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Abstract

Andersson, Lisbet (2022). Med dig vid min sida -det virdande métets betydelse nir barn
genomgdr anestesi i en hogteknologisk operationsmiljs, Linnaeus University Dissertations
No 444/2022, ISBN: 978-91-89460-81-2 (tryckt), 978-91-89460-82-9 (pdf). Written
in Swedish.

Aim: The overall aim of this thesis was to contribute with knowledge of and gain a
greater understanding of the encounter between children, parents, and anesthesia
staff in a high-technological surgical environment.

Methods: This thesis is based on four studies with descriptive, interpretive and
cross-sectional designs. Study I includes 28 children with a focus on the meaning of
being anesthetized. Data were collected with non-participant video observations,
field notes, and interviews. Data were analyzed using a lifeworld hermeneutical
approach. Study II includes six parents with a focus on the meaning of being a
parent at one’s child’s first anesthesia in day surgery. The data analysis was carried
out with a phenomenological perspective. Study III includes 809 questionnaires
completed by nurse anesthetists about the importance of Families’ in Nursing Care
(FINC-NA). Data were analyzed with descriptive statistics and multiple linear
regression analysis. Finally, study IV includes 27 non-participant video observations
when children are being anesthetised. The data analysis was carried out with an
observational design with a hermeneutic approach.

Results: The children’s experiences of being anesthetized are: like being powerless,
striving for control, experiencing ambiguous comprehensibility, and they are
seeking security. They struggle with anxiety as a result of their inability to protect
themselves. Their parents experience ambivalence between worry and relief, and a
feeling of losing control. They need to be prepared, be present, and have emotional
support. The nurse anesthetists generally had a positive attitude towards the
importance of parental presence. Working in a district hospital, working only with
children, having routines, being a woman, and allowing both parents to be present
and greather experience of children’s anesthesia were associated with a more positive
attitude. However, the operating room is not designed for children or the parent’s
comfort during the child’s anesthesia induction, and there is a need to be inviting
and to be invited, a need for varying compliance, there is a need for mutual
dependence, and a need to give and receive emotional support.

Conclusions: The reasons children experience anxiety are multifaceted. It is thus
essential to listen to the voice of each child and each parent, support them, strive to
create an individually adopted caring with so much protection as possible, and see
parents as a resource and a conversational partner. The caring encounter is essential
when children undergo anesthesia in a high-technological surgical environment.
The anesthesia staft can be a powerful resource depending on their demanour.

Keywords: Anesthesia, Anesthesia staff, Anxiety, Attitudes, Care, Children, Experiences,
Family, Hermeneutics, Interplay, Nurse anesthetic, Observation, Operating room, Parents,
Perioperative, Phenomenology.






Ndr jag star pa bergets topp
Ndr jag gar i den djupaste dal
Finns det inget pa denna jord
Som jag inte kan klara av
Om du finns hos mig

Om du tror pd oss

Ge mig din hand

Med dig vid min sida

Klarar jag allt, klarar jag allt
Ndr de vinder mig ryggen
Ndr mdnniskor blir smd

Ndr vigen dr mork

Ska jag fortsditta ga

Fér med dig dr jag modig

Textraderna ingér i melodin Med dig vid min sida.
Textforfattare: Sarah Dawn Finer och Mauro Scocco.
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Karl — en prolog!

Karl hade en inbokad tid for operation av sitt brack i dagkirurgi och var kallad
en timme innan ingreppet skulle ske. P4 den preoperativa avdelningen bytte
Karl om till operationsskjorta och fick sedan sitta ner och vénta tillsammans
med sin mamma. Anestesisjukskoterskan hdmtade Karl och hans mamma i
vantrummet nir det var deras tur att f6lja med in till operationsrummet. De gick
alla in och mamman hénvisades till en stol som var placerad bredvid Karl. Nér
Karl steg in 1 operationsrummet var han avvaktande och gick forsiktigt fram till
operationsbritsen,  tittade och kdnde lite forsiktigt pd den.
Anestesisjukskdterskan smépratade lite och sa att han skulle ldgga sig pa
operationsbritsen,  vilket han  tveksamt gjorde. En  ytterligare
anestesisjukskoterska  anslét och de bada borade koppla upp
overvakningsutrustning pa Karl. 1 samband med det tar den ena
anestesisjukskoterskan hans ena arm och forbereder for att sitta en perifer infart
for att kunna ge anestesilikemedel. D4 borjar Karl protestera, bade verbalt och
med sin kropp. Anestesisjukskdterskorna forsdker forklara att han maste ha
armen stilla. Mamman som sitter bredvid pratar med lugn rost till Karl om
betydelsen av att han har armen stilla och kramar samtidigt varsamt om pojken.
Strax efter kommer anestesildkaren in och dven ldkaren forsoker halla Karls arm
men Karl protesterar allt hogljuddare. Personalen dndrar dé strategi och forsoker
fa Karl att andas i anestesimasken men det fungerar inte heller. Efter 20 minuter
avbryts hela proceduren och Karl och hans mamma fér istéllet gd hem da han ar
i uppror. Ingen har under tiden fragat Karl vad han vill, hur anestesin kan goras
pa bésta sitt eller om han har nigra tidigare upplevelser han vill delge. Inte
heller tillfrigas mamman.

! Prologen ir verklig men pojkens namn och diagnos ér fiktiva. Berittelsen &r himtad frn en av
deltagarna i delstudie I och IV.






Inledning

Varje dag opereras miljoner barn véirlden 6ver. I Sverige genomfordes ar 2020
drygt 51 000 ingrepp pé barn mellan 0—-192 ar i sluten véard och drygt 67 000
ingrepp 1 dagkirurgisk vérd (Socialstyrelsen, 2021). En majoritet av alla barn
som genomgar anestesi’ dr friska forutom den &komma som foranleder
anestesin. Méanga operationer som utfors utgdrs av mindre ingrepp, eftersom
barn dven erhaller anestesi for diagnostiska undersdkningar och atgirder, men
majoriteten utfors i en hogteknologisk operationsmiljo (Lindahl et al., 2016).
Det innebér att vistas i en ny och okdnd miljo, som speciellt for barn kan te sig
skrdmmande (Sjoberg et al., 2015).

I 6ver 20 &r har jag arbetat som anestesisjukskdterska i denna miljo dér enligt
Loof et al. (2019) framst korta moten rdder och dir processtinkande ar i fokus
vilket innebér en extra utmaning géllande vardande. Vid m&ten med barn som
ska genomga anestesi har jag uppmirksammat att ménga barn upplever radsla i
likhet med Karl, vilket utrycks pa olika sétt. Det kan i sin tur bidra till o6nskade
effekter. Det dr da brukligt att anvdnda sig av bade farmakologiska och icke-
farmakologiska metoder for att forsoka lindra rddslan med varierat resultat
(Manyande et al., 2015). Under aren som yrkesutdvare har darfor tankar vickts
om att studera barn och deras fordldrars* upplevelser och erfarenheter pa ett
fordjupat stt, vilket ledde fram till de tva forsta delstudierna. Dérefter stod det

2 Alla minniskor ridknas som barn upp till 18 ar enligt barnkonventionen. I Socialstyrelsens register anges
déaremot ingrepp upp till 19 ar (Socialstyrelsen, 2021).

3 Anestesi kan forenklat beskrivas som liran om narkos och bedévning, alltsd konsten att eliminera den
smarta som kirurgi dstadkommer nér en skada tillfogas i syfte att lindra eller bota. Generell anestesi
innebdr att minniskans forstts i ett reversibelt medvetslost tillstand med hjélp av ldkemedel (Halldin et
al., 2005).

4 Barnets nirmaste beskrivs som fordldrar i avhandlingen men kan ocksd vara ndgon annan
vardnadshavande. Erlingsson och Brysiewicz (2015) menar att en familj kan besta av sldktskap men kan
ocksé vara nagon som ger kérlek, delar sasmma vérderingar eller som skyddar och kan variera 6ver tid.



klart att motet med anestesipersonal® i en hogteknologisk operationsmiljo spelar
en betydande roll. D4 det &r rutin i Sverige att fordldrar dr nirvarande vid barns
anestesi studerades darfor anestesisjukskoterskors instéllning till betydelsen av
fordldrandrvaro. Det mynnade ut i att slutligen observera samspelet i ett
flerpartsmote mellan barn, fordldrar och anestesipersonal i anslutning till barns
anestesiinduktion®.

I avhandlingens fyra delstudier har jag vint mig direkt till de som har
erfarenhet och pa sa sitt bidragit till att synliggdéra och 6ka kunskapen om och
fordjupa forstéelsen for barns anestesi. Kunskapen har byggts utifran deras egna
perspektiv med hjéilp av intervjuer, enkéter och observationer. Resultaten kan
anviandas som underlag till forbéttringsarbeten pé operationsavdelningar och
dérmed bidra till en vardande barncentrerad miljo for barn och deras fordldrar.
Det har varit min drivkraft genom hela avhandlingsarbetet.

5 Anestesipersonal ar ett team av anestesisjukskoterskor, anestesildkare och underskéterskor som arbetar
med anestesi pa operation. Anestesipersonal som anestesiinducerar barn ar anestesisjukskéterskor och
anestesilékare. I ett operationsteam ingar dven operationssjukskdterskor och opererande ldkare men i
denna avhandling ingar bara anestesipersonal.

¢ Anestesiinduktion &r den initiala processen av anestesi, dvs. uppstarten, och kan genomforas genom
tillférsel av anestesi med hjélp av inhalation, intravendsa lakemedel, intramuskulér injektion eller via
slemhinnor. Barns ridsla for sticksmérta har inneburit att inhalationsanestesin har varit dominerande
sedan eteranestesin. Venkanylering har da skett efter anestesiinduktion men tillkomst av beddvande
salvor har underldttat kanyleringen och ddrmed anvéndningen av intravendsa tekniker (Lindahl et al.,
2016).
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Bakgrund

I detta avsnitt beskrivs barn pé sjukhus och deras réttigheter, ett barncentrerat
perspektiv, barns utveckling och forstaelse samt barns anknytning till foréldrar.
Darefter beskrivs operationsmiljon och anestesipersonalens uppdrag, tidigare
forskning om barns upplevelser av anestesi och olika tillvigagéngssétt som kan
lindra rddsla och oro. Foréldrars upplevelser vid barns anestesi beskrivs och sist
1 detta kapitel belyses de teoretiska perspektiv som avhandlingen vilar pa.

Barn pa sjukhus

Nér barnsjukhusen byggdes pa 1800-talet var miljon hemlik. Fordldrar
uppmuntrades att delta i varden, dels for att det var naturligt, dels pa grund av
brist pad utbildad personal. Under slutet av 1800-talet forandrades dock
instdllningen (Tamm, 1996). Omvéardnadsideologin betonade d& vikten av
rutiner och fysisk omvardnad 1&ngt mer 4n den kénsloméssiga relationen. Det
ansags inte ha ndgon betydelse vem som véardade barn. Darfor uppmanades inte
heller fordldrar att hélsa pa sina barn eller ge nirhet och skydd eftersom det
ansags 0ka infektionsrisken och stora rutinerna pé sjukhuset. Fordldrarna ansags
ocksa bidra till att barn blev mer ohanterliga. En fordndring kom forst under
slutet av 50-talet da fordldrar borjade vdlkomnas pa sjukhus igen. Denna
forandring skedde utifran Bowlbys forskning som visade att barn reagerade med
bristande tolerans vid separationer samt réddsla och otrygghet vid
fordldraseparation som ledde till protest, fortvivlan och undandragande
(Broberg, 2006).

Vid vard pé sjukhus paverkas barn péa olika sétt. Det dr en milj6 som ar
préglad av tva olika vérldar som barn kan vandra emellan (Runeson et al., 2002),
den icke-hotfulla véirlden som utgérs av en smértfri miljo, dir lek och nérvaro
med forédldrar rader, och den hotfulla virlden dir smirtsamma procedurer
utfors. Under en sjukhusvistelse utsdtts exempelvis barn i genomsnitt for 6.3
smértsamma procedurer (Stevens et al., 2011).
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Forskolebarn dr extra sarbara pa sjukhus och kan ha svart att forsta orsak och
verkan. Undersokningar och behandlingar kan upplevas som ett straff och barn
kan dé sluta sig i nya miljoer (Edwinson Mansson & Enskér, 2008). Barn i den
hér dldern dr manga ganger upptagna av det yttre i omgivningen och kan
skrimmas av exempelvis en andningsmask som anvénds vid anestesi (Hwang
& Nilsson, 2019), men ocksé av morker, smérta, kroppsligt intrdng, ensamhet
och okinda foremal (Tamm, 1996). Skolbarn &r mer flexibla i sitt tinkande och
har fler mojligheter att hantera situationer som uppkommer i sjukhusmiljo, men
de vill och behover fa kénna sig kompetenta, och om inte det lyckas kan en
kénsla av underldgsenhet upplevas (Hwang & Nilsson, 2019). Skuldkénslor
infor sin sjukdom kan ocksa finnas och dérigenom upplevelse av straff. En stor
kroppsintegritet finns, vilket innebar radsla for ingrepp pé kroppen (Edwinson
Mansson & Enskdr, 2008). I varje aldersstadium anvinder barn sig av
forsvarsmekanismer sidsom aggression, fornekande eller regression for att
forsvara sig mot hot eller stark stress. Dessa forsvar skyddar mot det skora jaget
och kan ge en kénsla av kontroll i vardsituationer (Tamm, 1996).

Barns rittigheter i vardsituationer

Barnkonventionen som numera ér lag fran ar 2020 bidrar till att synliggora och
tydliggora barns rittigheter och forvintas medverka till att barn i hogre grad
hamnar i fokus. Dér star att barn bor ges skydd och stéd men dven att barns
biasta ska beaktas (artikel 3), deras utveckling sikerstdllas (artikel 6),
avskiljande fran forédldrar ska inte ske om det inte dr nddvéandigt (artikel 9) samt
att barn har rétt att fa sina &sikter beaktade med héansyn till dlder och mognad
(artikel 13) (SFS 2018:1197, 2018). Samma rittigheter giller ocksd i
vardsammanhang (Alderson, 2007; Coyne et al. 2009). Nordisk forening for
sjuka barns behov (NOBAB, 2014) som verkar i enlighet med
barnkonventionen betonar att barn vid sjukdomsvistelse ska ha réttighet att ha
fordldrar med sig i alla sammanhang.

Barns medicinska tillstind och Aalder péverkar villigheten hos
sjukvardspersonal att aktivt involvera barn i sina beslut (Kapp-Simon et al.,
2015) d& medicinska beslut &r komplexa och foremal for ett antal restriktioner
(Schalkers et al., 2016). Barn som far vara delaktiga i beslut dr dock mer ndjda
med varden (Kapp-Simon et al., 2015). I hélso-och sjukvardslagen (SFS
2017:30, 2017) fastslas att malet dr en vard pa lika villkor och ska ges med
respekt for den enskildes vérdighet (3 kap, 1 §). Verksamheten ska tillse allas
behov av trygghet, kontinuitet och sikerhet (5 kap, 1 §) och lagen podngterar
att det finns sirskilda skyldigheter att beakta géllande barns basta (5 kap, 6 §).

Barncentrerat perspektiv

Barn har historiskt sett inte setts som aktiva deltagare i olika beslut, men nér FN
deklarerade barns rétt 1989 intraffade ett epokskifte (Freeman, 2009). Det finns
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en stark argumentation for att en forskjutning fran ett familjecentrerat till ett
barncentrerat perspektiv bor ske eftersom det familjecentrerade perspektivet
kan leda till dominans av fordldrar och en asymmetrisk maktbalans i relationen,
vilket kan ta fokus fran barnet och gora att vuxna fér foretrade. Vard utifran ett
barncentrerat perspektiv pa sjukhus gor att fokus behalls p&d barnet och att
barnets perspektiv och behov stirks (Coyne et al., 2016). I ett barns perspektiv
representerar barnen sjdlva sina erfarenheter om sin omvérld utifrdn sin
utveckling och forstéelse (Sommer et al., 2011) och kan genom sina roster ges
mojlighet att bli respekterade (Bray et al., 2015; Coyne & Gallagher, 2011) och
engageras i att gora val (Bray et al., 2015). I ett barncentrerat perspektiv behovs
dven ett perspektiv som representerar vuxnas forestillningar om barns tankar
och uppfattningar (Sommer et al., 2011). Det behovs eftersom det enskilda
barnet fortfarande &r beroende av forédldrar och av vardpersonal (Coyne et al.,
2018) da barn i olika situationer dnskar att bli skyddade och behdver stod i att
gora val utifrén sin utveckling och forstaelse (Coyne & Harder, 2011).

Barns utveckling och forstaelse

Barns utveckling ir ett resultat av en komplex samverkan mellan miljoméssiga
och biologiska foérhallanden. Olika utvecklingspsykologiska teorier anvénds for
att forstd vérlden. Den ledande och mest heltickande teorin om barns
uppfattning om héndelser anses vara logisk konstruktivism’ som utgér frén
Piagets indelning. Enligt Piaget utvecklas kunskap genom erfarenheter som
standigt utmanas i spannet mellan erfarenhet och mognad. Barns perceptuella
handlingar utvecklas samtidigt och dérfor uppfattar barn inte vérlden pa samma
sitt som en vuxen. Enligt Piaget styr mognad, dvning och social dverforing
utvecklingen. Barnet uppfattar hindelser, objekt eller personer utifrén sin
kognitiva forméga och sitt eget perspektiv, sa kallad assimilation, men barnet
stdvar ocksa efter ny kunskap och utveckling med hjilp av sina erfarenheter
genom ackommodation (Tetzchner, 2016).

Piaget beskriver fyra stadier i den kognitiva utvecklingen som inbegriper nya
sdtt att tinka. Det sensomotoriska stadiet (02 ar) kénnetecknas av att barnet
bildar forestéllningar baserade pa perception. Det preoperationella stadiet (2—7
ar) kdnnetecknas av att tdnkandet frigérs fran en handling som barn i det
sensomotoriska stadiet inte behérskar, dvs. barn kan forsta att nigot existerar
dven om det inte fornimms. I det konkreta operationella stadiet (7—114r)
utvecklas formagan till att logik och problem kan 16sas pa nya sétt. Vid 11 ars
alder inleds det formella operationella stadiet och barnets sitt att tdnka liknar

7 Barn skapar sjélva kunskap i interaktion med omvérlden i enlighet med antaganden om insikt och
ténkande som foljer vissa logiska principer. Det finns dock dven andra teorier som anvénds, exempelvis
en naivistisk syn som innebdr att barn fods med en viss mental modell eller socialkonstruktivism som
betraktar den kognitiva utvecklingen som en process som uppstér ur den sociala samverkan som barn
deltar i (Tetzchner, 2016).
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den vuxnes med inforande av abstrakt tinkande (Tetzchner, 2016). P4 alla
utvecklingsomraden &r dock skillnaderna mellan barn stora eftersom barn kan
uppvisa olika utvecklingskraft beroende pa person, &lder och situation (Sommer
& Larson, 2005). Barns uppfattning och forstaelse priglas dock framst av deras
erfarenheter (Pramling Samuelsson & Asplund Carlsson, 2014), vilket har
storre betydelse dn barns dlder (Alderson, 2007). Det beror pa att barns varld dr
subjektiv och att deras sétt att tinka ofta &r oreflekterat och sjdlvklart utifrén
deras erfarenheter, vilket medfor att barn har en forstaelse med sig in i olika
situationer (Pramling Samuelsson & Asplund Carlsson, 2014). Barns vérld ar
ocksa intersubjektiv eftersom deras vérld ofta delas med fordldrarna (Pramling
Samuelsson & Lindahl, 1999).

Barns anknytning till foraldrar

Det psykologiska band som finns mellan barn och fordldrar benimns som
anknytningsteorin. Det dr en av de betydelsefullaste teorierna nér det géller
kunskap om hur barn forhéller sig till ndrhet och skydd men é&ven till
sjdlvstandighet och egen féormaga. Med anknytning menas att relationen ar
varaktig dver tid, riktad mot specifika individer som inte dr utbytbara och att det
finns en kénslomissig relation. Den kénnetecknas av en upplevelse av obehag
vid oftivillig separation. Aven om anknytningen #r sirskilt tydligt under den
tidigare barndomen ir bandet en naturlig del av och kénnetecknande for
ménniskans hela levnad. Nar barn uppnétt tre, fyra &rs alder organiseras
anknytningen till ett malinriktat partnerskap. Anknytningen blir dd& mindre
central men vid hot eller fara forstirks den aterigen. Anknytningssystemet &r
sdledes nira kopplat till ridslosystemet som omfattar reaktioner och beteenden
sa som kamp/flykt och frysning (Bowlby, 1973). Anknytningsbeteendet utldses
i synnerhet vid sjukdom, trotthet eller rddsla, vilket beror pa att behovet av
skydd d& okar. Obekanta platser och personer, pldtsliga fordandringar i miljon
och en kénsla av upplevd ensamhet dr ocksd exempel péd situationer dir
anknytningsbeteendet kan utlosas. Det dr alltsd bade barnets tillstdnd och
avstandet till anknytningspersonen som avgdr anknytningsbeteendet (Bowlby,
1982). I skoléldern blir anknytningen mindre framtridande eftersom é&ldre barn
1 hogre grad kan skaffa information om och gora sjélvstindiga bedomningar av
eventuell fara. Vid rddsla och osdkerhet fortsétter dock barnet att soka
fordldrarnas nérhet (Cassidy & Shaver, 2008) men den psykologiska nirheten
med samtal och dgonkontakt blir istéllet dominerande (Kerns & Richardson,
2004). Anknytningen blir diarfor mojligtvis osynligare eftersom den inte kan
avldsas i det observerbara beteendet i lika hog utstrickning. Ett foremal,
exempelvis en kir dgodel kan ockséd ha en dimpande funktion pa uppkomna
rddslor d& barn kan ha en anknytning till foremal. Sammanfattningsvis leder
anknytningsbeteendet till en trygghetskénsla som kan dndras till vrede och
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ridsla om barn upplever att relationen hotas, vilket kan ske nir barn utsétts for
upplevd fara i nya miljoer, exempelvis en operationsmiljo (Tetzchner, 2016).

Operationsmiljon

Operationsmiljon dr en hogteknologisk miljo med avancerad medicin-teknisk
utrustning som kravs for att utfora bade operationer och anestesier (Catchpole
& Wiegmann, 2012), exempelvis apparatur for att sékerstélla ventilation och
Overvakningsutrustning for att uppna medicinsk sékerhet (Lindahl et al, 2016).
Miljon &r ofta kall och steril (Lindwall & Post, 2008) dér bade operations- och
anestesipersonal bér speciella arbetsdrikter for att minska spridning av
bakteriebarande hudpartiklar (SIST:39, 2015). I miljon ska mikrobiologisk
renhet rdda, och operationsrummet ska klara av frekvent avtorkning enligt
hygienklass 3 for att minska risken for indirekt kontaktsmitta (PRISS, 2019). I
miljon finns ocksd en speciell ventilation som medverkar till en 1&g halt av
mikroorganismer.

Operationsmiljon framstar som komplex och &r en “hdgriskmiljo” dér
hogteknologiska ingrepp dger rum (Schreiber & Macdonald, 2010), vilket kan
vara tekniskt utmanande (Nordstrom & Wihlborg, 2019). Arbetet &r ofta
dynamiskt och resurskrdvande (Potter et al., 2005) dar flera personer ska
samverka och dir distraktioner forekommer frekvent (Gui et al., 2021), vilket
kréaver multitasking (Goras et al., 2019). Miljon &r dessutom karaktiriserad av
rutiner (L6of et al., 2019) med krav pé effektivitet under tidspress (Antoniadis
et al., 2014), vilket leder till korta moten. Forskning visar exempelvis att
vardpersonal interagerar preoperativt ca nio minuter med barn och forédldrar och
att samtalen framst berdr medicinska angeldgenheter (Kain et al., 2009b). Den
korta tid som finns till férfogande kan inverka bade pd omhéindertagande och
pa anestesipersonalens uppdrag (Bayramzadeh & Aghaei, 2021).

Anestesipersonalens uppdrag

I Sverige och i flera andra lénder, déribland de 6vriga nordiska ldnderna samt
Schweiz och USA, far anestesisjukskoterskor sjélvstindigt planera och
genomfOra anestesier utifran ordination och med stod fran anestesilékare (Lyk-
Jensen et al., 2014). Arbetet innebér en integrering av teknik och human véard
(Aagaard et al., 2017; Danielsson et al., 2018; Potter et al., 2005; Skaugset et
al., 2016), vilket kriaver att kunna forutse, planera och forbereda (Goras et al.,
2020). Séledes ingér att genomfora anestesi utifrdn barnets, operationens och
behandlingens eller undersdkningens forutséttningar. Det dstadkommes genom
att etablera och upprétthalla fria luftvégar, att 6vervaka, dokumentera och f6lja
cirkulation, ventilation och anestesidjup samt vid behov atgirda sviktande
funktioner. I anestesipersonalens uppdrag ingér dven att skapa tillit, fortroende
och trygghet (Svensk sjukskdterskeférening och Riksforeningen for anestesi-
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och intensivvard, 2019). Kirnan i uppdraget har beskrivits som att hélla kontakt,
Overvaka och vara ett steg fore (Nilsson & Jaensson, 2016).

Anestesisjukskoterskor upplever att anestesi pad barn adr komplext att
genomfora (Danielsson et al., 2018), och uppdraget innebédr att pa ett
respektfullt och fortroendegivande sitt bevaka och forsvara barnet (Sundqvist
& Carlsson, 2014) men ocksé att vara flexibel och involvera barnet i processen.
Det kan astadkommas genom individualisering av omhéndertagandet, vilket
innebér att leta efter visuella signaler, stodja, distrahera och informera. I
uppdraget ingér dven att kunna samtala om ridsla och oro (Arakelian et al.,
2019) och ta reda pé barnets tidigare erfarenheter men &ven att kunna avvika
frén géngse rutiner for att skapa en avslappnad vardmiljé (Danielsson et al.,
2018). Anestesipersonalen behdver darfor anvidnda sig av personliga och
professionella formagor for att exempelvis undvika tvang vid anestesiinduktion
(Berglund et al., 2013). De vanligaste kommunikationsteknikerna vid arbete
med barn &r varierat rostlige, avledning, direkta direktiv och guidad fantasi®
(Carlyle et al., 2008).

Anestesisjukskoterskor menar att fordldrar har en nodvéndig plats i
operationsrummet, och nér fordldrar utstralar trygghet leder det till en
vélfungerande kontakt (Danielsson et al., 2018) men om fordldern &r orolig,
stressfylld och visar kdnsloméssiga reaktioner som tarar, osidkerhet och tvivel
paverkar det barnen med effekten att deras kénslomissiga reaktioner Okar
(Svendsen et al., 2017) och kontakten med personalen kan svikta (Danielsson
etal., 2018). Personalens sensibilitet och empatiska kommunikation blir dirmed
nodvéndig, och hur den ter sig beror pd auktoritet, makt, professionella
fardigheter och teknisk kompetens (Aarthun & Akerjordet, 2014).
Sammanfattningsvis anser anestesisjukskdterskor att de har en nyckelroll och
definierar sig som barnens forsvarare (Bizzio et al., 2020). De menar att det &r
nodvéndigt att kunna interagera med barn och deras fordldrar for att kunna
utfora god anestesiologisk vard men att tidsbrist och produktionskrav kan leda
till att exempelvis viktig information uteblir i denna hogteknologiska miljo
(Danielsson et al., 2018).

Barns upplevelse av anestesi i en hogteknologisk
operationsmiljo

Rédsla® och oro forekommer i hég grad hos barn preoperativt. Studier visar att
50-80% upplever rddsla och oro (Beringer et al., 2014; Chieng et al., 2013;

8 Guidad fantasi &r en slags styrd fantasiforestillning, initierad av barnet sjilvt eller av ndgon
utomstdende. Barnet viljer ut ndgon favoritsaga och sedan styrs barnet att gé in i sagan, se héndelser som
finns dér och vara aktiv i sagan. Pa sé sétt avleds barnet fran det som forestar, vilket kan reducera radsla
och smaérta (Tamm, 1996).
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Erhaze et al., 2016; Fortier et al., 2010; Liang et al., 2021; Moura et al., 2016;
Perrott et al., 2018; Perry et al., 2012; Wollin et al., 2004). Rédslan och oron
Okar i operationsrummet (Jenkins et al., 2014; Malik et al., 2018) och sjilva
anestesiinduktionen dr den mest traumatiska proceduren for barn nér de ska
genomga ett ingrepp (Banchs & Lerman, 2014; Erhaze et al., 2016; Li et al.,
2007; Perrott et al., 2018). Barns rddsla kan handla om smértsamma
nélrelaterade procedurer, den okénda miljon och ljuden runt omkring, och
forlust Over sin egen integritet men ocksd om tvivel infor okind
anestesipersonal (Loof et al., 2019).

Barns rédsla bidrar till sémre samarbetsnivd med anestesipersonalen under
anestesiinduktionen (Li & Lopez, 2006) och de kan d& visa mer negativa
emotionella beteenden som fysiska och verbala protester, ilska och grat (Wright
et al, 2014), vilket kan leda till fasthallning vid genomférande av
anestesiinduktionen (Kain et al., 1999). Barns rddsla och kénslomaéssiga
reaktioner dr dock multifaktoriella. Temperamentsfulla barn som har svart att
hantera nya situationer (Glazebrook et al., 1994), har hog aktivitetsniva,
svérigheter med impulskontroll och &r oroliga (Fortier et al., 2010) samt barn
som har tendens att bli upprorda létt (Cui et al., 2016) predisponerar till hdgre
frekvens av réddsla vid induktionen. Barn som dr blyga och som har tendenser
att dra sig tillbaka vid nya situationer (Chow et al., 2019) och yngre barn, 2-5
ar ar ocksa raddade an dldre barn, 612 ar (Cui et al., 2016). Barn som tidigare
haft for negativa erfarenheter av exempelvis vaccinationer uppvisar mer ovilja
att samarbeta vid anestesiinduktion (Proczkowska-Bjorklund & Svedin, 2004).
Tidigare sjukhusvistelser (Davidson & McKenzie, 2011), att inte ha syskon och
inte vara premedicinerad Okar risken for rddsla, och likasa ses rddsla 6ka hos
barn till oroliga fordldrar (Charana et al., 2018). Barn &r ocksé rddda for
utebliven fordldranirvaro (Iacobucci et al., 2005) och 6nskar att fordldrarna ska
vara nidra (Charana et al., 2018; Kruger & Rosen, 2016). Barn med
neuropsykiatrisk funktionsnedséttning kan reagera dnnu mer pa den okénda
miljon eftersom hoga ljud, folkmassor och starkt skinande operationslampor
finns ndrvarande (Whippey et al., 2019).

Barns rddsla preoperativt och under anestesiinduktion kan kvarsta och vara
en oberoende faktor till att utveckla negativa reaktioner postoperativt (Hayhoe
et al., 2018). Delirium postoperativt forekommer i 13—53% efter alla anestesier

9 Ridsla och angest anvands ofta i litteraturen utbytbart men enligt Bay (1999) finns en distinktion.
Rédsla (fear) ar resultat fran en upplevd kélla som identifieras som hotfull medan angest (anxiety) ar
svar pé ett icke specifikt hot. Spielberger (1985) beskriver angest som en obehaglig kénsla av oro och
spanning som ofta &tfoljs av aktivering av det autonoma nervsystemet. Enligt American Psychiatric
Association kan oro transformeras till dngest ndr en méanniska ar konstant orolig utan att ha kontroll.
Arakelian et al. (2019) menar att rddsla dr en vanlig kiinsloméssig reaktion och utgar fran en psykologisk
mekanism som aktiveras utifran fakta och fly. Den aktiveras som ett resultat av verklig eller upplevd
fara. Wennstrom et al. (2013) beskriver att tanken pa att bli utsatt for operation och anestesi kan framkalla
bade rédsla och angest. I Sverige anvinds ordet oro (worry) oftare dn &ngest. I den hir avhandlingen
anvénds rddsla och oro som begrepp pé svenska.
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(Beringer et al., 2014; Shi et al., 2019) och yttrar sig i ett dissocierat
medvetandetillstind med kompromisslds, osammanhéngande otrdstlig grat och
sparkande, vilket i férlingningen kan leda till att operationsresultatet &ventyras
(Sikich & Lerman, 2004). Andra negativa reaktioner som férekommer i 50—
74% av alla fall, med 3.5 génger hogre risk (Kain et al., 2006; Kain et al., 1999;
Litke et al., 2012) dr mardrommar, raseriutbrott (Kain et al., 1999; Li & Lopez,
2006) och smértproblematik (Kain et al., 2006). Reaktionerna kan kvarsta upp
till sex manader for 20 % och upp till ett &r f6r ca 7 % av barnen (Kain et al.,
20006). Det har dven visat sig att undvikande reaktioner efter operation har setts
hos 50 % av de barn som fatt leka med anestesiutrustning (Proczkowska-
Bjorklund et al., 2010). Huruvida rddslan kan péverka framtida kénslomissig
utveckling ar oklart, men negativa minnen av traumatiska upplevelser kan
kvarstd i vuxen alder (Wright et al., 2009), vilket visar pé betydelsen av att
lindra barns rédsla och oro.

Olika tillvigagangssitt for att lindra barns radsla och oro

Preoperativa program kan ge barn mdjlighet att forstd processen vid
anestesiinduktionen. Information som efterfragas beror anestesin, operationen
och eventuella smirtor. Barn som upplever ridsla i hogre grad efterfragar
vanligtvis mer information (Fortier et al., 2009). Information kan ske skriftligt,
muntligt och/eller via multimedia. Animerade webbaserade utbildningar
(WebTIPS) som visar hela det perioperativa forloppet med forslag pa
copingstrategier har visat sig minska ridsla (Fortier et al., 2015). Lek med
utrustning, rundturer och avslappning har visat effekt, men ocksa distraktioner
sasom videospel, leksaker, musik och 3D- glasdgon kan avleda barnens
uppmarksamhet fran den stressfyllda miljon (Capurso & Ragni, 2016) liksom
dven handhéllna interaktiva surfplattor (Kim et al., 2019; Lee et al., 2013;
Seiden et al., 2014). Virtuella rundturer kan minska ridsla (Ryu et al., 2019)
och bilderbocker kan anvéndas framfor allt for att forbereda yngre barn (Nilsson
et al., 2016). Lek har visat sig minskar kdnslomissigt utatagerande beteenden
men dven postoperativ smérta (He et al., 2015a). Hypnos kan ge effekt (Yip et
al., 2009) men dven medicinska clowner (Dionigi et al., 2014; Vagnoli et al.,
2010) och guidad fantasi (Vagnoli et al, 2019) kan minska
anestesiinduktionstiden och den totala perioperativa tiden (Kocherov et al.,
2016). Man har ocksd med god effekt provat att lata personer med
specialistutbildning hjélpa barn med copingstrategier (West et al., 2020) och ge
dem mgjlighet att bekanta sig med medicinsk utrustning genom lek (Jones et
al., 2021). Samtidigt finns flera studier som visar pa svarigheter med icke-
farmakologiska metoder, sdsom att preoperativa besdk pad en
operationsavdelning inte reducerar oro (Carlsson & Henningsson, 2018) och att
bocker, terapeutiska spel (Dai & Livesley, 2018) och clowner (Arriaga &
Pacheco, 2016) inte har en sdkerstilld effekt. Capurso och Ragni (2016) fastslar
att effekter av icke-farmakologiska metoder &r svéra att méta eftersom det &r
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beroende av flera olika faktorer sdsom barns och forédldrars egenskaper,
anestesipersonalens  fardigheter och organisatoriska aspekter varfor
Bronfenbrenner (2005) menar att icke-farmakologiska metoder maste
individanpassas.

Farmakologisk behandling med sedativa likemedel har visat sig ha god
effekt pa barns réadsla, sarskilt for yngre barn (Davidson & McKenzie, 2011)
men kan ha bieffekter som amnesi (Buffett-Jerrott et al., 2003) som kan
innebéra att kinslan av kontroll reduceras. Behandlingen fa ocksa motsatt effekt
och ridslan kan 6ka, eftersom exempelvis formagan att fora ett samtal minskar
pa grund av désighet (Wennstrom et al., 2008). Den sammanlagda forskningen
har dock visat att farmakologisk behandling ar effektivare for att reducera riadsla
och oro 4n icke-farmakologiska behandlingsmetoder (Manyande et al., 2015;
Yip etal., 2009). I en debattartikel varnas dock for att farmakologisk behandling
med sedativa som rutin kan i grunden handla om anestesipersonalens
svarigheter att bemdta barns radsla och oro (Rosenbaum et al., 2009).

Det finns studier som pekar pa att fordldranérvaro inte dr det effektivaste
sdttet att ddmpa barns rddsla och oro (Scully, 2012) men forskningen ar inte
samstimmig. Radslan for utebliven fordldranidrvaro kan aktivera barnens
stressrespons (Ozdogan et al., 2017) vilket leder till kortisolfrisdttning (Chieng
et al., 2014). Studier visar ocksa att bade barns och forédldrars ndjdhet dkar med
fordldranérvaro (Charana et al., 2018; Yousef et al., 2018). Sammanfattningsvis
behovs ytterligare kvalitativ forskning inom detta omrade (Dai & Livesley,
2018).

Foraldrars upplevelse vid barns anestesi

Fordldrar har huvudansvar for barnets hilsa och vélbefinnande, och deras
hilsobeframjande funktion hénger ihop med uppgiften att tillgodose barnets
grundldggande behov samt bevaka dess réttigheter. Detta aliggande har
foréldrar fram till att barnet fyllt 18 ar enligt fordldrabalken (artikel 6) (SFS
1949:381).

Manga fordldrar upplever oro vid barns anestesi (Scrimin et al., 2009). En
nyligen publicerad studie visar att 74 % é&r oroliga (Ayenew et al., 2020) och det
ar framfor allt anestesiinduktionen som vécker oro (Landier et al., 2018) men
fordldrar fruktar dven for negativa konsekvenser som kan paverka barnen sdsom
anestesirelaterade effekter och eventuella komplikationer inklusive smértor
(Chang et al., 2020; Hui et al., 2020). Oron &r kopplad till fordldrars
kontrollforlust och begrinsade copingforméga (Rosenberg et al., 2017), och den
okdnda miljon spader pa oron (Landier et al., 2018; Sjoberg et al., 2017).
Fordldrar med stark onskan att medverka vid induktioner, yngre fordldrar
(Charana et al., 2018), mammor (Ayenew et al., 2020; Charana et al., 2018;
Pomicino et al., 2018) och fordldrar till yngre barn uppvisar i hogre grad oro
(Charana et al., 2018; Cui et al., 2016). Typ av ingrepp som ska genomforas
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paverkar (Scrimin et al., 2009) men dven mindre ingrepp leder till oro (Li &
Lam, 2003). Att inte bli tillrickligt informerad om anestesi utloser oro (Ayenew
et al., 2020). Foréldrars oro &r ocksé i hog grad forknippad med barns rddsla
och oro (Cagiran et al., 2014; He et al., 2015a; He et al., 2015b; Li et al., 2007).
Det beror pa att fordldrars inre stressreaktioner kan paverka barns
forutséttningar att fa tillrackligt stod (Siegel, 2012), och en fordlder som grips
av oro riskerar att formedla den rddslan vidare till barnet (Bid6 et al., 2018;
Brown et al., 2018). Det finns ocksa ett samband mellan fordldrars oro och
Okade smirtor hos barn postoperativt (Rosenberg et al., 2017).

