.

The main ethical dilemmas related by surgeons concerned finding the right level of treatment
that benefitted patients most in situations of uncertainty. Performing high risk surgery on
fragile patients with poor chances of a positive outcome gave rise to ethical dilemmas
concerning starting or withholding treatment, continuing or withdrawing treatment and
overtreatment. The surgeons usually initiated medical treatment in order to give the patients’ a
chance whenever there was the slightest possibility of survival or a successful outcome.
Trying to fulfil patients’ expectations and respecting patients’ right to decide their own
medical treatment was important to surgeons, and they found it difficult to go against
patients’ expectations when beyond what they considered reasonable.

The surgeons felt responsible for providing sufficient information about the disease, the risks
and benefits of surgery; presenting treatment recommendations and assisting patients in
making the ‘right’ decision about treatment and care. To determine the risks and benefits of
surgery in individual cases was experienced as difficult. It was also difficult to determine the
right amount of information to present to patients, when and how, and in the right way. The
surgeons were concerned that patients gave their approval to surgery without sufficient
understanding of the consequences.

Surgeons experienced ethical problems about whether they should act according to their own
ethical convictions or according to the opinions of principal surgeons or physicians from other
departments. How to respond to incompetent colleagues was experienced as an ethical
dilemma by chief surgeons, who are responsible for both their colleagues and for preventing
them from doing harm to patients. To determine whether a colleague is performing adequately
or not was difficult, as the standards of surgical performance is high, practising surgery
involves risks of errors and even the best surgeon is fallible.
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The problem of making the right prioritization of limited resources was present in the
surgeons’ decision-making. Spending a lot of resources on intensive treatment of one patient
affected other patients already in the unit and patients on waiting lists for operations. Social
laws and regulations represented an ethical problem when they contradicted what surgeons
considered to be in patients’ or relatives’ best interests. The surgeons expressed a global
perspective on their work, realizing that they have more resources at their disposal than
physicians in other parts of the world. At the same time they found it gratifying having
sufficient resources to be of use to patients and society.

Table VI: Overview of the themes and subthemes that emerged from the structural
analysis of the interviews with surgeons (Paper I1)

Themes Subthemes

Treatment Starting or withholding treatment
Continuing or withdrawing treatment
Overtreatment

Respecting the patients
Meeting patients’ expectations

Resolving differences in opinions Superior colleagues

Colleagues from other departments
Incompetent colleagues

Society Local limited resources
Laws and regulations
Global limited resources

9.2 Nurses

Paper I11: The ethical dilemmas experienced by nurses while working in surgical units.
The ethical problems of nurses concerned patients’ treatment and care, cooperation with
surgeons, and institutional constraints on the quality of care. Trying to act in right and correct
ways towards patients and relatives according to personal and professional standards pervaded
the nurses’ narratives.

The nurses expressed doubt about of how to present information to patients, especially about
health problems that might (or might not) emerge after discharge without impoverishing their
hopes and quality of life. Not being allowed by the patient to tell their relatives the truth about
their diagnoses and prognoses was experienced as difficult, as well as withholding the truth to
patients while waiting for surgeons to deliver “bad news” to patients. By not being open and
honest, the quality of patient care and the future life of relatives were jeopardized and
patient’s trust and their own moral integrity compromised.
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Sometimes the nurses found it difficult to find the right balance between caring on the one
hand and creating limits to patients’ behaviour and their personal involvement on the other. In
cases when nurses found it difficult to believe in patients’ complaints and were exposed to
aggressive and threatening conduct from patients, is was difficult for nurses to create the right
balance between patients’ responsibility for their own lives and nurses’ caring responsibility.

The nurses related differences in opinions with surgeons concerning the issue of withholding
and withdrawing treatment. While surgeons tended to pursue medical treatment, the nurses
were hesitant, and voiced their opinion to withdraw before the surgeons. Nurses complained
about surgeons’ perspectives of the patients’ situation being limited to surgical diagnostics
and treatment, and that they were indecisive or did not respond adequately to all of patients’
symptoms and complaints. Different opinions and lack of communication between surgeons,
and the lack of available surgeons in charge affected the patients’ treatment and care in
negative ways.

The heavy workload in the unit, lack of time and staffing problems made it difficult for nurses
to obtain an overview of the patients they were responsible for; in consequence, it was
difficult to prioritize which patients most needed time and attention. The mix of patients in the
unit required them to continually shift caring patterns, to hurry between emotionally
complicated and trifling tasks, and patients with different diagnoses and a great variety of
problems and needs.

Due to lack of beds, ward space and private rooms the patients were constantly moved
around, and severely ill and dying patients were transferred to other departments instead of
being cared for by familiar staff. Long waiting lists for operations resulted in early discharge
of patients, and the nurses were concerned about how patients without an adequate social
support system would manage at home. Nurses found it difficult to preserve patients’ right to
privacy and confidentiality and worried about patients withholding indispensable information,
and that health problems were concealed and unattended to. The likelihood of being
overheard by others caused the nurses to leave out sensitive questions and subjects in their
conversations with patients.

According to nurses, patients and relatives were satisfied with the quality of treatment and
care they received, while the nurses believed they could do more, and that they had to reduce
their standards of care due to institutional constraints. Nurses experienced it as very
unsatisfactory not being allowed to offer patients excellent care according to their personal
and professional standards.
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Table VII: Overview of the themes and subthemes that emerged from the structural
analysis of the interviews with nurses (paper I11).

Themes Subthemes
Patients and relatives Openness and honesty
Trust
Limits
Differences in opinions Withholding or withdrawing treatment

Focus of interest

Institutional constraints to quality of care | prioritization

Privacy and confidentiality
Standards of care

Paper 1V: The meanings nurses in surgical units assign to their experiences of ethical
dilemmas in their work.

The main theme in the nurses’ narratives was to perceive the suffering of patients and
relatives, especially the suffering of patients with little hope of recovery. Being moved by
suffering was experienced as a commitment to act for the benefit of patients; to ask surgeons
for explanations and justifications of patients’ medical treatment, to voice their opinions and
ask for an ethical discussion of the case. Nurses felt respected when more experienced, and
that their viewpoints were taken into account when surgeons made their decisions. When
looking back on the time when they were less experienced, they lacked the courage of
convictions and actions.

Their ethical voice or conscience reminded them of their responsibility for patients’ well-
being, treatment and quality of care, and they asked themselves whether their responsibility
had been fulfilled, that nothing had been left undone, overlooked, or neglected, before they
were able to “leave the patients behind” at the end of shift. When confirmed by patients,
relatives, colleagues, and their conscience that the needs of patients and relatives had been
attended to in an ethically and professionally satisfying manner, this increased the nurses’
confidence and satisfaction in their work, as well as their strength to live with the burden of
being in ethically difficult situations.

Having a satisfying working relationships with colleagues, and discussing and resolving
ethical problems in a team of peers made nurses confident and secure, and increased their
courage to remain at the bedside in situations of difficulty. Conveying their own needs,
sharing thoughts and feelings with trusted peers was experienced as a relief, and receiving
collegial support and words of esteem for their strength to linger in situations of difficulty,
was important in the nurses’ personal and professional lives.

It was essential for the nurses to have confirmation by patients, colleagues and their
conscience that they were doing their utmost, although they could never be certain about the
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correct and best thing to do in particular situations. They found ethical problems easier to live
with as more experienced as they had acquired skills that made them more equipped to deal
with them; and to anticipate what might happen. The recollection of former patients,
especially successful cases of unexpected recovery, increased nurses’ strength to carry on
with their work in the unit and in the nursing profession.

Table VII: Overview of the themes and subthemes that emerged from the structural
analysis of the interviews with nurses (paper VI1).

Themes Subthemes

Moral perception Closeness to suffering
Compassion

Nursing responsibility Commitment to act
Conscience

Identity Confirmation
Confidence
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10 Interpretation and discussion

The main theme that pervaded the narratives of both surgeons and nurses concerned
sustaining the life and wellbeing of patients, and acting accordingly. Being responsible for
particular patients in life threatening and decisive circumstances made profound impressions
on surgeons and nurses and challenged their way of practising; their outlook on life as well as
well as their professional conduct. The ethical dilemmas embedded in attending to patients’
treatment and care, and ways of resolving them constitute in the first part of the discussion.

Both surgeons and nurses emphasized the importance of social recognition and confirmation
from colleagues when faced with ethical dilemmas. In the literature of medical and nursing
ethics, colleagues seldom have an important or supporting role. The ethical obligations and
dilemmas embedded in the professional — client relationships usually emphasize patient care
as a collective responsibility (Park et al. 2007). The second part of this discussion addresses
the importance of peer recognition and confirmation in the ethical life of surgeons and nurses,
and that of self confirmation and integrity.

Both surgeons and nurses related the importance of “living with” ethical dilemmas in practice.
The meaning of this expression seemed to involve finding ways of practising and managing
these dilemmas according to ethical and professional standards, and to their professional and
personal integrity. I take up this theme in the third and last part of the discussion. Together, I
hope, these parts will contribute to a better understanding of the ethical reasoning of surgeons
and nurses, derived from narratives of the ethical difficulties of practice in this context.

10.1Autonomy, respect and trust

When surgeons and nurses narrated about the ethically difficult situations they experienced in
the unit, the dilemmas they faced, and how they understood and tried to resolve them, they
emphasized sustaining the life and welfare of patients. The ethical aim of surgeons and nurses
was expressed as being professionally, ethically and personally responsible for patients
(Papers II, III). The relationships with patents and relatives seemed to be framed or structured
according to their understanding of patients as persons, their experience of illness and disease,
and particular needs for treatment and care during hospitalization.

Knowing particular patients seemed to offer ethical guidance into the nature of ethical
dilemmas faced in particular circumstances, and the way to manage or resolve them. At the
same time, acknowledging ethical commitments made compelling personal claims upon
surgeons and nurses which were difficult to ignore, and became sources of personal and
professional discomfort as well as satisfaction. How to adequately respond or attend to the
needs of patients was also shaped and bounded by the demands of other patients in the unit,
anonymous patients on the waiting list for surgery, social laws and regulations, and economic
and institutional conditions (Papers I, III).

Both surgeons (Paper I) and nurses (Paper III) emphasized the value of patients’ right to
decide their own treatment and care, which involved initiating a dialogue with patients,
interchanging of different options, being open and frank, and trying to attain mutual
understanding and agreement. It seemed that surgeons and nurses aimed at establishing
relationships with patients based on the principle of autonomy, i.e. the recognition of patients
as autonomous moral agents.
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The autonomy of patients and the freedom of choice is a prominent principle in modern
bioethics (McCullough et al. 1998, Beauchamp & Childress 2001). According to surgeons
and nurses, autonomous patients seemed to be those who listened carefully to the information
provided, deliberated about the pros and cons of different treatment options, and chose the
most adequate and workable solution in his or her case, taking an active part in an open
dialogue. Still, the dilemmas related in the narratives suggest that not all patients
approximated to this ideal type. Surgeons and nurses experienced great variability in patients
preferences for involvement in medical decision-making, and many and complex elements
that seem contrary to this western cultural tradition (Gawande 2002, Gordon & Daugherty
2003, Wirtz et al. 2006, Groopman 2007).

Surgeons did however narrate about encountering such ‘ideal’ patients, which they
experienced as a relief; i.e. patients that seemed to make treatment decisions consistent with
their life goals, and gave answers to surgeons’ doubts about the right or good thing to do
(Papers I and II). Acting according to patients’ capability for self determinations or the
principle of patient autonomy may be regarded as respecting patients, acknowledging their
authority to decide their own treatment and judge their own quality of life (Falkum & Ferde
2000, Gulbrandsen et al. 2002, Sullivan 2003, Gallagher 2007). In the narratives of surgeons
and nurses, the meaning of respect owed to patients did not only seem to be an obligation or
absolute rule in a deontological sense, but was expressed as an ethical aim or demand linked
to the dialogical structure of the relationship. By respecting patients’ right to decide and
acting according to patients’ expectations, surgeons and nurses tried to establish a space for
dialogue and mutual understanding by involving patients in the decision-making process.

In this context, there did not seem to be a conflict between caring for patients and respecting

and enhancing their self-determination capabilities. Still, the issues had to be balanced in

particular situations. Surgeons and nurses recognized that patients in need of surgery are often

not in a medical condition and position to make good decisions; to reason through the risk and

uncertainties involved without the distortion of fear, and often want surgeons and nurses to

take burdensome decisions they do not want to make or do not feel able to make themselves.
Even when patients do want to make their own decisions, there are times when the
compassionate thing to do is to press hard: to steer them to accept an operation or treatment
that they fear, or forgo one that they’d pinned their hopes on (Gawande 2002:224).

The question of who ought to decide remains an ethical challenge; at the same time
acknowledging the complexity and uncertainty of the situation and outcome of treatment, and
realizing that both patients and professionals are fallible. Moreover, there is the reality of
surgical and nursing practice that in spite of uncertainty, some kind of decision or other about
which actions to take has to be made (Groopman 2007).

The surgeons and nurses were preoccupied with respecting patients’ right to decide while at
the same time recognizing patients’ vulnerable situation in life. Studies have shown that
patients are usually satisfied with the medical treatment and care they receive and consider the
hospital as the safe and secure place to be when seriously ill. They voluntarily entrust the
responsibility for their life into the hands of surgeons and nurses, and this is usually
experienced as something good when seriously ill and dependent on others (Album 1996,
Shattell 2002, Walker 2002, Serlie et al. 2006).

Both surgeons and nurses were concerned about how to respond to patients’ vulnerability and
limited capacity to exercise their autonomy. Patients were often too willing to leave decisions
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about appropriate treatment and care to surgeons and nurses, and trusted them to act and
decide in their best interest (Papers II, III). By placing their autonomy and significant parts of
their life in the hands of others, patients showed and requested a basic trust, which is a
phenomenon of ethical life, or a sovereign expression of life, according to Legstrup (1997).
However widespread mistrust occur under certain circumstances (Papers II, III), social life
would not exist if trust was not more fundamental than mistrust. While trust needs no reason,
there must be some reason, even if unwarranted, for mistrust (Legstrup 1997).

The basic trust in the relationship was at stake when surgeons encountered patients and
relatives with greater expectations than they could fulfil (Paper II). Both surgeons and nurses
experienced the dilemma of trusting patients concerning the sincerity and severity of their
complaints (Papers II, III). Surgeons and nurses became aware of the importance of the
ethical phenomena of trust, openness and frankness when they were difficult to sustain in the
relationships with patients (Papers II, III). The dilemmas related by surgeons and nurses
revealed that the ethical phenomena of trust constitute a fragile balance that is easily
shattered. Still, surgeons and nurses realized the importance of maintaining patients’ trust
through initiating an open dialogue, acting out of respect or regard for patients’ right to self
determination and taking their complaints seriously. Ignoring patients’ complaints did not
only threaten the trust in the relationship, but could cause serious harm and threaten patients’
life, according to surgeons and nurses (Papers II, III).

10.2 Rescuing and sustaining life

What you should put first in all the practice of our art is to make the patient well, and if he
can be made well in many ways choose the least troublesome (Hippocrates, § 3.383, in
Elliot-Binns 1978).