Det finns forskning som visar att flera olika metoder kan lindra férdldrars
oro. Att forbereda fordldrar kan betyda att deras eget sjélvfortroende stérks nér
de far kunskap om vad som héinder i operationsrummet (Bailey et al., 2015).
Det har dock visat sig att det dr nddvindigt med specifik information till
fordldrar eftersom information som ar utformad for barn inte reducerar
fordldrars oro (He et al., 2015). Utbildning via app (Ji et al., 2016), webbaserad
utbildning (Fortier et al., 2015), skriftlig information (Landier et al., 2018) och
visuell information tillsammans med preoperativa besok (Chang et al., 2020)
reducerar oro. Modeller har ocksé utvecklats for att reducera fordldrars och
barns oro, exempelvis ADVANCE (anxiety- reduction, distraction,
videomodeling and education) (Kain et al., 2007) och psykologiska program dér
verbalisering av kédnslor behandlas (Meletti et al., 2019). Det har ocksa visat sig
att clowner kan lindra oro och stress pa ett positivt sitt (Agostini et al., 2014;
Arriaga & Pacheco, 2016).

I en Oversiktsartikel fastslds att det finns en pagdende debatt om
fordldrandrvaro vid anestesiinduktioner och att bevis saknas for att
fordldrandrvaro minskar fordldrars egen oro (Erhaze et al., 2016). Trots det har
det visat sig att 90 % av fordldrarna vill vara narvarande vid anestesiinduktionen
(Kruger & Rosen, 2016; Wisselo et al., 2004) eftersom de anser att det &r till
nytta for barnet d&ven om det inte mildrar deras egen oro (Sadeghi et al., 2017).
Det giller vid alla typer av anestesier (Waseem et al., 2018).
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Teoretiskt perspektiv

Virdvetenskap

Avhandlingen har genomforts inom ett vardvetenskapligt kunskapsomrade som
grundas och sammanflétas i en humanvetenskaplig tradition. Vardvetenskap
utvecklar kunskap om vardandet och studerar den unika ménniskans livsvarld'”
och utgér ifrin de fyra konsensusbegreppen ménniska'!, hilsa'?, miljé'? och
vardande'* i centrum (Dahlberg & Segesten, 2010) med en helhetssyn'® pé
ménniskans existens (Eriksson, 2018; Nystrom, 2012). I den hir avhandlingen
anvinds bade den caritativa och den livsvérldsorienterade teorin d& de har
gemensamma berdringspunkter, kompletterar varandra och dirmed kan
tillsammans stérka vardvetenskapen och utgdra grunden for vardandet (Arman
et al., 2015a; Arman et al., 2015b). Erikssons caritativa teori om vardande, dér
vilbehag, tillfredstillelse och trygghet ingér, stimmer vil med Dahlbergs och
Segerstens teori dir hélsa och vilbefinnande sker med livsvdrlden som
utgéngspunkt. Inom béda teorierna &r patientperspektivet och motets betydelse
tongivande med fokus pd lidande och att frimja hélsa och vélbefinnande
(Dahlberg & Segesten, 2010; Eriksson, 2018). Med vardvetenskapen som bas
delar vardaren och ménniskan ansvaret. Bada ar experter men pé olika sitt
eftersom méanniskan erfar genom sina upplevelser dir bade sprak, mening och
erfarenhet inforlivas (Dahlberg & Segesten, 2010). Med hjilp av

10 Livsvérlden kan forstds som vérlden som den erfars. Den kan delas av andra men ir ocksé personlig
och unik. Det &r den viérld som vi lever i (Dahlberg & Segersten, 2010).

! Mianniska kan bendmnas som patient och kan inbegripa nirstiende (Dahlberg & Segersten, 2010).
12 Hilsa beskrivs som vilbefinnande och férmaga att fullfdlja stora och sma livsprojekt av Dahlberg
och Segersten och som ett tillstdnd av friskhet, sundhet och vilbefinnande av Eriksson (Dahlberg &
Segesten, 2010).

13 Milj6 beskrivs som rumsliga sammanhang dér frigor om hilsa ingdr (Dahlberg & Segersten, 2010).
14 Begreppet vardande innebir att bry sig om, akta och ansvara for. Synonymer ir att ha omsorg om,
handha och skydda (Eriksson, 2015, 2018).

15 Ett centralt ontologiskt antagande for vardvetenskap ér att ménniskan &r en enhet av kropp, sjil och
ande (Dahlberg, 2003; Eriksson, 2018).
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vardvetenskapen kan forskning bedrivas med frdgor som berdr upplevelser och
erfarenheter och om hur dessa ger mening (Dahlberg & Segesten, 2010). Pa sa
sitt kan en djupare forstaelse for essensen av vardande erhallas (Arman et al.,
2015b). Det kan ske med hjilp av sévél kvalitativa som kvantitativa metoder
och bestidms utifrdn som ska beskrivas av vardandet (Eriksson, 2018). Malet &r
att utveckla vérden, vilket sedan kan omsittas till vardande handlingar
(Dahlberg & Segesten, 2010; Eriksson, 2018; Nystrom, 2012) och ska préiglas
av en vilja att stodja och stirka ménniskors hélsoresurser samt lindra lidande.
Vérdande behdver darfor baseras pa respekt, intresse och forstaelse for en
ménniskas behov och 6nskemdl utifrdn den vérld som levs (Dahlberg &
Segesten, 2010; Eriksson, 2018). Perspektivet pd minniskan tydliggdrs i den
hir avhandlingen med hjilp av begreppen lidande respektive vardande mote.

Lidande

En vardvetenskaplig hallning som betonar manniskans vérld berér oundvikligen
lidandet (Dahlberg, 2003). Nar barn genomgér svara procedurer kan ett
sjukdomslidande uppkomma eftersom ménniskans vardagstillvaro hotas. Ett
vardlidande kan uppsta vid rddsla men kan ocksé ske genom att bli dsidosatt
(Dahlberg & Segersten, 2010). Lidande innebér att vandas och att fa utsta och
kan upplevas pa olika sétt men grundas i kinslan av berdvad vérdighet. Det kan
innebéra en frantagen rétt att ta del i sin hilsoprocess med maktloshet som foljd
eftersom ett av ménniskans djupaste begér dr bekréftelse och att bli tagen pa
allvar. Att kdnna sig Gvergiven i sitt lidande kan utmynna i kénslor av
hopploshet och kan inbegripa krinkning eftersom méanniskan ofta &r utlimnad
till andra ménniskors omsorg. Nér en manniska bar pa radslor infor ett lidande
kan det leda till att hen skyggar for att tala 6ppet om sitt lidande (Eriksson,
2018). Det kan ha koppling till svarigheter att forstd vardprocesser och de
obegripligheter som en vardmiljo kan innebédra (Dahlberg, 2003). Eriksson
(2018) menar att tro, hopp och kérlek kan fordndra lidandet &ven om inte de
konkreta omstindigheterna kan fordandras. Att kunna omvandla lidandet till en
kraft forutsitter dock mojlighet att dela det svara med ndgon annan genom
vardande mdten.

Vardande mote

En minniska kan utfoéra vardandet av sig sjdlv som en egen enhet, men ofta
behdvs andra. Genom att vara tillsammans erfars livet, vilket skapar mening,
sammanhang och ger ett vilbefinnande. Néar barn ska vardas skots vardandet
frimst av den naturliga omgivningen, dvs. av fordldrar dér nirhet, kérlek och
omsorg finns tillginglig (Dahlberg & Segesten, 2010; Eriksson, 2018). Nir barn
soker vard i en hogspecialiserad miljo som ofta &r av tillfillig karaktdr med
specifika hélsohinder behdvs 1 hogre grad naturlig vérd. 1 situationer nér den
naturliga véardaren inte formér mer eller behdver stod och hjilp kan den
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professionella vardaren ta vid vardandet. Den erbjuds som sjukhusvard nér den
naturliga varden tillfélligt blir otillrécklig (Dahlberg & Segesten, 2010).

Ett virdande méte dr en osjélvisk relation med ndgon som har ett genuint
behov av att lindra lidande och gora gott (Eriksson, 2018). Det bidrar till
vilbefinnande och trygghet som kan kopplas till en inre kénsla dér upplevelser
av sammanhang inryms och kontroll kan uppnés (Dahlberg & Segersten, 2010)
eller yttre forhallanden, dar god miljo och kunskap existerar. Vardandet kan ses
som en interaktiv process, det har sin grund i Omsesidighet och har ett
hilsobeframjande syfte, dér en forening av tanke, hjérta och hand finns med
(Eriksson, 2018). Ett vardande mote karaktdriseras av vardarens ansvar och
sensitivitet (Dahlberg et al., 2008b) och blir vardande nér en konstutovning
innefattande kénslor finns nédrvarande. Det innebédr ockséd att vardaren inte
overger den lidande utan inbjuder till tid och rum, dvs. dr medaktor. For att det
ska kunna dstadkommas anger Eriksson (2018) tre ontologiska element. Ansa'®
som betyder att vilja nagon vél och skydda nidgon genom virme, nirhet och
beréring men ocksa att fa vara i en process dar uttryck for kénslor kan ges.
Leken!” som forutsitter utrymme for 6nskningar som ett sitt att bemistra
upplevelser och for kontroll. Det sista elementet ér lirandet'® vilket inbegriper
nya végar. Det inkluderar mojligheter till uttryck av kénslor som exempelvis
erfars av barn och foréldrar i den hogteknologiska miljon.

Fredriksson (1999) som grundar sig i Erikssons teori belyser de vardande
begreppen nérvarande, beroring och lyssnande i ett vardande mote. Han menar
att vara ndrvarande ir ett intersubjektivt fenomen som inbegriper att vara
nirvarande for nagon. Det kan tolkas som att vara ansvarig for ndgon for att
stddja, uppmuntra och ge komfort. Att vara nérvarande med nagon inbegriper
att vara tillgdnglig for att kunna uppticka sérbarhet och lidande. Begreppet
beroring innefattar bade fysisk kontakt, som exempelvis att 14gga sin hand &ver
nagon annans, och icke-fysisk som exempelvis 6gonkontakt. Begreppet lyssna
inbegriper inte bara att lyssna in utan att ocksa forstd vad som sdgs och ge
tillbaka men dven att kunna hantera dolda aspekter av budskap som sénds, som
tonldge och icke-verbala signaler. I processen ingar saledes bekriftelse genom
reflektion, tolkning och forstéelse (Fredriksson, 1999).

Halldorsdottir (2008) har beskrivit att mdtet mellan den professionella och
den som vardas &r den centrala kérnan i vardandet. Det inbegriper utvecklande
av en relation med bibehallen komfortabel distans. Halldorsdottir anvinder sig
av metaforerna bro och vdgg for att definiera métet. Bron symboliserar
Oppenhet i kommunikation och kan skapas genom tillit som grund for
vardandet. Motsatsen &r viggen dir ingen eller endast negativ kommunikation

16 Eriksson beror begreppet ansa. I Dahlberg och Segerstens teori (2010) kan ansa forstas som att stodja
hilsa och vilbefinnande genom utveckling av en god livsrytm. Det kan ocksa innebéra att lyssna.

17 Leken som Eriksson bendmner kan forstés i Dahlberg och Segerstens teori som livslust och i hopp. Ett
gott vardande kan stirka den lekande kraften och drommarna (Dahlberg & Segesten, 2010).

18 Erikssons ldra kan forstds i Dahlberg och Segerstens teori som ldrande om hilsa och sjukdom
(Dahlberg & Segesten, 2010).

23



kommer till stdnd. Den som vérdas utvecklar da ingen tillit och kan till och med
undvika vardaren. Det beskrivs d& som ett icke-vardande méte.

For att utveckla ett vardande méte behdver vérdaren initiera motet och
avidentifiera sin anonymitet. Det inbegriper att vardaren bor visa engagemang
for den vardade for att kunna skapa ett gemensamt band. Det dr alltsd av
relevans att vardaren arbetar med och for den som ska vardas mot ett gemensamt
mal for att stddja dennes hélsoresurser. Det innebdr att vardandet maste vara
genuint och innehélla professionell vishet, dvs. en kombination av kunskap,
erfarenhet och kompetens for att skapa trygghet (Halldorsdottir, 2008). Det &r
en estetisk handling som kan ge positiva effekter. Det innebér att inte overge
utan ge tid och rum. Det behovs saledes ménniskor som kan vandra med nagon
och visa végen utan att bestimma takten (Eriksson, 2018).
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Problemformulering

Rédsla och oro hos barn ér vanligt forekommande i den hogteknologiska miljé
som ett operativt ingrepp vanligtvis dr en del av. Anestesiinduktionen, som
genomfors pd ndgra minuter och som innebér att barnet forsétts i ett reversibelt
medvetslost tillstdnd, dr den procedur som skapar mest ridsla och oro.
Preoperativ rddsla kan kvarstd postoperativt med negativa reaktioner hos barn
som foljd. Olika metoder har provats for att lindra rddslan. Farmakologisk
behandling med sedativa for barn har visat sig ha god effekt men odnskade
bieffekter sdsom amnesi och frantagen sjdlvkontroll kan uppstd. Icke-
farmakologiska metoder dir exempelvis bdcker, terapeutiska spel och
fordldrandrvaro ingér har visat sig ha en mattlig effekt. Det finns dessutom en
hog grad av oro hos fordldrar som ar ndrvarande med risk for att denna oro
overfors till barnet. Fordldrandrvaro ar dock en sjdlvklarhet vid barns sjukdom.
Barn kan énda uppleva en ridsla for utebliven fordldranirvaro, vilket kan ha sin
grund i den kénslomissiga anknytningen som finns mellan barn och forildrar.

Anestesipersonal dr, forutom att ansvara for medicinska atgirder, alagda att
skapa tillit och fortroende i vardsituationen, vilket inbegriper att involvera och
samspela med barn och fordldrar i operationsmiljon for att skapa tillit och
fortroende men ocksa for att anestesiinduktionen ska ske pa ett lugnt och tryggt
sitt. Okad produktionstakt och det faktum att anestesipersonalen har kort om tid
att etablera trygghet i moétet kan dock vara ett hinder, vilket medfor att
exempelvis information kan utebli.

Tidigare forskning har i huvudsak fokuserat pé olika metoder for att lindra
rddsla och oro, men eftersom man inte funnit ndgon enskild faktor som
reducerar barns rddsla och oro blir métet i operationsrummet centralt, ndgot som
det saknas forskning om. Sammanfattningsvis har litteraturgenomgangen visat
att det finns flera kunskapsluckor gillande barns och foréldrars egna
erfarenheter av anestesi men dven om anestesisjukskoterskornas instéllning till
fordldranérvaro i ett vardvetenskapligt perspektiv. Det har ocksa varit sérskilt
komplicerat att finna tidigare forskning om samspelet mellan barn, foréldrar och
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anestesipersonal. I arbete med ménniskor ar forstaelsen for andra ménniskor
central. Avsikten med den hér avhandlingen ir att synliggora och lyfta fram
barns och fordldrars egna erfarenheter och perspektiv pa ett fordjupat sitt, vilket
ligger i linje med att utveckla en barncentrerad véard, men &dven lyfta fram
anestesisjukskoterskors instdllning till betydelsen av fordldrandrvaro vid
anestesi och samspelet mellan barn, fordldrar och anestesipersonal. De
teoretiska utgdngspunkterna som avhandlingen vilar pé bildar en ram for den
metodologiska designen med avsikten att fordjupa &dmnet och fylla
kunskapsluckor. Resultatet kan bidra till véirdefull kunskap, och fordjupad
forstdelse som kan anvindas for att stirka upp barncentrerad vérd i
operationsmiljo, som i sin tur kan bidra till 6kad trygghet och vilbefinnande for
barn och fordldrar men ocksé for anestesipersonalen i deras arbete.
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Syfte

Avhandlingens Overgripande syfte var att bidra med 6kad kunskap om och
fordjupad forstéelse for motet mellan barn, fordldrar och anestesipersonal i en
hogteknologisk operationsmiljo.

Avhandlingens delstudier har foljande syften:

I. Att forklara och forstd meningen med att genomga anestesi som det erfars av
barn.

II. Att belysa meningen med att vara forélder vid sitt barns forsta anestesi i
dagkirurgi.

III. Att beskriva anestesisjukskoterskors instdllning till betydelsen av
fordldrandrvaro under deras barns anestesiinduktion och att utforska
associerande faktorer.

IV. Att tolka och forsta samspelet mellan barn, deras fordldrar och

anestesipersonal for att erhélla en djupare forstielse av barn som genomgar
anestesi.
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Metod

I foljande avsnitt beskrivs de vetenskapsfilosofiska utgdngspunkterna och hur
dessa har tillimpats epistemologiskt. Darefter beskrivs var och en av
delstudiernas empiriska tillvigagangssatt. Sist beskrivs etiska overviaganden.

Design

Avhandlingen bygger pa fyra delstudier med syftet att bidra med 6kad kunskap
om och fordjupad forstdelse for motet mellan barn, fordldrar och
anestesipersonal i en hogteknologisk operationsmiljo. Studierna har genomforts
med hjélp av deskriptiv, tolkande och tvérsnittsdesign. Se figur 1.
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Delstudie | Design Kontext Datainsamling/deltagare | Analysmetod
1 Kvalitativ, Tva Observationer av barn Hermeneutik
deskriptiv universitetssjukhus, | med videoinspelning
och ett lanssjukhus och | (n=27).
tolkande ett lansdelssjukhus | Féltanteckningar
dér barnanestesi (n=27). Intervjuer med
bedrivs barn (n=23). Totalt
antal deltagare (n=28)
II Kvalitativ, | Ett lanssjukhus ddr | Intervjuer med fordldrar | Fenomenologi
deskriptiv barnanestesi (n=6)
bedrivs
111 Kvantitativ, | Nationell studie. Enkiter till Deskriptiv
tvérsnitt 55 sjukhus dér anestesisjukskoterskor och
barnanestesi (n=809) inferentiell
bedrivs statistik
v Kvalitativ, | Tvé Observationer av barn Hermeneutik
deskriptiv universitetssjukhus, | (n=27), fordldrar (n=27)
och ett lanssjukhus och | och pa anestesipersonal
tolkande ett lansdelssjukhus | (med fokus pa
dér barnanestesi anestesipersonal som
bedrivs anestesiinducerade
barnen) (n=22) med
videoinspelning.
Faltanteckningar (n=27)

Figur 1. Oversikt av design, kontext, datainsamling/deltagare samt analysmetod for

avhandlingens fyra delstudier.

Kontext

Studierna I och IV genomf6rdes vid fyra sjukhus i sédra och mellersta Sverige,
tva universitetssjukhus, ett lanssjukhus och ett lidnsdelssjukhus. Tva av
sjukhusen hade egen enhet for barn med specifik personal. Pa 6vriga tva sjukhus
fanns ingen specifik enhet for barn, och personalen genomforde dérfor anestesi
pa bade barn och vuxna. Studie II genomfordes vid ett ldnssjukhus i sddra
Sverige. P& sjukhuset fanns ingen specifik enhet for barn, och
anestesipersonalen genomforde dérfor anestesi pa bade barn och vuxna. Studie
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III genomfordes som en nationell studie i Sverige. Pa sjukhusen fanns specifika
som icke-specifika enheter ddr barnanestesi bedrevs.

Urval och tillvigagiangssitt

Empiriskt genomforande av urval och tillvigagingssiitt,
delstudie I och IV

Efter godkdnnande frén verksamhetschefer om medverkan i studierna (I, IV)
kontaktades avdelningschefer pa aktuella operationsavdelningar for att ge
vidare information om studiens syfte och genomforande samt for att boka tid
till ett informationsmote med avdelningspersonalen.

Anestesipersonalen informerades muntligt pa ett arbetsplatsmdte med
forfragan om intresse for deltagande i studien. Deltagare anmaélde sitt intresse
via e-post eller via telefon for att f ytterligare muntlig och skriftlig information.
Inklusionskriterierna var anestesipersonal som hade egen erfarenhet av att
anestesiinducera barn. Ovriga teammedlemmar i operationsrummet blev
muntligt informerade om att de under videoinspelningen kunde vilja att niarvara
i operationsrummet eller vénta utanfor.

Barnen valdes ut av en koordinator pa operationsavdelningen utifrén ett
konsekutivt urval, dvs. alla barn inkluderades som passerade
operationsavdelningen under en viss fordefinierad tidsperiod och som uppfyllde
inklusionskriterierna, ndmligen barn 4-13 &r som skulle anestesiinduceras via
inhalation eller intravends injektion/infusion fore ett elektivt litet eller
medelstort ingrepp alternativt undersokning/behandling. Kriterierna innefattade
barn i ASA klass I-IT". Ingreppen skulle genomforas i dagkirurgi eller kriva
maximum nagra dagars eftervard pa barnavdelning. Kontaktpersoner pa de
preoperativa enheterna och barnavdelningarna var behjélpliga med att dela ut
skriftlig information om deltagande i studien till barn och foréldrar i god tid pa
operationsdagens morgon alternativt dagen innan for att utréna om eventuellt
intresse for deltagande. Informationsbreven som delades ut var anpassade till
informanterna, dvs. separata informationsbrev till barn och fordldrar limnades
ut. Alla barn som tillfrdgades hade minst en fordlder nirvarande. Vid intresse
frén barn och forildrar kontaktade kontaktpersonerna observatoren (LA) som
gav ytterligare muntlig information. Vid nagot enstaka tillfille kunde inte
kontaktpersonerna dela ut informationsbrev pd grund av tidsbrist, vilket
foranledde att observatéren l&mnade ut informationsbreven till barnen och
fordldrarna. Om inte bada fordldrarna var nirvarande vid godkénnande
kontaktades den andra fordldern per telefon for godkédnnande och i efterhand
gavs skriftligt godkénnande.

19 ASA i#r en amerikansk klassificering, American Society of Anesthesiologists. ASA klass 1 inkluderar
friska barn och ASA klass II inkluderar barn med en mild systemsjukdom.
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Empiriskt genomforande av urval och tillvigagingssiitt,
delstudie II

I delstudie II tillfragades sjukskdterskor pa en uppvakningsavdelning, efter
godkdnnande frén verksamhetschef, om att vara behjilpliga med att ldmna ut
ett informationsbrev till fordldrar om intresse av att i samband med barnens
utskrivning medverka i studien. Ett konsekutivt urval tillimpades utifrdn
inklusionskriterierna som var fordldrar vars barn <18 &r genomgatt anestesi for
forsta gangen i dagkirurgi och som behérskade det svenska spraket. Vid intresse
lamnade fordldrarna sitt namn och telefonnummer till personalen som
vidarebefordrade kontaktuppgifterna. Informanterna kontaktades sedan for
ytterligare information och om intresse fortfarande fanns bestdmdes tid och
plats for intervju. Inga uppgifter erholls fran sjukskoterskorna pé
uppvakningsavdelningen om antalet tillfrigade fordldrar.

Empiriskt genomforande av urval och tillvigagangssitt,
delstudie II1

I delstudie III genomfordes en kartldggning av sjukhus som utfor barnanestesi i
Sverige. Sextio sjukhus identifierades och lika manga verksamhets-
/avdelningschefer kontaktades om intresse att delta i studien. Inklusionskriteriet
var alla anestesisjukskdterskor i Sverige som har erfarenhet av att
anestesiinducera barn som genomgér olika typer av elektiv anestesi, bade i
dagkirurgi och inneliggande vard. Femtiofem verksamhets-/avdelningschefer
accepterade inbjudan och utsdg samtidigt en kontaktperson pa avdelningen.
Alla anestesisjukskdterskor som motsvarade inklusionskriterierna fick en enkdt
via kontaktpersonen med tillhdrande information och ett forfrankerat
svarskuvert.

Datainsamling

I foreliggande avhandling har data samlats in via meningsorienterade intervjuer
med visuella metoder som hjdlpmedel, via icke-deltagande observationer med
videoinspelning och filtanteckningar samt via enkét.

Meningsorienterade intervjuer

Med hjélp av intervjuer kan upplevelser och erfarenheter om en méinniskas vérld
nas for att utforska ett fenomen och uttrycka dess mening. Inledningsfragan i en
meningsorienterad intervju bor vara 6ppen och enkel for att nd malet att beréra
informantens kinslor och tankar. Den 6ppna och reflekterande dialogen ska
riktas mot det fenomen som ska beskrivas och karaktdriseras av att vara
ostrukturerad med undvikande av specificerande fragor. Foljdfragor stills for
att uppmuntra till att beskrivningarna blir rika. Vid intervjuer av personer som
har begransade formagor, exempelvis barn, dr det av storre betydelse att ge extra
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tid och skapa en tillitande atmosfar sd att intervjuerna kénns komfortabla
(Dahlberg et al., 2008).

Visuella metoder

Visuella metoder sdsom teckningar, sagobdcker och bilder kan anvéndas som
ett hjélpmedel vid intervjuer. Nir yngre barn har svart att beskriva sina
upplevelser kan visuella metoder anvdndas som ett mer naturligt
kommunikationssétt (Holmsen et al., 2007) som kan bli mittpunkten mellan den
levda erfarenheten och det sprakliga uttrycket. Pa sa sitt kan fenomenet léttare
nas (Dahlberg et al., 2008a). Visuella metoder kan ocksé anvéndas som ett sitt
att engagera barn och bygga relationer (Foster & Whitehead, 2019; Manning et
al., 2017; Angstrom-Brinnstrom & Norberg, 2014). Férdelen med att anvinda
teckningar dr att barn tecknar det de ser, men dven deras uppfattning och
aspekter av miljon som de vill formedla kan iakttas, vilket kan bidra till en
djupare forstaelse (Willats, 2004). Anvéndning av samtalsbilder &r en annan
kreativ metod da barn har mojlighet att forstd och bearbeta sina upplevelser
genom att skapa sin egen berittelse med hjilp av bilder (Holmsen et al., 2007).

Icke-deltagande observationer med videoinspelning

Observationer kan kombineras med intervjuer eller anvéndas separat (Dahlberg
et al., 2008a). Med hjélp av videoinspelning kan interaktioner, dynamik och
kommunikation studeras dven nir det finns sprakliga begransningar (Eriksson
et al., 2020). Observationer gor det ocksd mojligt att upprepade ganger studera
olika fenomen i detalj for att kunna verifiera vad som observerats (Eriksson et
al., 2020; Freeman, 2009). Observationer handlar inte bara om att iaktta utan att
se och uppfatta for att nd en djupare mening (Eriksson, 2010; Gadamer, 1996).
Inspelade observationer kan ocksé analyseras utan ljud. Naden (2010) menar att
ljudlosa observationer kan vara en fordel eftersom det fingar det sanna, da
spraket annars kan dominera over det som ses.

Filtanteckningar

Féltanteckningar kan anvéndas som en kompletterande datainsamlingsmetod.
Genom féltanteckningar kan exempelvis noteringar géras om vilka som &r
ndrvarande, vilka roller de har och hur atmosfaren i ett rum upplevs (Eriksson
et al., 2020). Faltanteckningar bor vara s konkreta som mdjligt och inte
innehélla analytiska reflektioner. Séttet med att fora filtanteckningar kan
varieras, exempelvis handskrivna eller bandinspelade. I delstudierna anvéndes
handskrivna (Dahlberg et al., 2008a).
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Enkit

Enkater &r ett bra stt att samla in kunskap frdn ménga deltagare under en kort
tidsperiod. Enkiten?’, FAMBO, familjers betydelse i omvérdnaden (Families’
Importance in Nursing Care — Nurses’ Attitudes, FINC-NA pé engelska) har
designats och utvecklats som ett generellt instrument for att méta attityder
(Benzein et al., 2008a) och har anvints bade i allmén och i specifik kontext
(Alfaro Dias et al., 2019). Enkéten ar ursprungligen konstruerad som 26
pastdenden med en fyrgradig likertskala (Benzein et al., 2008a), som i en senare
revision dndrades till en femgradig skala graderad fran; “tar helt avstand” (1)
7till instimmer helt” (5) (Saveman et al., 2011). Den reviderade enkéten
innehéller fyra delskalor som mater: familjen som en resurs i omvardnaden
(Fam-RNC, tio fragor, skalans poing 10-50), familjen som en samtalspartner
(Fam-CP, étta fragor, skalans podng 8—40), familjen som en borda (Fam-B, fyra
fragor, skalans poéng 4-20, och familjen som en egen resurs (Fam-OR, fyra
fragor, skalans poéng 4-20). Vid hogre podng pavisas en mer positiv instdllning.

Empiriskt genomforande av datainsamling, delstudie I och IV

I studierna I och IV samlades data in under varen och hdsten 2018 genom
observationer med videoinspelning (I, IV), faltanteckningar (I, IV) och
meningsorienterade intervjuer (I). Totalt tillfrigades 45 barn och deras
fordldrar, varav 28 barn inkluderades i studie I och 27 barn i studie IV. 22
anestesisjukskoterskor/anestesildkare som hade anmélt sitt intresse och som
hade huvudansvaret for att anestesiinducera inkluderades ( I, IV). Barnen hade
en varians i alder, kon, operativt ingrepp och tidigare erfarenhet av anestesi.
Alla barnen hade en eller bada fordldrarna nérvarande preoperativt, och en
fordlder f6ljde med barnet in till operationsrummet enligt sjukhusens rutiner.
Innan barnen och fordldrarna anldnde till operationsrummet placerades
videokameran vid operationsbritsens kortsida for att ge en god 6verblick av den
plats dir anestesiinduktionen skulle ske och kunna fanga samspelet mellan barn,
fordldrar och anestesipersonal. Videoinspelningen startade nér barn och foridlder
betradde operationsrummet och upphérde nér barnet hade forsatts i anestesi och
fordldern ldmnat operationsrummet. Observatdren, som var klddd i
operationskldder, var ndrvarande under hela anestesiinduktionen och lamnade
operationsrummet strax efter fordldern. Under hela inspelningen satt
observatoren tyst, som en icke-deltagande observator, for att inte stora
anestesiinduktionen. Vid ett tillfalle uppstod dock problem vid inséttning av en
perifer venkateter och observatoren var dd behjélplig med handréckning av
forband till personal. Videoobservationerna varade mellan 3.5-25 minuter med
ett medeltal pa 8.17 minuter. Den totala observationstiden var 3 timmar och 41
minuter. Vid ett tillfalle genomfordes ingen videoinspelning pad grund av
dubbelbokning da tvd anestesiinduktioner genomférdes samtidigt. Déarfor

2 T avhandlingen benéimns enkiiten FINC-NA fortsittningsvis.
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deltog endast 27 barn i sjdlva videoobservationen. Féltanteckningarna skrevs
ner i ett enskilt rum 1 anslutning till operationsrummet direkt efter att
videoinspelningen avslutats. Anteckningarna inneholl anestesiforlopp,
interaktioner och reaktioner fran barn, fordldrar och anestesipersonal.

Forélder och barn valde tid och plats for uppfoljande intervju. Intervjuerna
genomfordes samma dag pé sjukhuset i samband med utskrivning eller upp till
maximum fyra dagar efter anestesin i barnens hem. Intervjuerna inleddes med
en allmin dialog och nér intervjuerna genomfordes i hemmet inleddes besoket
med att barnen fick mojlighet att visa sina rum och leksaker. Det gav mojlighet
till att fa till en avslappnad informell dialog. Intervjuerna inleddes sedan med
en Oppen fraga: skulle du vilja berétta hur det var att bli sévd? Déarefter stilldes
uppfoljande fragor for att fortydliga sdsom: kan du berétta mer? och hur kénde
du d&? For att stimulera barnen att berdtta visades bilder frén ett tomt
operationsrum pa det sjukhus dér barnet hade fatt anestesi men dven frén en
saga om en mus som blev opererad (Holmsen et al., 2007). Barnen blev ocksa
under intervjun tillfrigade att rita en teckning om vad som hinde pa
operationsrummet och dérefter berétta om vad teckningen forestillde.

Forst genomfordes en pilotintervju for att kontrollera att fradgorna var litta att
forstda och att de motsvarade syftet. Eftersom pilotintervjun foll val ut
inkluderades den 1 studien. Intervjuerna varade 5-57 minuter och
ljudinspelades. Den kortaste intervjun som varade i fem minuter avbrots pa
grund av att barnet inte ville eller vdgade lata sig intervjuas utan bara nickade
eller skakade pa huvudet vid fragor, och darfor avslutades forsoket. Vid fem
tillfillen genomfordes inte de efterf6ljande intervjuerna pa grund av foréldrars
tidsbrist, semesterresa eller komplikationer i eftervarden. Totalt genomfordes
23 intervjuer.

Empiriskt genomforande av datainsamling, delstudie 11

For delstudie II samlades data in under hosten 2010 och véren 2011 via
meningsorienterade intervjuer. Totalt inkluderades sex foréldrar i studien, fem
mammor och en pappa, som varit med nér deras barn (1-7 gamla) genomgétt
oron-, nds- och halskirurgi. Alla fordldrarna hade preoperativt fran sjukhuset
fétt ett brev med standardiserad allmén information och erbjudits ett frivilligt
besok pa operationsavdelningen men ingen av fordldrarna hade deltagit pa detta
besdk med sina barn. Deltagarna valde sjélva tid och plats for intervjun. Fyra
av intervjuerna skedde i fordldrarnas hem och tvé i ett enskilt rum pé sjukhuset
1-3 veckor efter anestesin. Intervjuerna ljudinspelades och varade mellan 20
och 45 minuter. Intervjuerna inleddes med en 6ppen fraga: kan du beskriva din
upplevelse nér ditt barn skulle sovas? Fordldrarna uppmanades att beskriva sé
Oppet som mojligt for att fa en rik och detaljerad beskrivning av fenomenet och
foljdfragor som: kan du berdtta mer? anvindes. Intervjuerna transkriberades
direkt efter intervjun. En pilotintervju genomfordes inledningsvis for att
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kontrollera att fragan var ldtt att forstd och motsvarade syftet. Pilotintervjun
inkluderades i studien.

Empiriskt genomforande av datainsamling, delstudie II1:

I delstudien III samlades data in via en enkét mellan augusti och december 2018.
Totalt delades 1285 enkdter ut till anestesisjukskoterskor varav 809 besvarades,
vilket gav en svarsfrekvens pa 63 %. Paminnelse skickades ut via e-post till
kontaktpersonerna en respektive fyra veckor efter forsta distributionen. Enkiten
bestod av demografiska frigor som inkluderade é&lder, kon, arbetsplats,
anestesisjukskoterskornas uppfattningar om varden kring barnets anestesi samt
om anestesisjukskdterskorna sjidlva hade egna erfarenheter av att vara fordlder
vid sitt eget barns anestesi. Det validerade instrumentet FINC-NA anvéndes i
studien. Deltagarna fick ett medf6ljande informationsbrev om att begreppet
familj refererar till foréldrar. Deltagarna returnerade efter ifyllandet
frageformuléret i ett forfrankerat kuvert.

Dataanalys

Hermeneutik

Hermeneutik?! &r en klassisk disciplin dir fokus &r att tolka?? och forsté texter.
Hermeneutik har tre olika syften: att utrycka nigonting med ord, forklara och
Oversitta, dvs. att avtdcka det okénda sa att forstaelse uppnas (Dahlberg et al.,
2008a; Odman, 2016). Tolkning handlar alltsi om att uppna forstaelse och har
dérfor bade en ontologisk och en epistemologisk dimension. Hermeneutik &r
lampligt att anvdnda for reflektion och for att forstda fenomen av ménskliga
aktiviteter nir meningen? ska forstds (Odman, 2016). Gadamer anses som
hermeneutikens portalfigur och han menar att ménniskan ar beroende av andra
for att forsta och att all forstéelse ar kulturberoende. I en dialog kan méinniskors
forstaelsehorisonter méotas och ddrigenom kan ursprungliga stdndpunkter
justeras och en forstéelse som dr mer utvecklad kan ddrmed uppnas. Mélet &r
forstaelse men forklarande moment kan vara nddvéndiga for att fordjupa
forstaelsen. Riceurs hermeneutiska filosofi kan da vara végledande for att
uppticka dolda innebdrder, eftersom beréttelser sédllan ar sjalvforklarande.
Ricour menar vidare att forstaelsen foregar och innesluter forklaringen och da
krévs ett klargorande av dolda innebdrder med hjélp av tolkning, dvs. att tyda
tecken, vi ser ndgot som nagot”. Pa s sétt kan den kritiska reflektionen i den
tolkande analysen fa utrymme (Nystrom, 2012). Studie I &r grundad i Gadamers

21 Ordet hermes betyder att vara budbirare. Hermes var ocks gudarnas tolk i antikens Grekland (Odman,
2016).

22 Att i princip gora kvalificerande gissningar som provas mot data (Nystrdm, 2012).

2 Mening = hur sakerna presenterar sig for oss (Dahlberg et al., 2008a) och svarar pa frigor om hur
fenomenet &r, exempelvis hur det &r att vara rddd (Giorgi, 2009). Mening &r en oundviklig del av vér
existens och beskriver hur vi relaterar till vérlden och till 6vriga menar Dahlberg och Dahlberg (2019).
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och Ricoeurs filosofi som sedan Dahlberg et al. (2008a) har metodutvecklat.
Gadamers (1994) filosofi ligger ocksa till grund for studie IV och utifrén
Eriksson et al.’s (2020) metodbeskrivning som har fokus pé observation. En
observation kan beskrivas som dimensioner av spel, teaterpjdser och konst, dvs.
en scen for att 6ppna upp och forstd nagot pa ett nytt sitt. Den kan ocksa
beskrivas tematiskt, med hjélp av poesi eller med bilder.

Fenomenologi

Fokus for en fenomenologisk approach baseras pa den levda erfarenheten.
Fenomenologi &r bade en tankehallning och en metod (Husserl & Bengtsson,
1995). Husserl, som karaktiriseras som fenomenologins fader, myntade
begreppet att ”ga till sakerna sjilva”, dvs. till sjélva fenomenet?*. Det innebér
att vetenskapen grundar sig i erfarenheten och det som ar givet, allt efter
uppfattandeniva (Giorgi, 2009; Husserl & Jakobsson, 2004). Den subjektiva
kroppen ar fylld av minnen och kénslor och kan ddrmed skapa mening. Husserl
menade att all kunskap har sin utgangspunkt i medvetandet och att den alltid ar
riktad mot intentionalitet, dvs. inte mot nagot objekt utan mot akten (Husserl &
Bengtsson, 1995). Det ger kunskap om olika fenomen som sedan kan beskrivas
utifran den mening de har for vart medvetande. Ett annat viktigt sdrdrag i
fenomenologin ar reduktionen. Det kan forstds som ett forhallningssétt vars
syfte ar att beskriva ett fenomen sa tydligt som mdjligt och klarlagga hur det
presenterar sig for medvetandet. Fenomenologin erbjuder bade 6ppenhet for det
som ar upplevt och for processen med imaginéra variationer? och rigiditet for
hur det som presenterar sig ska beskrivas. Beskrivningarna syftar till att nd fram
till essensen, dvs. kdrnan och vésentliga aspekter av fenomenet, men da
beskrivningen sker pé vetenskaplig och inte filosofisk niva talar Giorgi (2009)
i stéllet om att nd en generell struktur. Giorgis metod har sin grund i Hussels
fenomenologiska filosofi som han metodutvecklade for humanvetenskapen
(Husserl & Bengtsson, 1995) som anvénds i studie I1.

Oppenhet

Principen om Oppenhet &r central bade inom hermeneutiken och
fenomenologin. Genom nyfikenhet och Oppenhet, men ocksd genom
sensitivitet, flexibilitet, formaga att lyssna, se och forsta, kan ett fenomen ses pa
ett nytt sétt (Dahlberg et al., 2008a; Giorgi, 2009). For att forstd nagot nytt maste
den existerande horisonten utmanas, dvs. att inte vara begrénsad av vad som
finns ndra for att fa till stdind en dialog med texten (Gadamer, 2004). I

24 Kan vara ting, erfarenheter och foreteelser (Dahlberg et al, 2008a) och betyder det framtriidda (Husserl
& Bengtsson, 1995).

5 Giorgi (2009) menar att imaginéra variationer ir meningsfullt att anvinda for att uppréicka essensen
av fenomenet eller for att forklara den generella strukturen. For det krévs att forskaren mentalt tar bort
en aspekt av fenomenet for att se om det sker en transformering. Om sé sker dr det en essentiell del.
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hermeneutiken soks specifikt efter annanheten, som innebér att se nagot nytt
eller se ndgot pé ett annat sétt snarare &n att bekréfta det som redan ar ként eller
vad som dr Onskvart att se. Gadamer anknyter till den 6ppna fragandets princip
som innebir att tolkningen bér forhalla sig fragande till svaret (Odman, 2016)
vilket gor att forstielsehorisonten kan utvidgas (Dahlberg et al., 2008a;
Gadamer, 2004).

Forstaelse

Oppenhetsprincipen bor dven gilla forstdelsen. Det innebir att man maéste
klargora uppfattningar for sig sjilv for att 6ka mojligheter att forstd. Gadamer
menar att forstdelsen dr oundviklig men den méste vara medveten och
ifrdgasittande for att undgéd negativa influenser. Forstaelsen kan pa sa sitt
innebéra en perspektivforskjutning, att kunna se verkligheten pé ett annat sitt
och dirigenom klargdra sammanhang och pa sa sitt ppna upp for ndgon annans
virld och dirigenom vér egen (Odman, 2016). I bade fenomenologisk och
hermeneutisk forskning sker darfor ett skifte fran en naturlig hallning till en
reflekterad. Tankegestaltningar som kan tas for givna ska alltsa reflekteras
(Husserl & Bengtsson, 1995). Inom fenomenologin ska forstaelsen hallas inom
parentes, dvs. man ska halla igen den och sitta antaganden och tidigare kunskap
at sidan och vara kritiskt reflekterande  (Giorgi, 2009). I
livsvérldshermeneutiken kallas forstdelsen oftast for tyglad vilket innebér
medvetenhet om vars och ens forstaelse. Det innebir att det &r omdjligt att stélla
sig utanfor vid tolkning och forstaelse (Dahlberg et al., 2008a). I hermeneutiken
ar forstaelsen darfor extra betydelsefull eftersom den ger en riktning och kan
ses utifran olika aspekter. I hermeneutiken finns det ingen neutralitet utan det
essentiella dr att vara medveten om vars och ens bias och vara sensitiv till texten
(Gadamer, 1994). Forstaelsen ér i grunden en cirkelrdrelse som vidgas och som
bestar av tolkningsrorelser fran helhet till delar och omvént, precis som att ligga
ett pussel. Det 4r en av hermeneutikens viktigaste standpunkter och ett
landmirke (Gadamer & Melberg, 2015). Gadamer beskriver det som ett mote
mellan tvé forstielsehorisonter och virldar som méts (Odman, 2016).

Deskriptiv statistik och multipel regressionsanalys

Genom att anvidnda deskriptiv statistik kan en Overblick erhllas dver de
personer som inkluderats i studien. For att kunna analysera samband mellan en
beroende variabel?® och flera forklarande variabler genomfordes en
regressionsanalys med hjélp av en regressionslinje. Genom att sitta in virden
pa den forklarande variabeln kan den beroende variabelns virde uppskattas
(Field, 2018).

26 Variabler = de egenskaper som undersdks, exempelvis attityder, virderingar, erfarenheter (Barmark
& Djurfeldt, 2020).
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Empiriskt genomforande av dataanalys, delstudie I

Analysen i delstudie I startade med genomldsning av alla transkriberade data
och uppspelning av videoinspelningarna upprepande ganger for att uppnd en
kénsla for helheten. Tolkningen paborjades ddrefter med sokning och
identifiering av meningar som svarade mot syftet. Skillnader och likheter
identifierades och grupperades i teman utifrdn variationer av fenomenet.
Analysen fortskred med eftersokning av den underliggande meningen av
fenomenet, dvs. det som fanns “mellan raderna”. Analysen genomfordes med
upprepade fragor till texten och hade ett kritiskt forhallningssétt, tills alla data
som var relevanta i forhallande till syftet var inkluderade och datamaterialet var
grupperat i preliminéra tolkningar. Darefter validerades datamaterialet utifran
kriterier: att tolkningarna i analysen skulle utgd fran aktuella data och inte fran
forfattarens forstaelse. I tolkningarna skulle det heller inte finnas nagra andra
eller mer meningsfulla forklaringar i datamaterialet och det skulle heller inte
finnas ndgra motsdgelser i tolkningen (Dahlberg et al., 2008a; Gustavsson,
1996).

Under dataanalysen skedde en rorelse fram och tillbaka mellan helheten
(videoinspelningarna, den transkriberade texten, faltanteckningarna och
intervjuerna) och delarna (tolkningen av barnens berdttelser) for att fanga
meningen med texten och for att sdkerstilla att tolkningarna var relaterade till
fenomenet, att bli sovd som det erfars av barn. Det ska rdda ett 6msesidigt
beroendeforhédllande mellan helheten och delarna, och under den hir fasen
exkluderades dérfor négra tolkningar eftersom de inte uppfyllde
validitetskriterierna. Fyra deltolkningar som relaterade till syftet aterstod till
sist. Slutligen jimfordes alla tolkningarna med varandra for att finna en
gemensam ndmnare som kunde presenteras som en huvudtolkning. Detta steg,
som &r den hogsta abstraktionsnivan och ska ses som ett forslag till en mer
utvecklad forstéelse av fenomenet dr darfor mer omfattande. For att sékerstilla
validiteten anvéndes ytterligare tva kriterier: inga data som var relevanta for
syftet fick uteslutas och deltolkningarna skulle relateras till huvudtolkningen
och vice versa bekrifta varandra (Dahlberg et al., 2008a; Gustavsson, 1996;
Odman, 2016).

Empiriskt genomforande av dataanalys, delstudie 11

I delstudie II léstes intervjumaterialet initialt igenom ett antal gdnger for att en
kinsla av helhet i materialet skulle infinna sig. Texten delades dérefter in i
meningsenheter med fenomenet “fordldrars upplevelser av deras barns forsta
anestesi i dagkirurgi” som mal. Indelningen bidrog till att hélla fokus pa
helheten sa att en detaljerad analys kunde starta, vilket enligt Giorgi (2009)
endast dr ett praktiskt steg i analysen. Efter indelningen tydliggjordes
inneborden i meningsenheterna med hjdlp av sprdket och med fenomenet i
atanke. Originaltexten kontrollerades flera ganger och imaginéra variationer
anvindes for att tydliggora och variera fenomenet till dess att den mest exakta
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beskrivningen av innebdrden framkom. Syftet var att finna det ofordnderliga
genom imagindra variationer och genom att tillimpa det kritiska
forhéllningssatt som den  fenomenologiska  reduktionen  kréver.
Analysprocessen fortskred darefter med utformning av den generella strukturen.
Hér ingick att fOrstdelsen sattes inom parentes for att inte paverka
analysprocessen. Den generella strukturen ndddes genom att &n en géng ldsa
igenom de transformerade meningsenheterna och slutligen kunde en ny helhet
uppenbaras genom relationen mellan de transformerade meningsenheterna.

Empiriskt genomforande av dataanalys, delstudie I1I

Innan resultaten av FINC-NA analyserades i delstudie III reverserades svaren i
delskalan “familjen som en boérda” till “familjen som inte en boérda” for
resultatredovisningens skull. Direfter importerades missade virden for
individens medelvirden pé obesvarade fragor i de enkiter som hade farre dn 25
% internt bortfall. Totalt importerades 38 missade vérden i 26 enkéter vilket
resulterade 1 771 komplett besvarade FINC-NA formuldr. Data analyserades
darefter med sévél deskriptiv som interferentiell statistik. Kategorivariabler
beskrevs med absoluta och relevanta frekvenser, kontinuerliga variabler med
aritmetiskt medelvérde och standardavvikelse och sjdlvskattade variabler med
median och kvartiler. Friedman’s ANOVA anvéndes for att jamfora olika
aspekter av skoterskornas instédllning till familjens betydelse i omvardnaden.
Post- hoc analyser genomfordes med Wilcoxon rangsummetest och Bonferroni
korrigerade p-vérden. Eftersom de fyra delskalorna i FINC-NA inkluderar olika
antal fragor transformerades de om till en gemensam skala som varierade
mellan 0—100 genom foljande berdkning: ([individens podng—ldgsta mojliga
podng]/mdjlig podngvariation) x 100. Detta mdjliggjorde att skalorna kunde
jdmforas med varandra. En serie av multipla linjira regressionsanalyser
genomfordes for att identifiera faktorer som var associerade med
anestesisjukskoterskornas instidllning till fordldrars betydelse i omvardnaden, en
regressionsanalys for varje delskala. Forklaringsvariablerna bestod av béade
kategorivariabler och kontinuerliga variabler: kon (0 = mén, 1 = kvinnor), antal
ars erfarenhet av att anestesiinducera barn (kontinuerlig), arbeta bara med barn
(0 =nej, 1 =ja) anvdndning av premedicinering (0 = nej, 1 = ja) och erfarenhet
av att vara med vid induktioner som forilder till eget barn (0 = nej, 1 = ja).
Forklaringsvariabler med mer &n tvd kategorier inkluderades som
dummyvariabler i regressionsmodellerna: typ av sjukhus (referenskategori =
lanssjukhus), ha rutiner/PM (referenskategori = hade rutiner/PM) och tillatande
av fordldrars medverkan vid anestesiinduktion (referenskategori = en fordlder).
Diagnosticeringen av regressionsmodellerna visade maéttliga problem med
homoskedasticitet samtidigt som residualerna inte var normalférdelade. For att
hantera dessa problem upprepades regressionsanalyserna med robusta
standardfel (Huber-White sandwich estimator). 1 studien tillimpades
overgripande p < 0.05 for statistisk signifikans medan p < 0.008 anvéndes som
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grins i post-hoc analyserna. Analyserna genomfordes i SPSS version 25 (IBM
Corp., Armonk, NY, USA) och stata version 16.1 (StataCorp LLC, College
Station, TX, USA).

Empiriskt genomforande av dataanalys, delstudie IV

Analysprocessen 1 delstudie IV inleddes med att alla videoinspelningarna
genomsags upprepade ganger i sin helhet innan observationerna skrevs ner till
berittelser. Beréttelserna inkluderade tolkningar, féltanteckningar och
reflektioner om vad som visuellt kunde observeras. Nista steg var att ldsa
berittelserna och strukturera dem som en teaterpjds (Eriksson et al., 2020;
Gadamer, 1994). Scenen (operationsrummet), aktorerna (barnet, férdldern och
anestesipersonalen) och handlingen (vad som hénder i operationsrummet)
identifierades genom att forst separera barnens, fordldrarnas och
anestesipersonalens perspektiv och tolka vad som fanns bakom ord och
handlingar i den icke-verbala kommunikationen. Det var nddvandigt under hela
analysarbetet att vara ifrdgasittande till texten for att mojliggéra och 6ppna upp
for meningen. Pa sa sétt kunde forstaelse framtrdda. Fragor om vilka karaktérer
som fanns i1 operationsrummet och vilka roller de spelade stilldes under
analysfasen. Fragorna var vigledande for identifieringen av hur olika scener
formaterades. Fragorna stdlldes ocksd for att kunna tolka vad texten ville
formedla och vad som var meningen. Att sétta ord pa observationerna och skapa
en dialog med texten var essentiellt, s& ndsta steg var att fortsétta att stilla fragor
till texten om samspelet och om handlingen for att kunna fortsitta med
tolkningen. Pa s& sétt kunde en djupare forstaelse erhédllas. Under hela
tolkningen skedde en rorelse fran delar till helhet och vice versa och mellan
tolkarens forutfattade meningar, forstaelsen och de obesvarade fragorna tills en
ny och djupare forstdelse om samspelet mellan barn, fordldrar och
anestesipersonal kunde nés. Rorelsen fram och tillbaka var nddvéandig for att
kunna Oppna upp for forstdelse och for att vara receptiv infor det okénda.
Forskarteamet forde gemensamma diskussioner under analysarbetet upprepade
ganger for att undvika bias. De hiarledda meningarna sorterades och grupperades
sedan till teman. Slutligen presenterades en mdjlig tolkning som baserades pa
alla observationerna.
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Forskningsetiska overvaganden

Studierna dr genomforda i enlighet med Helsingforsdeklarationens etiska
principer (WMA, 2013) som bestdr av informerat samtycke, frivilligt
deltagande, konfidentalitet och nyttjanderétt. Delstudie I, III och IV har
godkénts av Regionala Etikprovningsndmnden i Link&ping (Dnr 2017/532-31)
och delstudie II har genomgatt etiskt rddgivning av Etikkommittén Sydost (Dnr
EPK 56-2010) vilket var mojligt vid studiens genomforande.

Verksamhets-/ avdelningschefer pa fem olika sjukhus i sddra och mellersta
Sverige gav skriftligt samtycke till genomfoérande av delstudierna I, II och IV.
Verksambhets-/ avdelningschefer gav samtycke via e-post eller telefon till studie
III. Fordldrar (1, 11, IV) och anestesipersonal (I, IV) gav skriftligt samtycke till
att delta i delstudierna. Barn far inte sjdlvstéindigt ge samtycke men gav muntligt
samtycke (I, IV) och fick ocksa mdjlighet att skriftligt underteckna efter att ha
last eller fatt hjilp att ldsa den utdelade &ldersanpassade skriftliga
informationen. Ovrig operationspersonal (I, IV) som inte var direkt berdrda
informerades muntligt om studien och fick sjdlva avgora om de ville vara
nirvarande i operationsrummet eller inte under videoinspelningen. Samtliga
informanter som medverkade valde frivilligt att delta i studierna, de forsékrades
om konfidentialitet och informerades om att de nér som helst kunde avbryta sin
medverkan utan att behdva ange orsak. I delstudie I avbrot négra fordldrar
studien infor den efterfoljande intervjun och angav pé eget initiativ orsak. I
studie III ansags enkédtens returnerande vara bevis pa informerat samtycke for
att delta i delstudien.

I delstudie T och IV genomfordes forskning pa barn som tillhér en sarbar
grupp (Crane & Broome, 2017), vilket kan vara etiskt problematiskt eftersom
deras formaga att bedoma risker och konsekvenser ar begrénsad och det dé vilar
ett storre etiskt ansvar pa forskarteamet. Ett barn ska sd langt som mojligt
informeras 1 samrdd med foréldrar, och forskning far inte utféras om barnet
motséger sig det (SFS 2003:460, 2003). Ett etiskt resonemang fordes om vérdet
av den forvintade kunskapen i relation till eventuella obehag for barnen. Enligt
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Helsingforsdeklarationen (WMA, 2013) ar forskning pa sarbara grupper endast
motiverade om inte forskning kan bedrivas pa en annan, mindre sarbar grupp.
Samtidigt innebér ett avstindstagande fran forskning péd barn att de inte far
mdjlighet att komma till tals, nadgot som &ar speciellt allvarligt eftersom
kunskapsldget ar bristfalligt ndr det géller barns erfarenheter. Avhandlingen
bygger pa etiska antaganden om att alla, dven barn, bor ha samma méjlighet att
fd komma till tals, och den vardvetenskapliga hallningen med Sppenhet och
foljsamhet var utgadngspunkten och blev vigledande vid genomf6randet. Barn
kan dock kénna sig maktlosa vid forfragningar om deltagande i studier. Det var
da extra betydelsefullt att forklara meningen med studien och att bygga upp en
tillit, vilket ocksé Freeman beskriver dr nodvandigt (2009). Det var ocksa viktigt
att fordldrarna fick insikt om studiens syfte och genomférande samt att barnen
var medvetna om fordldrarnas samtycke.

Observationerna och intervjufrdgorna berérde informanternas upplevelser
och erfarenheter. Kénslig information kunde dérfér framkomma under intervjun
dé informanternas hélsa berdrdes. Flera informanter yttrade dock i delstudie I
och II att det kdndes meningsfullt att f4 berdtta om sina upplevelser och
erfarenheter. Négra av fordldrarna till barnen i delstudie I gav ocksa uttryck for
det virdefulla i att barnen fick samtala med andra om sina erfarenheter eftersom
de infor fordldrarna hade gett uttryck for sin ridsla. Bade barnen och foréldrarna
hade kontaktuppgifter till forskargruppen genom informationsbreven men ingen
av deltagarna uttryckte behov av eller tog ytterligare kontakt efter intervjun.

Observationer med videoinspelning anvéndes i delstudie I och IV for att
observera rorelser, mimik och samspel mellan olika personer. Det finns flera
etiska problem kopplade till den metoden eftersom individens integritet kan
hotas. Metoden ska endast anvindas om inte samma resultat kan dstadkommas
med hjilp av andra datainsamlingsmetoder, vilket inte bedomdes mdjligt vid
studiernas inledning. Vetenskapsradet (2017) har utarbetat specifika riktlinjer
for videoinspelning med végledning for hur individskyddet kunde tillgodoses
genom forvaring, vilket f6ljdes. Allt datamaterial forvarades inlast i enlighet
med arkivlagstiftelsen (1990:782).

Resultatet presenteras med konfidentialitet. Exempelvis kan inte citat eller
teckningar kopplas till enskilda informanter utan i samtliga studier redovisas
resultaten som gruppresultat. Ingen forskare hade négon anknytning till de
forskningsmiljoer som inkluderades i delstudie [ och I'V. I studie II och I1I fanns
en viss anknytning till en arbetsplats men inget kliniskt arbete bedrevs vid
tillfallet. Vad géller nyttjandekravet anvéindes datamaterialet enbart till
forskningséindamal. I och med att det finns begrénsad forskning som belyser
olika aspekter av barns anestesi finns det virdefull nytta med studierna da de
bidrar till medvetenhet, kunskap och fordjupad forstéelse. Med beaktande av
ovanstaende ér slutsatsen att den 6kade kunskapen uppviger de mojliga risker
som ett deltagande skulle utgora.
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Resultat

I detta resultat presenteras huvudresultaten fran varje delstudie och avslutas med
en syntes. Resultaten presenteras i sin helhet i respektive artikel.

Delstudie I

Resultatet visar att genomga anestesi kan forstas av barn som ett hot mot livet,
dér radsla dr mer eller mindre stédndigt ndrvarande och svar att eliminera. Mélet
ar att uppnd hélsa och vélbefinnande men végen dit upplevs som svar och
innebér en kamp mot ett yttre hot. Att genomgé anestesi kan forstads som att
vara maktlos, oformdgen att skydda sin kropp och darigenom utan mdjlighet att
péaverka processen. Ridslan kan visa sig redan i hemmiljon genom kroppsliga
uttryck sdsom somnsvarigheter och magont. I operationsrummet kan den visa
sig genom verbala och kroppsliga protester men ocksd via tystnad och
distanstagande. Tankar pa att vakna under anestesin, pd smdirta, mojliga
komplikationer och risk for att do finns stidndigt ndrvarande. Kénslan av att vara
maktlos forstiarks i den avancerade hogteknologiska miljon som upplevs som
okind och skrimmande, d&ven om en viss nyfikenhet ocksa kan upplevas infor
den tekniska apparaturen. Maktlosheten kan uppkomma vid procedurer som
perifer kateterinséttning eller vid fasthallning i samband med anestesiinduktion.
Antalet personal paverkar upplevelsen av maktldshet, speciellt nir personalen
arbetar parallellt. Barnen upplever dven svérigheter att berdtta om maktldsheten
pa grund av ridsla for att bli avfardade.

Hotet innebér en strdvan efter kontroll vilket kan forstads som extremt sma
valmojligheter och ddrmed fOrsvagat deltagande. D& anvinds
Overlevnadsstrategier, som att halla ut eller att distansera sig. Barnen vill forsta
processen och den utrustning som de ska bli exponerade for, och det finns dven
en vilja att bli delaktig och fé ta vissa beslut som att halla anestesimasken sjilv
eller fa sitta upp pa britsen. Nér kénslor av otillrdcklig tillit upplevs kinslor av
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kontrollforlust som &ven kan upplevas pd grund av premedicinering.
Kontrollforlust kan resultera i resignation och undvikande av att stilla fragor
och istéillet medges snabb anestesiinducering.

Resultatet visar att det hos barn finns en upplevelse av en tvetydig
begriplighet. Det finns en Onskan att uppna begriplighet for att kunna hantera
ridslan. Den &r mer uttalad ndr barn saknar tidigare erfarenhet eller om den
tidigare erfarenheten har varit negativ. Nar anestesipersonalen anviander sig av
metaforer kan begripligheten ocksa brista. Det finns dock en ambivalens 6ver
hur mycket information och ddrmed begriplighet som ar 6nskvérd. For mycket
information kan 6ka ridslan, och barnen behdver periodvis fa distansera sig fran
den information som finns tillgénglig.

Ju fler skyddande faktorer som finns, desto starkare &r skolden mot hotet i
operationsrummet. Sokande efter trygghet kan kopplas till det faktum att
fordldrar ses som ansvariga for att formedla trygghet och vara ett skydd mot
fara eftersom de framstar som forsvarare. Barn soker frimst skydd fran den
fordlder som &r generés med fysisk nédrhet och till vardags kan férmedla
trygghet. Kénslor av skydd uppkommer nér fordldrarna uppmuntrar barnen att
beritta om tankar och kénslor men framfor allt nédr de ar fysiskt nira och inte
later ndgonting komma mellan dem och barnen. Fordldrar kan saledes lindra
rddsla och oro men inte helt eliminera kinslan eftersom manga faktorer
paverkar. Barnen efterfragar samtidigt stod fran bada fordldrarna. Det kan
forklaras med att skyddet da forstdrks. Anestesipersonalen kan till viss del
representera trygghet men inte pd samma sétt, da det kan upplevas svart att
etablera relationer med personalen. Det krdvs da att anestesipersonalen initierar
kommunikation och applicerar ett vardande forhéllningssétt med barnet i fokus.
Genom att métas av positiva dtgarder som mojliggdr kontroll och sikerhet kan
ridslan reduceras till viss del. Att prata om vardagliga ting inverkar positivt da
det hjilper till att utveckla en positiv, lugn och avslappnande miljo.

Delstudie 11

Resultatet visar att det &r omtumlande att vara fordlder vid sitt barns forsta
anestesi da en ny och oforutsdgbar situation uppkommer. Fordldrarnas 6nskan
ar att skydda sitt barn mot rédsla for den okénda miljo de befinner sig i.
Fenomenet visar sig i fordldrarnas ambivalens mellan oro och littnad. Tankar
som gestaltar sig dr lattnad dver att sjukdom och smérta for barnet upphor, men
parallellt infinner sig oro och ovisshet for det okdnda. Oron handlar frimst om
anestesin men dven 6ver operation och de komplikationer som kan intréffa. Att
se sitt barn falla i ett reversibelt tillstdind av medvetsloshet ar svart, speciellt om
det tar tid och om barnet inte vill medverka. Osdkerheten om teknisk apparatur
och ovissheten infor vad som kan ske okar radslan. Fordldrarna &r ména om att
skydda sitt barn och de tror att barnen litar pa fordldrarnas formaga att ge skydd.
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Hos fordldrarna uppstar kdnslor av att tappa kontroll Sver situationen nér
barnet ska anestesiinduceras och dérigenom upplevs dven maktloshet, vilket
resulterar i otrygghet och sarbarhet. Nér fordldern ska 1dmna sitt barn forstarks
den upplevelsen eftersom de inte har ndgon beredskap att behdva lamna sitt barn
sa snabbt. Att behdva vénta 6ver utsatt tid och inte f4 ndgon forklaring till varfor
operationen drar ut pa tiden utldser ocksa stress, eftersom tankar om mojliga
komplikationer uppstar.

Resultatet visar att for att atererdvra kontroll finns behov av att vara
forberedd. Det innebdr att det krdvs god information for att kunna hantera
situationen. Att fa forbereda sig hemma ar vardefullt men man uppskattar ocksa
mojligheten att latt kunna fa kontakt med ansvarig personal och att det finns
kontinuitet bland anestesipersonalen. Ingen av fordldrarna hade deltagit i
preoperativa besok men tror i efterhand att ett sddant kunde gjort nytta i
forberedelsen infor anestesi. Férutom information fran sjukhuset anvinds dven
sociala kontakter och media for att forstd. Om foréldrarna har egen personlig
erfarenhet anvénds den ocksé for att lttare kunna forsta. Det anses viktigt att fa
information pa operationsdagen men ocksa i forvag.

Att fd vara ndrvarande upplevs naturligt och tryggt och betyder mycket. Det
ar viktigt att vara stark for sitt barns skull. Fordldrarna upplever sig delaktiga i
vissa beslut. De vill involveras i varden for att kunna hjélpa anestesipersonalen
och samtidigt ge skydd och trygghet till sitt barn. De menar att det dr av relevans
att anestesipersonalen litar pa fordldrarna, eftersom foréldrarna kénner sitt barn
och dr medvetna om dess eventuella reaktioner.

Fordldrarna upplever att det finns professionalitet och vénlighet hos
anestesipersonalen. Det ar viktigt att bli sedd och fi omsorg eftersom
forédldrarna upplever oro och ér i ett sérbart skick. Det dr ocksa av betydelse att
anestesipersonalen tar sig tid med barnet. Fordldrarna har forstielse for att
barnet kommer i forsta hand men vid sviktande stdd upplever de ensamhet och
osdkerhet och behov av emotionellt stod finns. Den kénslan kan lindras genom
att fa bekréftelse fran anestesipersonalen men dven av att fa vara nirvarande hos
sitt barn. Nérvaro tillsammans med den andre fordldern ger trygghet och en
stabil kénsla av att fi dela kénslor som dr svéra att hantera sjdlv. I resultatet
tydliggors att anestesipersonalen inte fullt ut kan ta dver den stodjande funktion
som fordldrarna upplever i varandra.

Delstudie 111

Resultatet visar att av 809 deltagare &r majoriteten kvinnor (78 %), med en
medelalder pa 47.3 &r, som har arbetat inom anestesisjukvéarden i 14.2 é&r. De
flesta arbetar med bade barn och vuxna (92 %), pé lanssjukhus (48 %), foljt av
lansdelssjukhus (30 %) och universitetssjukhus (22 %). De uppger att det finns
rutiner och riktlinjer om forédldrandrvaro (60 %) och att de alltid ger
premedicinering till barnen (47 %) eller efter barnets behov/eller alder (47 %).
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Nastan 100 % tillater minst en fordlder att vara ndrvarande under induktionen.
Femtionio procent har ingen egen erfarenhet av att vara nirvarande nir deras
eget barn ska anestesiinduceras.

Anestesisjukskdterskorna rapporterar generellt en positiv instéllning till
betydelsen av fordldranédrvaro, hogst for delskalan familjen inte som en borda
(median = 81.5), foljt av familjen som en resurs (median = 75), familjen som en
egen resurs (median = 56.5) och familjen som en samtalspartner (median = 53)
(p <0.00.1). Att arbeta pa ett lanssjukhus, endast med barn och ha rutiner/PM
ar associerat med en mer positiv instéllning till att involvera foréldrar i barns
anestesi i alla delskalorna i FINC-NA. Att vara kvinna och att tillita tva
fordldrar att vara nirvarande &dr signifikant associerat med en mer positiv
instillning 1 delskalan att se familjen som en resurs men inte i de andra
delskalorna. De anestesisjukskoterskor som har lidngre erfarenhet av att
anestesiinducera barn har en mer positiv instdllning i delskalorna att se familjen
som en resurs och att inte se familjen som en borda. Anvidndande av
premedicinering till barnen och egen erfarenhet paverkar inte instdllningen.
Regressionsmodellen forklarar mellan 6-8 % av den totala variationen av
anestesisjukskoterskornas instéllning till betydelsen av fordldrandrvaro i
samband med barns anestesi.

Delstudie IV

Resultatet presenteras som en teaterpjds med tre delar, scenen, aktérerna och
handlingen. Scenen, dvs. operationsrummet, ir stor och ljus och i den miljon
finns hogteknologisk utrustning. Den fysiska miljon &r designad for att
anestesipersonalen ska kunna bedriva en effektiv vard, men for ndgra av
aktdrerna, barnet och foréldrarna, finns inget igenkdnnande vilket medfor att
rummet upplevs som icke-familjart. Det kan tolkas som att miljon inte &r
designad for deras komfort och de kan darfor kdnna osdkerhet och radsla dver
att behova befinna sig dar. Placeringen av den tekniska utrustningen star nira
till hands for anestesipersonalen, men eftersom den tekniska utrustningen ofta
placeras bakom barnet frimjas inte kontakten mellan barn och anestesipersonal
och de far svart att métas ansikte mot ansikte, vilket kan leda till distans och
didrmed ensamhetskinslor hos barnet. Den fysiska miljon upplevs séledes
frimst som icke-vardande men beroende pad anestesipersonalens
forhéllningssatt kan miljon dnda upplevas som vardande.

Det ar frimst tre aktorer i teaterpjdsen. Barnet 4r medelpunkten i scenen och
har en nyckelroll men kan inte axla ledarrollen i situationen. De deltar men blir
inte till fullo involverade. En del barn verkar intresserade men de flesta tycks
inte bekvéma i rollen. De tar inga initiativ och har svart att slappna av, vilket
uttryckts pé olika sétt. Det kan tolkas som att det inte finns ndgon utvég for dem
vilket genererar kinslor av ridsla och sarbarhet.
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Forildern medverkar i scenen, sittande tyst ndra barnet, de dr lyhorda till
barnet, dess reaktioner och redo att stodja. Fordldern verkar ddremot osdker pa
vad som forvintas. Det kan tolkas som att fordldern inte har en central plats pa
scenen men har en betydelsefull roll att skydda sitt barn.

Anestesipersonalen arbetar metodiskt och sjdlvsdkert i sin roll. De har
kédnnedom om miljon och dr forberedda for anestesin. De arbetar ofta parallellt
i team och vet sina positioner. Det kan tolkas som att anestesipersonalen tar
ledarrollen, far ett Gvertag och driver processen framat. Det kan dock medfora
svarigheter for 6vriga aktorer att kénna sig involverade.

Handlingen préglas av ett behov att bjuda in och att bli inbjuden.
Anestesipersonalen bjuder in de 6vriga aktdrerna till scenen, positionerar dem
och ger fordldern plats att sitta fysiskt nidra. Anestesipersonalen initierar sedan
kommunikationen som &r kort och intensiv men inte inbjuder till fragor. Det kan
tolkas som att personalen dr en sjédlvklar inbjudare eftersom de dr vdlbekanta
med miljon, men nér de inte dppnar upp for fragor blir de informatdrer och
utbildare. Det kan leda till en begransad kunskap om barnets dnskningar och till
minimal delaktighet for de andra aktorerna att utforma varden. Det kan i
forlangningen leda till ett frustrerat eller tystlatet barn och en oséker forélder.
Anestesipersonalens parallella arbete forsvarar dessutom kommunikationen och
oOkar kénslan av att inte bli inbjuden. Det verkar som om personalen har tidsbrist,
de fokuserar mycket pé tekniken och mindre pa samspelet. Det kan tolkas som
att en distans ddrmed uppstar. Nar anestesipersonalen samsprakar blir barnet
och fordldern mer involverat och kan dé fa kénslan av att vara betydelsefull.

Ett annat tema ar behov av varierad foljsamhet. Barnen utsitts for manga
procedurer under kort tid vilket medfor varierad foljsamhet. Fordldern &r ofta
foljsam gentemot barnet och forsoker hjdlpa anestesipersonalen sa att processen
kan fortlopa. Personalen anvénder sig ofta av ett lagaffektivt bemotande och
olika avledningsstrategier. De varierar sitt sétt att vara foljsamma pa men véantar
sdllan ut barnet eller fragar om deras reaktioner. Det tolkas som en begrdnsad
forstaelse for barnets behov och underlatelse att lata barnet fa delta efter egen
forméga och missar ofta de sma ting som kan gora att barnet far en chans att bli
delaktig. Om inte barnet svarar an pa personalens uppmaningar forindras
anestesipersonalens bemdtande, och ignorans, fordndrad rdstnivd och
fasthéllning kan krévas for att mojliggdra proceduren.

Det finns ett behov av ett émsesidigt beroende. Aven om alla har sina egna
roller 4r de beroende av varandra. Barnet far stod av fordldern att uttrycka sina
kanslor och fordldern blir pa sa sitt barnets sprakror. Barnet dr beroende av
fordldern och fordldern blir pa sa sitt en brygga mellan barnet och personalen.
Fordldern och anestesipersonalen hjdlper ibland varandra under processen,
exempelvis ndr en procedur ska genomforas och fordldern samtidigt avleder
barnets uppmérksamhet. Ibland kan det ske pa uppmaning av personalen men
ofta hjilper fordldern sjdlvmant till. Anestesipersonalen hjilper ocksé varandra,
ar medvetna om sina roller och kan vid behov snabbt byta arbetsuppgifter. Det
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tolkas som att alla dr beroende av varandra och dirmed kan formateras som ett
team.

Det finns ocksa ett behov av att ge och fa emotionellt stod. Handlingen
innehéller manga svara procedurer for barnet, vilket medfor rddsla och behov
av kinslomassigt stod. Fordldern dr medveten om stodbehovet och responderar
snabbt i situationen. Kommunikationen dem emellan ar ofta ljudlos och sker
med hjélp av blickar och fysisk ndrkontakt. Det kan tolkas som att barnet soker
emotionellt stod och styrka fran fordldern, och samspelet dem emellan ar starkt
och naturligt. En fordlder som far mojlighet att stddja sitt barn verkar ocksa bli
mer avslappnad. Fordldern kan pa si sétt bade ge och f4 emotionellt stod.
Relationen mellan barnet och anestesipersonalen dr dock inte stark. Forsok med
olika metoder gors for att ddmpa barnets ridslor men inga forsok gors med att
fa barnet att verbalisera sina kénslor. Personalen responderar svagt pa barnets
reaktioner, har svart att lindra rddslan och Gverlater det ofta pa fordldern. Det
kan tolkas som att foréldrarna ldmnas ensamma med ansvaret for barnets
emotionella behov. Det kan ocksa tolkas som ett undvikande av ansvar, och
fragor maste stdllas varfor personalen inte tar sig an de emotionella aspekterna.
Det stér dock klart att ansvar kriver tid och mod vilket inte alltid verkar finnas.

Avslutningsvis ar handlingen kort, intensiv och inrymmer manga kénslor
med begrinsade mojligheter for delaktighet. Handlingen kan tolkas som
nodvéndig for att hjédlpa barnet att uppné hélsa, men den kréver att barn och
fordlder dverger sitt dagliga liv for att trdda in i en okénd miljé. Handlingen
utspelas utan att vissa aktdrer har haft en rimlig chans att 6va. Det leder till
radsla och osékerhet. Det dr omojligt att forutse hur handlingen ska gestaltas
eftersom den paverkas av aktorerna i varje enskild situation. Anestesipersonalen
och deras forhéllningssétt kan ddremot avgoéra om handlingen blir vardande
eller icke-véardande.

Syntes av resultat fran delstudie -V

Resultaten fran delstudie I-V kan syntetiseras i nedanstaende figur (figur 2). I
organisationen som &r en processtinkande organisation kan den korta tid som
finns till férfogande paverka métet. I drygt hélften av alla organisationer finns
rutiner/ PM om forédldranirvaro men det saknas i manga. Operationsmiljon &r
stor och ljus men ocksé kal och steril. I miljon, som frimst dr designad for
personalen, utfors procedurer med hjélp av hdgteknologisk utrustning vilket gér
att den kdnns okénd, skrimmande och icke-familjar for 6vriga. Den tekniska
utrustningen kan ocksd motverka fysisk kontakt. I skdrningspunkten mellan
barn, fordldrar och anestesipersonal dger moétet i operationsmiljon rum. Barn
upplever radsla och maktloshet. De anvinder sig av olika forsvarsstrategier for
att klara av situationen och strévar efter kontroll. De brottas med en tvetydig
begriplighet, men upplever behov av att forstd och fa delta. De har ett stort
behov av skydd for att klara av situationen. Fordldrar upplever en ambivalens
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mellan oro och ldttnad men dven kontrollforlust. De upplever behov av att vara
forberedd och vill vara delaktiga och fé begriplig information. De har behov av
att vara nérvarande och ha nirkontakt med sitt barn. De vill skydda sitt barn och
vara dess sprakror, men for att klara av det behdvs stod och kontinuitet av
personalen, och nir stodet brister upplevs ensamhet. Dérfor vill ocksé bada
fordldrarna vara med. Anestesisjukskoterskorna édr generellt positivt instéllda
till fordldrars nirvaro, och att arbeta pa ett 1anssjukhus, endast med barn och dér
rutiner finns om fordldranirvaro associerar med en mer positiv instillning i alla
delskalorna. Att vara kvinna och tillta bada fordldrarna att nérvara ar associerat
med en mer positiv instéillning i delskalan att se fordldern som en resurs, och ju
langre arbetslivserfarenhet anestesisjukskdterskorna har inom barnanestesi &r
associerat med en mer positiv instéllning visas i delskalan att inte se fordldrar
som en bdrda. Anestesipersonalen &r ledare och arbetar metodiskt och parallellt
i team. De bjuder till viss del in barn och foréldrar men &r frimst informatérer.
De ger delvis emotionellt stod men fokuserar mer pa teknik &dn pé samspel.