Patients in surgical units are vulnerable, and their future prospects and flourishing are
dependent on surgeons’ and nurses’ knowledge, skills and clinical experience to act on their
behalf (or refrain from acting). According to the philosopher Jonas (1984), the existence of
mankind and each human being is the first and foremost fundamental ethical commandment;
that they live well is the second. Little (2002) argues that rescue is an ethical principle and a
special feature of the surgical process and the relationships between surgeons and patients.
Throughout the narratives, surgeons and nurses revealed commitment to rescuing and
sustaining human life, which may seem as a paradox in view of the many complex ethical
demands and dilemmas of human pain and suffering they faced. What constitutes a successful
outcome in surgery as a struggle for life, and patients’ experience of their quality of life
afterwards, is uncertain and impossible to predict for surgeons and nurses as well as patients
and relatives.

From patients’ point of view surgeons and nurses have the power to rescue life, the means of
palliations and to restore health (McCullough et al. 1998, Little 2002). Patients hope and
expect to benefit from surgical treatment and care, and assume that surgeons and nurses will
respond to their diseases and complaints by taking reasonable steps to ensure a favourable
outcome. The ethical aim of ‘rescuing’ or sustaining human life by “giving the patients’ a
chance” is underlined by both surgeons (Paper II) and nurses (Paper I1I) and demonstrate that
surgeons, nurses, patients and relatives usually share this ethical aim.

The maintenance of patients’ hopes of survival was important to surgeons and nurses (Papers
I, IIT) assuming that hope is needed to battle the disease and postpone death (Paper I1). We
may say that surgeons and nurses also tried to inspire and maintain hope in patients by their
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efforts to pursue medical treatment by giving patients’ a chance, and reluctance to withhold
and withdraw treatment (Little & Sayers 2004, Eliott & Olver 2007). The surgeons described
a seemingly dilemma when engaging in discursive practices that countered patients’
unrealistic expectations and hopes for the outcome of surgery. In situations when giving the
patients a chance is an option, surgeons and nurses often represent patients with a last and
only hope for future life. In medical ethics there is a discussion about whether acknowledging
uncertainty and doubt can undermine patients’ sense of hope and confidence in the physician
and a proposed therapy.

The expectation and hope of therapeutic success is the background understanding which
legitimates surgical action, according to Bosk (1979). But to say that there is an expectation of
success is to recognize the possibility of failure. The risk taking on patients’ behalf implicit in
surgical action in circumstances when patients’ life is threatened is a double-edged sword.
Decisive measures to sustain human life display patterns and behaviours emblematic of the
“hero” in modern Western societies. Stories of patients that survived against all odds are
preserved in memory as a source of work satisfaction for both surgeons (Paper 1) and nurses
(Paper 1V).

“Giving the patient a chance” or “doing everything possible to rescue life” is both a medical-
technical and an ethical issue, recognized by both surgeons (Paper II) and nurses (Paper III).
Patients’ hopes and expectations and the surgeons’ and nurses’ expertise are fundamental
features in the professional- client relationship. Professionals agree to apply their expertise to
clients’ problems in a manner that is in their best interests, and takes care not to abuse their
clients’ helplessness. Despite the surgeons’ and nurses’ advanced knowledge, skills and
modern technological remedies, they cannot and do not promise to rescue and cure (Papers I,
IT). The most that they can promise is to help to the best of their abilities and in a fashion
consistent with the standards of their profession (Bosk 1979, Almond 2005, Jacobs 2005).
Still, it is usually important and reassuring for patients and relatives to trust that everything
that can be done to sustain patients’ lives has been done (Bolmsjo et al. 2007).

Hope plays an important role in medicine for both patients and physicians. Still, the way
physicians cling to the hope in practising is often underestimated. Magnusson (2006) links
physicians’ hope to their therapeutic optimism. Surgeons acting on small chances of a
beneficial outcome seem to encompass their hopes as well as their altruistic aims and the
rational argument that the patient might survive the surgical intervention. Katz (1999)
suggests that patients prefer surgeons who appear confident and assured as such behaviour
represents skill, knowledge and experience that counteract patients’ fears of undergoing
surgery. “They want someone who radiates optimism, because they want hope to replace their
fear” (Katz 1999:X).

By taking actions when patients’ lives are at stake in order to “give the patients a chance”,
surgeons and nurses express their ethical and professional commitments towards patients, by
placing themselves in the clients’ service and being ready to act as the patients’ medical
conditions and particular situation commands. When surgeons and nurses emphasize the
importance of dialogue with patients, acting according to their expectations, hopes and vote of
confidence, this may be understood as trying to establish a relationship that is ethical as well
as professional. Surgeons’ eagerness to initiate treatment and resistance to withhold and
withdraw it may be interpreted as a response to the ethical appeal in patients’ problems and
complaints, and the way patients’ hopes and expectations in life are threatened. Taking action
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— trying do something good — in order “to give patients a chance” may be an expression of the
basic ethical dedication to the service of patients on which the professional surgeon/ nurse-
patient relationship is based and enacted (Hafferty 2006, Jones et al. 2006).

Surgeons and nurses are working close to the suffering, anxiety, and the sense of mortality
and bodily frailty that patients live through, and the possibility of complications, continuing
suffering, and the death of their patients (Lindseth et al. 1994, Soéderberg et al. 1996,
McCullough et al. 1998, Oberle & Hughes 2001, Gawande 2002, 2007, Chen 2008). Serious
bodily diseases are times of extreme uncertainty and vulnerability. The patients, surgeons and
nurses in this study remind us that human life is open-ended, and thus, of its inherent structure
of possibility (Benner 1984, Elstad 1995). According to Heidegger (1996) for people or
Dasein, something is always left unrealised. The undecided is not something new that is
connected to Dasein, but is constitutive of Dasein itself as a basic human structure (Elstad &
Torjuul 2009a).

This study shows that surgeons and nurses are related in the existential open-endedness in
their patients’ lives as hope and possibility in situations of uncertainty. Giving patients a
chance may be interpreted into an ethics of possibility. The fragility and indeterminism of life
processes in illness and disease necessitates continuous observation as basis for surgical and
nursing action carefully sought in patients’ trajectory. The ancient Greeks used the concept
kairos to describe the right time or the proper occasion for an action. In this context it may be
interpreted as the particular decisive moment that calls for right therapeutic actions (or
refraining from actions). The decision whether to start, continue or withdraw treatment in
acute and emergency situations may be regarded as moments of kairos that are necessarily
marked by uncertainty and risk (Nicolaisen, 2003, Bolmsjo et al. 2007). In surgery and
nursing, kairos it is moreover the particular time of the right actions that is sought within an
uncertain and irregular course of disease and treatments (Elstad & Torjuul 2009a).

Surgeons’ and nurses’ relationships with patents and relatives are professional according to a
social and ethical division of labour. As professionals, it is their duty to attend to the interest
of their patients; they are expected to use their socially given powers and authority to fulfil
their tasks to the utmost, which enables them to contribute to values deemed important by
society (Jacobs 2005). In the day-to-day practice patients expect and do usually exact high
ethical standards from surgeons and nurses who serve them in a professional capacity.
Patients consult professionals because they are believed and expected to be experts (Almond
2005). That professionals sometimes fail to fulfil clients’ expectations does not alter the fact
that professional and ethical expertise is enacted in particular situations and practices, and that
professional standards of conduct are demonstrated in the degree of dedication to patients in
day-to-day activities. In a professional practice, special knowledge and competencies are
necessary in order to act in ethically appropriate ways towards clients, and to understand and
resolve the ethical difficulties imbedded in a particular form of practice.