Fordldrar

« Upplever ambivalens mellan
oro och lattnad

= Upplever kontrollférlust

* Upplever behov av att fa vara
narvarande och delaktig

* Upplever behov av att fa
vara forberedd

« Upplever behov av stéd
+ Onskar kontinuitet
« Vill skydda sitt barn

Figur 2. Syntes over resultatet

49



Diskussion

I detta avsnitt fors en diskussion om metodologiska 6verviganden som belyser
ansats och metod, urval och datainsamling samt dataanalys. Begrepp som &r
relevanta for respektive metod diskuteras. Nér det giller kvalitativ forskning har
begreppen validitet, objektivitet och Overforbarhet anvénts for att bedoma
forskningens trovérdighet. For den kvantitativa forskningen har begreppen
validitet, reliabilitet och generaliserbarhet anvénts. Slutligen fo6ljer en
diskussion om avhandlingens resultat.

Metodologiska overviganden

Ansats och metod

Avhandlingens &vergripande syfte har varit att bidra till 6kad kunskap om och
fordjupad forstéelse for barns och fordldrars erfarenheter av anestesi och om de
moten som sker med anestesipersonal i en hogteknologisk operationsmiljo.
Syftet har legat till grund for val av ansats och metod. Flera olika ansatser som
hermeneutik (I och IV), fenomenologi (II), deskriptiv statistik och multipel
regressionsanalys (III) har anvints for att berika, stirka och omfamna olika
fenomen (Saks & Allsop, 2019) och har bestdmts utifran vad som vill forstas av
vardande (Eriksson, 2018). Ett barncentrerat perspektiv har anvints i samtliga
delstudier, och pé sa vis utgar forskningen bade fran ett barns perspektiv och
fran ett barnperspektiv (Soderbick et al., 2011).

Hermeneutik och fenomenologi som har anvénts i delstudierna I, IT och IV
vilar bada p&d samma epistemologiska grund och passar bra in i
humanvetenskaplig forskning, eftersom metoderna soker efter mening och,
mojliggdr en djupare forstaelse av fenomen. Det finns ett intresse for de levda
erfarenheterna, vilket utgdr grunden for vardandet (Dahlberg et al., 2008a). I
delstudie II anvéndes en beskrivande ansats medan det i delstudie I och IV
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anvénds en tolkande ansats, vilket kan vara ldmpligt att anvénda nir fenomenet
ar mer svarfangat (Dahlberg et al., 2008a).

Urval och datainsamling

Det finns ingen klar definition Over begreppet validitet gillande kvalitativ
forskning men detaljerade beskrivningar och tolkningar (Holloway & Galvin,
2017) samt noggrannhet gillande de metodologiska Overviganden utgor
grunden (Creswell, 2013). Validiteten i studie I, IT och IV berér hur vil urval
och datainsamling relaterar till syftet. Strdvan i urvalet har varit att fa variation.
I studie I och IV varierade barnens alder, kon, kirurgiska ingrepp, tidigare
erfarenhet och sjukhusens storlek, vilket dr en styrka da en rik variation erhalls
(Dahlberg et al., 2008a). Pa grund av svérigheter att finansiera tolkar var det
inte mdjligt att inkludera barn och forédldrar som inte talade svenska spraket,
vilket kan ses som en brist da inte alla barn och fordldrar oberoende av sprak
inkluderades i studien. I studie I och IV var ett inklusionskriterium att studien
skulle genomforas pa barn mellan fyra och tretton ar. Grénsen for att inkludera
barn fran fyra ars alder grundar sig pa att barn i den aldern kan tilligna sig
sprakets huvudelement och klara av vanliga satstyper och bdjningsformer
(Nelson, 2009). Det bor dock papekas att sprakutvecklingen kan variera kraftigt
ndr ett barn tillignar sig en viss fardighet. I tondren sker en transformering
kansloméssigt, kognitivt och beteendeméssigt vilket Okar tondringarnas
autonomi betydligt (Kortesluoma et al., 2003), vilket gjorde att beslut togs om
en avgriansning mot tondren. Det kan dndé tyckas vara ett stort spann att
intervjua barn mellan 4-13 &r men i likhet med Lo6f et al. (2019) visade det sig
att trots individuella skillnader i uttryck var erfarenheterna likartade, oberoende
av alder, kon och diagnos.

I studie II deltog sex informanter och antalet kan tyckas litet for att uppné en
god validitet. [ kvalitativ forskning talas dock inte om méttnad utan snarare om
kraften i datamaterialet exempelvis gillande kvaliteten i intervjun (Malterud et
al., 2016), vilket ska styra snarare &n kvantiteten (Kvale et al., 2014). Det
visentligaste ar att fi rika beskrivningar for att uppna god validitet (Creswell,
2013). I en fenomenologisk ansats dr det inte heller antalet informanter som styr
eftersom det 4r fenomenet som ska studeras. Man strdvar inte heller efter
separata kategorier utan syftet dr att na en essens eller en generell struktur, vilket
innebér att olika erfarenheter av fenomenet beskrivs (van Wijngaarden et al.,
2017). Tre djupintervjuer kan vara tillrickligt for att nd ett resultat eftersom det
ar djup och rika data som spelar roll (Aanstoos & Giorgi, 1985). Giorgis analys
bygger dessutom pa kontinuerliga kondenseringar av datainnehallet, vilket gor
att analyssittet limpat sig for analys av fa deltagare (Friberg & Ohlén, 2017).
Dahlberg et al.’s (2008a) metodbeskrivning bygger pa Giorgis tankegangar dar
fem informanter kan vara tillrickligt. I den hér studien (II) ansdgs materialet
vara tillrdckligt innebordsrikt for att en generell struktur skulle kunna framtriada.
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I studie II valdes att fraga konsekutivt efter inklusionskriterierna, vilket
innebar att det bara blev fordldrar som hade barn upp till sju ar som
inkluderades, trots att inklusionskriterierna var barn upp till 18 ar. Det medforde
ocksa att dvervidgande mammor deltog i studien. Att bara en pappa deltog
representerar vil genusrepresentation pa operationsavdelningar (Scrimin et al.,
2009), da det &r ett vilkdnt fenomen att mammor foljer med sina barn i hogre
utstrickning. Anestesipersonal menar att mammor dr mer benégna att folja med
dven om det pa senare ar har noterats en 6kad nérvaro av pappor (Bizzio et al.,
2020). Detta kan dock medfora att validiteten i studien paverkades eftersom
mammor i hogre utstrickning &r oroliga (Chorney & Kain, 2010; Scrimin et al.,
2009), vilket ocksa kan paverka dverforbarheten till andra studier.

Studie III genomfoérdes som en nationell enkitstudie med tickning av olika
sjukhus 1 olika geografiska regioner, vilket Okar mojligheten att
anestesisjukskoterskornas instdllning till fordldranirvaro synliggors, vilket
frimjar validiteten. Sextio sjukhus rekryterades dir barnanestesi genomfors och
55 valde att delta i studien. Tyvérr finns ingen statistik 6ver vilka sjukhus i
Sverige som bedriver barnanestesi, trots upprepande forsok att fi fram
uppgifter, vilket ledde till svarigheter att f en god 6verblick 6ver vilka svenska
sjukhus som faktiskt bedriver den varden. En manuell sokning av vilka sjukhus
som fanns fick darfor utforas med hjélp av kartor, och via telefon kontaktades
sjukhus for att fa klarhet i om de bedrev barnanestesi, vilket kan ha resulterat i
att ndgra mindre privata sjukhus inte naddes.

I'studie I och IV inhdmtades samtycke av deltagarna dagen innan eller samma
dag, men i sa god tid som mojligt fore anestesiinduktionen. Det kan dnda tyckas
sent att tillfraga barn och foréldrar sa titt inpad med risk for att de inte hade
mdjlighet att i lugn och ro diskutera medverkan. Det forde ocksa med sig andra
svérigheter, exempelvis att personalen inte alltid hann dela ut
informationsbreven pa grund av tidsbrist. Av logistiska skdl fanns dock
svarigheter att i god tid kontakta mottagningar for utskick av informationsbrev
om studien till foréldrar och barn, dd samordning med berdérd samtyckande
anestesipersonal pa operationsavdelning skulle ske parallellt.

Syftet med videoinspelning (I, IV) var att fordjupa analysen av datamaterialet
och vara ett stod for en detaljerad beskrivning av vérdsituationen, da
videoinspelningar synliggdr kroppsliga uttryck. Video kan fanga alla detaljer,
speciellt nir de upptrider parallellt och ger en unik mojlighet att se beteenden
och kommunikationsstilar (Latvala et al., 2000). Observationerna med video
blev ocksa virdefulla dd det mojliggjorde uppspelningar flera génger och
kontroller av det som observerats (I, IV). Darmed fanns ocksd mdjlighet att
komplettera barnens beréttelser (I). Valet att anvinda observationer i delstudie
I grundade sig i den komplexa vardmilj6 dar barn kan ha svart att verbalisera
sina erfarenheter vilket ocksd Lindberg et al. (2013) wvisat. Under
datainsamlingen (I) visade det sig att barnens sprakliga formaga var relativt
vélutvecklat, och i flera av intervjuerna uppnaddes rik data. Ett annat val av
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metod i delstudie I hade darfor kunnat vara en beskrivande ansats. I studie IV
genomfordes en observationsstudie utan uppfoljande intervjuer. Att genomfora
observationsstudier ar frekvent forekommande i exempelvis etnologiska studier
men det pagér fortfarande diskussioner inom vardvetenskap om anvéndande av
observation som enskild datainsamlingsmetod (Néden, 2010), och generellt
rekommenderas i kvalitativ forskning en kombination av observationer och
intervjuer for att en observation ska kunna valideras (Eriksson et al., 2020).
Baserat pa ett hermeneutiskt kvalitativt tillvigagéngssitt med fragor, svar och
nya frdgor igen kan dock observationer (IV) anvdndas som en egen
datainsamlingsmetod menar Naden (2010). Det kan ocksd forekomma
fragetecken kring hur en observationsstudie kan né en djupare forstaelse, men
nir en foreteelse dr komplex och samspelet sker simultant med flera aktorer
inblandade, som exempelvis i en operationsmiljo, dr observationsstudier ett
lampligt val menar Eriksson et al. (2020).

Eriksson et al. (2020) papekar att innan en observationsstudie gors dr det av
vérde att ocksé fundera dver observatorens roll. Observationerna genomfordes
med stor varsamhet mot bade barn, fordldrar och anestesipersonal genom att
observatoren holl sig tyst och pa behorigt avstdnd for att inte stora
anestesiinduktionen. Tetzchner (2016) menar dock att forskare alltid har ndgon
form av paverkan och att vuxna representerar makt och kunskap i forhallande
till barn, men om bade barn och vuxna far vénja sig vid videoinspelning kan de
1 hog grad vara naturliga i situationen. Latvala et al. (2000) menar ocksa att
video kan begrinsa informanterna. Hawthorneeffekten?” dr kidnd och kan
begriansas om acklimatisering kan ske i miljon, vilket inte var mojligt i dessa
studier, ndgot som kan ha paverkat resultatet. Under observationerna tydde dock
ingenting pé att barn, fordldrar eller anestesipersonal paverkades ndmnvirt av
videoinspelningen och det framkom inte heller vid de uppfdljande intervjuerna
D.

I studie I, II och IV genomfordes intervjuerna i enlighet med deltagarnas
onskemal. Intentionen var att intervjuerna i studie I skulle ske tidigast dagen
efter anestesin for att undvika effekten av eventuella kvarvarande
farmakologiska ldkemedel. P4 grund av fordldrars 6nskemaél skedde dock vid
flera tillfdllen intervjuer samma dag. Intervjuerna dgde dock alltid rum efter
utskrivning, da minimal risk for inflytande fran personalen kvarstod och da
barnen bedéomdes vara kognitivt stabila. Vid négot tillfélle fick d4nd4 intervjun
kortas ner pa grund av illamdende och trotthet. Vissa barn fick ocksé
premedicinering vilket kan ha paverkat deras minne och dérigenom validiteten.
Flertalet intervjuer skedde emellertid i familjens hem, vilket innebar att barnen
troligtvis kunde kédnna sig ndgot mer avslappnade. Alla intervjuerna
genomfordes i fordldrars ndrvaro, enligt barns och fordldrars 6nskemal, forutom
fyra intervjuer som genomfordes med barnen sjdlva med forédldrar i angrédnsande
rum.

27 Nir deltagarna omedvetet &ndrar beteenden eftersom de ér medvetna om observationen.
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Barn &r ofta trénade i att fa instruktioner frdn vuxna och att se vuxna som
auktoriteter. Barn &r ldttpaverkade och till stor del foljsamma vid samtal med
en vuxen och kan forsoka séga vad intervjuaren vill hora. Barn kan ocksa vilja
svara ritt pa fragor och kan uppleva en kénsla av maktldshet om inte fradgorna
forstas (Cappello, 2005; Doverborg, 2012; Tetzchner, 2016). Det var déarfor
betydelsefullt att bygga upp ett fortroende infor intervjun. Det gjordes genom
att intervjuaren presenterade sig och smépratade med bade barnen och
fordldrarna innan intervjun startade. Under intervjuerna intraffade det att barnen
ville ta paus, visa leksaker, fika eller prata om annat. Nér det hinde togs en paus
och sedan var det relativt litt att styra barnen tillbaka till intervjun. I
hermeneutikens natur ligger det att inte tringa sig pa, da grundforutséttningen
for en god dialog dr att den fors pa ett sddant sétt att den kan leda till 6kad
forstaelse och Omsesidighet (Odman, 2016). I intervjuer ges mojlighet for
uttryck av privat karaktér. Att bli intervjuad kan vara meningsfullt och ge styrka.
Barn uttrycker sig dock pa olika sétt utifran sina erfarenheter och graden av
kognitiv forméga. Ur barnens perspektiv &r olika sétt att uppfatta omvirlden
logiska (Pramling Samuelsson & Asplund Carlsson, 2014). Det betyder inte att
de exempelvis missuppfattar fragor som stills under intervjun utan svaren
representerar barns sitt att tinka och forstd sin omvérld. Ett fyradrigt barn
pratade till exempel om monster under intervjun. Det skulle kunna vara en
fabulering, men for att fa fram barnens genuina tankar var det betydelsefullt att
stélla foljdfragor och vara lyhord for att f4 barnen att utveckla sitt svar. I detta
exempel syftade barnet pa anestesiapparaten.

Mer otraditionella datainsamlingsmetoder kan dock hjélpa till att balansera
den maktobalans som finns mellan vuxna och barn och stddja olika sorters
uttrycksformer (Punch, 2002). Eftersom yngre barns begrinsade sprakliga
formédga kan leda till underskattning av deras minne (Tetzchner, 2016) och
mojligheter att koncentrera sig och sitta still varierade kraftigt, ofta beroende pa
aldern, anvéndes kreativa hjdlpmedel sasom teckningar dir barnen kunde fa
uttrycka sina erfarenheter, vilket upplevdes som en stor fordel (I). Barn berérs
genom erfarenheter, kinslor och tankar vilket deras teckningar kan ge uttryck
for (Cakirer Calbayram et al., 2018). Det har visat sig kunna forbéttra
intervjuprocessen (Punch, 2002), da barn ofta &r spontana och teckningar kan
spegla deras tankar (Baluch et al., 2017). Med hjélp av sina egenhéndigt ritade
teckningar fick barnen mdojlighet att fundera, reflektera och forklara varvid
deras beréttelser blev mer fylliga och djupa. Barns rddsla kan exempelvis visa
sig i deras teckningar genom positioneringen av dem sjilva i teckningen,
miljons storlek i forhéllande till dem sjélva och genom nérvaron av medicinsk
apparatur (Burns-Nader, 2017). Flera barn (I) ritade teckningar dir exempelvis
anestesimasken och operationslampan var oproportionellt stora i forhéllande till
dem sjdlva. Genom att lyssna pé deras berittelser om sina teckningar kunde en
djupare forstaelse erhallas, vilket ocksd Deguara och Nutbrown (2018)
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beskriver som att barnen da kan f& kontroll, vilket ligger i linje med ett
barncentrerat arbetssitt (Carter & Ford, 2013).

Att anvinda sig av bilder och sagor i intervjun menar Cappello (2005) kan
ocksd vara ett bra sitt, eftersom barn da kan gora liknelser. Genom att visa
bilder frén operationsrummet och en saga om en mus som ocksa har ftt anestesi
och varit med om ett operativt ingrepp kunde igenkénnande skapas (I). Dessa
symboliska metoder kan mdjliggéra en djupare och rikligare beskrivning av
barns erfarenheter om ett fenomen som kan vara for komplext att forklara
verbalt (Freeman, 2009). I intervjusituationen (I) tillforde dock inte bilderna och
sagorna lika mycket som teckningarna, som gav en rikare inblick i barnens
erfarenheter. Nackdelen med teckningar dr dock att de kréver vissa motoriska
fardigheter men barn frén fyra ars alder kan teckna enkla bilder och kan borja
skildra verkligheten (Freeman, 2009). Nagra barn avbojde dock att teckna med
forklaringen att de inte var tillrdckligt duktiga.

Aven om inte kiinslomissig littnad var meningen med intervjuerna si ger det
en mojlighet att arbeta igenom kénslor och minnen (Dahlberg et al., 2008a).
Flera barn och fordldrar verkade uppskatta intervjuerna (I, IT). Nagra barn blev
dock ledsna och borjade grata vid intervjun och nagon verkade bli skrimd nér
barnet sjélvt skulle berétta om sin egen teckning. D4 togs paus och fordldrarna
fick ge fysiskt stod. Dérefter kunde intervjun forsiktigt dterupptas. Intervjuare
maste, menar Doverborg (2012) visa kénslighet for nédr det dr ldmpligt att
avsluta en intervju. I en intervju (I) ville barnet inte svara pa fragor utan nickade
bara, och da avslutades intervjun efter nagra minuter.

I studie IIT soktes forklaringar och da ar beskrivningar av det som ska
forklaras relevanta, déarfor innehéller all statistik dven deskriptiva moment
(Djurfeldt et al., 2018). I studie III var svarsfrekvensen 63 %. Det kan tyckas
som en svaghet att 37 % av anestesisjukskdterskorna inte besvarade enkéten
trots tva paminnelser. Alla kontaktpersoner fick samma information, men det
var inte logistiskt mdjligt att kontrollera att anestesisjukskoterskorna verkligen
fick enkéterna sig tilldelade, d& inte kontaktuppgifter till enskilda
anestesisjukskoterskor fanns tillgédngliga. En 1ag svarsfrekvens dr ett vanligt
problem i enkitstudier, men jamfort med liknande studier (Gusdal et al., 2017;
Rahmgqvist Linnarsson et al., 2015) far svarsfrekvensen anses vara god och vid
post-hoc berdkning var svarsfrekvensen tillrickligt stor for att en multipel
regressionsanalys med atta forklarande variabler skulle kunna genomforas. Ett
relaterat problem var att bortfallet inte kunde analyseras och det kan dérfor inte
heller forbises att bias kan forekomma, dvs. att endast de tillfrigade som é&r
positiva har svarat, och det dr svart att gora en kartliggning om eventuellt
snedvridet urval. Det interna bortfallet hanterades genom att importera missing
data enligt princip < 25%.

I kvantitativa studier beskrivs begreppet validitet som métningarnas relevans,
dvs. att ett mitinstrument verkligen miter det som avses (Polit & Beck, 2021).
FINC-NA enkdten (III) har designats och utvecklats som ett generellt

55



instrument for att méta attityder (Benzein et al., 2008a), det har anvénts i bade
allmén och specifik kontext och validerats med gott resultat (Benzein et al.,
2008b; Saveman et al., 2011). FINC-NA har visat sig vara ett av de bésta
instrumenten for att pavisa sjukskdterskors instéllning till familjens betydelse.
Det har anvénds i olika kontexter (Alfaro Diaz et al., 2019) och ses dérfor som
ett bra val av instrument for studien. FINC-NA har emellertid inte validerats
utifran en anestesikontext, varfor ett pilottest genomfordes for att sikerstilla att
frdgorna hade relevans och var litta att forsta, varvid enkdten bedémdes vara
utan anmarkningar.

Dataanalys

I ett fenomenologiskt analysarbete (II) ska inte de individuella strukturerna
framtrdda utan snarare de generella. Fordldrarna har berdttat om sina
upplevelser utifrdn sin livsvérld och analysarbetet skedde utifran de fyra
analysstegen i Giorgis metodbeskrivning (Giorgi, 2009). I en hermeneutisk
analys (I, IV) ér det ddremot inte mojligt att lika tydligt folja olika steg utan
principen medfor 6kad oppenhet for fenomenet och for data (Dahlberg et al.,
2008a). Att endast anvédnda sig av Gadamer i analysskedet kan vara utmanande,
dd hans filosofi inte innehdller nigra rena metodbeskrivningar (Austgard,
2012), varfor Dahlberg et al.’s (2008a) och Eriksson et al.’s (2020)
metodbeskrivningar anvindes for att stirka validiteten (Creswell, 2013).
Hermeneutik har inte for avsikt att né en slutgiltig forstaelse eftersom forstaelse
aldrig kan avslutas. I hermeneutiken soks i stillet nya och produktiva sétt att
forsta foreteelser och ting. Tolkning &r en subjektiv akt och tolkningssystemets
olika delar ska hianga ihop, ha ett rimligt sammanhang och kunna formedlas
(Dahlberg et al., 2008a) via ett dppet forhallningssitt (Naden, 2010). Aven om
det inte har varit mgjligt att folja i delstudie I olika fasta analyssteg har olika
validitetskriterier anvénts vilket anses utgora en styrka enligt Dahlberg et al.
(2008a). I hermeneutik finns vissa kontrollmoment som innebdr att
huvudtolkningen ska bekriftas genom deltolkningarna och vice versa, dvs.
del/helhetskriteriet. Trankell har dértill andra huvudkrav som att en tolkning ska
kunna forklara data (Odman, 2016). I borjan av tolkningsarbetet fanns flera
tolkningsalternativ som forkastades efter hand da inte kriteriet tillgodoségs. Ett
annat krav #r att tolkningen ensam ska kunna forklara datamaterialet. Odman
(2016) menar dock att det inom humanvetenskapen &r svart att tillgodose kravet
pé att tolkningen ensam ska kunna forklara och bor, eftersom det inte finns
nagra absoluta sanningar, den betraktas mer som en ledstjdrna. Vid
genomforande av kvalitativa studier kontrolleras inte heller yttre fakta utan den
”levda sanningen” som deltagarna beskriver accepteras (Holloway & Galvin,
2017; Nystrom, 2012). I delstudierna I och II har citat anvénts och i delstudie
IV har exempel pd beskrivning, reflektion och tolkning visats for att gora
analysen sé transparent som mojligt, vilket stirker validiteten (Austgard, 2012;
Creswell & Poth, 2017).
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Objektivitet, som handlar om forhéllandet mellan forskaren och fenomenet i
forskningsfragan (van Wijngaarden et al., 2017), 4r en fOrutsittning for
forskning och har efterstrivats i delstudierna I, II och IV. Forskare kan dock
aldrig fullt ut bortse frén sin forstdelse (Gadamer & Melberg, 2015; van
Wijngaarden et al., 2017) och att identifiera forstaelsen ar ett betydelsefullt steg
under analysarbetet (Dahlberg et al., 2008a; van Wijngaarden et al., 2017),
eftersom det annars finns en risk att resultatet blir en reflektion av forskarens
tidigare erfarenhet och/eller egna dvertygelser och ddrmed inte objektiv, menar
Dahlberg et al. (2008a). Eftersom det fanns en lang historik av erfarenhet av
barnanestesi och operationsmiljo hos den som intervjuade och observerade var
det viktigt att identifiera forstdelsen genom att vara sjéalvkritisk, sakta ner och
med ett Gppet forhallningssitt 1ata forstaelsen bli utmanande och reflekterande.
Den proceduren kraver tid och stor varsamhet (Néden, 2010). En presentation
om egen forstaelse kan vara ett sitt att forhélla sig objektiv, men det har visat
sig att argumentation om hur slutsatserna har utkristalliserats kan ge ett &nnu
storre utbyte. Det kan uppndas genom att ha ett intersubjektivt utbyte med andra
forskare som har ett kritiskt forhallningssitt (Odman, 2016), och genom att flera
observatorer analyserar data oberoende av varandra (Creswell, 2013; Eriksson,
2018). I studie I, II, IV genomfordes ett intersubjektivt utbyte med Ovriga
medforfattare vilket starker validiteten. Ett annat sétt hade kunnat vara anvénda
sig av externa granskare eller att soka feedback fran informanterna (Creswell,
2013) vilket inte genomfordes. Att ha kinnedom om Dbarnanestesi,
operationsmiljon och det processtdnkande arbetsséttet behover emellertid inte
ses som en nackdel, da kunskap kan paverka mojligheten att med nya 6gon och
med Oppenhet tolka forstaelseprocessen menar Eriksson et al. (2020).

Instrumentet FINC-NA som anvénts (III) har inte tidigare anvénds i en
anestesikontext men har péavisat goda virden avseende dess reliabilitet i
samband med utvecklingen (Benzein et al., 2008a; Saveman et al., 2011) och i
samband med studier i flera andra kontexter (Alfaro Dias et al, 2019).
Reliabilitet ar ett matt pa studiens tillforlitlighet, dvs. att den ska vara fri fran
mitfel. Delstudie III visar god reliabilitet avseende variablernas
samstdmmighet, vilket visar att frigorna méter den tilltdnkta egenskapen och
inget annat. Variablerna ska samvariera med varandra och ju hdgre virde desto
hogre grad av samvariation. Den vanligaste metoden for att utvirdera den
interna samstdmmigheten adr Cronbach’a alpha som anvinds framst vid
kontinuerliga variabler (Polit & Beck, 2021). I delstudie III anvéndes istéllet
ordinal alpha, vilket &r en mer passande metod da likertskalan som anvindes &r
pd en ordinalskalenivd (Zumbo et al., 2007). Alla subskalorna uppvisade
tillfredstéllande intern samstdmmighet: familjen som en resurs a = 0.90,
familjen som en samtalspartner o = 0.85, familjen som inte en bérda o = 0.73,
och familjen som sin egen resurs o= 0.80. Inget kausalt samband kan dock visas
av resultatet. Reliabiliteten kan dven testas avseende dess stabilitet (test-retest)
och ekvivalens (innehallets 6verensstimmelse). Det kan mojligtvis ses som en
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brist men inom ramen for delstudiernas design har dessa tva sitt att pavisa
studiens reliabilitet ytterligare inte kunnat genomforas (Polit & Beck, 2021).
Diagnosticeringen av regressionsmodellerna visade pa mattliga problem med
homoskedasticitet samtidigt som residualerna inte var normalférdelade. For att
hantera dessa problem upprepades regressionsanalyserna med robusta
standardfel (Huber-White sandwich estimator).

Overforbarheten och generaliserbarheten i samtliga studier kan beskrivas i
forhéllande till om studierna kan tillimpas i andra kontexter (Polit & Beck,
2021). Dahlberg et al. (2008a) menar att resultat ska vara dverforbara till andra
kontexter och de ska vara giltiga for fler &n de som har deltagit i studierna. Alla
resultat kan Overforas och generaliseras till andra operationsavdelningar i
Sverige, eftersom studierna (I, II, IV) har genomforts pa fyra geografiskt
utspridda sjukhus som hade bade specifika och icke-specifika avdelningar for
barnanestesi. Studie III utgérs av nationella data vilket innebér att urvalet &r
stort, da de flesta sjukhus &r representerade, vilket stiarker generaliserbarheten.
Operationsmiljon &r en sdregen hogteknologisk miljo déir korta mdten rader.
Den kan jamforas med exempelvis intensivvarden, rontgen eller
ambulanssjukvarden men den bor betraktas med forsiktighet nédr det géller
overforbarhet till andra mindre hogteknologiska kontexter. Internationellt méste
resultatet betraktas med mer forsiktighet relaterat till att strukturen for
yrkesutdvandet varierar, men genom generdsa beskrivningar och
bakgrundsinformation kan l4sare fran andra linder gora jimforelser utifran sin
egen kontext och ddrmed eventuellt kunna generalisera (van Wijngaarden et al.,
2017).

Resultatdiskussion

Det 6vergripande syftet har varit att bidra med 6kad kunskap om och férdjupad
forstaelse for motet mellan barn, fordldrar och anestesipersonal i en
hogteknologisk operationsmiljo. Avhandlingens resultat synliggér den rédsla
och oro som finns nirvarande i miljon. Orsakerna dr mangfacetterade, och olika
strategier anvands for att f4 skydd. Att vistas i en miljo med okdnd personal kan
skapa hinder for barn och deras fordldrar, och anestesipersonalen har darfor en
nyckelroll for att skapa en vardande miljo i det korta motet som réder.

I foljande avsnitt diskuteras foljande teman: att vara i ett icke-skyddande rum,
att fa och att kunna skapa utrymme, att fa och att kunna skapa tilltro i ett kort
mote, att se den andre som en resurs, att stddja och stirka samt att skapa
forutséttningar genom kunskap, resurser och rutiner.

Att vara i ett icke-skyddande rum

Operationsrummet dr lampligt for att genomfora olika sorters ingrepp, men
resultatet visar att rummet inte dr anpassat for komfort och ger inte en familjar
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kénsla (IV). Miljon, som &r hogteknologisk och dir procedurer och ingrepp
bedrivs, upplevs som ett yttre hot av barn. Det ger barn en kénsla av oférmaga
att kunna skydda sin kropp och rummet blir pa sa sétt ett icke-skyddande rum
(I, IV). Att vistas i rummet inger déarfor till kdnslor av rddsla, kamp och
maktloshet vilket visar sig pa olika sitt (I, IV). For att ha kraft att vara i rummet
och hirbargera alla kdnslor som uppkommer anvénder barn olika strategier (I,
IV) vilket Cohen et al. (2017) beskriver beror pa tidigare erfarenheter. Det icke-
skyddande rummet skapar ocksé en osdkerhet om forlopp och en sarbarhet dven
hos fordldrarna (II).

Den okénda, hogteknologiska miljon representerar saledes en oviss tillvaro.
Liknande fynd har gjorts i andra hogteknologiska miljder som exempelvis
intensivvarden, ddr miljon upplevts som skrimmande och obekant (Knutsson et
al., 2008). Att inte veta vilka forvéntningar som finns begrinsar ocksa
fordldrarnas mojligheter att vara naturliga i métet, vilket kan utgora ett hinder i
vardandet (II). Det ar dock ett vélkint faktum att en teknisk miljé kan skapa
riddsla och oro hos barn och deras forédldrar (Chang et al., 2020; Ford, 2011),
och just operationsmiljon beskrivs som obekvdm (Pomicino et al., 2018) pa
grund av att den innehaller hdgteknologisk utrustning (Lo6f et al., 2019).

Den hogteknologiska utrustningen i rummet bidrar dessutom till svarigheter
att motas. Den fysiska utrustningens placering kan bidra till att det uppstar
barriéirer mellan barn och fordldrar. Studie I visade att till och med en liten
pulsoximeter pé fel finger kan skapa distans, d& den fysiska kontakten ddrmed
hindras. Anestesiutrustningen dr ocksa ofta placerad bakom barnet, dar framst
anestesipersonalen befinner sig vilket gor att barnet till stor del inte ser
anestesipersonalens ansikte vid dess sida (IV). Anestesipersonalens fysiska
positionering kan indikera deras prioritering vid samspel och kan leda till en
kamp mellan prioriteringar menar Aagaard et al. (2017), eftersom
anestesipersonalen maste hantera flera uppgifter samtidigt och
uppmarksamheten maste delas emellan teknik och samspel. Dahlberg och
Segesten (2010) menar att vardpersonal méste vara medvetna om det budskap
som sidnds ndr ett bortvint ansikte moter den andre och att det kan leda till
drénering av energi for den som drabbas. Att vara patient berdr livssituationen
och kan utmynna i lidande, och att inte bli sedd kan pa ett sétt beskrivas som att
forintas, vilket kan verka forlamande. Det kan krénka ens vardighet och minskar
minniskans mojligheter att anvinda sina egna resurser. Identiteten kan ddrmed
upplosas, vilket kan visa sig genom tystnad och kamp (Eriksson, 2018). I en
sarbar position framtriader maktloshet och upplevelserna kan forstarkas i métena
dér det ocksa ofta finns en obalans (Dahlberg, 2003).

Miljén pé en operationsavdelning maste av forstdeliga skdl innehélla
hogteknologisk utrusning for att kvalificerad vard ska kunna bedrivas, vilket
leder till att operationsrummet uppfattas som oként och skrammande (I, I, IV).
Ett rum &r inte bara ett fysiskt och ett icke-skyddande utan ett /evt rum, som
paverkar alla som befinner sig i rummet (Olausson, 2014). Teknologi inom
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vardvetenskap kan ses som dikotom, som en mdjlighet och ett modernt sétt att
varda men kan ocksad ses som ett tidskonsumerande avhumaniserande icke-
vardande fenomen (Korhonen et al., 2015). I vardvetenskapen ses att det &r
maénniskorna sjidlva som paverkar miljon genom de vérderingar och normer som
rader. Vardande innebér framst att visa vigen och att underlétta for den som ska
vardas (Ylikangas, 2017). Det har exempelvis visat sig att inom intensivvarden
kan personal bidra till att miljoén blir vrdande (Almerud Osterberg, 2007) men
trots det finns en betydande risk att varden blir avhumaniserad och att individen
inte far rum i den hogteknologiska miljon (Eriksson, 2018).

Den fysiska miljons utformning och méinniskorna som verkar i rummet kan
saledes utgdra ett icke-vardande. Ett sitt att fordjupa forstéelsen ar att relatera
till Halldorsdottirs (2008) beskrivning av vardande och icke-vardande.
Resultatet (IV) pekar pd att de olika strategierna, bron och véggen, finns i
véardandet som Halldorsdottir (1996) framstiller som olika forhéllningssétt. Det
kan 1 motet visa sig genom att se den andre, dennes forvantningar och behov
genom bron, men dven att vardandet blir for kort, kommunikation uteblir och
ignorans uppstir med tillitsbrist som f6ljd, vilket forklaras som véggen.
Vérdmiljon kan forstds som ett vardande redskap menar Dahlberg and Segesten
(2010), som bor utformas for att passa olika patientgrupper. Malet &r att kunna
forena den nodvindiga tekniken och de strikta hygienreglerna med att fa
minniskan sa skyddad som mojligt (Ylikangas, 2017). Det vardande motet
innebér att ta ansvar (Dahlberg & Segesten, 2010). Eriksson (2018) menar att
det inte innebdr att uteldmna svéra situationer utan att mojliggora att se rummet
som en rastplats med nédrhet och engagemang. Det &r betydelsefullt att
anestesisjukskoterskan aktivt viljer att varda enligt bron och skapar kontakt
genom att stélla sig vid barnets sida. Resultatet (I, II, IV) pekar pé att skyddet
kan oka genom trygghetsfaktorer sisom forédldrandrvaro, gosedjur och
undanrdjande av barridrer i fysiska miljon for att f4 utrymme i rummet.

Att fa och att kunna skapa utrymme

Resultatet visar att det &r svart for barn och forédldrar att f& utrymme i
operationsrummet, vilket avspeglas i barnets och fordldrarnas initiatividshet och
tystnad (I, II, IV). Det ar svart att f& utrymme nir maktléshet infinner sig vid
utforande av procedurer (I), med osékerhet 6ver vad som forvéntas (II) och
rddsla att bli avfardad (I). Det visar sig att anestesipersonalen snabbt tar
kommandot och ddrmed ledarrollen. Anestesipersonalen dppnar generellt inte
upp for fragor eller onskningar (IV) och har sparsam kunskap om barnet och
dess fordldrar (I, IV) och dérfor blir utrymmet begriansat. Detta ligger inte i linje
med Danielsson et al.’s (2018) studie, dér anestesisjukskdterskor sjdlva menar
att de gor barnen till den viktigaste personen, stéller frigor och uppmuntrar dem
att berdtta sin egen historia. Studie IV visar att anestesipersonalen foérvisso har
barnet i centrum pa sé sétt att barnet dr placerat i mitten dar procedurer utfors
men utrymmet for barnet sjdlvt &r begransat.
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Det var inte ldnge sedan varden var priglad av en paternalistisk hallning, men
numera giller uppfattningen att de som vérdas ska uppmuntras att vara delaktiga
och ta plats (Dahlberg et al., 2008b). Det ska inte tolkas som att barn ska bli
pressade till beslut eller att ge barn eget beslutande (Flatman, 2002) utan de ska
bli delaktiga efter eget behov. Barn vill bli involverade i beslut men behdver
stod (Coyne & Gallagher, 2011). Utan barns vilja (I) att berétta far
anestesipersonalen inte kunskap, vilket betyder att forutséttningar maste skapas.
For att kunna bedriva en human vard och lindra lidande behévs en vardmiljo
skapas dir barn och forédldrar kdnner sig inbjudna, respekterade och vardade
(Dahlberg & Segesten, 2010), vilket krdver stod, tid och engagemang (Coyne et
al., 2016). Barn behover fa kidnna sig sékra och bli lyssnade pa, eftersom det ar
grunden till att kdnna sig respekterad och trygg, vilket i sin tur &r néra forknippat
med sjélvkinsla, kunskap och kontroll (Dahlberg & Segesten, 2010). Att skapa
utrymme handlar om att vara Sppen och sa forutsittningslost som mojligt mota
den andre och balansera expertkunskap med en Oppenhet for patientens
livsvarld och kunskap om sig sjélv (Dahlberg & Segesten, 2010). Sma detaljer
som vénliga blickar och beroring kan lindra lidande som uttryck for kénslor av
medmaénsklighet, men vid en utebliven blick kan gnistor sldckas (Eriksson,
2018). Att stélla fragor till barn som uppmuntrar deras tankar kan leda till att de
utvecklar en forstaelse for situationen (Pramling Samuelsson & Asplund
Carlsson, 2014). Nar inte information eftersoks ges inte mojlighet till kontroll
for de inblandade (Wright et al, 2014). For att forsta barns perspektiv kravs helt
enkelt samvaro med barn och lugna zoner dédr samtal kan ske (Pramling
Samuelsson & Asplund Carlsson, 2014). Att f4 utrymme kan handla om smé
saker som har stor betydelse for den enskilde, exempelvis att fa sitta upp pa
operationsbritsen (1), vara med i beslut om hur procedurerna littast ska kunna
utforas (I) eller bli sékrare pd vad som forvéntas (II). P& sa sétt kan en tilltro
skapas 1 motet.