According to the nurses, surgeons’ preference for initiating medical treatment and reluctance
to withdraw sometimes resulted in overtreatment, prolonging patients’ suffering and reducing
their quality of life (Paper III). Surgeons and nurses seemed to hold different opinion about
the possibilities and limits of surgical (and medical) treatment in particular cases (Paper III).
As nurses spend more time at the bedside, they are said to be working closer to patients’
symptom experiences, their concerns and values, and to recognize them before the surgeons
(Paper 1V). In a study in intensive units, Hamric and Blackhall (2007:427) argue that nurses:
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“may tend to focus on the suffering of the many, whereas MDs are more concerned with the
survival of the few”. Others suggest that while physicians are faced with the burden of
responsibility for making ethically difficult decisions, the nurses are closest the consequences
(Oberle & Hughes 2001, Melia 2004). This may be somewhat different in surgery than in
other areas of medicine. The visibility of surgeons’ decisions and actions, the expectations
that surround them, and the huge consequences of their actions raises the question of ethical
and professional responsibility for surgeons in a very direct way; not only are their successes
highly visible, but also their ‘failures’, when complications occur or a patient dies during or
immediately after surgery (Bosk 1979, Katz 1999, Gawande 2002, Chen 2008).

The surgeons in this study acknowledged that prolonged suffering could be the result of their
preference for initiating and continuing treatment and the reluctance to withdraw. At the same
time, they seemed to be concerned that withholding and withdrawal of treatment could
prematurely end a life that otherwise could have been saved (Paper II). Patients who
unexpectedly improved in response to aggressive treatment were powerful examples used by
surgeons (and nurses) as ethical reasons or justifications for initiating and continuing
treatment in situations of uncertainty and doubt (Papers II, IV).

10.3 Ethics and confirmation

10.3.1 Social recognition and confirmation

The surgeons (Paper I) and nurses (Paper IV) emphasized the importance of having satisfying
relationships with their colleagues both in the usual course of events in the unit, and
especially when facing situations of ethical difficulty. Collegial recognition and support were
important for surgeons in order to live with the personal responsibility and the emotional
burden of ethical decision making (Paper I). Discussing and resolving ethical problems in the
team made nurses confident and secure and increased their courage to endure staying in
difficult situations. Sharing thoughts and feelings with their peers was experienced as a relief
(Paper 1V). Contrary to the surgeons (Paper II) the nurses did not mention any ethical
problems in their relationships with colleagues, and no differences of opinions between the
nurses emerged in their narratives (Paper III). While difficulties in cooperation with surgeons
were apparent in the narratives of the nurses (Paper III), surgeons did not mention any ethical
difficulties in their relationships with nurses (Paper II).

While nurses often initiated ethical discussions (Paper 1V), surgeons were responsible for
making the final decisions in each case, although the nurses voiced their opinions, tried to
influence the outcomes and sometimes succeeded in making surgeons change their minds
(Papers I-1V). We are reminded of the sociological reality that hospitals are places where
power relations within and between persons and professions are created and recreated and
experienced (Maseide 1983, 1987). The narratives of surgeons about decision making
revealed issues of power relations as well as ethics — between less or more experienced
surgeons, between surgeons and specialists from other departments (Paper II) — and between
surgeons and nurses in the unit (Papers 111, IV).

In ethically difficult cases, surgeons emphasized that all involved in the treatment and care of
patients should be given the opportunity to express their opinion and their views taken into
consideration before a final decision was made. Clinical experience should have a standing in
these discussions, especially for the nurses (Papers II, IV). There is generally a tension
between two competing systems of legitimation in the medical world: rule by clinical
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experience and rule from scientific evidence. Surgeons are both craftsmen and holders of
scientific knowledge and place authority on experience and the practical side of medical
knowledge (Bosk 1979, Gawande 2002, 2007, Gillett 2004, Groopman 2007).

In situations of ethical difficulties, the salient ethical and medical features are frequently
intertwined in complex ways (Paper II). Thus, comprehensive discussions and decisive
investigations of the medical facts of patients’ condition and prospects cannot be separated
from ethical consideration embedded in particular instances. The moral life of surgeons and
nurses involves practical reasoning and interpretation and deciding as best they can what
constitutes good results for particular patients, and acting accordingly. Those concerns will
directly engage with issues of human life or well-being rather than with questions of moral
right and wrong (or obligation).
On such view, the most moral thinking doesn’t involve thinking about morality, and the
morally good person isn’t guided by a theory or (agent-based) moral principles or even a
sense of rightness as much as by a good heart that seeks to do good for and by people
(Slote 2001:42).

On the other hand, ethical difficult situations are characterized by complexity, uncertainty and
ambiguity that encourage reflection and dialogue between those involved. In these situations,
surgeons and nurses realized that that they needed colleagues to talk to or ask for advice
(Papers 1I, IV). When decisive medical decisions had to be taken with unforeseeable
consequences and fused with conflicting values, thoughts and emotions it was experienced as
a heavy burden (Papers I, IV). On these occasions surgeons and nurses often acted under
double constraints, which mean the absence of a guilt free course amidst the necessity to
choose, and no possibility of abstaining from making a choice not contaminated with guilt
(Nussbaum 1986, Solbakk 2004, Magnusson 2006).

The importance of social recognition and confirmation when facing ethical difficulties should
not be underestimated for several reasons. Increasingly, the day-to-day care of patients is
enacted through the cooperative efforts of teams in varying forms (Park et al. 2007). This
means that a large number of ethical dilemmas involve teams of professionals and not only
individual practitioners. Thus, the collective responsibility and ethical obligation of the team
as a whole in discussing and resolving these dilemmas seems important. By narrating their
lived experience, surgeons and nurses give meaning to their experiences, and together they try
to reach a shared understanding of the realities of the situations, and to reach consensus about
what to do that is sufficient for their practical purposes (Album 1996, Melia 2004). They
understand themselves as moral agents through the stories they tell and live, as well as
through those told about them and by interpreting them (Walker 1998, Ricoeur 1992,
Gullestad 1996, Jordens & Little 2004).

What constitutes the ethics of treatment and care in this context is created, recreated and
communicated in the social relationships in the unit (Gullestad 1996, Doane 2002). The ethics
of surgery and nursing are embedded in practice, and are often taken for granted as a common
understanding about the right and good way of acting according to the welfare of particular
patients and the standards of the profession. According to Maclntyre (2002) the “standards of
excellence” in a practice are rules of comparisons applied to accomplishments in relations to
ideals of perfection shared by a given community of practitioners, in relation to ideals by the
masters and virtuosi of the practice considered. The ethical considerations embedded in the
standards of excellence are learned by participating in a practice and through interactions with
experienced and trusted colleagues. As ethical difficulties in surgical units are experienced on
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a daily or weekly basis, moral discussions are conducted on an ongoing basis. Though ethical
dilemmas and cases are unique with no set answers and have to be handled case by case,
situations share common or typical features that can be learned through clinical experience
and competence (Delmar 1999, 2006, Martinsen 1996). Such typical features are not only
about clinical aspects of being ill and undergoing surgery, but also about salient ethical and
existential life-phenomena concerning basic conditions of human life.

The surgeons and nurses related that they found ethical challenges and difficulties easier to
live with as experienced as they had acquired skills to handle these situations both personally
and professionally (Papers I, IV). The possibility of learning through exchanging and sharing
experience with colleagues may be one reason why working in the hospital and in a team was
experienced as satisfying by both surgeons and nurses (Papers I, IV).

We may say that dialogue and professional recognitions between colleagues served to create
and confirm participants’ identities as ethically responsible surgeons and nurses by giving and
receiving social confirmation for being good and acting correctly (Papers II, IV). Discussing
particular cases, weighting carefully the relevant values, facts, interests and differences of
opinion at stake, and reaching consensus may be regarded as a way of addressing and sharing
responsibility for which actions to take and for the intelligibility and acceptability of the
chosen solutions. Their identities as morally responsible surgeons or nurses were continually
created and recreated inside professional relationships between supportive peers who
provided opportunities for recognition, self-disclosure, inclusion and dignity despite of
shortcomings. Being responsible seemed to be a matter of being confirmed in having a
standing in the professional community of eligible participants as being worthy and capable to
undertake professional responsibility and answer for their judgments and conduct (Bosk 1979,
Gullestad 1996, Walker 1998, Doane 2002).

The way surgeons and nurses were talking about their colleagues revealed bonds of affiliation
and interdependence. It is reasonable to assume that sharing common work experiences
created and recreated a kind of ‘we-identity’ between peers. Sharing and establishing common
ethical aims and acknowledging that mutual cooperation and support is necessary to provide
excellent treatment and care, seemed to strengthen a sense of social commitment and
interdependency between members of the respective professions. Appreciating that they were
not alone in these situations, and that their uncertainty, thoughts and feelings were shared by
others seemed to have a reassuring and comforting effect on surgeons and nurses (Bauman
2001, Little et al. 2003, Eriksen 2004). Some experiences related by surgeons and nurses were
extremely difficult and made a profound impression on their personal and professional lives
(Papers I, IV). According to Eriksen (2004) the feelings of community and “we-identity” are
strengthened when there is most at stake. Kaldjian et al. (2008) found that discussing medical
errors with colleagues strengthened physicians’ relationships with those colleagues. The
knowledge that comes from extreme experiences may be hard to share with those who have
not had similar experiences, according to Little et al. (2003:76):

Similarly, emotions such as abjection, fear, depression or elation at the realization of

survival, are experienced with an immediacy and intensity that cannot be freely

communicated to others who have not had similar experiences.

While Little et al. (2003) for the most part writes about the experiences of cancer patients, the
idea that it may be easier to talk to others with similar experiences seems relevant for
professionals too, and elucidates why surgeons and nurses prefer talking to trusted peers about
difficulties in their work.
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According to Baumann (2001) some words have a ‘feel’ attached to their meaning, and the
word community we feel is always good, a ‘warm’ place to be due to the connotations the
word conveys, all of them have “promising pleasures, and more often than not the kinds of
pleasures we would like to experience but seem to miss” (Bauman 2001:1). While not being
as pessimistic as Bauman (2001) to the possibility of establishing satisfying communities, we
may still ask if there are side effects to the privilege of participating in the collegial
communities between surgeons and nurses.

Both surgeons and nurses emphasized that courage was needed to voice their personal,
professional, and moral opinions (Papers I, IV) and to convey personal needs and feelings of
distress in the community (Paper IV). This reminds us of the intimate connection and even
tension that exists between trust and vulnerability in our relationships in general and between
colleagues in particular. It is when we place trust in others that we expose, or at least
acknowledge our vulnerability in hope that those in whom we place our trust can be counted
on not to exploit our vulnerability (Legstrup 1997, Sellman 2007).

According to Bauman (2001) the price to be paid for the privilege of ‘being in a community’
and gaining safety and security is giving up one’s personal freedom and autonomy, or the
right to self-assertion. He claims that shared understanding and consensus is an agreement
reached by essentially differently minded people, and a product of negotiation and
compromises. The community-style, matter of fact understanding does not need to be sought,
laboriously created or fought for because that understanding ‘is there’, ready made to use, so
that we understand each other without words and never need to ask ‘what do you mean?’ The
kind of understanding on which community rests proceeds all agreements and disagreements
and are the starting point of all togetherness. “It is a reciprocal, binding sentiment” according
to Bauman (2001:10).

The relationships between colleagues are in many ways different from surgeons’ and nurses’
relationships with patients (Papers I, IV). On the one hand, ethical demands and dilemmas
concern fundamental ethical and existential phenomena of human life such as trust, openness
of speech, and showing respect and consideration to other people (Logstrup 1997, Delmar
2006). On the other hand, there are important differences. When surgeons and nurses
appealed to trusted peers to share their uncertainties and doubts or taxing emotions, to talk
about their experiences, to discuss and resolve ethical dilemmas, they could do this without
putting important values in the relationship with patients at risk.

When professionals control or manage their display of emotions in the presence of patients
and relatives, this may be understood as a defence against the anxiety of being overwhelmed
by emotions (Benner et al. 1999, Beauchamp and Childress 2001, Puntillo et al. 2001,
Georges et a. 2002, Allan & Barber 2005). While this may be the case, withholding or
suppressing emotional responses may also be regarded as the ethically good and correct thing
to do, in order to focus on patients’ experiences, needs and demands in the particular
situations at hand (Graber & Mitcham 2004). Thus, the expressing and managing of emotions,
for instance soothing tempers, boosting confidence or comforting are performed with trusted
colleagues in the absence of patients. Groopman describes the issue as a paradox.
Professionals have to suppress their emotion and detach themselves from anguish that could
impede their work. If they erase their emotions or become immune to their impacts, however,
they fail to care for patients. “... feelings prevent us from being blind to our patient’s soul but
risks blinding us to what is wrong with him” (Groopman 2007:54).
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In the informal and formal encounters between colleagues, both surgeons and nurses seemed
to express worries and matters of concern, warn about possible errors, acknowledge errors and
set standards for surgical performance and nursing care. In these arenas where surgeons and
nurses reign and patients and families are absent, they also learn what it means to be an
ethical surgeon or a nurse.

In this study, both surgeons and nurses related that the relationship with colleagues enabled
them to provide good treatment and care to patients (Papers I, IV). To sum up, the
relationships between trusted colleagues are based on ongoing mutual recognition and
interdependency while the professional client relationships are time regulated and highly
asymmetrical and framed according to patients’ medical condition and expectations as well as
their degree of dependency (Lawler 1991). Still, the results of this study showed differences
in opinions and tensions in the relationship between surgeons and nurses. On the one hand,
the nurses related that their viewpoints were taken into account when ethically difficult
decisions had to be taken and trusted surgeons’ decisions to be reasonable and realistic
(Papers IV). On the other hand, the cooperation with surgeons in many cases was considered
less than satisfying. There were differences in opinions with and between surgeons about
treatment, and the absence of surgeons in the unit and limited interests in holistic treatment
and care resulted in patients being offered less than optimal treatment and care (Papers III).
For the most part surgeons and nurses related common ethical dilemmas, and above all,
shared measures for improving and sustaining the life and welfare of patients in the unit.

10.3.2 Self confirmation and conscience

And it is good to look after the sick, to make them well, to care for the healthy, to keep
them well, but also to care for one’s own self so as to do what is right. (Hippocrates, §
1.319, in Elliot-Binns 1978).

Equally important as receiving social confirmation from patients, relatives and colleagues,
surgeons and nurses needed to be confirmed by their individual ethical voice — his or her
conscience — about the ethically good and correct actions to take in particular situations.
Surgeons related that having the courage of your convictions and a set of personal ethical
values was important in order to do a proper and conscientious job. Their standards of
conduct and voice of conscience seemed to guide them when deciding which actions were
morally right or wrong, to make controversial decisions, and to voice personal moral opinions
to colleagues and patients (Paper II).

The nurses narrated about trying to sustain personal standards of care in spite of institutional
constraints. These standards and voice of conscience reminded them of their responsibility for
patients’ well-being, treatment and quality of care, and they had to reach consensus with
themselves; being confirmed that they had fulfilled their responsibility before they could
finish the shift (Paper IV). Both surgeons and nurses seemed to refer to their conscience as
some kind of ‘moral compass’ (Dahlquist et al. 2007) that guided them regarding the needs of
patients, the demands and dilemmas of situations and whether certain actions ought to be
carried out or not.