Att fa och att kunna skapa tilltro i ett kort méte

Relationen mellan barn och fordldrar kontra anestesipersonal &r svar att bygga
upp pa flera sétt. Barnen &r inte bekanta med personalen och det finns inte
mycket tid till att etablera tilltro i ett kort méte (I, IV), vilket ocksé Kain et al.
(2009b) visat. Det har visat sig att barn ofta efterstravar badde mer information
och ett bittre samspel med personalen for att skapa tilltro (Coyne & Harder,
2011). Det finns ocksa ofta en 6nskan om att personalen ska 6ppna upp for
fragor (Aarthun et al. 2018). Missndje med sjukhuspersonal hos barn pa sjukhus
orsakas ofta av brist pd information, avsaknad av relationsutbyte och icke-
adekvata lekmojligheter. Tidigare forskning har visat att barn kan behova olika
miéngd information. Barn som ar rddda upplever i hogre grad behov av
information (Fortier et al., 2009), vilket ocksa studie I till viss del visar, men
studien visar ocksa att barn kan ocksé vilja distansera sig fran information pa
grund av rédsla och oro.
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Tid &r en barridr for att bygga upp tilltro, och personalen utifrdn sin
kompetens, spelar en nyckelroll att agera till allas bésta (Légaré et al., 2008).
Det &r dock vilként att anestesisjukskoterskorna har begrinsad tid att etablera
kontakt och ge information (Danielsson et al., 2018). Anestesipersonal menar
ocksé att frdga om rddsla och oro inte tillhor deras huvudfokus, och dérfor lyfts
inte alltid fragan (Arakelian et al., 2019). Personal kan ocksa vilja skydda barn
fran information och fran deltagande i beslut pa grund av att barn inte ar fullt ut
beslutskompetenta. Det kan dock leda till exkluderande i en situation dir barn
onskar delaktighet (I) och leder till begransade mdjligheter att lara kénna barnet
och dess eventuella riadslor (Ford, 2011).

Resultatet visar att bade barn och fordldrar ofta dr lagmilda och sparsamma
med fragor (I, IV). Karlsson et al. (2016b) har visat att det kan bero pa den
vuxnes makt och att barn inte nddvéandigtvis accepterar procedurer d&ven om de
inte verbalt eller kroppsligt ge uttryck for det. Att barn &r sparsamma med fragor
har ocksa Loof et al. (2019) visat liksom att barn oftast inte 4r komfortabla med
att stélla fragor till anestesipersonal. Anestesipersonalen soker generellt inte
heller information eller initierar emotionell kommunikation med barn och
fordldrar (I, II, IV), vilket kan gora att tilltron forsvagas (I, II).
Anestesipersonalen tar inte alltid chansen att visa sig ndrvarande trots att de har
forberett anestesin. Dessutom arbetar flera skoterskor parallellt, vilket innebar
att relationsutbytet och tilltron forsvaras (I, IV). Trots resultatet menar
anestesisjukskoterskorna  sjdlva att de forsoker begrinsa personal i
operationsrummet. De ber ofta andra teammedlemmar att I&mna
operationsrummet och menar vidare att det &r av relevans att bara en person &r
fullt fokuserad pa barnet (Clair et al., 2020). Personal pa operation &r dock vana
att arbeta i team och de beskriver sjélva att det dr betydelsefullt att arbeta i grupp
och att det skapar en kénsla av samhorighet (Nordstrdom & Wihlborg, 2019).

Foréldrar erbjuds inte heller mer &n en ytlig relation med personalen (I, IV).
Anestesisjukskdterskorna ar trots det positivt instdllda till fordldrar och rankar
inte fordldrarna som en borda utan instillningen ar att det finns tid (III).
Anestesisjukskoterskorna anser inte heller att fordldrar distraherar eller héller
tillbaka dem pa nagot vis i arbetet (III). Det kan reflektera det faktum att
anestesipersonalen ser fordldrar som vérdefulla 4ven om inte relationen &r stark.
Fordldrar menar sjidlva att om anestesipersonalen arbetar med kontinuitet
frimjas relationen (II), och de kan ge det stod som barn och forildrar eftersoker
(I, I, IV). Det kan exempelvis innebéra att ett eget stod tilldelas fordldern (IT)
och pé sa sitt kan personalen varda fordldrarna (Arabiat et al., 2018).

Sammanfattningsvis leder korta moten i operationsrummet till svarigheter att
skapa tilltro, vilket krévs for att ett utbyte ska ske. Det dr dock vélként att det
kan vara stressfyllt att arbeta i en miljo som ar hogteknologisk (Nilsson &
Jaensson, 2016; Sundqvist & Carlsson, 2014) eftersom tidsplanering och
operationsflodet kan orsaka stress (Sundqvist & Carlsson, 2014) som i sin tur
kan bidra till brist pé sensitivitet i vardandet (Berglund et al., 2013). Sommer
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(2011) menar dock att tidsbrist inte kan fa styra. Det kan vara svért att st emot
verksamhetens krav men att skapa tilltro genom kontakt &r nédvéndig for att
mojliggdra god vard. Fredriksson (1999) argumenterar for att det ar essentiellt
i ett vardande att vardaren har tid och utrymme for att dela den vardades lidande
och kunna visa vigen framat. Aagaard et al. (2017) menar att utan sensibilitet
mot den som vardas blir varden produktionscentrerad istéllet for barncentrerad.

Ett vardande moéte handlar om att lindra lidande och att stodja hédlsoprocesser
(Eriksson, 2015), och det har visat sig att personalens kommunikationsférméga
och attityder aterspeglas i hur ndjda barn och foréldrar &r med varden (Mendoza
et al., 2021). Resultat pekar pa att fa tilltro handlar om att etablera kontakt med
personal som &r tillgdngliga, empatiska och har humor (I, II). Det handlar om
att anestesipersonalen arbetar med barnet och deras fordldrar och utgér fran
deras behov och 6nskningar, att de &r sensitiva, och dppnar upp for fragor, de
ar ndrvarande och kan se varandra som en resurs.

Att se den andre som en resurs

Alla aktorer i operationsrummet har olika roller, som &r svara att forstd, speciellt
for barnet (IV). Barnen ser att fordldrarna som den framsta resursen genom att
de bidrar med nérvaro och fysisk kontakt och ddrmed ger trygghet och stod.
Barnen anser ocksé att anestesipersonalen &r en resurs, &ven om resursen ur en
emotionell aspekt inte alls ar lika stark (I, IV). Fordldrarna upplever att de &r en
resurs och att de kan stodja bade sitt barn och anestesipersonalen (II). De stddjer
sitt barn genom att vara néra och genom att ge bade fysiskt och emotionellt stod
(IV). De stodjer ocksé anestesipersonalen genom att de hjdlper personalen med
de procedurer som behover genomforas (II, IV). Det framkommer &ven i andra
studier att fordldrarna gérna vill se sig sjdlva som en resurs (Sjoberg et al.,
2017), de vill delta (Kruger & Rosen, 2016), har kapacitet (Danielsson et al.,
2018) och forsoker ta ansvar genom att vara emotionellt stabila och positiva
(Chang et al., 2020) och vara allmint behjélpliga (Chorney et al., 2009).
Fordldrar som far mojlighet att assistera sina barn kénner ocksa en storre ndjdhet
(Pomicino et al., 2018). Foréldrar efterstravar dérfor information sa att de kan
vara behjalpliga (II).

Anestesisjukskoterskor  har  generellt en positiv instillning  till
fordldranérvaro vid barns anestesiinduktion (II1), vilket &ven visats i en generell
kontext i tidigare studier (Benzein et al., 2008b; Ostergaard et al., 2020). Det
kan ge kénslor av trygghet, arbetstillfredsstillelse och att fordldrar dérigenom
till viss del kan avlasta anestesisjukskoterskor. Det finns séledes ett dmsesidigt
beroende (IV). Anestesisjukskoterskorna skattar dock liagre 1 att se fordldrar
som en egen resurs och att se fordldrar som en samtalspartner i forhallande till
de andra delskalorna (III). Det innebédr att de &r mindre villiga att bjuda in
fordldrarna eller att uppmuntra dem att anvinda sina egna resurser, att skapa en
relation till fordldrarna och se dem som partners. Detta ligger inte i linje med
fordldrarnas egna 6nskemal (Gustavsson et al., 2016) eftersom de sjélva vill ses
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som en resurs och utgdra en brygga exempelvis genom att formedla information
(Bizzio et al., 2020) som barnen ofta soker fran fordldrarna (Buckley & Savage,
2010). Nar personalen lyssnar pa fordldrarnas kunskap om barnet och sedan
anvénder sig av kunskapen, upplevs det virdefullt (Sjoberg et al., 2017). Att
anestesisjukskdterskorna dr mindre villiga att se fordldrar som en egen resurs
och som en samtalspartner (IIT) kan bero pa att anestesisjukskoterskans priméra
fokus 4r omhédndertagande av barnet och att leverera sdker anestesi (Danielsson
et al., 2018). Det har ocksé visat sig att sjukvardspersonal ofta Gverbetonar sin
egen virdeskapande forméga och undervédrderar foréldrarnas betydelse
(Gustavsson et al., 2016). Med anestesipersonalens gedigna kunskap ar det latt
att de later sin experthallning ta over och barnets eller fordldrarnas expertroll
sitts at sidan. Det kan forstirkas av att sjukvérdspersonal i regel har en
medicinsk héllning, vilket av tradition har hdg status (Dahlberg & Segesten,
2010). Foréldrar kan ocksé stressa anestesisjukskoterskan, uppta hens tid och
dérigenom inte ses som en resurs (Danielsson et al., 2018). Det dr dock tankvért
att det dr en utmaning for foréldrar att vara med vid sitt barns anestesi. De har
pé ett sétt en dubbel borda, att bade kunna hirbérgera sin egen radsla och utgora
ett stod till sitt barn (Scrimin et al., 2009). Vardande innebér att involvera
fordldrarna (Pomicino et al., 2018) och lata vardandet ta tid (Ayenew et al.,
2020). Capurso och Ragni (2016) menar att fordldrar ldtt kan engageras genom
att ldsa barnets favoritbok eller samtala om dess intressen. P& s& sdtt kan
fordldrarna bli delaktiga vilket kan vara vilgorande for bdde barnen och dem
sjilva. Resultatet i samtliga delstudier pekar pa att genom att se varandra som
en resurs ges bade barn, fordldrar och anestesipersonal det stod som behovs for
att stirka varandra.

Att stodja och stirka

I en utsatt position med riadsla, oro och kontrollforlust &r stod betydelsefullt och
ibland absolut nodvéndigt (I, II, IV). Barn behover stod bade fran fordldrar och
fran personal (I, IV). Barn upplever att fordldrar reducerar rddsla och
portritterar ofta dem som sina beskyddare (I). Barn medverkar vanligtvis inte
frivilligt vid operativa ingrepp och dérfor varierar deras foljsamhet, vilket
innebdr att de behdver bade fysiskt och emotionellt stod (I, [V).

Foréldrar &r sensitiva for barnens behov och dirfor en betydelsefull aktor i
samspelet (IV). Det finns ett dmsesidigt transaktionsforhéllande mellan barn
och forédldrar. Barn paverkas av forédldrars reaktioner och vice versa (Tetzchner,
2016). Bowlbys teori (1969) om barns anknytning dr sammanfldtad med rédsla
for okdnda personer, for snabba fordndringar i miljon och for att bli 1dmnad
ensam utan fOrdldrar. Fordldra-barn-relationen 4r en av de starkaste
relationerna, och d&ven om anknytningen minskar med barns alder sa finns den
kvar och kommer fram i en sé stressfylld situation som ett operativt ingrepp
innebédr. Ridsla ar djupt rotad i ménskliga kénslor och dvergivenhetsridsla
bottnar i rddsla att forlora kérlek och trygghet. Det har framkommit att forédldrar
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svarar pa barnets signaler i hdgre grad dn anestesipersonal gor (IV) och de spelar
dérfor en stor roll inom anestesisjukvarden, vilket ocksé Danielsson et al. (2018)
har visat.

I studie I och IV wvisas att barnens kénsloyttringar kan variera.
Anestesipersonalen bemdter ofta barnen pa olika sétt beroende pa deras
kénsloyttringar. De héller hand, ler, pratar lugnande och forsoker att avleda
(IV). Stod for barn som ska genomga procedurer kan innebédra att fa vara i
centrum, bli involverad, fa hjalp med avledning, bli ompysslad och belénad och
fa kdnna sig trygg (Karlsson et al., 2016a). Tidigare forskning visar ocksa
betydelsen av att finga barnets uppméarksamhet genom humor, rostlige och
lugnande rorelser (Bizzio et al., 2020) men ocksa att anvinda sig av aktiviteter
som intresserar barnen. Det kan gora att deras motstandskraft 6kar eftersom en
kénsla av att bli omhédndertagen och ompysslad da infinner sig (Ford, 2011;
Lerwick, 2016). Olika metoder att lindra ridsla behdver dock anpassas till varje
enskilt barn (Capurso & Ragni, 2016) eftersom det oftast inte finns en enskild
intervention som passar varje enskilt barns personlighet och levda erfarenhet
(Fronk & Billick, 2020).

Manga barn visar inte sina kinslor via verbala eller kroppsliga protester . Det
kan bero pa att baren anvénder sig av forsvarsmekanismer (I, IV), vilket ocksé
Beringer et al. (2014) visat. Det kan ocksa bero pa att sprak for att utrycka det
som erfars saknas (Eriksson, 2018) och personalens svar kan dé& bli att de
fortsdtter proceduren utan att lyssna (IV), vilket ocksé tidigare visats (L66f et
al., 2019). Det finns studier som visar att vardpersonalens kommunikation med
barn och fordldrar i hog grad grundar sig pa negativa uttalanden for att
exempelvis forklara en medicinsk procedur (Perry et al., 2015), vilket har visat
sig 0ka barns riadsla (Varelmann et al., 2010). I studie IV framkommer ocksé att
anestesipersonalen inte svarar an pad barnets kdnsloyttringar om inte barnet
svarar an pa anestesipersonalens forsok till samspel och kommunikation.
Personalen ger dad upp och ignorerar barnet varvid kommunikationen blir
minimal. Anestesipersonalen ldmnar i stillet 6ver det emotionella ansvaret till
fordldrarna. Att ignorera en ménniska kallar Halldorsdottir (1996) ett inhumant
och ett icke-vdrdande mote som dr negativt for den som blir drabbad. Ett
vardande moéte innebdr att kunna ta emot emotionella kénsloyttringar och orka
bira dem och att vara narvarande och sensitiv infor patientens behov (Wiklund
Gustin, 2017). Vardare behdver mota upp lidande och forstd det existentiella
behovet samt ha empati for att kunna utfora goda gérningar (Galvin, 2021). Av
vardare krivs det alltsé att de vagar se den andre. Att vara vardare innebér att
vaga utmana grinser och handla utifran kdrnan i vardandet sa att det blir synligt
i ord, attityder och i praktiskt handlande (Eriksson, 2010). Eriksson gér till och
med sa langt att fragan hon stéller &r om det inte finns behov av bade en
medicinteknisk och en allméin vardare (Eriksson, 2018). Det kan vara speciellt
betydelsefullt nir ménniskan befinner sig i en utsatt position och &r sérskilt
sarbar (Bergbom et al., 2021). Att varda &r en konst som bestér av att se det
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unika i varje vardsituation oberoende av tid och rum. P4 sa sitt kan barnet fa
trost av en forsdkran att ndgon moter i lidandet, det kan handla om en blick, en
beroring eller med ett ord fran vardaren. Genom bekriftelse kan en kénsla av
att inte bli 6vergiven skapas (Eriksson at al., 2006).

Om personalen tillater sig att Oppna upp for barnets livsvirld och lyssna pa
deras berittelser kan det stodja barnets egna strategier for dkat vélbefinnande
och leda till att barnet upplever sig bli bemott pé ett djupare plan i bade nér det
géller deras sarbarhet och deras mojligheter (Dahlberg et al., 2008b). Med det
menas att barnet sjdlv far vara med i besluten om vilket stod som &r mest
betydelsefullt och vilka procedurer de vill vara delaktiga i (Legstrup &
Brandby-Coster, 1994). Att forstd barns erfarenheter kraver fokusering pa det
som upptar deras vérld och kunna se pa vilket vis det tar sig uttryck i ord och
handlingar. Barns forstaelse maste darfor synliggdras och forutséttningar maste
skapas (Pramling Samuelsson & Asplund Carlsson, 2014). Att i grunden anta
ett barncentrerat perspektiv kriver att anestesipersonalen ndrmar sig barnets
erfarenheter med forstdelse for deras livsvarld (Sommer, 2011).
Sjukvardspersonal &r ofta medvetna om betydelsen av att involvera barn, men
de soker inte alltid kunskapen hos barnen sjélva (Coyne, 2008). Att ta reda pa
vad som skapar mening for barn &r av stor betydelse for att i motet kunna skapa
en relation som omfattar barns omvérld och forstielse av den (Ellneby &
Hilgers, 2010).

Icke-tekniska fardigheter som att skapa ett mjukt samspel och
kommunikation kraver uppmérksamhet (Larsson & Holmstrom, 2013). I studie
IV visas att anestesipersonalen har en dominerande roll och att de dérfor kan
vara en kraftfull resurs for att leverera ett vardande forhallningssétt. For det
krdvs en vilja att Oppna upp for barns och fordldrars 6nskemal sé att de kan
uppna sin egen potential. Att vara emotionellt engagerad och stddjande ger en
positiv inverkan pa barns oro men dven pa deras beteenden (Chorney et al.,
2009). Vardandet som en professionell relation har dock sina begriansningar.
Fordldrar har en naturlig empatisk kénsla och dr mer engagerade i barnet &n
personalen (IV). Det har visat sig att empatiskt och emotionellt stod kan
reducera barns riadsla (Coyne et al., 2009), vilket visar hur betydelsefulla
fordldrarna ar (Arakelian et al., 2019). Det ar dérfor essentiellt att hjdlpa barn
och deras fordldrar att behélla sin relation och inte stora den. Studie II och IV
visar att det dr viktigt att anestesipersonalen finner ett sétt att stodja fordldrar
och samtidigt uppmuntrar dem att stédja sitt barn eftersom de da blir mer
tillfreds. Foréldrar behdver dock sjdlva stod for att klara uppgiften (I1), och det
har visat sig att om stod ges Okar ndjdheten (Sigurdardottir et al., 2017;
Pomicino et al., 2018).

I praktiken fér inte bada fordldrarna vara nédrvarande i operationsrummet i
nagon storre utstrickning (III) men barnen onskar att bada foréldrarna far vara
nérvarande (I), och foréldrarna sjdlva menar att personalen aldrig kan ersitta
den stodjande funktion som de sjdlva har i varandra. Familjeband ar starka och
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fordldrar menar att stod till barnet kan forbéttras om de sjélva far stod av
varandra (IT). Tidigare forskning visar ocksa att en forélders oro kan minska om
bada fordldrarna far vara narvarande (Kain et al., 2009a; Manyande et al., 2015)
och att deras nojdhet skulle 6ka (Pomicino et al., 2018). Sammanfattningsvis
visar resultatet att emotionellt stod behover ges pa olika sétt och att det &r en
fordel om bada foréldrarna far vara med och bidra, vilket kan skapas genom nya
rutiner.

Att skapa forutsiattningar genom kunskap, resurser och rutiner

I studie III identifieras flera faktorer som associerar till anestesisjukskoterskans
instdllning till betydelsen av fordldrandrvaro. Flera av faktorerna kan inte
paverkas, sdsom sjukhus, kon, egen erfarenhet och att ha arbetat lingre med
barnanestesi. Andra studier pavisar ocksa att dldre, mer erfarna sjukskdterskor
och hogre utbildade sjukskoterskor (Luttik et al., 2017; Shields et al., 2011;
Ostergaard et al., 2020) samt kvinnliga sjukskdterskor (Hagedoorn et al., 2020)
har en mer positiv instillning till familjers deltagande. Det kan bero pa att
sjukskdterskor med lédngre erfarenhet kénner sig tryggare i arbetet. Mindre
erfarna anestesisjukskoterskor kan uppleva stress av att arbeta med barn och
fordldrar, foretrddelsevis pa grund av bristande erfarenhet (Hamilton et al.,
2014). Att kunna hantera komplexa situationer verkar vara beroende av klinisk
erfarenhet (Goras et al., 2020). Det har ocksd visat sig att nyutbildade
anestesisjukskoterskor dr mer tekniskt inriktade, vilket kan leda till att de
forbiser patientens psykosociala behov (Aagaard et al., 2017). Det ar ként att
bemétande av exempelvis fordldrars oro dr svart och anestesipersonal upplever
bristande utbildning som en bidragande faktor (Hamilton et al., 2014).
Sjukskoterskor behdver ha kunskap om vad som kan péverka barns och
foréldrars vistelse pa sjukhus (Foster et al., 2018). Anestesipersonal menar att
kunskap om barncentrerad och éldersadekvat approach saknas (Mann et al.,
2020), och det har visat sig att utbildning om bemétande av barn ofta saknas pa
avdelningar utanfor barnsjukvérden och diarmed finns risk att barn inte traffar
personal som har rétt kompetens (Sahlberg et al., 2020).

Det behdver skapas forutséttningar for kunskap, tid och resurser for att bedriva
anestesisjukvard for barn men ocksé for andra faktorer (I1I) som gér att paverka.
Resultatet visar att om anestesisjukskoterskor kan fa mdojlighet att arbeta enbart
med barn och om det finns rutiner/PM om foréldranérvaro i verksamheten leder
det till en mer positiv attityd (III). Det har visat sig att kunna luta sig mot rutiner
kan skapa kénslor av kontroll i motet (Aagaard et al., 2017). Att tillata bada
fordldrarna att nidrvara associerar ocksa en mer positiv attityd, men 4n sa linge
tillater bara ett fatal verksamheter att bada fordldrarna nirvarar. Det kan vara
utmanande bade for anestesipersonalen och for organisationen att ha béada
fordldrarna niarvarande, men det &r betydelsefullt for bade barn och fordldrar att
vara tillsammans (I, II).
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Att bedriva hogklassig vard grundar sig pa individuell vard med rétt till
medbestimmande och trygghet. Barns och fordldrars specifika behov och
onskningar maste tillsammans med organisatoriska aspekter vigas samman for
att en véardande milj6 ska kunna erbjudas (Capurso & Ragni, 2016).
Preoperativa psykologiska forberedelser med individuellt hdnsynstagande och
med personal som har trinats for att klara olika procedurer kan vara
betydelsefullt for en lyckad anestesi (Dai & Livesley, 2018). Trots en
hogteknologisk miljo krévs det att vardandet utgér fran humanvetenskapen och
kunskap om att vardvetenskapen 16per parallellt med den medicinska
kunskapen. Det krivs sdledes en balans mellan patientsikerhet, kontroll av
hogteknologiska funktioner och de kidnsloméssiga behov som finns hos de som
ska vardas (Karlsson, 2013). Vardmiljoer som fortfarande priglas av medicinskt
perspektiv ger inte alltid plats for vardande moten (Dahlberg & Segesten, 2010).
Det finns ocksd en risk att det produktionsinriktade arbetet fir styra pa
bekostnad av det vardande motet, eftersom anestesipersonal menar att
arbetssittet reducerar deras emotionella méte med patienten (Aagaard et al.,
2017). Genomforande av barnkonventionens principer krdver kompetens,
engagemang och ett starkt ledarskap (Sahlberg et al., 2020). Genom personalens
reflektion och kunskap om maénskligt lidande kan lidandet lindras men det
kraver att ha formégan att sitta sig in i den andres tankevarld for att gora
skillnad. Véardpersonal kan genom att vara dppen och ha mod att utmana de
barridrer som finns. Vardande maéste séledes visa sig i handling (Eriksson,
2018). Ett gott vardande innebdr att kompetens och empati vévs ihop
(Halldorsdottir, 1996) dir vardare tar ansvar for en vérdig vard och gora kloka
val, dven om det strider mot organisatoriska resurser. Det handlar om aréte, dvs.
att gora nagot av hela sitt hjérta, att varda och vara ansvarig (Eriksson, 2018).

Det virdande motets betydelse nir barn genomgar
anestesi i en hogteknologisk operationsmiljo

Karl som inledningsvis ndmndes i prologen uppvisade kamp och flyktbeteende
eftersom han befann sig utanfor sitt toleransfonster och reagerade pa fara. Han
hade likavdl kunnat reagera med hypoaktivering med avstingdhet som foljd
(Bido et al., 2018). Karl fick inte sitt operativa ingrepp utford. Han blev
kortvarigt lattad men oron kvarstod eftersom han visste att han skulle behdva
komma tillbaka. Karls mamma blev besviken och anestesipersonalen likasa?®.

8 Deltagarna berittade sjilva detta under sina intervjuer. Vid intervjun med Karl framkom att han hade
traumatiska minnen av att ha blivit fasthéllen vid en vaccination nagot ar tidigare.

Det har visat sig att barn ocksa kan uppleva skam nér de inte agerar pa det sitt som de tror att vuxna vill
(Karlsson et al., 2016b).
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Vad hade hint med Karl om varden hade utformats pa ett annorlunda sétt, hade
utfallet blivit detsamma? Det gér inte att svara pa men utifrdn resultatet i
delstudierna har en modell utformats (figur 3) som kan anvéndas som verktyg
och som kan tillféra kunskap om de delar som har betydelse i det vardande
motet ndr barn genomgér anestesi i en hdgteknologisk operationsmiljo.
Modellen kan anvéndas for att stirka barns och foréldrars trygghet i en komplex
vardmiljo utifran ett barncentrerat perspektiv, dd& modellen symboliserar de
behov som finns hos barn och fordldrar. Med hjilp av modellen kan
anestesipersonal fa 6kad forstaelse och fordjupa sina professionella fardigheter
om vad ett barncentrerat perspektiv innebdr. Soderbiack (2010) menar att ett
barncentrerat perspektiv innebir att det finns en organisatorisk kompetens i en
miljo som &r anpassad for barn och fordldrar. Eriksson (2018) menar att for att
ett vardande mote ska kunna dga rum krévs en helhet, dér bdde organisationen
och miljon samspelar med de som befinner sig dér. Vardvetenskapen behdver
saledes genomsyra miljon och dess forhallningsstt.

Modellen karaktiriseras av att barnet ar i centrum med forédldrar vid barnets
sida och en sa liten skara med personal pa den andra sidan som dr mgjligt. Barn
behover medspelare och nér barn ska genomga anestesi dr det fordldrar och
anestesipersonal som dr medspelarna, och dér bor en interaktiv process dga rum
med omsesidighet som grund. Genom tillimpa vérdvetenskaplig kunskap blir
vardandet synligt genom handling och sprak, som bor formedlas genom ett
bemotande med vérdighet och foljsamhet. Att skapa en vardmiljo, dér lidandet
far ta sig eget uttryck och bemdtas med emotionellt stod innebér
ansvarstagande. Miljon bor priglas, forutom av ett vénligt bemétande med
individualiserad information, delaktighet och tydliggdrande att det finns
utrymme for anvdndning av egna resurser och nyttan med att vara en
samtalspartner. P4 si sétt far fordldrarna ocksa en storre plats. Det vardande
motet bor vara Oppet och inbjudande och priglas av nérvaro, respons,
bekriftelse och tid. Modellen visar att det i den hogteknologiska miljon behdvs
utrymme for fysisk kontakt och plats for bada fordldrarna om de sé onskar. For
detta behdvs upprittande av riktlinjer och planer for varden. Vardens priméra
uppgift dr inte bara att bota utan ocksa att lindra lidande, vilket forutom kunskap
ar behdrskande av den konst som representerar det genuina och unika i
vardsituationen som borjar med ett vardande mote. Avhandlingens
vardvetenskapliga bidrag visas ocksa konkret i de kliniska implikationerna.
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Figur 3. Modell over det vardande métets betydelse ndr barn genomgar anestesi i en
hogteknologisk operationsmiljé.
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Kliniska implikationer

De fyra delstudiernas resultat avser att bidra med okad kunskap om och
fordjupad forstéelse for barns anestesi och kan forhoppningsvis utgora ett stod
for anestesipersonal som moter barn och fordldrar i en hdgteknologisk
operationsmilj6. Avhandlingens resultat visar pa vérdet av att

frigora extra tid och resurser nir barnanestesi bedrivs

ge anpassad, individualiserad information, utan svartydda metaforer
i en lugn och positiv miljo

bjuda in, lyssna och vara tillgénglig, respondera pé kénsloyttringar
och vaga lyfta existentiella fragor

frigora plats i rummet for att frimja fysisk kontakt mellan barn och
foréldrar

tillata trostande gosedjur/ dgodel i rummet for att skapa maximalt
skydd

lata barn och fordldrar fa bli mer delaktiga

gora utrymme for bada forédldrarna att delta vid anestesiinduktionen
uppmuntra forédldrar att anvinda sina egna resurser

tillse att det &r ett fatal personal runt omkring barnet i
operationssalen

utse specifik anestesipersonal for att stodja fordldrar

om mojligt, frimja kontinuitet genom hela den perioperativa fasen
erbjuda preoperativa besok for barn och forédldrar

utforma rutiner/PM for fordldrandrvaro och rutin for att synliggora
barns och foréldrars 6nskemal

ge stod till nyutbildade anestesisjukskdterskor vid barnanestesi

ge mojlighet for anestesipersonal att bara arbeta med barn
arrangera  reflektionseminarier i  verksamheten for  att
medvetandegdra det vardande métets betydelse.
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Forslag till fortsatt forskning

For att bidra med 6kad kunskap om och fordjupad forstaelsen for barns och
fordldrars erfarenheter av anestesi och om de mdten som sker med
anestesipersonal i en hdgteknologisk operationsmiljé har barn och forédldrar
tillfragats om sina erfarenheter och anestesisjukskoterskor om sin instéllning till
betydelsen av fordldrandrvaro. Samspelet mellan barn, fordldrar och
anestesipersonal i samband med barns anestesiinduktion har synliggjorts. I
avhandlingen har barn upp till tonaren studerats. Det 6ppnar upp for fortsatt
forskning avseende tondrsbarns erfarenheter. Fortsatt forskning avseende barn
med kognitiva svérigheter och barn och fordldrar med en annan kulturell
bakgrund behdver ytterligare studeras. Avhandlingens resultat pavisar att barn
och fordldrar behdver emotionellt stod i den hogteknologiska operationsmiljon,
och dérfor behdvs ytterligare kunskap om barns och foréldrars preoperativa
onskemal. Det skulle kunna utmynna i ett preoperativt frigeformulér dir barn
och forildrar beskriver sina behov infor vistelsen pa operation. En rutin skulle
saledes behdva utformas om hur barns och foréldrars 6nskemél kan synliggoras
for att anvéndas i motet pd samma sétt som den medicinska hilsodeklarationen.
Framtida studier behover ocksé goras av anestesisjukskoterskors erfarenheter
for att vidareutveckla personalens behov 1 samband med barns
anestesiinduktion. Varden behover bedrivas utifran ett barncentrerat perspektiv,
och da behover dven andra frigestillningar besvaras, exempelvis hur den
hogteknologiska operationsmiljon bor utformas sé att den frédmjar och mojliggor
nérhet i motet samtidigt som en hog grad av patientsékerhet bibehélls.

72



Konklusion

Avhandlingens Overgripande syfte var att bidra med 6kad kunskap om och
fordjupad forstaelsen for barns och fordldrars erfarenheter av anestesi och om
de moten som sker med anestesipersonal i en hogteknologisk operationsmiljo.
Resultatet visar att barn som genomgér anestesi upplever radsla och oro i
samband med anestesiinduktion. Orsakerna dr mangfacetterade med kénslor av
maktloshet, kontrollférlust och upplevelser av tvetydig begriplighet i centrum.
De soker da skydd genom olika strategier. Fordldrar upplever ocksa kénslor av
kontrollférlust och vistelsen i en hogteknologisk miljo med okénd personal
forstirker upplevelsen av ridsla.

Anestesipersonalen har en nyckelroll for att skapa en vardande miljo, men da
motet dr kort och intensivt géller det for personalen att vara ndrvarande, Sppna,
foljsamma och kunna respondera pa bade barns och fordldrars uttryck. Da
fordldrar dr en sjédlvklar part for barnet kravs att ocksd att personalen ser
fordldrarna som en resurs. En fraga som organisationen bor stélla till sig sjalv
ar om verksamheten har ett barncentrerat perspektiv i vardandet, hur det ser ut
och hur det kan utvecklas. Avhandlingens resultatet har syntetiserats till en
modell som tillfér kunskap om hur stdd pa operationsavdelningar kan se ut
utifran ett barncentrerat perspektiv for att starka barns och foréldrars trygghet
och bidra till att métet blir vardande. Denna kunskap kan forhoppningsvis bidra
till vardvetenskapens utveckling och skapa hilsa och vélbefinnande dven i en
hogteknologisk operationsmiljo.

73



English summary

With you by my side
— the importance of the caring encounter when children undergo anesthesia in
a high-technological surgical environment

Background

Millions of children undergo surgery worldwide each year. More than 100 000
children underwent some form of surgery in Sweden in 2020 (National Board
of Health and Welfare, 2021). The operating environment is characterized by a
high-technological environment, and there is advanced medical technical
equipment needed to perform both anesthesia and surgeries (Catchpole &
Wiegmann, 2012). Interplays and high-technical procedures take place in this
complex environment (Schreiber & Macdonald, 2010), where the environment
is also characterized by routines (L66f et al., 2019) and has requirements for
efficiency under time pressure (Antoniadis et al., 2014). Short encounters thus
prevail in the operating environment (Kain et al., 2009b). The short time
available and the staff’s sensibility to the patient’s needs and the empathic
communication are essential factors that can affect both the care and the
assignment of the anesthesia staff (Aarthun & Akerjordet, 2014a; Bayramzadeh
& Aghaei, 2021). Nurse anesthetists are responsible for pediatric anesthesia and
can work independently, based on prescription and support from
anesthesiologists in Sweden and several other countries (Lyk-Jensen et al.,
2014). In summary, they play a key role.

Anesthesia induction for a child is a rather stressful procedure. There is a
high degree of anxiety, as high as 50-80% preoperatively (Chieng et al., 2013;
Erhaze et al., 2016; Fortier et al., 2010; Moura et al., 2016; Perrott et al., 2018;
Wollin et al., 2004), and the anxiety increases on entrance to operating room
(Jenkins et al., 2014). It is the anesthesia induction that is the most traumatic

74



procedure for children (Banchs & Lerman, 2014; Erhaze et al., 2016; Li et al.,
2007; Perrott et al., 2018). The higher the level of anxiety the children
experience, the lower their ability to cooperate during anesthesia induction (Li
& Lopez, 2006). Children are provided with nonpharmacological interventions
(Manyande et al., 2015) and pharmacological treatments (Davidson &
McKenzie, 2011) to relieve their anxiety. Parents generally provide protection,
reducing anxiety and providing quality (Sadeghi et al., 2017). However, many
parents experience anxiety themselves (Scrimin et al., 2009), and a recently
published study shows that 74% are worried (Ayenew et al., 2020), and it is the
anesthesia induction that causes the worry (Landier et al., 2018). The role of
parents has been discussed for decades since it has been shown that there are
significant relationships between the anxiety felt by the parents and their
children (He et al., 2015b) but studies show that parents are beneficial for
securing the child’s safety, and children also want their parents to be close
(Charana et al., 2018).

Overall aim

The overall aim of this thesis was to contribute with knowledge of and gain a
greater understanding of the encounter between children, parents, and
anesthesia staff in a high-technological surgical environment.

The specific aim

I: To explain and understand the meaning of being anesthetized as experienced
by children

II: To illustrate the meaning of being a parent at one’s child’s first anesthesia in
day surgery

IIT: To describe nurse anesthetists’ attitudes towards the importance of parental
presence during their child’s anaesthesia induction and to explore associating
factors.

IV: To interpret and understand the interplay between children, their parents,
and anesthesia staff to gain a greater understanding of children being
anaesthetized.

Methods

This thesis is based on four studies with descriptive, interpretive and cross-
sectional designs. The analysis has been performed using both qualitative and
quantitative methods.
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Study I

Data were collected from four different hospitals in Sweden. The operating
coordinator consecutively selected children from the elective operating list after
approval. All the children and the parents received oral and written information
about the study and gave assent and/or written consent. The inclusion criteria
were as follows: Swedish speaking, 4-13 years old, and planned minor
surgery/procedures under general anesthesia. All the children should also
belong to ASA classes 1-2. All the nurse anesthetists and/or anesthesiologists
who participated gave written informed consent. Other members of staff could
remain in the operating room or wait outside during the recording. Data
collection was performed through non-participant video observations, field
notes, and interviews. Forty-five children and their parents were asked to
participate, and 28 accepted.

Data collection began with the video session, which started when the
participants entered the operating room and was completed when the parent left
the operating room (i.e., when the child was anesthetized). The following-up
interviews took part the same day or up to four days after the surgery and the
initial question was: could you tell me about what it was like to be anesthetized?
The children were also asked to draw a picture of what happened in the
operating room. Five parents declined the interview.

The data analysis was carried out with a lifeworld hermeneutical approach
described by Dahlberg et al. (2008a). The analysis began by viewing the video
observations, reading the field notes, and interviews several times. The
interpretation phase began by searching for and identifying the meaning of the
data. Meaning units were then sorted into themes by questioning and having a
critical approach. Finally, a movement between the whole and the parts was
performed to capture the meaning. Four interpretations were finally presented.
Validity was tested in some phases during the analysis (Dahlberg, et al., 2008a;
Gustavsson, 1996; Odman, 2016).

Study II

Data was collected from one hospital in south Sweden. Contact was established
with nurses from the recovering ward who made a consecutive selection after
approval in accordance with the inclusion criteria, which were parents with
children under 18 years of age who had been anesthetized for the first time in
day surgery. The parent was also required to understand and speak the Swedish
language. Six parents were included in the study and gave written consent. Data
collection was performed with interviews within three weeks of the child being
anesthetized and started with an open question: can you describe your
experience when your child was going to be put to sleep? The data analysis was
carried out with a phenomenological perspective according to Giorgi’s human
science method (Giorgi, 2009). The initial phase started with reading the
material to gain a sense of the whole. The text was then divided into meaning
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units. The text was then regularly checked for clarifications and imaginary
variations and a critical approach were used to distinguish the phenomena. The
general structure was achieved by rereading the units several times and
comparing them, and it could then finally be seen as a new whole.

Study III

The aim was to include all registered nurse anesthetists in Sweden with
experience of anesthetizing children. Sixty identifiable hospitals were
contacted, and 55 of these accepted to participate. A total of 1285 nurse
anesthetists received an invitation to participate, and 809 agreed to participate
(response rate, 63%). The sample size was sufficiently large according for a
multiple linear regression analysis. A contact person was instructed to distribute
the questionnaire, and the participants returned the questionnaire in a pre-
stamped reply envelope. The questionnaire included demographic questions and
a validated instrument designed to measure nurses’ attitudes about the
importance of involving family members in nursing care, FINC-NA (Saveman
et al., 2011). It contains four subscales, and each scale ranges from totally
disagree to totally agree. Descriptive data were used to characterize participants
and study variables. Friedman’s ANOVA was used, the post hoc analysis was
conducted using the Wilcoxon rank sum test, and a Bonferroni correction of the
p-value. A series of multiple regression analyses were conducted to identify
factors associated with the nurse’s attitudes towards the importance of involving
parents. The statistical significance level was overall set at p < 0.05.