Dahlquist et al. (2007) investigated perceptions of conscience among health care providers
and found that conscience is influenced by culture, and can be perceived as an authority, an
asset, a burden, a warning signal, and as a demand for sensitivity. In this study conscience
may by interpreted as an authority when surgeons expressed their convictions against active
euthanasia (Paper I) and ritual circumcision of baby boys (Paper II). The nurses seemed to
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adhere to the authority of conscience when feeling compelled to voice their ethical concerns
to surgeons when witnessing patients’ suffering (Paper IV). For the most part, the ‘inner
voice’ of surgeons and nurses was expressed as a dialogue of deliberating about what to do,
expressing uncertainty and ambiguity about the rightness of particular actions, more than
consulting an internal (or external) ‘authority’ that could give ethically good and correct
answers to their uncertainty and doubts.

By describing conscience as an ‘inner voice’ the dialogical and negotiating structure of
conscience is underlined, i.e. the questioning, doubting and deliberating about ways of being
and acting and resolving ethical demands and dilemmas faced in particular situations.
Surgeons and nurses emphasized the uncertainty, ambiguity and complexity of their work in
general, and in ethically difficult situations in particular. By opening up for the different
voices “within” and enter into a dialogue, one can either reach consensus with oneself or
conflict with oneself (Gullestad 1996, Doane 2002). Both surgeons (Paper 1) and nurses
(Paper 1V) emphasized that they could never be certain, that no right answer could be found,
that they were fallible and that the possibility of doing harm to patients was always present in
practice regardless of their intentions to do good.

Jensen and Lidell (2009) found that nurses considered conscience as an asset that guided them
in their effort to provide high quality care in hospitals; both as a driving force, a restricting
factor and a source of sensitivity. In this study, the voice of conscience was closely connected
to surgeons’ and nurses’ understanding of their moral responsibilities for patients and how to
fulfil these responsibilities according to their ethical and professional standards (Papers I-IV).
The content and meaning of responsibilities for particular patients - what ought to be done or
not - had to be continually examined, negotiated and attended to in flexible ways, as patients’
conditions and needs change rapidly during the pre-, per-, and postoperative stages of surgical
treatment and care. In addition, surgeons and nurses perform a lot of work with patients on
their own, and have to rely on their own approaches and personal abilities, so parts of their
work tends to be self validating and self confirming. This part of their work may be difficult
to examine critically since surgeons and nurses have to believe in what they are doing in order
to go on practising. These factors encourage personal rather than collective responsibility
(MclIntyre & Popper 1983).

On the one hand, the conscience of surgeons and nurses may be regarded as ambiguous and
uncertain as the ethical demands and dilemmas themselves. Our conscience might offer
‘wrong’ answers to the questions or negotiations of the ethically good and appropriate thing to
do in particular situations. A psychologist, for instance, speaks of cognitive dissonance
whenever conduct and principles conflict in a way that threatens our integrity, resulting in
inner tension or dissonance, which we try to reduce by changing our beliefs rather than our
conduct. The reason for this is that we find out our own beliefs by examining our behaviour,
and not the other way round, according to this psychological theory (Fisscher et al. 2003,
Treviiio et al. 2006). Thus, our conscience needs to be examined against some kind of
external and commonly agreed upon reference points. In this study, intra- and
multidisciplinary discussions on ethically difficult cases seemed to be equally important as
conscience when surgeons and nurses tried to resolve the uncertainty about which actions to
pursue. Studies have shown that social pressure affects conscience. At the same time,
conscience, integrity or moral courage is required to resist external group pressure to act
contrary to one’s own beliefs (Fisscher et al. 2003, Treviio et al. 2006).
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It is, however, not in every person’s power to choose or to act as his or her conscience directs
(Gullestad 1996). The surgeons in this study seemed to have a relatively wide range of
freedom to act in ways that was confirmed from their patients, colleagues, society and by their
inner selves (Papers I, II). On the other hand, the nurses degree of freedom to carry out their
work according to their ethical standards seemed to be limited by surgeons’ decisions and
institutional constraints, on occasion in violation of their individual and professional integrity
(Papers 111, IV). In a study of female registered nurses in paediatric care, Serlie et al. (2003a)
found that nurses were socially confirmed as good nurses when they acted in accordance with
the norms of the nursing group, the physicians’ decisions and the established routines and
culture of the clinic. However, the nurses lacked the confirmation that was given by their own
conscience telling them that their actions were good (Serlie et. al 2003a). In a recent
Norwegian study by Ferde and Aasland (2008) more than half of the physicians expressed
moral distress by sometimes having to act against their own conscience.

It is necessary to be a member of a professional community in order to learn the standards of
excellence in a profession (Bosk 1979, Maclntyre 2002) and to develop a capacity of
assessing ethically difficult situations. The hierarchical structure within the hospital seemed to
create problems for nurses, less experienced and subordinate surgeons in acting in accordance
with or against their conscience (Papers II, IIT). All professionals derive “authority” from
their skills and knowledge. There seems to be a hierarchy of “authority” between and within
professions, based on further acquisitions of knowledge and special skills.

10.4 Living with ethical dilemmas

The surgeons and nurses related that ethically difficult situations were something they had
learned to “live with” in order to practice their profession (Papers I, IV). The meaning of
“living with” ethical challenges seemed to be connected to an understanding of ethics as an
inherent and inescapable feature of their everyday activities and professional life. This
expression revealed surgeons’ and nurses’ experience of ethical dilemmas, and the knowledge
and understanding acquired by facing and resolving them throughout the years of (dearly
purchased) clinical experience.

Experience informed the ways in which surgeons and nurses practised. Their clinical and
ethical reasoning and acting has developed as they have learned from experience and
gradually acquired the habits, dispositions, discernment, skills, and emotional responses of
excellent practice. Individual professional and ethical responsibility is learned within a
practice tradition through education, skill acquisition, and socialization. Individual
practitioners are lodged in local practice communities and specific traditions of practice which
either offer opportunities for ethical discussions, shared learning and self-improvement or
limit individual development and ethical performance (Benner et al. 1996, 1999).

In this study, living with ethically difficult situations was experienced as both frightening and
satisfying (Papers I, IV), and seemed to entail some degree of acceptance of the uncertainty,
ambiguity and fragility of human life in general and their professional life in particular. The
huge amount of ethical demands and dilemmas present and the immense burden of being
responsible in situations of uncertainty revealed that the confidence and equanimity that
surgeons and nurses expressed were fragile and easily shattered. Living with ethical
difficulties as a way of practising seemed to imply living with painful feelings and a troubled
conscience (Papers 11, IV).



Page 61 of 87

The experience of ethics expressed by surgeons and nurses seemed for the most part to be
experience based, particularistic and situational. They did not explicitly refer to any ethical
principles, guidelines or theories when relating the kinds of ethical difficulties they faced and
their ways of managing and resolving them. Their comprehension of surgical and nursing
ethics seemed to be a result of participating in the practical life in the unit. Clinical decision
making in practising is ethical because clinical judgments require understanding what are
considered good outcomes for particular patients. What ought to be done has for these
particular patients, with this disease, in this particular condition, has to be continually
examined and determined in each case, thinking forwards and backwards. The patient for
whom they are responsible is a living being that is changing continually, and more so when
seriously ill, severely damaged or after extensive operations (Elstad & Torjuul 2009a).

Ethical challenges and problems had to be attended to and resolved in some way or other, as
they were recurrent and unavoidable in practice. Although these situations were experienced
as difficult, they seemed to encourage ongoing ethical reflections, dialogue with patients and
relatives, collegial discussions, and negotiations and dialogue within and between
professionals. Living with the abundance of ethical difficulties and their continuous presence
in the unit included the possibility of learning and acquiring a deeper insight into the ethics of
practice and the human condition (Papers I-IV).