Study IV

Data were collected from four different hospitals in Sweden. The operating
coordinator consecutively selected children from the elective operating list after
approval. All the children and the parents received oral and written information
about the study and gave assent and written consent. The inclusion criteria were
as follows: Swedish speaking, 4-13 years old, and planned minor
surgery/procedures under general anesthesia. All the children should also
belong to ASA classes 1-2. All the nurse anesthetists and/or anesthesiologists
who participated gave written informed consent. Other members of staff could
remain in the operating room or wait outside during the recording. Data
collection was conducted through non-participant video observations and field
notes. Forty—five children and their parents were asked to participate, and 28
were accepted. One participant was excluded due to double booking, so 27
children and 27 parents, and 22 anesthesia staff participated in that study. Data
collection began with the video session, which started when the participants
entered the operating room and completed when the parent left the operating
room (i.e., when the child was anesthetized).

The data analysis was carried out with an observational design with a
hermeneutic approach grounded in Gadamer (1994) and further described by
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Eriksson et al. (2020). The analysis began by looking at all video sessions
several times before formulating narratives and structuring them as a theatre
play. The verbal dialogue was not used. The scenes, the actors, the interplay,
and the plot were instead identified by separating their perspectives, describing
their views, and identifying the interpretation. Questions were asked to the text
during the data analysis, and creating dialogue was essential. The next step was
entailed interpretation which involved a movement between the parts and the
whole and vice versa until a new understanding of the meaning emerged and a
possible interpretation was finally suggested.

Findings
Study I

Being anesthetized can be understood as a threat to life and where anxiety is
constantly present. The study shows that the children are powerless and express
their anxiety through verbal or bodily protests in the operating room, even if
some feelings are expressed by silence to regain power. The sense of
powerlessness appears to be related to a feeling of not being able to affect the
care process. This feeling can increase if the technologically advanced
environment is unfamiliar and frightening and if the children are exposed to
procedures that they cannot avoid. Aspects that further can affect are linked to
the number of staff around them and if they are working on several tasks
simultaneously and if the staff not listen to the child. The children try to resist
to gain control during the procedures. They want to understand the process and
feelings of loss of control occurs if trust in the staff is lacking and if the child’s
memory fails due to the premedication and anesthesia. The children experience
ambiguous comprehensibility about how much information they desires, which
becomes a question of balance. Sometimes it seems to be a need for the child to
distance themselves from the information. It is clear that the more protective
factors there are in the operating room, the stronger the shield against the threat
in the operating room. The children see their parents as responsible for stability
and protection. The staff also represent security but not in the same way as the
parents. The goal is to achieve health and well-being, but the way to get there is
perceived as difficult.

Study II

The parents’ desire is to protect their children from anxiety as the child is in an
unfamiliar environment. The parents experience relief about the child regaining
health and worry because of the unknown and what will happen. It could be
about the operation but most about the anesthesia induction. They feel
powerless to control the situation and feel it is difficult to let go. The parents
feel safe with the staff, but there is still some skepticism because they put their
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child’s life in their hands. Information was seen as the most essential factor for
being able to cope with the situation. Being able to be close to their child as
long as possible was important and means a lot to them. They want to be strong
for their child. The parents want to be involved, and it is also important that the
nurses trust them. It means a great deal to be taken care of in a professional
manner when the parent feels worried and vulnerable, and it was necessary that
the nurses take time with the child and the parent so they could feel secure.
However, even if the nurses were caring, the parents could sometimes feel a
sense of loneliness. The ideal is perceived as being when both parents can be in
the operating room because they can then support each other. There is after all,
a wish to share the worry.

Study 111

The final sample included 809 participants. The majority were female (78%),
with a mean age of 47.3 years. The mean time working as an nurse anesthetists
was 14.2 years, the average experience of working with pediatric anesthesia was
12.2 years, and most of the nurses had also worked with adults (92%). A
majority of the nurses worked at regional hospitals (48%), followed by district
hospitals (30%) and university hospitals (22%). The nurses reported that they
always (47%) or according to the child’s need or age (47%) gave premedication
and had routines/ memorandum (60%) on parental presence during children’s
anesthesia induction. Nearly 100% allowed at least one parent to be present
during the children’s anesthesia, and 59% had no own personal experience as
parents of being present when their own child had been anesthetized. The nurses
generally reported a positive attitude towards the importance of parental
presence. They reported the highest levels for family as not a burden (median =
81.5), followed by family as a resource in nursing care (median = 75), family
as its own resource (median = 56.5), and family as a conversational partner
(median = 53) (< 0.001). Factors associated with the importance of parental
presence are working at a district hospital, working only with children, having
routines/ memorandum about parental presence were all significantly associated
with more positive attitudes. Being a woman and allowing both parents to be
present were significantly associated with a more positive attitude in family as
a resource but not in the other subscales. Greater experience of children’s
anesthesia was associated with a more positive attitude in family as a resource
and family as not a burden but not in the other subscales. The regression was
explained 6-8% of the total variance in the attitudes.

Study IV

The results were presented like a theatre play, with a scene, actors and a plot.
The scene, i.e. the operating room was big, bright, bare, and sterile with
technical equipment and was not found to support the interplay. The room was
not welcoming and designed for the children and the parents because of the
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unknown equipment the child was connected to. The environment was instead
designed for the staff because it promoted a sense of efficiency and was
designed to work as an efficient workplace. The placement of technical
equipment and the staff behind it did not promote contact. However, depending
on the staff’s attitudes, the atmosphere could still be caring. The child was the
main character and had a central place in the room, but most children did not
appear to be comfortable and did not take any initiatives. The parent sat close
to their child and were ready to support their child but seemed uncertain about
what was expected of them.

The staft worked methodically, confidently, and in parallel with the team. In the
interplay, the staff often invite the child and the parent with a one-way
invitation. The communication is short and concerns what was happening in the
room. The staff were thus not open to questions and or were an informative
actor. This leads to minimal participation for the child and the parents and they
did not get a chance to design their care so they could reach their full potential.
This could lead to a frustrated child. The staft’s parallel work, often behind the
child, did not promote feelings of being invited. The child was subjected to
several procedures, and therefore the compliance could vary as the child did not
participate voluntarily in the play. The parent was following the child’s
movement and was sensitive. The staff often met the child’s protests with low
affective calm and often changed strategies. It was challenging for the child to
be compliant all the time due to being in an unknown environment and being
subjected to painful procedures. The children often demand small things, like
sitting up on the table. The staff met the child’s compliance in various ways and
did not always wait for the child. This could be interpreted as a limited
understanding of the child’s needs. Thus, when the staff deviated from routines,
the child finds it easier to relax. This could be interpreted as essential to ask
questions and create positive energy. Co-operating was needed. Even if all
actors had different roles.

The parent became an important actor to provide protection, help the child and
assist the staff and contribute to the process going smoothly. The parent was
usually responsible for supporting the child’s feelings and often communicated
by physical touches. The relationship between the child and the staff was not
emotionally strong, which could be interpreted as them evading their
responsibilities and leaving the parent alone. However, they try several methods
to calm the child but responded weakly to the child’s emotions. The plot was
short and intensive, and the actors had specific locations in the plot. The plot
was necessary but led to anxiety. It was therefore impossible to predict how the
play would go. The interplay could change between caring can uncaring.
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Conclusions

The overall aim of this thesis was to contribute with knowledge of and gain a
greater understanding of the encounter between children, parents, and
anesthesia staff in a high technological surgical environment. The result shows
that children who were undergoing anesthesia experience anxiety related to the
anesthesia induction. The causes are multifaceted, with feelings of
powerlessness, loss of control, and experiences of ambiguous comprehensibility
and they try to seek protection through different strategies. Parents also
experience feelings of loss of control. Staying in a high-technological
environment with unknown staff reinforces the experience of anxiety as the
environment can create obstacles for children and their parents.

The anesthesia staff has a key role in creating a caring environment.
However, since the encounter is short and intensive, it is important that the staff
are present, open, and compliant and respond to both the children’s and the
parents’ expressions. It is also necessary for the staff to see the parents as a
resource for delivering good child-centered care as parents are an obvious part
of the children. Leaders in the organization need to ask whether the department
has a child-centered perspective in care, in which ways, and how it can be
developed. These results have been synthesized into a model that adds
knowledge about how support from a child-centered perspective in operating
wards can be performed in order to strengthen the children’s and parents’
security. This knowledge can hopefully contribute to the development of care
science and create health and wellbeing even in a high-technological
environment.
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Aims: The aim of the present study was thus to explain and understand the meaning
of being anesthetized as experienced by children.

Methods: A qualitative lifeworld hermeneutic approach was used. Data were col-
lected through nonparticipant video observations, field notes, and interviews. The
Section Editor: Joseph P. Cravero participants were children (n = 28) aged 4-13 years who required general elective
minor surgery performed in four Swedish hospitals.

Results: The four interpreted themes describe the children's experiences of being
anesthetized: Being powerless, Striving for control, Experiencing an ambiguous com-
prehensibility, and Seeking security. The children struggled with anxiety as a result
of their inability to protect themselves from perceived external threats while being
anesthetized. In order to meet their needs, it would be beneficial for them to receive
appropriate information in a calm, supportive, and protective environment.
Conclusion: The reasons for children experiencing anxiety when being anesthetized
are multifaceted, and this study highlights the importance of listening to each child's
own voice and striving to create an individually adapted caring and safe environment

with as much protection as possible.
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treatments* to relieve their anxiety. Although only a few studies

1 | INTRODUCTION

have examined why children experience anxiety, high anxiety is

Being anesthetized is a stressful experience for children. More
than 60% of all children undergoing anesthesia report anxiety, and
nearly 20% experience a high degree of anxiety.! The higher the
level of anxiety children experience, the lower their ability to co-
operate during the anesthesia induction.? Children are provided

3

with nonpharmacological interventions® and pharmacological

known to be associated with younger age, behavioral problems,
previous hospital admissions, and anxious parents present at the
induction.® In addition, children can feel a loss of control when they
are in an unknown environment® and can be anxious when their
parents are absent” even if their anxiety is not always reduced by a

parent being present.®
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Children have the right to be listened to regarding issues that
concern them, including medical procedures.® The child's best inter-
ests must thus be considered when medical care needs to be pro-
vided. A number of studies have investigated children's experiences
from a second-person perspective (ie, by interviewing parents or
healthcare professionals).” There is, however, a gap in the literature
where the focus is on the children's own, unique experiences of an-
esthesia. Filling this gap might facilitate a greater understanding of
these experiences, which is thus the goal of this study. Qualitative
methodology provides the conditions for discovering how children
experience the act of caring in this specific environment. By using
a hermeneutic lifeworld approach, the children's own experiences
are the main focus. The lifeworld approach has been especially de-
veloped for gaining knowledge about meanings in an individual's
lifeworld and elucidates lived human experiences. More knowledge
is needed about children's feelings, thoughts, and experiences con-
cerning anesthesia. This knowledge may contribute to improving
care and help reduce the children's anxiety. This study thus aims to
explain and understand the meaning of being anesthetized as expe-
rienced by children.

2 | METHODS

A qualitative lifeworld hermeneutical approach was used.® Data
were collected through nonparticipant video observations, field
notes, and interviews in 2018.

2.1 | Participants and settings

Data were collected from four hospitals in Sweden, two with a child
anesthesia specialty and two with both children and adult anesthe-
sia specialties. After approval from the heads of the operating units,
the operations coordinator consecutively selected children from the
elective operating list. Nurses on the operations or children's wards
provided oral and written information to the children and their
parents about the study. The first author (LA) provided more oral
information the day before the surgery or well in advance on the
same day but prior to any premedication. If they agreed to partici-
pate, an assent was obtained from the children and written consent
was obtained from the parents. The inclusion criteria were as fol-
lows: Swedish speaking; 4-13 years old; and planned minor elective
surgery/procedures under general anesthesia. All children should
belong to ASA class 1-2, a classification of the American Society
of Anesthesiologists (https://www.asahq.org/standards-and-guide
lines/asa-physical-status-classification-system). The exclusion crite-
ria were as follows: acute surgery and surgery under local or regional
anesthesia. All the children in this study were recruited in 2018, and
they varied in terms of ages, gender, diagnosis, and previous experi-
ences of anesthesia (Table 1). All the nurse anesthetists and/or an-
esthesiologists who participated during the anesthesia gave written

informed consent. Other team members in the operating room (OR)

What is already known

e Many children experience being anesthetized as stress-
ful and anxiety inducing.
o Different preoperative measures have been tested to

reduce these children's anxiety.

What this article adds

As many children experience being anesthetized as
being powerless and vulnerable, they use different

strategies to gain control.

The children need their parent(s) to be physically nearby.

It is important to listen to the unique child's wishes and
provide individualized information in a positive and calm
environment with as few unknown people as possible

present.

were informed orally and could choose to remain in the OR when
the child was anesthetized or just wait outside the OR during the

video recording.

2.2 | Datacollection

Data collection was performed through nonparticipant video ob-
servations, field notes, and interviews. Forty-five children and their
parents were asked to participate in this study, and 28 accepted. All
the children were accompanied by one parent in accordance with
the hospital's routines and the parents and/or the children were al-
lowed to decide which parent accompanied them into the OR. All
the children and the parents met an anesthesiologist preoperatively.

Data collection began with the video session, which started
when the participants entered the OR and were completed when the
parent(s) left the room (ie, when the anesthesia drugs rendered the
children unconscious). The first author sat quietly in a corner and left
the OR immediately after the parent. One child did not participate in
the video session due to a double booking in the OR. The first author
wrote field notes immediately after leaving the OR.

The parents and the children chose the time and place for the
interviews, which were performed the same day or up to a maximum
of 4 days after the surgery. The initial question to the children was
“Could you please tell me about how what it was like to be anes-
thetized?” Children were encouraged to narrate their experiences
as freely and openly as possible. The first author asked follow-up
questions such as “What do you mean?” when needed and also pre-
sented a storybook to all the children'* and showed a picture of the
OR to encourage them to describe their experiences. This kind of
symbolic methodology can generate deeper and richer descriptions.
Each child was asked during the interview to draw a picture of what
happened in the OR and then was encouraged to talk about the
drawing. Five parents declined the children's follow-up interview,
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Age(y),n
4 2
5 5
6 6
7 2
8 1
9 2
10 4
11 2
12 2
13 2
Gender
Boys/girls 18/10
Diagnosis®
Skin flap/abrasion/cystoscopy/tooth 1
extraction/
Colonoscopy/Botox injection 1
Hand surgery/jaw surgery/plastic tube 2
operation/orchiopexy
Circumcision/hernia 3
Foot surgery/gastroscopy 4
Day surgery/in child ward 22/6
Anesthetized for the first time/anesthetized 10/13/5
before/missing data
Premedication before anesthesia induction
Midazolam/dexmedetomidine 4/4
None 18
Anesthesia induction/pharmacological treatment
Inhalation 8
IV induction 19
Tried but interrupted inhalation 1

Parent present during the anesthesia induction
Yes/no 28/0
Mother/father/both mother and father 23/5/0

Preoperative preparation about anesthesia induction before the day
of surgery (visit, movie, information brochure)

Yes/no 14/14
Using videotapeb

Yes/no 27/1

Interval, minutes (mean/Md) 3.31-25.2

(8.17/7.33)

Interview

Yes/no 23/5

Same day 7

Day after the surgery 15

Four days after surgery 1

Interval, minutes (mean/Md) 5-57 (35/35)

(Continues)

TABLE 1 (Continued)

Parent present during the interview
Yes/no 19/4
Place during the interview

Home/hospital 12/11

2Child per diagnosis.
PTime in the operating room until the child was asleep.

which they were allowed to do without giving any reason. All inter-
views were audio-taped, and both the audiotapes and videotapes
were transcribed verbatim.

2.3 | Data analysis

The analysis process started with the authors viewing the video ob-
servations, and reading the field notes and interviews several times
to acquire a general sense of the entirety of the data and a prelimi-
nary understanding of it. The interpretation phase began by search-
ing for and identifying the meanings of the data. Meaning units were
then sorted and grouped for similarities and differences into themes
representing the different meanings of the phenomenon. The analy-
sis continued by searching for underlying meanings (ie, searching for
meanings “between the lines” to create the tentative interpretation).
The analysis was complemented by a questioning and critical ap-
proach during this phase, which continued until all data related to
the aim were included. Data were then grouped into preliminary in-
terpretations. A validation procedure was implemented prior to the
next phase.!®2 The authors first ensured that the interpretations
were derived from the data and did not reflect the researchers' bi-
ases or assumptions. Secondly, the authors ensured that there could
be no other meaningful explanations of the data. Thirdly, the authors
ensured that there were no contradictions in the data and that the
interpretation could be considered valid.

A movement between the whole (ie, all the data from the au-
dio-video observations, transcriptions of the audio-video, field
notes, interviews) and the parts (ie, the interpretations of the chil-
dren's stories) was performed to capture the meaning of the text
and the preliminary interpretations throughout the analysis process.
This back-and-forth movement between the whole and the parts
was carried out to ensure that the interpretations were related to
the phenomenon under study: being anesthetized as experienced by
children. Some tentative interpretations were excluded during this
phase because they did not fulfill the validity criteria. This resulted
in four tentative interpretations that were related to the aim: Being
powerless, Striving for control, Experiencing ambiguous comprehen-
sibility, and Seeking security.

The final phase of the analysis consisted of all interpretations
being compared with each other in order to uncover a comprehensive
understanding and a common denominator (ie, a main interpretation
that further explains the meaning of the data and the interpretations

that have been evaluated as valid). This step constitutes the highest
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level of abstraction and a more developed understanding of the phe-
nomenon, and the comprehensive understanding is more profound
than the tentative interpretation conducted at the beginning of the
analysis. Validity was tested in the last stage of this phase, where
two more criteria: to ensure the comprehensive understanding did
not leave out any relevant data and to ensure the tentative inter-
pretations (ie, the parts) related to the main interpretations (ie, the

whole) confirmed each other.1%1?

2.4 | Ethical considerations

The study was approved by the Regional Ethical Review Board (Dnr
2017/532-31). The participants were informed that their participa-
tion was voluntary and that they could withdraw at any time without
giving any reason.

2.5 | Methodological considerations

A greater understanding of the phenomenon and providing the chil-
dren with a chance to describe their experience can be attained in
a qualitative descriptive lifeworld hermeneutic study with different
types of data. The children varied with respect to age, gender, sur-
gical procedures, previous anesthesia experience, and the hospitals
where they received their anesthesia. This variety is a strength of
this study since all lifeworld research depends on a rich variation
in data.}® Some factors, however, limited trustworthiness during
the data collection. Firstly, the children's ability to concentrate and
retain their interest in the subject varied as well as their individual
ability to verbalize their feelings and thoughts. Creative methods
such as drawings, pictures, and a storybook were successfully used
to help the children express themselves.'! Video observations were
also valuable since the children's verbal skills were limited. Secondly,
some interviews took place the same day as the anesthesia in ac-
cordance with the parents' wishes, which could have affected the
children's ability to express themselves due to fatigue. Some chil-
dren received premedication, which could also have affected their
memories. However, it can be said that the large number of inter-
views generated rich and robust data.

3 | RESULTS

Anxiety concerns the children's worries and fears and is a core emo-
tion that emerged in all of the themes. The interpretive themes
should be understood on this basis.

3.1 | Being powerless

Being powerless can manifest itself with reactions such as stom-

ach aches, body tremors, and difficulty sleeping days before the

anesthesia and usually increases as the day of anesthesia induction
approaches. Anxiety can be expressed through verbal and bodily
protests in the OR; for example, one child hid under a blanket and
another kicked or pulled his/her head to one side (9 and 12 years old,
respectively). Sometimes feelings of powerlessness were expressed
through silence in an attempt to regain their power. This sense of
powerlessness appears to be related to a feeling of not being able
to affect the care process. Anxiety about complications may occur,
such as pain and insufficient anesthesia, and thus, a risk of waking up
during the surgery may also involve thoughts about the risk of dying:
“The anxiety will always be there when you're being anesthetized.
Even if you're an adult, | think that you'll be anxious as there is a
chance that you'll die” (13 years old).

The feeling of being powerless can be increased if the technolog-
ically advanced environment is unfamiliar and frightening. Unfamiliar
sounds such as alarms from the monitors may reinforce the experi-
ence of anxiety: “It [the anesthesia equipment] would take some-
thing, it would take me” (4 years old). The anesthesia equipment is
perceived as the most core in the OR because it maintains vital func-
tions and anxiety exists about its safety: “If something went wrong
with the breathing machine so that | couldn't breathe anymore” (10
years old). However, some children seem intrigued by the equip-
ment, especially those with technical interests, and their curiosity
seemed to coincide with a reduction of anxiety and a reduction of
feelings of powerlessness.

Powerlessness can also occur when children are exposed to
various procedures that they cannot affect and avoid. This may in-
volve painful procedures such as intravenous cannulation, a foreign
substance penetrating their bodies, and being subjected to restraint
at the time of the anesthesia induction reinforces the feeling of
powerlessness.

The child who drew the above illustration described the drawing
as follows: “I draw myself and I'm anxious [Figure 1]. One of the staff
holds the mask. Mom sits by my side, and one of the staff gave me
a syringe and then he just kept going and held the mask.// | cried
when they forced me and then he said it would smell a little of petrol

FIGURE 1 The child's drawing of his/her facial expression
reflects the child's anxiety (9 y old)
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[breathing mask]. | just wanted to smell it carefully first and not just
pushed near my nose. It smelled like a world of molten rubber, it
smelled everywhere, disgusting” (9 years old).

Aspects that can further affect the children's sense of power-
lessness as the result of being anesthetized are linked to the number
of staff around them. This sense of powerlessness seems to accom-
pany the realization that these staff are busy working on several
tasks at the same time: “I don't like it when there's a lot of people
gathered around me and so. | think if | was to accept it then there
should only be one nurse sitting there next to the bed” (9 years old).

A sense of powerlessness can also be reinforced when the
child does not want to talk to the staff on the anesthetic unit due
to anxiety about not being listened to or not having their feelings
confirmed: “They'd said | didn't have to be anxious and so. And if I'd
said it to them, that | am anxious, then they would have said that you
always have to be a little anxious” (10 years old).

3.2 | Striving for control

Striving for control occurs when different strategies are used and
when the children try to endure and distance themselves in order to
manage their feelings: “ was a little anxious, but | am not the type who
is sensitive, | can hold out” (11 years old). Some children wanted to
keep from crying: “My body said stop, try not to do it. It just said so. |
don't know why” (6 years old). These children often expressed doubts
about being able to live up to expectations (eg, not being brave).

Children want to understand the process of anesthesia and the
equipment they will be exposed to, but they also want the opportu-
nity to be involved and make decisions about the process. For ex-
ample, they could hold the breathing mask or sit on the operating
table during induction to get the sense of regaining control: “It was
scary to lie down, the anesthetic machine can be dangerous” (4 years
old). Striving for control can also involve observing things the staff
are doing rather than being distracted by the staff, for example, by
showing stickers.

Feelings of a loss of control may occur if trust and competence
in the staff on the unit are lacking: “It looks scary, there are so many
machines and so many tubes [in the OR]. | don't know how | could
keep track of all that and | don't know how they are able to do it. If
they [the staff on the anesthetic unit] forget something and some-
thing goes wrong” (12 years old).

A loss of control can also occur when a child's memory fails due
to the effects of premedication and anesthesia. This loss of control
can entail that he/she can have feelings of uncertainty: “I didn't
know what it would be like. [...] | didn't see or hear anything. So when
| woke up, it looked different in the room” (6 years old). The sedative
effect of the premedication contributed to a desire for control for
some children: “| was so tired that | couldn't ask for anything” (12
years old). A loss of control can also be due to the child succumbing
as there is no return from the situation. This situation is explained by
the fact that the child's anxiety cannot be reduced, so they do not

ask questions and choose to be anesthetized quickly.

3.3 | Experiencing an ambiguous comprehensibility

Children are unsure about how the anesthesia induction is carried
out. Some anxiety persists, especially if the child has no experience
with anesthesia, in spite of being provided with preoperative infor-
mation such as brochures, films, and visits to the surgical depart-
ment. Furthermore, if a previous anesthesia induction had been a
negative experience, anxiety and doubt remained: “I'm calmer when
| know what is happening. The first time | was so scared. | cried” (13
years old).

Familiarity with equipment appears to help reducing anxiety. For
example, if the children realize that the breathing mask resembles
their own asthma mask, they will feel more comfortable with the
procedure. Information can be provided repeatedly in different ways
to increase the children's comprehensibility of anesthesia, as in the
case of this 10-year-old child:

Child: Where did | get the medicine?
Member of staff: Do you remember?
Child: No.

Member of staff: In this plastic cannula here [pointing

to cannulal.

Comprehension is reduced considerably and anxiety appears to
increase when no information is provided: “In the beginning, | didn't
know about the needle just that | should breathe through the mask.
And | thought why can't | just breathe through the mask and insert the
needle when I'm asleep?” (9 years old). The children's imagination can
prevail if no information is given about the equipment in the OR: “That
there would be evil things. | saw lamps and things and | thought they
would do something” (8 years old). Difficulties in understanding meta-
phors used by the staff can also lead to incomprehensibility: “They [the
staff] said sleeping milk, so | thought it was a glass of warm milk, but |
didn't get any milk as | thought” (6 years old).

There is, however, an ambivalence about how much informa-
tion the child desires. It becomes a question of balancing between
comprehensibility and incomprehensibility. There also seems to be
a need for the children to distance themselves from the information
that is available. The ambiguity that arises in the quest for compre-
hensibility also includes the time in the OR: “It went so fast, | wanted
them to talk more about what they would do, they could have done
one thing at a time, it went so fast, it became too much” (12 years
old).

3.4 | Seeking security
Seeking security is connected to the fact that the children see their

parents as being responsible for stability and the latter thus become

an obvious part of anesthesia process; that is, children see their
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parents as protection against danger: “They [my parents] can take
care of me. They have been around all my life; it feels more secure”
(13 years old). This feeling of security can be compromised if parents
are not allowed to accompany their children into the OR. Feelings of
security are facilitated when parents encourage and confirm their
child by encouraging them to express their thoughts and feelings
and by being physically close. For example, when a member of staff
on the unit asked a 9-year-old boy if he wanted the mask, he started
crying and turned his body toward his parent, who hugged him. It
seems important there are no physical obstacles that hinder the par-
ents' physical access to their child: “I [6-year-old] wanted to cuddle
and hold [my mom], but | got a crocodile [oximeter] there. Mom was
to hold my hand, but that's not possible. What will happen now?” (6
years old).

Most of the children experienced less anxiety if their parents
were involved. However, parents do not seem to be able to eliminate
all anxiety: “l do not want to be there myself because | am anxious in
that room. She [parent] is with me all the time, makes me feel calmer”
(8 years old).

Seeking security can be understood as a desire to bring the par-
ent, who is responsible for basic security, into the OR. It may apply
to the parent who is generous with physical proximity and who is
usually the one who is available the most to provide comfort and
support in everyday life: “It's just that my body says mom” (9 years
old). However, most of the children also request participation from
both parents. This can be explained as constituting a strengthened
protection against danger since parents can complement each other
and thus further reduce anxiety (Figure 2).

The staff on the unit also represent security, but it seems that
they do not generate the same sense of security for the children
as the parents can do because they are unfamiliar to the child and
establishing relations with the staff is difficult. The children's mem-
ories of the staff from the anesthetic unit in the OR are vague: “The
only thing | remember was mom” (10 years old). These staff need
to initiate communication because children might find it difficult

FIGURE 2 The drawing illustrates the importance of parental
involvement for the child and shows the child's wishes. “I said both
[parents]! But then it was just my mom” (6 y old)

to have a conversation with a stranger: “The best was the guy who
talked, those who talk, and that they talk to me because I'm the one
to be operated on” (10 years old). Some children can also be made
less anxious through conversations about their everyday life, helping
them imagine being in an environment where they feel safe. These
types of conversations also convey to the children that the staff are
interested in them and concerned about their safety. It is thus crucial
that a positive, calm, and relaxing environment is developed: “They
are important for security. If people aren't kind, then you do not
want to come back. They should have a kind voice and know what
to do and what to say. That's all that's needed” (13 years old). These
conversations can also involve using toys or a tablet such as an iPad.
Other objects brought from home such as cuddly toys or computer
games can also strengthen feelings of safety, increasing the child's
sense of security (Figure 3).

3.5 | Main interpretation

Being anesthetized can be understood as a threat to life and where
anxiety is more or less constantly present. Children fear both being
anesthetized and the overall procedure. It is a struggle to keep the
body intact from the external threat that may occur in the OR.
Anxiety decreases if the external threat is diminished and help is
sought primarily from those who are well known and the child feels
safe with. Anxiety may increase if external threats and loss of control
increase. Despite the child's own central position in the situation,
the power of the adult becomes apparent and defense strategies are
used, which become visible through verbal and bodily protests as
well as through silence and distance.

The goal is to achieve health and well-being, but the way to get
there is perceived as difficult. There is a desire to gain comprehen-
sibility in order to be able to cope with anxiety, but knowledge can

also increase anxiety. It seems as though anxiety can be reduced

FIGURE 3 The drawing illustrates how a child wishes the
procedure to be carried out: “A happy mouth [on the child in this
figure] and my mom holding me and a nurse sitting next to me and
giving the injection. The nurse came into the room and talked and
so. Without any machines nearby” (9 y old)
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by implementing measures that enable control and security. The
more protective factors there are, the stronger the shield against
the threat located in the OR. Protective factors include allowing par-
ents to be present and applying a caring approach with the individual

child in focus.

4 | DISCUSSION

The main finding in this qualitative study is that being anesthetized
is multifaceted and can be understood as feelings of powerlessness.
Being anesthetized also involves anxiety about enduring painful pro-
cedures and being in a technologically advanced environment with
unknown people. Although children have extremely limited choices
and therefore reduced participation in ORs, they strive for control.
When the children seek comprehensibility in anesthesia, it concerns
gaining knowledge about how anesthesia can be implemented.
However, when the search for comprehension becomes ambiguous,
children can feel ambivalent about how much information they want
and need. When anxiety is present, children seek security, especially
by leaning toward their parents. The anesthetic staff can provide
some protection, but it seems they are not as significant for the chil-
dren's security as the parents are.

Earlier studies have also found that children are anxious during
anesthesia induction.* Our study found that children expressed their
feelings in different ways in an attempt to restore a sense of power, of
being in control. One study showed that only 3% expressed significant
vocal and/or physical resistance during induction.*® This response can
be explained by the fact that children can use different strategies such
as being quiet or hiding when they feel threatened. Children develop
coping strategies (ie, their own ability to deal with a threat) based on
their own internal conditions and previous experiences.14

Children attempt to regain control or participate in decision-mak-
ing in spite of their limited choices. Their control can to some extent
increase if they are able to make some decisions themselves. This
is in line with the findings from other studies; for example, children
want to express their opinions, ask questions about care and pro-
cedures,*® and make decisions about small matters such as holding
the breathing mask.® Staff and parents should demonstrate that they
want to hear what the children have to say and about how they are
feeling as well as encouraging them to be involved in decision-making
and sharing of responsibility in order to access and understand the
children's perspectives.’ Staff are more likely to talk with an older
child to provide information and to include them in decision-mak-
ing," but it is necessary to involve all children in decision-making
irrespective of age. These seemingly small interventions can improve
outcomes. This does not mean that the children should be pressed
into being involved in decision-making; that is, listening to children
is not the same as giving them sole responsibility for making deci-
sions.'® Children need to be given space regarding time, support, and
active engagement to ensure parti(:ipation.19

One study20 also indicated that children are uncertain about

which method of information and timing would be the best. In an

earlier study, younger children asked for more information about
the operating environment and it has been shown that children who
exhibit a higher degree of anxiety demand more information. The
information requested by children mainly concerns the operation,
anesthesia, and any pain associated with a procedure.?*

Reducing children's anxiety is still a challenging issue, and various
methods have been studied and can be used. The role of parents
in the OR has been discussed for decades, and some studies have
shown that parental presence in the OR might not reduce preoper-
ative anxiety. The children in our study thought that their parents'
presence in the OR reduced their anxiety and often portrayed their
parents as defenders, a response that resembles the way Bowlby'522
attachment theory is linked to anxiety. This type of anxiety is related
to unfamiliar people and places, sudden changes in the environment,
and being alone without parents. Attachment theory highlights the
importance of a lasting relationship with parents, which includes a
strong tendency to seek security when experiencing anxiety. The
parent-child relationship is one of our strongest emotional relation-
ships. The older a child is, the less significant is the attachment;
nonetheless, an older child might experience anxiety if there is a
threat and/or loss of someone close.

Our results support the practice of allowing both parents to be
present during anesthesia induction. One parent is usually allowed
to be present in Sweden. Parents have a strong desire to be present
and they also want to be with the other parent.?® The parents in our
study appeared to manage their own emotions very well, at least
until the children were anesthetized, a time when support is needed.
There is a correlation between parents' level of anxiety and their
children's level of anxiety.?* Reducing children's anxiety is partly the
result of reducing parental anxiety. Parents should thus be offered
behavioral or other interventions to help them manage their own
anxiety.

5 | CONCLUSION

Being anesthetized makes children feel powerless, and unable to
protect their bodies. Being anesthetized induces anxiety as the chil-
dren are in a technologically advanced environment with members
of staff that are unknown to them while enduring possibly painful
procedures. To facilitate their experiences, staff from the anes-
thetic unit should highlight the children's own feelings, listen to their
unique wishes, provide individualized information in a positive and
calm environment with few people around, and let parents be physi-

cally close.
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Parents’ experiences of their child’s
first anaesthetic in day surgery

Lisbet Andersson, Ingrid Johansson and Sofia Almerud Osterberg

Abstract
Background: Parents play an important part in their child’s anaesthesia.
When a child has to receive anaesthesia, it is of great importance
that parents are there by his/her side as children depend on them for
support. Many parents worry and experience fear before their child’s
anaesthesia and studies show that there is a correlation between a
worried parent and a worried child. Aim: The purpose of this study
was to illustrate the meaning of being a parent at one’ child’ first
anaesthesia in day surgery. Method: Six parents were interviewed
and data were analysed using a descriptive qualitative approach
inspired by phenomenology. Result: The phenomenon, ‘a child’s first
anaesthesia in day surgery as experienced by parents’ is based on
the following components: ambivalence between worry and relief,
a feeling of losing control, needing to be prepared, being able to
be present and a need of emotional support. Conclusion: Specific
individually-adapted information with a compulsory preoperative
visit, presence and participation from, if possible, both parents at
their child’s anaesthesia but also designated staff from the anaesthetic
team to focus solely on supporting the parents at their child’s
anaesthesia induction can improve the conditions for security.

Key words: Child anaesthesia B Day surgery B Experience B Parents
B Phenomenology

he number of children who are operated on in
day surgery increases steadily in proportion to the
development of surgical techniques and improvements
in anaesthesiogical methods. Parents play a major role
in paediatric anaesthesia and the expectations are that they
will be able to support their child. Difficulties in providing
support can, however, arise when the natural caring is
disturbed in some way. This can be owing to the parents’
vulnerable position and feelings of worry and uncertainty.

Background

Parents often experience worry when a child is to be
anaesthetised. Scrimin et al (2009) show that 47% of parents
are worried and 26% have symptoms of stress. Parents’ worry,
when a child is to be anaesthetised, is at its highest level for
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the anaesthesia induction. This is the point in time when
the child under the influence of the medication is placed in
a reversible unconscious state, and when they have to leave
their anaesthetised child in the operating theatre (Kain et
al, 2003). The child’s worry can be reduced by working to
prevent the parents” worry (William Li et al, 2007; Fortier et
al, 2010).

A lack of information causes the parents to feel that it
is difficult to inform their children about what is going to
happen at the hospital but, at the same time, parents state
that a lot of information can cause the children to worry.
This statement is not, however, confirmed by the children
themselves as they tend to think they do not receive sufficient
information (Runeson et al, 2007). Children feel it is
important to be able to understand and to prepare themselves
for their treatments; when they receive information, they
feel they are being treated as people with rights (Coyne,
2006). Parents’ level of preparation is related, to a great
extent, to the information they receive (Himes et al, 2003).
More than half of all parents want to have more information
about pre-medication, anaesthesia induction, side effects and
postoperative pain alleviation (Wisselo et al, 2004).

A literature review by Kain et al (2006) focused on parents’
participation during a childs anaesthesia and found that
worried children who have calm parents are significantly less
worried prior to anaesthesia induction. On the other hand,
parents who themselves are worried should not participate
when their child is to be anaesthetised as their presence does
not make any difference for the child. For a calm child, it
can actually increase the child’s worry. It is, however, routine
procedure in Sweden that a parent is present when his or her
child is to be anaesthetised. Previous research into parents’
experiences of their child’s anaesthesia has mainly been
carried out with quantitative measures. This article focuses on
the qualitative description of a child’s first anaesthesia in day
surgery. The aim of the study was to illustrate the meaning of
being a parent at one’s child’s first anaesthesia in day surgery.

Methods
A descriptive qualitative approach inspired by phenomenology
was chosen for this study.

Phenomenology

The focus in a phenomenological research approach
is on an individual’s lived experiences. The body in a
phenomenological perspective is seen as a subject, which
means that the body is full of memories and feelings and
can create meaning. Everything that a person experiences
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has a meaning and has its origin in the lifeworld. It is the
experience of a phenomenon that is to be captured in
phenomenology, and openness, flexibility and sensitiveness
are needed in order to do justice to the natural experience.
By using phenomenology, the researcher wants to describe
the world he or she studies with as exact a description of
the phenomenon as possible. The researcher has to assume a
critically reflective attitude (Giorgi, 2009).

Data collection
Interviews were determined to be the most suitable method
for describing people’s experiences for data collection.

Sample

The inclusion criteria for the study were parents with children
under 18 years of age who had been anaesthetised for the
first time in day surgery. The parents were also required to
be able to understand and speak the Swedish language. Five
mothers and one father participated in the study. All the
parents were cohabiters, their children were between one
and 7 years of age and had received ear, nose and throat day
surgery and been anaesthetised at a medium-sized hospital in
southern Sweden.

Procedure

After receiving approval from the chief medical officer for the
ward, contact was established with a nurse from the children’s
recovery room, who assisted in the sampling in accordance
with the study’s criteria. The request for participation in the
study was made when the child was to be discharged and the
parents received an information letter. The nurses working
on the recovery ward provided the lead author with names
and telephone numbers of the parents who consented to
participate. Those parents were contacted by the lead author
by telephone after their visit to the operating theatre and
were given further information.

All the children had received pre-medication and each
child’s anaesthetic induction was by inhalation. The parents
were present up to and including the anaesthetic induction.
All the parents had received the standard written information
but had not taken the opportunity offered to them to visit the
operating theatre prior to the operation.

The informants chose both the time and the place for the
interviews. In four cases, they took place in participants’ own
homes and in two instances, in a room at the hospital. The
interviews lasted between 20 and 45 minutes, were audio-
taped and were carried out within 3 weeks of the child being
anaesthetised. The interviews commenced with an open
question:‘Can you describe your experience when your child
was going to be put to sleep?’ The parents were encouraged to
speak as openly as possible in order to gain a clear and detailed
description of the phenomenon and follow-up questions
were put forward, such as ‘Can you tell me more about that?’.
The lead author transcribed the interviews verbatim soon
after they took place. A pilot interview was also carried out
with the first parent the lead author contacted in order for
the author to gain an impression of whether the question
was easy to understand and corresponded with the aim of the
study. The pilot interview was included in the study.

Analysis

The analysis was carried out with a phenomenological
perspective in accordance with Giorgi’s (2009) human science
method. The initial phase of the analysis consisted of several
readings of the material in order to gain a sense of the whole.
The text was then divided into meaning units, which were
analysed with the phenomenon, ‘parents’ experiences of their
child’s first anaesthesia in day surgery’, in focus as the goal of
phenomenological analysis is the meaning of the experience. In
order to verify whether the transformation of the text had not
resulted in the loss of its original meaning, the original text was
regularly checked. The lead author used imaginary variations
in this phase in order to distinguish the phenomenon. This
process entails attempting to vary the descriptions of the
phenomenon until the most exact description of the meaning
is reached. A core feature of the process includes the application
of the critical approach that the phenomenological reduction
demonstrates, and entails bridling one’s prior understanding so
that one’s own values or interpretations do not influence the
analysis.

The general structure was achieved by rereading the
transformed units several times and comparing them in
order to discover patterns. The general structure could finally
be seen as a new whole by understanding the meaning of
the relationship between the transformed meaning units.
Quotations from the meaning units exemplify the description
of the general structure. Where parts of a longer quotation have
been omitted, these are marked with *//°. The nursing staft are
termed ‘nurse’ in the results section.

Ethical considerations

The study has been approved by the Regional Ethical Review
Board for south east Sweden and conformed to the principles
outlined in the Declaration of Helsinki (World Medical
Association, 2010).

Results

General structure

The parents’ desire is to protect their child from worry
as the child is in an unfamiliar environment and they
experience their childs first anaesthesia in day surgery as an
overwhelming feeling when a new unpredictable situation
appears and everyday life changes. The phenomenon is revealed
in ambivalent thoughts that are formed in terms of relief about
regaining health but, at the same time, worry and uncertainty
arise because of the unknown in the situation. The worry
manifests itself most strongly at the time of the anaesthesia
induction when feelings of losing control are experienced.
Preparation in the form of information and participation, the
presence of the other parent but also emotional support, are
needed in order to regain control and security. Emotional
support comprises an encounter that is characterised by trust
and security and if the emotional support is not forthcoming,
feelings of loneliness and insecurity can arise.

Ambivalence between worry and relief

The parents experience relief and deliverance in that the
operation is to help the child and that the trying time with
illness and pain will soon be over. Thinking that the child
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will soon be well again makes it easier for them to cope with
more difficult and worrying thoughts, which consist of an
uncertainty about what will and could happen to the child:

‘... you don’t know what it will be like and what
the child looks like when it falls asleep. It feels a
bit scary, almost as they are dying.

The parents are worried about the operation and possible
complications that can arise but are most of all worried about the
anaesthesia and, in particular, the induction. The process of falling
asleep can go quickly and smoothly, but can be experienced as
taking a relatively long period of time, and seeing one’s child
trying to get free was experienced as being unpleasant.

‘She breathed so strangely, it sounded strange,
just as though it was difficult to breathe. It
sounded awful.

The parents have a feeling of not really knowing what will
happen when the anaesthesia is induced and this strengthens
the fear. Uncertainty and consequent worry exists because
of all the technical equipment involved, which the parents
can tend to think signals that something is wrong when the
anaesthesia is simply being induced:

‘The apparatus makes a noise, you are not familiar
with it, you just see all the curves.’

The parents want to protect their children and want
information about the technical equipment in order to
understand what is happening. They do not feel that their
child is worried prior to the anaesthesia as they feel the child is
young and trusts the parents’ knowledge and ability to provide
security and stability.

Feeling of losing control

A sense of powerlessness is felt by the parents as a result of not
having control over the situation prior to the child receiving
anaesthesia. They feel that it is difficult to let go and a sense of
vulnerability emerges.

‘I lose control because I don’t really know what
everything is about; all the things that are there.
Then there is also the fact that I don’t trust those
that are there. That’s how I felt.

‘When the child is asleep, parents feel that the nurse wants
them to leave the operating theatre quickly. The parents are not
really prepared for this and feel that they do not receive any
explanation for it.

‘It is an unpleasant feeling for a parent. They only
say that she is sleeping now and that we should
leave.You feel that tears start to run, you can’t stop
it. It just happens.’

Information is needed throughout their stay and the parents
experience the waiting time, when the child is in the operating
theatre, as quite tiresome. This is particularly the case when the
nurse gives them a time and that time is extended but no one
informs them why there is a delay before the child comes to
the recovery ward. The uncertainty is taxing and the parents
start to think that the child has suffered from complications
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during the anaesthesia or the operation. The parents emphasise
that it is important for them to be informed of any delays.

‘They said that it would take 10 minutes but I
think that it took 20-25 minutes before anyone
came to fetch me. Then I started to wonder a little,
if something had happened.

The parents feel that there are limitations, when it is an
unfamiliar situation, in not being able to have control and just
having to accompany the staff. The parents feel that they are
safe with the nurses and that they are trustworthy but there is
still some scepticism.

“You feel that you are very small here at the
hospital. You put your child’s life in their hands
and have to assume that they know what they are
doing//you don’t really lose that feeling that they
are taking control.

Needing to be prepared

Information was seen as the most essential factor for being
able to cope with the situation. It was seen as valuable to have
time to prepare oneself at home with the help of some written
information.

‘We have read the brochures with the pictures
many times//she has come and wanted us to read
the book//but it would have been good with an
extra page of information for the parents.

The parents mostly want to have information that more
specifically concerns anaesthesia. They also want to be able to
have telephone contact with a nurse, who is specially trained in
anaesthesia, should questions arise prior to the anaesthetic. The
parents know that it is possible to visit the operation ward and
to get more information but feel that their child is too young
to be able to assimilate that information. However, they point
out that they themselves would probably have benefitted from
making such a visit prior to the operation but felt that there is a
lack of time to do this as the preoperative visit is only available
once a week.

Several ways of gathering information are used in order for
parents to be able to understand and prepare themselves. Parents
want to know how the anaesthesia induction will be carried
out and how the child will react, but facts about the operation
itself are also important. Information is collected from the
hospital, but also via social networks, particularly through
personal relationships with staff within the health services, from
one’s own prior experiences and from media sources. Parents’
own experiences of being anaesthetised and those from others
close to them help them to better understand what to expect
is going to happen.

The information that the parents receive from the nurse
anaesthetic on the same day as the operation is experienced as
being matter-of-fact and good, but if something is missing in
the information, a sense of insecurity is created:

‘It is surely just a routine and an everyday
experience for them who have done it many
times, but for me it’s very difficult.
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It is important that the nurse realises that it is a new
and unique situation for the parents. They describe being
present at their child’s anaesthesia induction as a special
experience and it is, therefore, necessary for them to receive
comprehensible information:

‘Then you had to prepare yourself as best you
could. I got good information beforehand that
there could be some twitching and that she could
breathe a little strangely//it was necessary to

get such information otherwise you would, as a
parent, be very scared//.The alternative is for
the nurses to talk to the parents about it in the
operating theatre. But then it’s too late. Then you
can be hysterical. If you believe that they are to
fall asleep peacefully and then something like
that happens. That’s something that people would
react to.

The parents state that it is of great importance that the
nurse is flexible enough for the child to participate in the
preparation and in the anaesthesia induction in a pleasurable
and positive way. Security and trust are created when it is the
same nurse who follows the child and the parents throughout
the care process.

Being able to be present

Being able to be close to one’s child as long as possible feels
natural and secure for the parents and it means a lot to them
to have that opportunity. They feel that it is important to be
strong and steady for their child and think that it is important
that a positive atmosphere is created around the child:

‘I thought that I could be a support for my
child. That is my duty as a parent. So that’s
what I always try to be. I think that I was.You’re
supportive by just being there and being calm
and assured.

The parents felt that it was important that the nurses
trusted them, being as they know their child best and know
how the child usually reacts. The parents want to be involved
in the care of their child and they felt that there was an
opportunity to participate in the preparation room when the
situation concerned the way in which the child would take
his/her preparatory relaxing medication:

‘The staff would never have been able to get him
to take the drink if we had not been there. It
doesn’t work with people he doesn’t know. He’s
sensitive for things like that.

The parents feel that they can participate in the decision-
making in the operating theatre, for example, about where
the child should fall asleep—in their arms or on the surgical
stretcher—and that felt secure.

The parents have a basic need to protect their child from
worry and fear in all situations but particularly when the
child is in a vulnerable environment:

‘...we do everything, even the difficult things
together. So that there will be no fear for them.

Even if it is hard I’'m always there.

Need of emotional support

It means a great deal to be taken care of in a professional
manner when a parent feels worried and vulnerable. The
parents’ experience of how friendly and professional a nurse
is and whether he or she takes time with the child and the
parent is important:

‘In particular, a pleasant attitude and that is
actually always the most important part of the
care.

Small things such as remembering the childs name are
described as being very personal and considerate. A sense of
security is created when the nurse perceives the child as a
unique person.

At the same time, the parents are supported well by the
nurse so they can experience a sense of loneliness just at the
point in time when the anaesthetic is induced as attention
is mainly focused on the child. The parents feel that it is
necessary that the child receives all the attention but wish
that someone else in the operating theatre could care about
them a bit more:

‘... a little pat on the shoulder that can release
my tension.’

Worry and fear are most strongly expressed in the operating
theatre and to receive support there is seen as being most
important:

‘They were very good with my daughter and
being as they were so good with her so it was
through her that I thought that it was all right.’

The ideal is perceived as being when both parents can
follow the child to the operating theatre. They feel that the
support from the child’s other parent is important as feelings
can be discussed and a supportive hand that recognises their
feelings is close by.

¢...] had wished that he was with me but it
went well.

There is a desire to share the worry. There is also an
ambivalent feeling in both wanting to and not wanting to
follow the child to the operation. If both parents have the
opportunity to follow, the responsibility and worry can be
shared and the burden is lighter. The parents are then in the
same vulnerable position as the child is theirs together. They
would have the same aims and a similar understanding of
the situation.

‘He said that I know that you are strong but if
you had not managed it then I would have done.

Methodology

A descriptive phenomenological approach was chosen with
the parents’ lifeworld in focus. Interviews are the only way
in which it is possible to gain access to a person’s lifeworld
(Kvale, 1997). The aim of the study was achieved with the
chosen method. The choice of phenomenology in preference
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to another qualitative method, such as hermeneutics, was
based on the aim to describe the phenomenon on its own
conditions and to not interpret the material with the help
of a theory. Nurses on the recovery ward assisted in the
sampling procedure, where during a 2-week period, parents
were asked if it was the first time they were there to have
a child operated on and if so, would they consent to being
interviewed. A potential risk with the sampling procedure
was that the staff had the opportunity to determine who
they thought would be suitable to be interviewed. However,
as the aim was to illustrate the meaning of being a parent,
the potential risk was not deemed to have any significance.
As the lead author did not ask the parents directly, she had
no knowledge of any drop-outs. Five of the six parents who
participated were mothers and one was a father. The sample
most probably reflects reality as Scrimin et al (2009) have
reported that it is more often mothers who are present at
their child’s anaesthesia. The result in the present study can,
however, be influenced as previous research has shown that
mothers are generally more worried for their children in this
specific situation (Messeri et al, 2004; Scrimin et al, 2009;
Chorney and Kain, 2010).

In a phenomenological analysis, it is not the individual
structures that should emerge but, rather, the general ones
in order to clarify the phenomenon and make it transferable
to other contexts (Giorgi, 2009). A phenomenon is best
illustrated through its depth rather than how many there
are who have experienced the same thing. For this study, six
parents were considered to be a sufficient number in order to
gain material that had a rich meaning and to encourage the
emergence of a general structure. The aim was to conduct an
open and flexible dialogue with the informants in order to
gain a deeper insight based on the parents’ lifeworld.

Discussion
Security and participation
The results in the present study demonstrate that the parents
are worried when their child is to be anaesthetised, which
confirms the results presented by Kain et al (2003), Li and
Lam (2003) and Scrimin et al (2009). The experience of
worry and a loss of control over one’s child is a strong
emotion and one that the parents experience when the
anaesthetic is to be induced but, in particular, when they
have to leave their sleeping child. The parents trust that the
staff performing the anaesthesia will take care of their child in
the best possible way, but the lack of their own involvement
leaves them with a sense of insecurity. The parents maintain
that a loss of control generates a sense of powerlessness and
a lack of participation they are not used to. The feeling of
security is, according to Dahlberg and Segersten (2010), a
basic feeling that is closely linked to self-esteem, knowledge
and control. The parents’ knowledge and understanding also
constitute the prerequisites for being able to experience
participation. The challenge for the nurse is to be able to
create participation but to do this only by giving the parents
the main responsibility for the caring, allowing them to
understand that it is only through being a parent with the
ability to be comforting for their child that they participate.
It is necessary that the parents are prepared for the

experience of the induction of the anaesthetic if they are
to be present and the result indicates that information is
also necessary for them to achieve a sense of control. The
parents feel that they receive good information from the
nurse when they come to the operation ward. However, the
information they receive at the preoperative phase is seen as
being insufficient. Similar results have been seen in a study
by Chorney and Kain (2010) where parents were found to
want more information and the parents who received more
detailed information were less worried than the parents who
received less information.

The parents in the present study did not take the opportunity
to make a preparatory visit to the operation ward despite the
possibility of doing so. The parents admitted, however, that it
would have been useful if they had visited the ward to get a
greater understanding and knowledge of what would happen.
Previous research has shown that preparatory visits for children
and parents generate less worry and more satisfied parents
(William Li et al, 2007; Li and Lopez, 2008). As information
is the core for the understanding but also for the creation
of control and promoting participation, the health services
must create opportunities for more generous opening hours
for parents and children to come for preoperative visits. The
information provided also needs to be further developed so
that the parent perspective is made visible. The parents’ needs
and wishes can emerge if the information is individually
adapted. Information that is given too close to the time
of the anaesthetic can make it difficult for the parents to
emotionally prepare themselves; this information must be given
in good time prior to operation. Parents have to take a greater
responsibility during day surgery as the period of treatment is
short and a prerequisite for it to work is that the preoperative
care includes the provision of good information.

A supportive encounter
A focal point for the organisation of the health services is
to support and promote the encounter between patients
and their parents, and the nurses. In the results, the parents
describe their appreciation of the concern the nurse showed
for them and their children and expressed that the nurse has
a significant role to play in providing emotional support.
However, they maintain that the support should have been
even greater at the time of the induction of the anaesthetic.
An optimal preparation can be created for the parents
for their child’s anaesthesia induction. This can include a
well thought-out perioperative plan for the whole team
in the operating theatre, and staft being made available to
support the parents. The nurses have an important duty in
encouraging the parents to give their child support and in
emphasising the parents’ resources, but also in confirming that
their presence is appreciated and necessary.Voepel-Lewis et al
(2000) maintain that parents are good at predicting how their
child will react to the anaesthesia induction. The results of
the present study emphasise that despite parents’ worry, they
have the ability to support their child by being close. This is
confirmed by Himes et al (2003) and Tourigny et al (2005)
where the parents describe themselves as being a support for
their child but also for the staff on the anaesthetic ward.
Short encounters on the operation ward, owing to limited
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time, constitute a difficulty as greater demands are put on
the ability to satisfy the wishes for security and trust, which
the parents and children have. In a care culture where time
is of the upmost importance, it is crucial that the nurse can
still take time to enable the encounter to feel good. Both the
child and the parents have a need for support and it is a whole
family that needs to be cared for by the nurse when a child is
to undergo anaesthesia. It is thus necessary to actively involve
parents; this will create the best possibilities for increasing the
child’s wellbeing and security in nursing care.

The parents’ need for each other

It can be seen clearly in the results of the present study that
the support from the nurse is not sufficient and the parents
also want to have support from each other. They want to be
together when the anaesthesia is induced and feel that the
nursing staff can never fully replace the supportive function
that the parents feel they have with each other. This is owing
to the family ties being strong and that they chiefly trust each
other when their own child’s care and safety is concerned.
They express that it is not mainly to relieve the child’s worry
but that their own worry will be reduced and, thus, the
support for the child will be more optimal. This is confirmed
by Kain et al (2009) who show that the child’s worry is not
affected if one or both parents follow their child into the
operating theatre, but that the parents’ worry is reduced if
both follow their child into the operating theatre.

Conclusion

Further research should be carried out from a lifeworld
perspective. It would be valuable to study the phenomenon
from a gender perspective, for example, why fathers do not
follow their child for their anaesthesia to a greater extent.
Furthermore, there is a need to study how nurses experience
the possibilities for supporting and giving information to
parents during the short encounters that take place on an
operating ward.

The results of the present study show that parents
experience a number of thoughts and feelings about their
child’s anaesthesia. Relief, worry and powerlessness, as well as
security, support and confirmation are to be seen. The most
prominent finding is that the parents’ need for information,
participation and support are crucial in creating their sense
of security and control. This is necessary for the parents so
that they can, in turn, provide support to their child in the
best possible way. It is especially important that the nurse

aims to be attentive to the parents and see the needs of the
whole family. It is, therefore, necessary for nursing staff to
be given the specific task of being the parents” support at
the anaesthesia induction, and also to give both parents the
opportunity to be together with their child, so they can
support each other.

Conflict of interest: none.

Coyne I (2006) Consultation with children in hospital: children, parents” and
nurses’ perspectives. | Clin Nurs 15(1): 61-71

Chorney JM, Kain ZN (2010) Family-centered pediatric perioperative care.
Anesthesiology 112(3): 751-5

Dahlberg K, Segersten K (2010) Halsa och virdande i teori och praxis. (Health and
caring in theory and praxis). Natur och kultur, Stockholm

Fortier MA, Del Rosario AM, Martin SR, Kain ZN (2010) Perioperative
anxiety in children. Pacdiatr Anaesth 20(4): 318-22

Giorgi A (2009) The descriptive phenomenological method in psychology: a modified
Husserlian approach. Duquesne University Press, Pennsylvania:

Himes MK, Munyer K, Henly S] (2003) Parental presence during pediatric
anesthetic inductions. AANA ] 71(4): 293-8

Kain ZN, Caldwell-Andrews AA, Maranets I, Nelson W, Mayes LC (2006)
Predicting which child-parent pair will benefit from parental presence
during induction of anesthesia: a decision-making approach. Anesth Analg
102(1): 81-4

Kain ZN, Caldwell-Andrews AA, Mayes LC, Wang SM, Krivutza DM,
LoDolce ME (2003) Parental presence during induction of anesthesia:
physiological effects on parents. Anesthesiology 98(1): 58-64

Kain ZN, Maclaren ], Weinberg M, Huszti H, Anderson C, Mayes L (2009)
How many parents should we let into the operating room? Paediatr Anaesth
19(3): 244-9

Kvale S (1997) Den kvalitatin feningsi jun (The qualitative resarch iy
Studentlitteratur, Lund

Li HC, Lam HY (2003) Pacdiatric day surgery: impact on Hong Kong Chinese
children and their parents. J Clin Nurs 12(6): 882-7

Li HC, Lopez V (2008) Effectiveness and appropriateness of therapeutic play
intervention in preparing children for surgery: a randomized controlled trial
study. J Spec Pediatr Nurs 13(2): 63-73

Messeri A, Caprilli S, Busoni P (2004) Anaesthesia induction in children:
a psychological evaluation of the efficiency of parents’ presence. Paediatr
Anaesth 14(7): 551-6

Runeson I, Mirtenson E, Enskir K (2007) Children’s knowledge and degree
of participation in decision making when undergoing a clinical diagnostic
procedure. Pediatr Nurs 33(6): 505-11

Scrimin S, Haynes M, Alto¢ G, Bornstein MH, Axia G (2009) Anxiety and
stress in mothers and fathers in the 24 h after their child’s surgery. Child Care
Health Dev 35(2): 227-33

Tourigny J, Chapados C, Pineault R (2005) Determinants of parental
behaviour when children undergo day-care surgery. J Adv Nurs 52(5): 490-7

Voepel-Lewis T, Tait AR, Malviya S (2000) Separation and induction behaviors
in children: are parents good predictors? | Perianesth Nurs 15(1): 6-11

William Li HC, Lopez V, Lee TL (2007) Effects of preoperative therapeutic
play on outcomes of school-age children undergoing day surgery. Res Nurs
Health 30(3): 320-32

Wisselo TL, Stuart C, Muris P (2004) Providing parents with information
before anaesthesia: what do they really want to know? Paediatr Anaesth
14(4): 299-307

World Medical Association (2010) WMA Declaration of Helsinki - Ethical
Principles for Medical Research Involving Human Subjects. http://tinyurl.
com/ybajjsp (accessed 30 October 2012)

parents can be present

anaesthetised

KEY POINTS

m Parents should be encouraged to be present and participate when their child is to be anaesthetised and it is better if both

m If possible, the same nurse should be present throughout the child’s perioperative phase

m The staff on the anaesthesia ward should be given the specific task of supporting the parents when their child is to be

m Specific individually adapted information for the parents should be aimed for

= Compulsory preoperative visits are important for parents to be well-informed and prepared for their child’s anaesthesia
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Abstract

Aims: To describe nurse anesthetists’ attitudes towards the importance of parental
presence during their child's anaesthesia induction and to explore associating factors.
Design: A cross-sectional design.

Methods: Nurse anesthetists from 55 Swedish hospitals were asked to participate
(n = 1,285). A total of 809 completed the questionnaire, Families' Importance in
Nursing Care-Nurses' Attitudes (FINC-NA) during 2018. Data were analysed by de-
scriptive statistics and multiple linear regression analysis.

Results: Nurse anesthetists generally had a positive attitude towards the impor-
tance of parental presence. They reported a more positive attitude in family as a re-
source in nursing care (median = 40) followed by family as a conversational partner
(median = 25), family not as a burden (median = 17) and family as its own resource
(median = 13). Multiple linear regression analyses showed that working in a district
hospital, working only with children, having routines/memorandum about parental
presence, being a woman, allowing both parents to be present in their child's anaes-
thesia and greater experience of children's anesthesia, were associated with a more
positive attitude.

Conclusion: This nationwide survey contributes important knowledge for under-
standing nurse anesthetists' attitudes and the result shows that nurse anesthetists
generally have a positive attitude towards the importance of parents. Areas of im-
provement were, however, identified; the nurses tend to not value family as its own
resource and family as a conversational partner highly.

Impact: Nurse anesthetists have a crucial role in children's anesthesia care since
the quality of parental presence experience depends on a positive attitude from the
nurses. Parental involvement is important to establish a child-centered anaesthesia
care, which should be highlighted in the education of nurse anesthetists. Parental
involvement should also be addressed in healthcare policies and routines should be
established.
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1 | INTRODUCTION

Many children undergoing anaesthesia experience feelings of anx-
iety related to the anaesthesia, the procedure and needles (Perrott
et al., 2018). Moreover, these feelings increase when entering the
operating room due to the unfamiliar environment, a loss of control
and parental separation (Kain et al., 2006). A number of preoper-
ative techniques have been tested to reduce anxiety, and parental
presence at induction, is one of these (Manyande et al., 2015). The
role the parent's presence plays has been discussed for decades, al-
though no consensus has as yet been established about the bene-
fit of parental presence during induction (Rosenbaum et al., 2009).
Several studies show that parental presence can be an important
factor for increasing the satisfaction of children and parents with the
procedure (Andersson et al., 2012, 2020; Yousef et al., 2018). The
nurse anesthetists aim to be attentive and see the whole family's
needs. It is thus essential to describe nurse anesthetists' attitudes
towards the importance of parental presence in children's anesthe-

sia care.

2 | BACKGROUND

Anaesthetizing children is a complex caring situation for nurse
anesthetists, which includes a short encounter with the child and
the parent with the goal to ensure the safety of both (Andersson
et al., 2020). Knowledge of children's development and anxiety but
also of parents' needs are essential for an optimal anaesthesia care
(Danielsson et al., 2018).

The importance of parental presence in anaesthetizing children
has been studied extensively and the conclusion in a Cochrane
Review is that this does not reduce children's anxiety during induc-
tion (Manyande et al., 2015), and it has also been shown that a high
level of parental anxiety is related to the child's preoperative anxiety
(Cagiran et al., 2014). Approximately 60% of parents in a qualitative
study have described that the most common reason for their anxiety
were concerns about their child's anaesthesia (Landier et al., 2018).
These concerns have been found to be associated with psychologi-
cal factors such as reduced coping, low parent self-efficacy and loss
of control (Rosenberg et al., 2017). Many parents thus want to be
close to and a resource for their children during their children's most
anxious moment (Kruger & Rosen, 2016; Sjoberg et al., 2017). This
can also be due to it improving the level of the parent's satisfac-
tion (Yousef et al., 2018). Studies show that parents are beneficial
for securing the child's safety, and children also want their parents
to be close (Charana et al., 2018) and often see them as protectors
(Andersson et al., 2020). Parents thus have an essential role in the
operating room (Bizzio et al., 2020).

Attitudes towards the importance of parental involvement have
been studied in many countries and in other specific nursing care
contexts and they have generally shown moderate (Hagedoorn
et al., 2020) to positive attitudes (Hoplock et al., 2019; Luttik et al.,
2017; @stergaard et al., 2020). Studies have also shown that older,
more experienced and more highly educated (Luttik et al., 2017;
@stergaard et al., 2020), female healthcare professionals (Hagedoorn
et al., 2020) and nurses who had experience with illness in their own
families have a more positive attitude towards the importance of
family members in nursing (Jstergaard et al., 2020). However, to
our knowledge, no research has described the nurse anesthetist's
attitudes towards the importance of parental presence in a high
technical environment where time for the encounter is short. A pos-
itive attitude towards parental presence is considered to be an im-
portant factor for improving the care provided (Benzein, Johansson,
Arestedt, & Saveman, 2008) because feeling trust in a relationship
is reliant on positive interactions and attitudes (L66f et al., 2019).
This present study can lead to contributing new knowledge about
attitudes towards parental presence that is needed in this specific
context.

3 | THE STUDY
31 | Aim

To describe nurse anesthetists' attitudes towards the importance of
parental presence during their child's anaesthesia induction and to
explore associating factors.

3.2 | Method

3.2.1 | Design

A national cross-sectional design was used.

3.3 | Participants

The aim was to include all registered nurse anesthetists in Sweden
with experience of anaesthetizing children with different types of
elective anaesthesia and surgery, both day and inpatient surgery.
Inclusion criteria were having a specialist education as a nurse an-
esthetist and having experience of anaesthetizing children. Nurse
anesthetists in Sweden are registered nurses with 3 years of nurs-
ing education and 1 year postgraduate education in anaesthesia
care. They work relatively independently in the operating room with
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support from an anaesthesiologist (Larsson & Holmstrom, 2013).
Sixty identifiable hospitals in Sweden where children are anaesthe-
tized were thus contacted, and 55 accepted to participate after ap-
proval by the head of the department. All the nurse anesthetists,
who met the inclusion criteria, were recruited from the operating
departments at each hospital. A total of 1,285 nurse anesthetists
thus received an invitation to participate, 809 of whom agreed to
participate (response rate 63%). This sample size was, according to a
post hoc power calculation, sufficiently large to detect a small effect
for a multiple linear regression model including eight explanatory
variables (f2 =0.02,a=0.051-=0.08,n=759).

3.4 | Data collection

A contact person, selected by the head of the operating depart-
ment, was instructed to distribute one questionnaire and written
information about the study to all nurse anesthetists with experi-
ences of anaesthetizing children at the operating department. The
participants then returned the questionnaires to the first author in
a pre-stamped reply envelope. The data collection were carried out
anonymously. General reminders were sent via email to the con-
tact person at each operating department on two occasions, 1 and
4 weeks after the initial distribution. The data collection took place
between August and December 2018.

3.5 | The questionnaire

The questionnaire included demographic questions and a validated
instrument designed to measure nurses' attitudes about the im-
portance of involving family members in nursing care, the Families'
Importance in Nursing Care - Nurses' Attitudes (FINC-NA). The de-
mographic questions included age, gender, workplace, the nurse an-
esthetist's views of care around children's anesthesia induction, and
personal experience as a parent being present when their own child
has been anaesthetized.

The original version of FINC-NA was developed to measure
nurses' attitudes towards the importance of families in nursing
care. The questionnaire consisted of 26 items rated on a four-point
Likert-type scale (Benzein, Johansson, Arestedt, Berg, et al., 2008).
The number of response options was increased by one category in
a revision of the instrument, and the scale then ranged from totally
disagree (1) to totally agree (5) (Saveman et al., 2011). The revised
version of FINC-NA contains four subscales measuring: family as a
resource in nursing care (ten items, score range 10-50), family as a
conversational partner (eight items, score range 8-40), family as a
burden (four items, score range 4-20), and family as its own resource
(four items, score range 4-20, Figure 1). The responses for the items
in the family as a burden are reversed prior to the summation of the
scale scores and for this reason reported as ‘Family as not a burden’.
Higher scores thus reflect a more positive attitude in all scales. The

Family as a resource in nursing care (Fam-RNC)

3. A good relationship with family members gives me job satisfaction

4. Family members should be invited to actively take part in the patient’s nursing care
5. The presence of family members is important to me as a nurse

7. The presence of family members gives me a feeling of security

10. The presence of familymemberseases my workload

11. Family members should be invitedto actively take part in planning patient care

13. The presence of family members is important for the family members themselves
20. Getting involved with families gives me a feeling of being useful

21. 1 gain a lot of worthwhile knowledge from families which | can use in my work

22. ltis important to spend time with families

Family as conversational partner (Fam-CP)

1. ltis important to find out what family members a patient has

6. | ask family members to take part in discussions from thevery first contact, when a
my care patient comes into

9. Discussion with family members during the first care contact saves time in my

future work

12. lalways find out what family members a patient has

14. linvite family members to have a conversation at the end of the care period
15. linvite family members to actively take part in the patient’s care

19. linvite family members to speak about changes in the patient’s condition
24. |invite members to speak when planning care

Family as a burden (Fam-B)

2 The presence of family members holds me back in my work

8. | do not have time to take care of families

23. The presence of family members makes me feel that they are checking up on me
26. The presence of family members makes me feel stressed

Family as its own resource (Fam-OR)

16. | ask families how | can support them
17. 1 encourage families to use their own resources so that they have the optimal
possibilities to cope with situations by themselves

FIGURE 1 Items sorted by subscales 18.

| consider family members as cooperating partners

of Families' Importance in Nursing Care- 25. | see myself as a resource for families so that they can cope as well as possible with

Nurses' Attitudes (FINC-NA) their situation
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FINC-NA has demonstrated satisfactory measurement properties
(Benzein, Johansson, Arestedt, Berg, et al., 2008; Saveman et al.,
2011) and has been used in different contexts (Alfaro Diaz et al.,
2019). The participants in the present study were informed that the
term ‘family’ in the questionnaire referred to a parent/parents or
other family member.

3.6 | Ethical considerations

The study was approved by a Regional Ethical Review Board in
Sweden (No. 2017/532-31). Participants were informed via a written
information letter about the study and were assured confidentiality.
The participants agreed to participate in the study by returning the

completed questionnaire.

3.7 | Data analysis

Missing data in the FINC-NA were imputed using the person mean
score, in the actual subscale, if the number of missing data were
<25%. A total of 38 values were imputed for 26 observations and
after the imputation 771 participants had complete data in all
FINC-NA subscales.

Descriptive statistics were used to characterize participants and
study variables. Friedman's ANOVA was used to compare the four
different aspects of nurses' attitudes to the families' importance in
nursing care measured by the FINC-NA. The post hoc analyses were
conducted using Wilcoxon rank sum test, and Bonferroni corrected
p-value was used to reduce the risk of type-| error due to multiple
comparisons. Since the four subscales include a different number of
items, the FINC-NA subscale scores were first linear transformed
to a 0-100 scale using the following calculation: [(Raw scale score-
Lowest possible score)/possible score range] x 100.

A series of multiple regression analyses were conducted to
identify factors associated with nurse anesthetists' attitudes to-
wards the importance of involving families, one for each FINC-NA
subscale as the outcome variable. The explanatory variables in-
cluded both dichotomous and continuous variables: gender
(0 = men, 1 = women), years’ experience of children's anesthesia
induction (continuous), work only with children (0 = no, 1 = yes),
using premedication (0 = no, 1 = yes) and experiences of paren-
tal presence for own child (i.e. if they themselves have had own
experience as parents, O = no, 1 = yes). Categorical explanatory
variables with more than two categories were included as dummy
variables in the regression models: type of hospitals (refer-
ence = district hospital), having routines/memorandum at the op-
erating department (reference = had routines/memorandum), and
allowing parental presence (reference = one parent). The diagnosis
of the regression models showed violations about the assumption
of homoscedasticity (residual-versus-fitted plot; Breusch-Pagan/

Cook-Weisberg test, p < 0.05) and normally distributed residuals

(standardized normal probability plot; D'Agostino test, p < 0.05).
The regression analyses were reconducted with robust standard
errors based on the Huber-White sandwich estimator to deal with
these problems.

The statistical significance level was overall set at p < 0.05, while
the Bonferroni corrected post hoc test used p < 0.008. The analyses
were performed using SPSS for Windows version 25 (IBM Corp.) and
Stata for Windows version 16.1 (StataCorp LLC).

3.8 | Validity, reliability and rigour

The Swedish original and the revised versions of FINC-NA have
shown good measuring properties about data quality, construct
validity, criterion validity, factorial validity, test-re test reliability
and internal consistency (Benzein, Johansson, Arestedt, Berg,
et al., 2008; Saveman et al., 2011). A systematic psychometric re-
view stated that the revised FINC-NA seemed to be one of the
most suitable instruments for assessing nurses' attitudes towards
families importance (Alfaro Diaz et al., 2019). Internal consistency
of the present study was evaluated using ordinal alpha, a more
suitable alternative to Cronbach's alpha for ordered response
categories (Zumbo et al., 2007). All subscales demonstrated sat-
isfactory internal consistency: family as a resource in nursing care
a = 0.90, family as a conversational partner a« = 0.85, family not
as a burden a = 0.73, family as its own resource a = 0.80. In addi-
tion, the study questionnaire was pilot-tested in a group of nurse
anesthetists at a regional hospital without any comments from the
participants.

4 | RESULTS

4.1 | Participants
The final sample included 809 participants, the majority of whom
were female (n = 631, 78%). The mean age was 47.3 years (range 25-
73) and mean time working as an anaesthetic nurse was 14.2 years
(range 0-45). The average experience of working with children's
anesthesia was 12.2 years (range 0-44), and the majority (n = 739,
92%) also worked with adult patients. Most participants worked
at regional hospitals (n = 387, 48%) followed by district hospitals
(n =241, 30%) and university hospitals (n = 175, 22%).

A majority of the participants reported that they, always
(n =375, 47%) or according to the child's need or age (n = 382, 47%),
gave premedication, and had routines/memorandum on parental
presence in children's anesthesia induction (n = 481, 60%). Nearly
100% (n = 805) allowed at least one parent to be present during
the children's anesthesia, and 59% (n = 480) had no own personal
experience as parents being present when their own child had been
anaesthetized. The demographic characteristics of the participants

are presented in Table 1.
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TABLE 1 Characteristics of the participants (n = 809)

Outcomes variables

Age, mean (SD) [range]

Gender
Female, n (%)
Male, n (%)
Hospital
University, n (%)
Regional, n (%)
District, n (%)
Years since graduation, mean (SD)
[range]
Years working as a nurse
anesthetist, mean (SD) [range]

Years, experience at this hospital,
mean (SD) [range]

Years, experience of children's
anesthesia induction, mean
(SD) [range]

Work only with children's
anesthesia

Yes, n (%)
No, n (%)

Using premedication prior to
anaesthesia induction

Yes, generally, n (%)

Yes, depends on the child's age,
n (%)

Yes, depends on the child's
needs, n (%)

Yes, depends both on the child's

age and needs

No, n (%)

Routines/PM on parental presence

during children's anesthesia
induction

Yes, n (%)
No, n (%)
Don't know, n (%)

Allow parental presence during
children's anesthesia induction

Yes, both parents, n (%)

Yes, one parent, n (%)

Yes, but depends on the child's
age, n (%)

Personal experience as a parent
being present when their own
child has been anaesthetized

Yes, and have been in the
operating room, n (%)

Yes, but not present in the
operating room, n (%)

No, n (%)

Valid data, n
802

806

803

806

805

805

799

806

805

804

807

807

47.3(10.3)
[25-73]

631 (78.3)
175(21.7)

175 (21.8)
387 (48.2)
241 (30.0)

15.6 (11.4)
[0-59]

14.2 (10.8)
[0-45]

10.6 (9.5)
[0-41]

12.2 (10.4)
[0-44]

67 (8.3)
739 (91.7)

375 (46.6)
38(4.7)

325(40.3)

19 (2.4)

48 (6.0)

481 (59.8)
180 (22.4)
143 (17.8)

59 (7.3)
694 (86.1)
54 (6.6)

287 (35.6)

39 (4.8)

480 (59.6)

4.2 | Nurse anesthetists' attitudes towards the
importance of parental presence during their child's
anaesthesia induction

The participants generally reported a positive attitude towards the
importance of parental presence in children's anesthetizing care, re-
flected in the high average scores. They reported the highest levels
for family as not a burden (median = 81.5) followed by family as a
resource in nursing care (median = 75), family as its own resource
(median = 56.5) and family as a conversational partner (median = 5,
(p < 0.001). The Bonferroni corrected post hoc analyses revealed

significant differences between all subscales (Table 2).

4.3 | Factors associated with nurse anesthetists'
attitudes towards the importance of parental
presence during their child's anaesthesia induction

Factors associated with the importance of parental presence in
children's anesthetizing care are presented in Table 3. Working
at a district hospital, working only with children, and having rou-
tines/memorandum about the parental presence during children's
anesthesia induction were all significantly associated with a more
positive attitude towards the importance of involving parents in chil-
dren's anesthetizing care in all FINC-NA subscales.

Being a woman and allowing both parents to be present at the
anesthesia, were significantly associated with a more positive at-
titude in family as a resource in nursing care but not in the other
subscales.

Greater experience of children's anesthesia induction was asso-
ciated with a more positive attitude in family as a resource in nursing
care and family as not a burden but not in the other subscales.

The use of premedication prior to anaesthesia induction and own
personal experience as parent being present when their own child
has been anesthetized were not associated with the participants’ at-
titudes towards the importance of parental presence in any of the
FINC-NA subscales.

The regression models explained between 6% and 8% of the
total variance in attitudes towards the importance of parental pres-

ence in children's anesthetizing care.