Situations of ethical difficulties granted surgeons and nurses an opportunity to learn
something from the experience. The kind of knowledge acquired seemed to include a growing
insight into the uncertainty, vulnerability, fallibility, and limits of practising and into ways to
live and work according to these insights (Papers I, IV). Moreover, the narratives suggest that
an approach to ethics as lived and experienced dispels any impression that ethics could be a
simple matter and easily understood. A desire for further inquiry and learning was instilled
(Solbakk 2004). Through extensive clinical experience the surgeons and nurses seemed to
have developed a deeper understanding into the meaning of being human and the human
condition; that life is not simply a riddle to be solved, and that there is not and cannot be any
correct answers and straightforward solution to ethical demands and dilemmas. Gadamer
(2003:357) describes real experience as becoming aware of one’s human finitude or one’s
own historicity:

The truly experienced person is the one who has taken this to heart, who knows that he is

master neither of time nor the future. The experienced man knows that all foresight is

limited and all plans uncertain.

For Gadamer (2003), experience is not just the passage of time, but a process essentially
negative, acquired in situations that neither conform to our expectations nor confirm them.
However, negative experience may have productive meaning in informing us about things we
hitherto have not dealt with correctly and hence make a correction, and acquire a more
comprehensive knowledge. Gadamer (2003) underlines the dialectical element in experience,
and refers to Hegel who conceives experience as ‘scepticism in action’. Living with ethical
difficulties may be interpreted in line with Gadamer’s (2003) description of experience as a
process by which the experienced person acquires a new openness and orientation to new
experiences.
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The consummation of his experience, the perfection that we call “being experienced”, does
not consist in the fact that someone already knows better than anyone else. Rather, the
experienced person proves to be, on the contrary, someone who is radically undogmatic;
who, because of the many experiences he has had and the knowledge he has drawn from
them, is particularly well equipped to have new experiences and to learn from them
(Gadamer 2003:355).

The process of acquiring deeper insights into ethical difficulties and living with them on a
regular basis seemed to imply experiencing unpleasant emotions like for instance loneliness,
fear, guilt, regret, bereavement and desolation (Papers II, IV). Living with the possibility of
making mistakes with detrimental consequences for patients was a central theme by both
surgeons and nurses, and seemed to be connected to their understanding of ethical and
professional responsibility (Papers II, IV). This result has also been reported in studies of
physicians in other specialities (Serlie et al. 2000, 2001a, Nordam et al. 2003, Henriksen &
Hansen 2004, Paulsen & Brattebe 2006). Though most clinicians are aware of the uncertainty
and the limitations of practice, their responsibility is to avoid doing harm and reduce the
likelihood of medical errors (Hunter 1991, Rosenthal et al. 1999, Forde 2000). The surgeons
talked at length about deliberating over alternative and ethically problematic courses of
actions to take in complex, uncertain and unpredictable situations (Papers I, II). It seemed that
the ethical dilemmas they faced had to be resolved in ways they could live with, i.e.
confirmed by their professional and personal convictions, values and conscience. The
decisions made and actions taken in particular circumstances seemed to concern their current
and future professional and personal life.

According to Beauchamp and Childress (2001:35-36), “moral integrity means soundness,
reliability, whole, and integration of moral character”. Surgeons and nurses related that they
sometimes had to refuse to comply with the requests of patients and relatives, decisions made
by colleagues or social laws and regulations on grounds that to do so would compromise or
sacrifice core beliefs or fundamental moral commitments. As external factors and
stakeholders increasingly try to influence surgeons’ and nurses’ decisions concerning
patients’ treatment and care (McCullough et al. 1998, Kélvemark et al. 2004, Peter et al. 2004,
Nordam et al. 2005b), it has become difficult for both surgeons and nurses to provide
treatment and care to patients in manners consistent with their professional and ethical
convictions. Especially, the disproportion between the work surgeons and nurses are
responsible for doing for patients by society and the resources allocated to carry out their
work, threaten integrity, which may ultimately lead to moral distress, health problems and
burnout, and the intention of leaving the profession (Sundin-Huard & Fahy 1999, Kalvemark
et al. 2004, Corley et al. 2005, Nordam et al. 2005b, Ferde & Aasland 2008, McCarthy &
Deady 2008).

Living with ethical dilemmas presupposes institutional structures and working conditions that
support surgeons and nurses in trying to achieve what Maclntyre (2002) has described as
goods internal to a practice. According to Aristotle (1980), practical wisdom and what counts
as ethically appropriate actions in particular situations are learned by doing what those who
are already recognized as ethical experts in a field do and approve. Webster and Bayliss
(2000) has suggested that compromised integrity that results from being unable to act in
appropriate ways due to perceived constraints in the workplace may ultimately alter the self
and lead individuals to trivialize or deny any wrongdoing, compartmentalizing the self so that
compromising in the workplace is experienced as not impacting on one’s true self. On the
other hand, experiencing moral dilemmas or distress may lead to actions to manage or resolve
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the negative impact of moral dilemmas and conflicts (Liitzén et al. 2003, Peter et al. 2004,
Cronquist & Nystrom 2007, McCarthy & Deady 2008, Schluter et al. 2008).

As the results of this study suggest, experiencing ethical dilemmas and conflicts may provide
an opportunity for transformation and growth when they make individuals or practice
communities more sensitive to and reflective about ethical issues including personal and
institutional impediments to good practice, and ways to resolve ethical dilemmas. Studies
have shown that living with ethical dilemmas in ways that promote ethical learning and
growth presuppose support structures at the organizational level (Kédlvemark et al. 2004,
McCarthy & Deady 2008, Schluter et al. 2008). In this study, the nurses mentioned clinical
supervision groups, ethical counselling in particular cases, and regular meetings in the units to
address and discuss ethics as somewhat helpful in order to live with ethical dilemmas.
Nevertheless, it was the communication and collaboration with patients and trusted colleagues
that both surgeons and nurses underlined as crucial in resolving especially difficult ethical
dilemmas, and giving and receiving the support they needed, and living with ethical dilemmas
on a regular basis. Still, they missed sufficient time to talk to patients, relatives and colleagues
due to the persistent heavy workload in the unit (Papers II, III).

In this study, it seemed that participants’ clinical experience was of some assistance in coming
to terms with and living with the contingencies of human life, and the vulnerability and
limitations in carrying out the work in the unit. On the one hand their work originates from
the aim of mastering human contingency by techn€, which in this case means a deliberate
application to change some part of the world, with successful management of patients’
diseases and needs, and with prediction and control concerning future contingencies, exerting
some control over tuché (luck, or events over which human agents lack control) (Nussbaum
1986). On the other hand, surgeons and nurses have to accept and contain human risk and
fragility and their own limitations and fallibility when trying to be good and act well.

There seemed to be an irresolvable tension in the narratives between trying to master human
contingencies and acceptance of the fundamental ambiguity and uncertainty in practice. The
ethical difficulties narrated by surgeons and nurses revealed that the acceptance of human
contingency, ambiguity and uncertainty did not come easy and without emotional and
psychological costs. Surgeons and nurses have to assimilate and manage the insight that
comes from dealing with severe illness and death. As this study shows, they are highly aware
of their own vulnerability and finitude. This insight seemed to come clearly to mind when
caring for young patients and patients or relatives in similar life circumstances as their own
(Papers I, IT). It seems that surgeons and nurses had learned to live with the seeming paradox
of accepting fallibility without decreasing their commitment to excellence in practice.
According to Kaldjian et al. (2008:722), “Perhaps the answer to the paradox of fallibility and
excellence is to be found in Osler’s insight that fallibility can, if honestly engaged, promote
excellence”.

Surgeons and nurses expressed confidence and satisfaction when being able to do good,
finding a way, and succeeding in their attempt to restore health or save life (Papers I, IV). The
clinical experience of deliberating and choosing and finding workable solutions in clinical
situations made both surgeons and nurses confident (Papers I - IV). It seemed that clinical
experiences were sources of learning and moral development, a process that is also a result of
increased self-knowledge and a deeper understanding into the meaning of life (Nussbaum
2001). It may also mean to acquire a deeper and more intuitive understanding of patients’
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experiences, how to attend to their needs in appropriate ways and limit themselves in
particular situations - insights crucial to professional as well as ethical development.
However, moral growth seems to presuppose and produce some degree of personal
willingness and courage to become involved and engaged in patients and participate in
situations of ethical difficulty. Remaining open to various features of a situation, trying to see
and feel it in all its conflicting many-sidedness seemed to enhance further deliberative efforts
by surgeons and nurses. The experience of ethical dilemmas may become times of ethical
growth and development when they make surgeons and nurses pause, look closer into the case
and rethink what they are doing (Papers I, IV).

As clinical experiences with patients in different life circumstances increase we may assume
that surgeons and nurses bring their ethical values and commitments under scrutiny. The
values and commitments by which they practice may be reaffirmed, reinterpreted, refined,
revised or even replaced as a result (Hughes 2003). This reminds us that ethically difficult
situations are episodes in continuing histories of attempted mutual adjustments and
understanding among people (Walker 1993). We learn progressively from our moral
resolutions and their intelligibility and acceptability to ourselves and others who and how we
are and what our moral concepts and standards mean (Walker 1998).

Living with ethical difficulties in daily practice may be interpreted as if surgeons and nurses
have developed some degree of resilience (Gillespie et al. 2007) to face and resolve the
complex ethically difficult situations while practising in ways they found manageable and
satisfying. We may ask if the notion of living with ethically difficult situations is an
expression of the moral integrity of surgeons and nurses. Integrity concerns the way we
conduct ourselves in general and in situations of difficulty. Integrity is usually used to
describe a person who stays firm and remains true to their beliefs, values and actions in times
of difficulties, conflict and external pressure (Aasland 2006). Walker (1998) describes
integrity as reliability in the accounts we are prepared to give, to act, and stand by, in moral
terms. She says that a person shows integrity in taking responsibility for his or her part in the
collective work of determining how to live, and by standing up for one’s own best judgment
under pressures and penalties from other people (Walker 1998).

The uncertainty of practising means an ever present risk of doing more harm than good to
patients. Living with the responsibility of practising under uncertainty seems to create a
tension between a high level of confidence in order to take actions in situations when risks are
high and much is at stake, and coming to terms with the “fragility of goodness” of living and
practising (Nussbaum 1986). In her work on ethics in Greek tragedy and philosophy,
Nussbaum (1986) shows how the values people pursue in their lives, open them to risk.
Caring for someone or something in life puts the person who cherishes them at the mercy of
luck or the risk of loss and grief. In the long run health care providers are susceptible to
burnout, which consists of emotional exhaustion, depersonalization and reduced perception of
personal accomplishments (Halbesleben & Rathert 2008). There may also be contingent
conflicts of values that make it difficult to pursue all the things to which they have committed
themselves.
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Though tragedies of serious injuries and disease, suffering and death are inherent to human
existence, this does not mean that vulnerability and fragility are to be prized in their own
right, but acknowledging them may offer a supplement and limitation to moral philosophies
that portray our life as safe and predictable, and without ambiguity and risk. The surgeons’
and nurses’ responsibility for deciding between contradictory actions to pursue in situations of
complexity, ambiguity and uncertainty, it is always the possibility that tragedy and disaster
may be an unintended result of their efforts to do good (Nussbaum 1986).
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11 Concluding remarks

In this thesis, I have tried to expand the descriptions of methods, findings and interpretation
already presented in the published papers, and to extend and deepen the interpretation of three
of the main themes that pervaded the interviews with surgeons and nurses.

The first theme discussed was the ethical commitments and dilemma concerning the treatment
and care of patients. The dilemma of respecting patients’ rights to decide their own treatment
and acknowledging their vulnerable situation in life was first discussed. Surgeons and nurses
tried to resolve this dilemma by initiating a dialogue with patients in order to know their
values and outlook on life, their hopes and expectations for the future and establishing a
trusting relationship. Both surgeons and nurses were committed to the ethical end of rescuing
and sustaining patients’ life by taking appropriate actions to give patients a chance, and to
maintain their hopes and efforts to battle the disease in situations of severe illness and
uncertainty. This finding was interpreted as acting according to an ethics of possibility,
acknowledging the existential open-endedness and fragility of human life.

The second theme discussed was the importance of social confirmation and integrity when
faced with ethical dilemmas. These situations are characterized by complexity, uncertainty
and ambiguity about the correct and best thing to do and what constitutes an ethically
satisfying solution to the problem. In order to reach consensus about which actions to take,
the medical realities and details of the case, what constitute the best interest of the patient and
the ethical values and principles at stake were discussed among those involved in the
treatment and care of the particular patient. Consensus and confirmation by the patients,
relatives, colleagues, and their conscience that the needs of patients and relatives were
attended to in a morally and professionally satisfying manner increased the surgeons’ and
nurses’ confidence and satisfaction in their work, and their courage to live with the
responsibility for being and acting in ethically difficult situations.

The third theme discussed was the meaning of the expression “living with” ethical dilemmas
while practising. When surgeons and nurses were asked to ethically difficult situations they
had experienced, they told about an abundance of ethical dilemmas that had to be resolved
case by case, but also about how experiencing ethical dilemmas on a daily basis affected them
personally and professionally in the long run. “Living with ethical dilemmas” points to the
reality that ethics is not only about difficult situations or particular episodes, but also about
the professional and personal lives of nurses and surgeons, and their perceptions of the future
lives of patients and their relatives. This study shows that the personal and professional
responsibility of being regularly in ethically difficult situations is immense. Being responsible
for doing harm to fragile patients when trying to help is especially difficult to live with and
resolve. In addition surgeons and nurses have to assimilate and manage the insight that comes
from relentlessly encountering severe illness, suffering and death of their patients.

Several authors have argued that living and working with moral distress ultimately lead to
health problems and burnout, high turnover and physicians and nurses leaving the profession
(Sundin-Huard & Fahy 1999, Doane 2002, Austin et al. 2003, Kélvemark et al. 2004, Corley
et al. 2005, Nordam et al. 2005b, Forde & Aasland 2008). The ways surgeons and nurses
manage the distress and vulnerability caused by living with ethical dilemmas is less studied,
but may be equally important. In this study, the interpretation of expression “living with
ethical dilemmas” comprises ways of resolving particular dilemmas at hand as well as
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preventing and managing the possible long term distress and vulnerability of being in
ethically difficult situations.

To sum up this thesis, several ways of managing the vulnerability of living with ethical
dilemmas are suggested by surgeons and nurses in this study. First, discussing and resolving
particular dilemmas in a manner that is confirmed by patients, relatives, colleagues and others
involved in the case was an important source of confidence and satisfaction. Second,
accepting ethical difficulties as an inseparable and unavoidable feature of practice and their
working life may be regarded as a way of managing vulnerability. The focus of attention is
then transferred from personal vulnerability and fallibility in situations of ethical difficulties
to find ways of managing and living with them. Third, sharing difficult thoughts, feelings and
experiences of vulnerability with trusted peers and giving and receiving recognition and
support was experienced as a source of confirmation and confidence that gave fresh strength
to live and deal with the ethical dilemmas of practice. Finally, the vulnerability of living with
ethical dilemmas was something surgeons and nurses had acquired through years of clinical
experience. However, accepting the professional and personal limitations of practice did not
mean that they had abandoned their ethical and professional responsibility for maintaining
and improving the standards of performance and quality of treatment and care in the unit.
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