5 | DISCUSSION

This nationwide survey is to the best of our knowledge the first to
describe nurse anesthetists’ attitudes towards the importance of
parental presence during their child's anaesthesia induction and to
explore associating factors. Nurse anesthetists generally had a posi-
tive attitude towards the importance of parental presence in anaes-
thesia care reflected in the high average scores in the results. This
main finding is in line with previous studies using FINC-NA in general
nursing care contexts (Benzein, Johansson, Arestedt, Berg, et al.,
2008; Pstergaard et al., 2020) and it is known that nurses consider
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Raw scores

Fam-RNC, Mdn (q1-q3) [possible range]

40 (35-44) [10-50]
25 (20-30) [8-40]
17 (15-19) [4-20]
13 (11-15) [4-20]

Fam-CP, Mdn (q1-q3) [possible range]
Fam-B, Mdn (q1-g3) [possible range]
Fam-OR, Mdn (q1-q3) [possible range]
p-value?

Post hoc test®

TABLE 2 Nurse anesthetists' attitudes
towards the importance of parental
presence

Transform scores

75 (62.5-85) [0-100]
53 (37.5-69) [0-100]
81.5 (69-94) [0-100]
56.5 (44-69) [0-100]
<0.001

ABCDEF

Note: FINC-NA, Families' importance in Nursing Care-Nurses' Attitudes; Fam-RNC, Family as a
resource in nursing care; Fam-CP, Family as a conversational partner; Fam-B, Family as a burden;

Fam-OR, Family as its own resource.

Transformation score: [(Raw scale score-Lowest possible score)/possible score range] x 100.

?Friedman test.

PPost hoc test using Wilcoxon test and Bonnferoni corrected p-values (p < 0.008): A = Fam-RNC
vs FAM-CP, B = Fam-RNC vs Fam-B, C = Fam-RNC vs OR, D = Fam-CP vs Fam-B, E = Fam-CP vs

Fam-OR, F = Fam-B vs Fam-OR.

that parents play a crucial role in anaesthesia (Danielsson et al.,
2018). The result in the present study showed that the nurse anes-
thetists reported high scores for the subscale, family as a resource
in nursing care, which refers to valuing parents’ presence in nursing
care. This indicates that it was perceived as important to have a good
relationship with parents, which gave feelings of security and job
satisfaction and that parents could ease their workload. Thisis in line
with nurse anesthetists’ experiences that the parents’ role is cru-
cial for anaesthetizing children and can lighten the nurse anesthe-
tist's workload due to parents being the most appropriate element
for establishing good contact with the child. Furthermore, studies
also show that parents have the ability to be a resource (Danielsson
et al., 2018). However, it has also been shown that parents who are
anxious (Landier et al., 2018), can complicate matters and take up
much time from the nurse anesthetists work, and thus not seen as a
resource (Danielsson et al., 2018).

Even if the nurses had an overall positive attitude towards the
importance of parental presence, differences were found between
the ratings of the FINC-NA subscales. The nurse anesthetists re-
ported the highest scores for family not as a burden. For example,
the nurse anesthetists stated that they have time to take care of the
parents and that the parents’ presence did not make them stressed
or held them back from their work. The result can reflect the fact
that the parent's presence is important and can be beneficial for the
nurse’ while anesthetizing children (Danielsson et al., 2018). This
result is, however, surprising as it can be stressful for nurses work-
ing in a hightech environment (Nilsson & Jaensson, 2016), where
time pressure can cause stress as the operating schedule dictates
the time (Sundqvist & Carlsson, 2014). It has been shown that an-
esthesia staff spend <10 min with the parent and child prior to the
anesthesia induction (Andersson et al., 2020; Kain et al., 2009) and
it could thus be difficult for the nurse anesthetists to have sufficient
time to get to know the parents and have the time to invite them to
participate. It has also been shown that nurses generally do not have
enough time to inform the parents about what is going to happen
(Danielsson et al., 2018).

The nurse anesthetists reported a less positive attitude towards
the subscales family as its own resource and family as a conver-
sational partner compared with the other subscales. This entails
them being less inclined to invite parents to actively participate and
to encourage them to use their own resources and create a good
parent-nurse relationship and consider parents as partners. This less
positive attitude is not in line with the parent's wishes (Gustavsson
et al., 2016). It is known that parents want to be seen and used as a
resource. It is important for them that they are helped to participate
and can give comfort to their child. It is therefore crucial for parents
that nurse anesthetists try to create an interpersonal interaction
with both the child and the parents, which could be passed on thus
influencing their child's behaviour and feelings (Sjoberg et al., 2017).
This result may be associated with the primary focus of a nurse anes-
thetist, which is to provide safe anaesthesia care for the child but
parents should be seen as a source of information and child experts
and therefore become a bridge between the child and the nurse
anesthetist (Bizzio et al., 2020). It is also essential to take time with
the parent because the overall prevalence of anxiety is commonly
high (Ayenew et al., 2020). It is a challenge for parents to be involved
in their children's anesthesia. They have a double burden, both their
own worries, and, at the same time, they need to support their chil-
dren (Scrimin et al., 2009). Parents’ behaviour, such as being disrup-
tive, can have a negative effect by increasing the children's anxiety
and the pressure on the nurse anesthetist (Bizzio et al., 2020). On
the other hand, a calm and included parent can provide a relaxing
space around the child and help them retain control (Berglund et al.,
2013). Aspects of care, such as greater support involving the parents
(Pomicino et al., 2018) and preoperative education (Landier et al.,
2018), can make hospitalization less traumatic for parents.

The present study identified several factors that were associated
with the nurse anesthetists’ attitudes. Several of these factors can-
not be influenced, such as hospital, gender and the nurse anesthe-
tists’ own personal experience as parents being present when their
own child has been anaesthetized. Other factors such as routines/
memorandum, working only with children and allowing both parents
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TABLE 3 Factors associated with nurse anesthetics’ attitudes towards the importance of parental presence and explore associating

factors, based on multiple linear regression analyses with robust standard errors (n = 771)

Outcome variables

Fam-RNC

Fam-CP

Explanatory variables
Gender (men)
Hospital
District (ref. category)
Regional
University
Years' experience
Work only with children (no)
Using premedication (no)
Routines/PM
Yes (ref. category)
No
Don't know
Allow parental presence
Yes, one parent (ref. category)
Yes, both parents
Yes, depends on age

Experiences of parental presence in own child
(No)

Model statistics:
Fam-OR...A Gender
Hospital
District (ref. category)
Regional
University
Years' experience
Work only with children (no)
Using premedication (no)
Routines/PM on parental presence
Yes (ref. category)
No
Don't know
Allow parental presence
Yes, one parent (ref. category)
Yes, both parents
Yes, depends on age of the child

Experiences of parental presence in own child
(no)

Model statistics:

B (SE)?
-2.10(0.57)

-0.99 (0.55)
-1.55 (0.75)
0.05 (0.02)

-2.97 (0.96)
-0.04 (1.01)

-1.97(0.60)
-2.26 (0.64)

1.63(0.91)
-0.72(1.04)
0.06 (0.50)

95% Cl for B
-3.23/-0.98

-2.06/0.09
-3.02/-0.08
0.00/0.09
-4.85/-1.10
-2.01/1.94

-3.14/-0.81
-3.58/-1.00

-0.15/3.41
-2.76/1.31
-0.93/1.04

F (11, 759) = 5.274, p < 0.001, R? = 0.07

-1.07 (0.59)

-1.61(0.56)
-3.68(0.77)
0.02(0.02)
-2.96 (0.98)
0.48 (1.04)

-2.39 (0.61)
-2.59 (0.66)

0.98 (0.93)
-1.32(1.07)
-0.30(0.52)

-2.23/0.88

-2.72/-0.50
-5.19/-2.16
-0.03/0.07
-4.89/-1.03
-1.56/2.51

-3.59/-1.19
-3.88/-1.29

-0.85/2.82
-3.41/0.77
-1.31/0.72

F (11, 759) = 5.594 p < 0.001, R?* = 0.08

p-value

<0.001

0.072
0.039
0.044
0.002
0.973

0.001
<0.001

0.072
0.485
0.907

0.070

0.004
<0.001
0.405
0.003
0.647

<0.001
<000.1

0.293
0.216
0.568

(Continues)



ﬂ*WI LEY-

ANDERSSON ET AL.

TABLE 3 (Continued)

Outcome variables Explanatory variables B (SE)? 95% Cl for B p-value
Fam-B Gender (men) -0.09 (0.23) -0.54/0.37 0.712
Hospital
District (ref. category)
Regional -0.16 (0.22) -0.60/0.27 0.467
University -0.81(0.30) -1.41/-0.22 0.008
Years' experience 0.05(0.01) 0.03/0.07 <0.001
Work only with children (no) -0.81(0.39) -1.57/-0.05 0.037
Using premedication (no) 0.60 (0.41) -0.20/1.40 0.141
Routines/PM on parental presence
Yes (ref. category)
No -0.56(0.24) -1.03/-0.09 0.020
Don't know -0.48(0.26) -0.99/0.03 0.066
Allow parental presence
Yes, one parent (ref. category)
Yes, both parents -0.10(0.37) -0.82/0.62 0.785
Yes, depends on age of the child -0.13(0.42) -0.95/0.69 0.734
Experiences of parental presence in own child 0.08 (0.20) -0.47/0.32 0.711

(no)

Model statistics:

F (11, 759) = 4.915, p < 0.001, R? = 0.07

Fam-OR Gender (Men) -0.35(0.31) -0.95/0.25 0.254

Hospital

District (Ref. category)

Regional -0.59 (0.29) -1.17/-0.18 0.043

University -1.34(0.40) -2.13/-0.55 0.001
Years' experience 0.02 (0.01) -0.00/0.05 0.103
Work only with children (no) -1.79 (0.51) -2.79/-0.79 <0.001
Using premedication (no) 0.30(0.54) -0.76/1.36 0.575
Routines/PM on parental presence

Yes (ref. category)

No -1.28(0.32) -1.91/-0.66 <0.001

Don't know -1.24 (0.34) -1.91/-0.56 <0.001
Allow parental presence

Yes, one parent (ref. category)

Yes, both parents 0.55(0.49) -0.40/1.51 0.256

Yes, depends on age of the child 0.01 (0.55) -1.08/1.09 0.991
Experiences of parental presence in own child -0.27 (0.27) -0.79/0.26 0.322

(no)

Model statistics:

F (11, 759) = 4.700, p < 0.001, R? = 0.06

Note: FINC-NA, Families' Importance in Nursing Care-Nurses' Attitudes; Fam-RNC, Family as a resource in nursing care; Fam-CP, Family as a
conversational partner; Fam-B, Family as a burden; Fam-OR, Family as its own resource.

Abbreviations: B = unstandardized regression coefficient; Cl = confidence interval; SE = standard error.

?Robust standard errors based on the Huber-Whites sandwich estimator.

to be present in their child's anaesthesia are aspects at organizational
levels that are possible to change. It has been found that nurses, who
have a specialist qualification in pediatrics score higher for working
with both children and parents (Shields et al., 2011), while adult-
trained nurses with fewer experiences feel stressed due to a lack of

pediatric qualification and a lack of experience of parents (Hamilton
etal.,, 2014). It is, however, important that the heads of operating de-
partments realize that extra time, skills, resources and education are
required to create a caring environment that is suitable for pediatric
care (Danielsson et al., 2018).
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Allowing both parents to be present at the anaesthesia was
significantly associated with a more positive attitude about the im-
portance of involving parents in the subscale family as a resource
but only 7.3% of the participants in the present study allowed both
parents to be present at the anaesthesia induction. Although it can
be a challenge and organizational changes can be required to deal
with allowing two parents at the induction, it is important for the
parents to be together with their child. It is known that the nurse
anesthetists can never fully replace the supportive function that the
parents feel they have with each other (Andersson et al., 2012) and
parental anxiety can significantly be reduced when both parents are
present at the induction (Manyande et al., 2015). However, it should
be noted that these relationships are not causal; it may just as well be
that these factors are a consequence of the nurse anesthetists gen-
erally having a positive attitude towards the importance of parental

presence in anaesthesia.

5.1 | Methodological aspects and limitations

Some limitations need to be considered together with the interpreta-
tion of the results. This study had a cross-sectional design, and no
causal conclusions can be drawn. Prospective studies about nurse
anesthetist's attitudes are thus needed. Another limitation is the
dropout, where 37% of the nurse anesthetists did not participate in
the study despite two reminders. A low response rate is, however, a
common problem in survey studies and compared with similar studies
(Gusdal et al., 2017; Rahmaqvist Linnarsson et al., 2015), the response
rate for the present study can be considered as good. A related prob-
lem is that no dropout analyses could be conducted. It is thus not
possible to exclude the opportunity of the effect of a selection bias,
that is nurse anesthetists with a more positive attitude to involve
parents were more likely to participate in the study. All contact per-
sons received the same information, but it was also not possible to
ensure that all nurse anesthetists actually received one question-
naire. The FINC-NA instrument has been developed and designed
as a general instrument for measuring nurses’ attitudes about the
importance of involving families in nursing care (Benzein, Johansson,
Arestedt, Berg, et al., 2008) and has been used in both general and
specific contexts. It has, however, never been validated explicitly in
the anaesthesia context. Despite this, the ordinal alpha coefficient
demonstrated satisfactory internal consistency in the present study.

6 | CONCLUSION

This nationwide survey contributes important knowledge for under-
standing nurse anesthetists’ attitudes towards the importance of
involving parents in anaesthesia. The result show that nurse anes-
thetists generally have a positive attitude towards the importance of
parents in nursing care. Working only with children, having a greater
level of experience, and having routines were associated with being
more comfortable with parental presence among the nurses. Areas

of improvement were, however, identified; the nurses tend to not
value family as its own resource and family as a conversational
partner to the same extent as seeing family as a resource and not
a burden. It can possibly be due to the short duration of the pro-
cedure and the highly intensive situation in the operating room. It
is, however, essential that nurse anesthetists pay attention to these
aspects for establishing a child-centered anesthesia care. The im-
portance of parent's involvement in anaesthesia care should be high-
lighted in the education of nurse anesthetists. Parental involvement
should also be addressed in healthcare policies and routines should
be established.
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Abstract

Aims and objectives: To interpret and understand the interplay between children,
their parents, and anaesthetic staff to gain a greater understanding of children being
anaesthetised.

Background: Anaesthesia induction is a stressful procedure for the child and parents
in the technologically advanced environment in the operating room (OR). Anaesthesia
staff are a key resource for ensuring safety and interplays, but the meeting is often
short, intensive, and can affect the child and the parent.

Design: A qualitative observational design with a hermeneutic approach.

Methods: Twenty-seven non-participant observations were conducted and vide-
otaped when children were being anaesthetised. The SRQR checklist was used.
Results: The result is presented as a theatre play with three headings; the scene, the
actors, and the plot. The scene was not designed for the child or the parent's comfort
and could lead to anxiety and insecurity. Four themes described the interplays: The
need to be inviting and to be invited, The need for varying compliance, The need for
mutual dependence, and The need to give and to receive emotional support. The plot
could lead to uncertainty, and the interplay could change between being caring and
uncaring depending on the actors.

Conclusions: The technologically advanced environment in the OR constituted an
emotional obstacle, but the anaesthesia staff themselves can be a powerful resource
creating a caring environment. The outcome of the plot may depend on the anaesthe-
sia staff's bearing.

Relevance to clinical practice: A caring approach in the OR requires a willingness from
the anaesthesia staff to invite the child to participate and find a balance between
helping the parents to find their place in the OR and support them in supporting their
child. The findings can start reflections in the unit on how to create a more caring

environment.
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1 | INTRODUCTION

The operating room (OR) is an unknown environment for the child
and the meeting with the anaesthesia staff in the OR is often short,
intensive and can affect the child as well as the parents in many ways
due to anxiety (Andersson et al., 2012, 2020). The staff's sensibil-
ity to needs and empathic communication is essential and seems to
influence the quality of the care but the relationship can depend on
the staff's authority, power and level of professional and technical
competencies (Aarthun & Akerjordet, 2014). The needs of a child
being anaesthetised have previously received little attention in the
research literature, and research focusing on the interplay with the
parent and the anaesthesia staff in the OR is lacking. There is a need
to find out what influences the quality of the care in the interplay in
order to minimise suffering and promote health and wellbeing for
the child being anaesthetised and for the parents.

2 | BACKGROUND

Anaesthesia induction of a child is a rather stressful procedure. More
than 60% of children have feelings of anxiety about the anaesthesia
(Perrott et al., 2018) and the risk of physical harm, pain and separa-
tion from parents. Their inability to defend themselves from threats,
such as anaesthesia equipment, insufficient anaesthesia, pain and
not being able to affect the care process can lead to feelings of pow-
erless (Andersson et al., 2020) which can increase when entering the
OR (Jenkins et al., 2014). Parents generally provide safety, security
and are a protecting factor for their children and can also provide
this during the procedure (Andersson et al., 2020), which in turn can
reduce anxiety and improve the quality of the anaesthesia for the
children (Sadeghi et al., 2017). However, the role of parents in the OR
has been discussed for decades since it has been shown that there
are significant positive relationships between the anxiety felt by the
parents and their children (He et al., 2015). This is linked to the par-
ents' anxiety, where their greatest fear is their child's anaesthesia in-
duction and the sense of losing control, followed by the surgical act
itself (Andersson et al., 2012; Landier et al., 2018). The anaesthesia
staff are therefore a key resource due to them ensuring safety and
interplay with the child and their parents (Danielsson et al., 2018).
The anaesthetisation of children is, however, a multifunctional act
where the intertwining of technical skills with nursing skills is a core
element of the anaesthesia staff's daily clinical practice and requires
attention to guarantee safety and vigilance throughout the anaes-
thetic care. Studies have also shown that staff communicate for only
a small proportion of the time with children and their parents in the
preoperative area and in the OR and then mainly concerning medi-
cal matters (Andersson et al., 2020; Kain et al., 2009). A variety of

What does this paper contribute to the wider
global clinical community?

This paper identifies that the technologically advanced
environment in the OR was not designed for the child
and the parent, the interplay was short, intensive and
did not invite the child and parent to ask questions.

The children expressed their feelings in different ways
and their compliancy was varied and at the same time,
the parent was involved and tried to support their child
by giving emotional response. A mutual dependence

arose.

Anaesthesia staff have a key role in creating a caring en-
vironment by being truly present, which includes stand-
ing in front of the child, opening up for wishes, taking
time, responding to emotions and finding a balance be-
tween helping the parent to find their place through giv-
ing them space to support their child.

communication methods are often used by anaesthesia staff to fa-
cilitate the anaesthesia induction (Carlyle et al., 2008) and the inter-
play involves all aspects of the communication (Fredriksson, 1999).
It can consist of words but can also be para-verbal such as tone and
pitch and non-verbal, such as facial expressions, eye contact, body
posture and gestures (Mehrabian, 2007). The communication can
also convey calmness and confidence (Cyna et al., 2009).

A caring approach includes presence, that is being there both
physically and being present for someone and is a selfless relation-
ship with another person with the desire to alleviate suffering and
requires openness. However, there could also be an uncaring ap-
proach, which symbolises a lack of caring in connection to needs
(Sigridur, 1996). Non-technical skills such as creating a smoothly-
functioning interplay and communication thus deserve attention
(Larsson & Holmstrom, 2013). Acts of caring constitute a challenge
when a study is retrospective because they only exist at the mo-
ment when they occur (Eriksson et al., 2020). To see the human as a
whole in the world, allowing an intertwining of body, soul, and spirit
can bring a new understanding (Eriksson, 2002; Gadamer, 1994)
about the interplay between the child, their parent, and the anaes-
thesia staff. The interplay in the OR, which is short, takes place in
a technologically advanced environment characterised by routines
and productivity (Lo6f et al., 2019). The integration of technology
into the physical environment can influence patient care and staff
(Bayramzadeh & Aghaei, 2021) and create anxious experiences
both for the children and their parents (Chang et al., 2020). The
experiences of children, parents and anaesthesia staff have been
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investigated separately in a number of studies, but the interplay be-
tween them has to our knowledge not been sufficiently focused on.
This qualitative observation study intends to complement the exist-
ing research, can thus lead to a greater understanding of this field,
contribute to developing new strategies, and fill the knowledge gap.
The aim was thus to interpret and understand the interplay between
children, their parents, and anaesthetic staff to gain a greater under-

standing of children being anaesthetised.

3 | METHODS

3.1 | Design

A qualitative observational design with a hermeneutic approach
grounded in the philosophy of Gadamer (1994) and further de-
scribed by Eriksson et al. (2020) was used. Hermeneutics is a science
of interpretation and is a suitable approach for reflecting on and un-
derstanding the activities of human beings, that is the phenomenon.
A text can be described as the dimensions of play and art that create
a scene and open up for understanding something in a different and
new manner. This may be achieved by using poetry, thematic de-
scriptions or images (Eriksson et al., 2020). Theatre plays are an ex-
ample of hermeneutics and this situation can be emulated in the OR
allowing for possibilities of making observations from the outside,
which was carried out in this study. The understanding and inter-
pretation of the data in a hermeneutic approach is based on the re-
searcher's existing experiences and openness to the other's position.
The essence of questioning, the concept of possibilities, and sensi-
tivity to the text is emphasised. This does not involve either neutral-
ity or extinction of oneself. The essential thing is to be aware of one's
bias and to be open and sensitive to the text. The horizon is a field of
visions, which includes everything that is able to be seen from one's
perspective and the interpreter's role is to bring together a fusion
of horizons, that is the past and the present (Gadamer, 1994). In the
present study, the interpretation was influenced by the researcher's
experiences and knowledge of anaesthetic care (the first researcher
still works clinically but not in the hospitals where the observational
study was conducted), and intensive care with children, their fami-
lies and emerged through a fusion between the researchers and the
participants.

3.2 | Settings and participants

The study was conducted in the operating room at four different
hospitals in Sweden, two with a child anaesthesia specialty and
two with joint anaesthesia specialties for children and adults. Data
were collected between April and September 2018 by the first re-
searcher (LA). After approval from the heads of the operating units,
the operation coordinators consecutively selected children from
the elective operating list. The nurses at the preoperating wards or
children's wards asked the children and their parents if they wanted
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TABLE 1 Participant demographics (n = 27)

Age (years) n
4 2
5 5
6 6
7 2
8 1
9 2
10 4
11 2
12 1
13 2
Boys/girls 18/9
Child per diagnosis
Skin flap/abrasion/cystoscopy/tooth 1
extraction//Botox injection
Hand surgery/jaw surgery/plasticube 2
operation/orchiopexy
Circumcision/hernia 3
Foot surgery/gastroscopy 4
Day surgery/in child ward 22/5

Premedication before anaesthesia induction (pharmacological
treatment with sedative effect)

Yes/no 9/18

Anaesthesia induction/pharmacological treatment

Inhalation/iv induction/tried but interrupted 7/19/1
Parent present during the anaesthesia induction
Mother/father 23/4

Preoperative preparation about anaesthesia induction before the
day of surgery (visit, movie, information brochure)

Yes/no 14/13
Time using videotape 3.31-25.2
Interval, minutes (Mean/Md) (8.17/7.33)

to participate and gave verbal and written information about the
study well in advance the same day of surgery or the day before.
The nurses contacted the first researcher, who went to the operat-
ing wards or children's wards, met the children and their parents
and gave further information. An assent was obtained from the chil-
dren and written content from the parents and anaesthesia staff if
they consented to participate. The inclusion criteria were Swedish-
speaking children, ASA class 1-2 (https://www.asahq.org/stand
ards-and-guidelines/asa-physical-status-classification-system),
4-13 years old, and were undergoing minor elective surgery/pro-
cedures under general anaesthesia. Forty-five children and their
parents were asked to participate and 28 accepted. One participant
was excluded due to double booking in the OR. 18 boys and nine
girls (Table 1), 27 parents, and 22 anaesthesia staff participated in
the study. The standards for reporting qualitative research (SRQR)
checklist was used (File S1).
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3.3 | Datacollection

All data collection took place in the OR and was performed through
non-participant video observations and fieldnotes. The video ses-
sions are a part of an extensive data collection and have also been
used in another study with different aim and analysis approach
(Andersson et al., 2020). The video session started when the chil-
dren and their parents entered the OR. One small video camera was
installed at the end of the short side of the operating table to en-
sure a good view to capture the interplay between the child, par-
ent, and anaesthesia staff. The video camera was started by the first
researcher just before the child entered the OR. The first researcher
was also the observer and sat quietly in a corner when the child and
their parents entered the OR and did not interplay with the partici-
pants and left the OR directly after the parent. The video session
was also concluded by the observer when the children had been
anaesthetised. The observer wore operating scrubs of the same
type as the anaesthesia staff in order to disturb as little as possible.
The total observation time was 3 h and 41 min for the 27 observa-
tions. Each observation lasted between 3-25 min (mean 8.17). All
the children differed in terms of ages, gender, diagnosis and previous
experiences, which gave varied and rich data. The first researcher
wrote field notes about each observation immediately after leaving
the OR, focusing on the people that were present, which roles they
assumed, which activities were performed in the OR but also details
about the room. All the video sessions were audiotaped and tran-
scribed verbatim by LA.

3.4 | Data analysis

The analysis process began by looking at all the video sessions in
their entirety, watching the interplays several times before the ob-
servations were written into a narrative. The verbal dialogue was
not used or written down, the notes thus only contained what had
been visually observed. Naden (2010) describes silence in observa-
tion as an advantage because one is able to see what is true, and
speaking can exclude from seeing. The narratives incorporated all
the interpretations, the written fieldnotes, and the reflections. The
next step was to read the narratives several times and then struc-
ture it in the form of a theatre play (Eriksson et al., 2020; Gadamer,
1994). The scene (OR), the actors (the child, the parent, and the an-
aesthesia staff), the interplay (between the child, the parent, and the
anaesthesia staff), and the plot (what was happening in the OR) were
identified by first separating the perspectives of the children, their
parents, and the anaesthesia staff and describing their views and
identifying the interpretation of what was behind the words and ac-
tions in the non-verbal communication. These were transcribed into
a new text of the experiences of being in the OR.

It was necessary during the analysis to always ask questions of
the text in order to open up possibilities for meaning and oppor-
tunities for understanding. Questions such as: which characters
were present and what role they played, were asked. The questions

helped to identify how different scenes played out for the partic-
ipants. More questions were asked for the interpretation, such as
what the text said and meant, and what was the profound meaning
imparted in the text. The next step was to continue with the inter-
play and the plot, and the questions continued with what the scene
and the plot were like. Putting words into the observations and cre-
ating a dialogue with the text was essential, see examples in Table 2,
and one together with fieldnotes in Table 3.

The next step was to reflect on and interpret these scenes in
order to gain a comprehensive understanding. During this step as
well as during the entire analysis, the interpretation moved from
the parts to the whole and vice versa and between the interpreter's
preconceptions, preunderstanding, and unanswered questions until
a new and deeper understanding of the interplay's meaning when
children were anaesthetised, that is until a new fusion of horizons
appeared. A back and forward movement of questions is crucial
to open up understanding and be receptive to what is unknown in
order to gain a deeper understanding. The research team watched
and discussed the videos during the analysis and questioned the
interpretation several times to avoid bias. The meanings that were
derived were sorted and grouped into themes, which illustrated the
interplay between the child, their parent, and the anaesthesia staff.
The research team suggested a possible interpretation at the end.

The result has been interpreted on the basis of all the observations.

3.5 | Ethical considerations

The Regional Ethical Review Board in Linkdping, Sweden (No.
2017/532-31) approved the study. Assent was obtained from the
children (before any premedication) and written consent from the
parents. All nurse anaesthetists and/or anaesthesiologists who par-
ticipated during the anaesthesia induction gave written consent to
participate in the study. Other team members in the OR were in-
formed orally the same day and could choose to stay in the OR when
the child was anaesthetised or just wait outside the OR during the
video session. The participants were informed about the aim of the
study, that their participation was voluntary and that they could
withdraw at any time without giving any reason. They were also as-
sured that all information would be treated confidentially and that
the video and transcribed material would be deidentified and locked
securely in a fireproof place.

4 | FINDINGS

In accordance with Gadamer (1994) and Eriksson et al. (2020) the
result is presented as a theatre play with three headings; the scene,
the actors, and the plot. The four themes are related and should be
understood in relation to the interplay, where a total of 27 children,
27 parents and 22 anaesthesia staff participated. The findings are
presented under each heading with a description followed by the
interpretation. The descriptions exemplify the interplay.
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TABLE 2 Examples of description, reflections, critical analysis, and interpretations of data observations

Body of text

Spontaneous interpretation

Reflections

The boy sits up on the operating table. The

father is sitting close, close to him. They
can touch each other's faces, they are
sitting so close. The father holds the
sitting boy. The boy leans forward towards
the father, and the father immediately
leans towards the boy and sniffs him in
the hair. The anaesthetic nurse stands
next to the boy and puts on her gloves.
She stands up straight when she talks.
She does not look at the boy and flutters
her eyes. The boy does not look up to her
at all. The anaesthetic nurse moves and
stands behind the boy and starts to talk
with her two colleagues. The boy looks at
his father.

The anaesthetic nurse lifts the girl onto the

operating table. The girl immediately sits
up and looks around. The staff says she
should lie down, but she does not do that.
No one pushing her so she can still sit up.
A nurse holds up the oximeter and ask her
if she can put it on the girl, which she is
allowed to do. The nurse then takes off
herhat the anaesthetic mask and ask the
girl if she wants to try it on. The girl turns
her face away and grimaces. The nurse
starts to jokes, and the girl smiles and
takes the mask and puts it over her face.
The mother is smiling back at the girl.

The father and the boy are close and are

bonding with each other. The boy seems

to get his support from the father. The
child's contact with the anaesthetic nurse
seems weak. The boy does not meet their
gaze. The nurse does not seem to make any
attempt to improve the connection either.
The nurse stands up and does not respond
to the boy's gaze. The nurse also put
herself in a position where the boy does
not see her. That leads to the boy not being
able to create a relationship with the nurse.
She also has colleagues that stand close. If
it is possible, which nurse should the boy
choose to connect to?

When the anaesthetic staff make the girl

involved without pressure, for example,
letting her sit up on the operating table or
asking if she wants to hold the anaesthetic
mask herself, it feels like the girl gets
control over the situation and can relax
more easily. It is reinforced when the staff
praises, jokes and show with their facial
expressions that everything is okay.

When this happens, the mother can also relax.

It becomes a positive spiral and it seems
that they are a part of each other.

The fact that the father is close to the boy

seems to be important to the father. It
may be that the father knows that the boy
needs his closeness, but it can also be that
the father himself needs to be close to
master this specific situation. In any case,
there seems to be an interdependence,
they confirm each other, and there is

an unspoken communication process
between them. It is not the same bonding
with the anaesthetic nurse. Is it possible
that the nurse hands over the emotional
responsibility to the father voluntarily? Is
the nurse making any real attempt to have
a relationship with the boy, or is it that the
time is too short to create a connection?
Does the nurse not want to disturb the
boy and his father's intimate relationship?
Maybe it is better for the father to develop
and maintain that responsibility. But does
the father want to bear that responsibility
himself in this specific situation? Since

the staff does not respond to the boy's
emotional needs, the boy turns to the
father, where the security is.

To capture the girl's attention, it seems

necessary for the staff to show some
interest in the girl. It can be done in several
different ways. For example, by joking with
the girl. When the girl is involved in what
she can do, the girl is strengthened, and
control is created. It seems that it is only
small steps that are needed to make the
girl more comfortable. The girl's emotions
seem to de-dramatise the whole situation.
But can the staff know that the girl wants?
The staff did not ask the girl. Is it possible
to ask the girl? Maybe it is hard for the

girl to verbalise? The girl showed her
reactions non-verbally. It seems therefore
important that the staff react to all sorts of
communications.

There is a bond between the girl and the

mother, and they are reflecting on each
other's faces and it is clear in this situation
that the mother reacts to the girl's
reactions.

4.1 | Thescene

The scene, that is the operating room was big, bright, and bare.
It was a colourless, sterile, and technical environment with much
equipment. The small oblong black operating table was placed in
the middle of the room with some space around. It was equipped
with a pillow and duvet and sometimes relieving protections to
avoid pressure damage. Behind the operating table was an anaes-
thesia machine for ventilation of patients equipped with several
cables for monitoring. Near the anaesthesia machine was a table/

trolley filled with anaesthesia equipment for airway management.
Along the walls were computers on benches, chairs, and cabinets
in metal with surgical equipment. Farthest from the door to the
room were tables with surgical equipment for the current opera-
tion. Sometimes the equipment was left in their sterile packages,
and sometimes they were unpacked and covered with sterile
sheets. Above the operating table were several operating lights
that could be directed in different directions. In some operating
rooms, there were small posters of different sorts of wild animals

on the walls.
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TABLE 3 Example of a field note

The OR is white and clean. The operating bed stands in the middle

of the room. There is operating equipment covered in a corner.
The anaesthetic machine stands near the operating table.
There are operating lights in the roof. The door is opening and
a young girl in a bed rolls in. The mother is close to the bed.
Two anaesthetic staff introduces themselves. The bed is rolled
next to the operating table and the girl is instructed to jump
over to the operating table, which she voluntarily does together
with her stuffed animal. The mother moves voluntarily without
instructions to the other side to receive the girl. The mother
takes care of the girl, she straightens her hair and hugs her. The
mother also puts on the blanket. The mother gets a chair from
one of the staff. One anaesthetic nurse stands behind the girl
and talks on the phone and adjusts the girl's operating hat at the
same time. Two of the staff connect the girl to the equipment.
The girl's face is neutral, and she follows with her eyes what the
staff do. She's not talking. When the girl is connected to the
equipment, the anaesthetic nurse talks about the anaesthesia
process and looks at both the mother and the girl. She leans over
the girl as she speaks with a calm and pleasant voice. She does
not ask the girl anything. The anaesthetic staff smile and look
happy. The girl looks at the staff and nods. The girl looks calm
and does not do any evasive manoeuvres. The anaesthetic nurse
lets the girl take the anaesthesia mask and the girl receive it. The
mother talks with the girl and holds her hand. The girl receives
the anaesthetic drugs. Everyone stands up except the mother
who sits. Everything goes smoothly. The mother stands up and
leaves the OR when the anaesthetic nurse says her daughter is
asleep and that she must go. It is quiet in the OR.

What meaning did this colourless, sterile, and technical environ-
ment have for the interplay between the child, parent, and staff?
The operating room environment was found not to support the
interplay, and it was not particularly welcoming, warm, friendly, or
cozy. There was a lot of new and unknown equipment, which some
of the children or the parents had probably never seen before. It
became apparent when the child entered the operating room that
he/she looked for something familiar in the environment but did
not find anything. The child was wrapped in equipment, which was
connected to a monitor and sometimes there was a stuffed animal
nearby in order to provide security, but the room itself did not ap-
pear to be friendly. This can be interpreted as an environment that
was not designed for the child's or the parent's comfort and them
being captive in the unfamiliar and unknown. This feeling could lead
to insecurity and a fear about staying there.

The physical environment was designed for staff. It promoted a
sense of efficiency and convenience and was only designed to work
as an efficient workplace. It was a well-known milieu for them, and
they had their equipment close by and could therefore feel comfort-
able and secure. The placement of technical equipment and staff be-
hind a table did not promote contact between the actors and their
interplay. This could be interpreted as difficulties in having close
contact and meeting face-to-face which could lead to a distance be-
tween the actors and loneliness. There was, however, space next to
the operating table that gave the parent the room and opportunity
to sit next to their child. This unwelcoming, unfamiliar, unknown, and

distancing physical environment was uncaring. It did not nourish the

interplay; however, depending on the actor's attitudes and how they
encountered each other in the interplay, the physical environment,
the atmosphere could still be experienced as caring;

The smiling nurse anaesthetic stands close to the girl, praises her
braids, and at the same time, puts on the blanket and tucks her in.
The nurse then takes the EKG cords/cables and asks if the girl knows
what it is. The girl does not answer, but the nurse explains and shows
the monitoring screen.

A caring approach in the interplay seemed to diminish the uncar-
ing environment in the scene.

4.2 | The actors

The child in the scene was the main character and had a central place
in the middle of the room. Some children appeared to be happy and
smiled, just initially, when they entered the operating room and
seemed to find it interesting and exciting. However, most of the chil-
dren appeared not to be comfortable in the play, which becomes
evident by looking at the children's tense facial expressions. The
children did not take any initiatives themselves, were passive, and
had a difficult time relaxing. They expressed their feelings both ver-
bally and/or physically. In interpretation, a mood change occurred in
the children from smiling when entering the room to becoming tense
and wanting to suspend their participation when realising what
would happen. The fact that there was no way out caused the child
to protest, leading to a sense of vulnerability and fear. The children
had a central place, and their emotions sometimes ruled the play, but
it was too difficult for them to shoulder a leading role in such circum-
stances. They participated but were not fully involved.

The parent participated in the play and sat next to the operating
table, close to their child, usually quiet, but responsive to what was
happening, mainly for the child's reactions and were in a constant
readiness to support their child. The parent seemed uncertain about
what was expected of them and how much space they should take,
which led to uncertainty and difficulties finding a place in the room.
The parent often smiled and played calmly and did not express their
feelings verbally during the child's anaesthesia induction and kept
their emotions to themselves. However, after their child had been
anaesthetised, their emotions were evident as they often burst into
tears. This could be interpreted as the parent not having a central
place in the interplay but had an important role to protect and care
for the child.

The staff worked methodically and confidently. They knew the
scene, had played there before and had established routines, that is
they had the entire equipment ready before the child and the par-
ent arrived. They worked parallelly in a team with other staff in the
OR, were aware of their positions, and positioned themselves ac-
cordingly. They often worked two or three with the child and the
parent. If there were more staff in the room, the others stayed in the
background. In the interpretation, even though the staff was not the
main character, they sometimes took the play's leading role without
asking anybody. It seemed obvious for them to do so because they
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knew the scene, and which action could carry the play forward. This
could lead to difficulties for the other actors to become equally con-
fident in their roles and to feel involved. At the same time, the staff
showed how it contributed to a calm environment and that the play
moved forward.

The interplay between the team actors is divided into these four
themes: The need to be inviting and to be invited, The need for varying
compliance, The need for mutual dependence, and The need to give and
to receive emotional support.

The first theme in the interplay is The need to be inviting and to be
invited and could be described as follows:

The anaesthetic nurse instructs the child how to lie on the
operating table. No blanket is placed on the boy, and his legs are
therefore naked. He smiled at the nurse, and the nurse smiled back,
but then she turned directly away from the boy. It was just a short
meeting with the gaze. The mother sits beside and smiles. The nurse
instructs the mother to place her hand on the boy. Then she turns
her back on them both.

The actors in the play were a child, a parent, and several anaes-
thesia staff. The staff invited the child and the parent into the oper-
ating room and placed the child on the operating table and offered
the parent a chair next to the child. The staff gave the parent space in
the room, so the parent and the child could hold each other's hands.
Often the staff started the invitation with a one-way communication
with the child using a soft and pleasant voice. The communication
was thus short and intensive with no pauses, and usually concerned
what would happen in the room, that is practical matters. The staff
did not invite/ask the child or the parent for advice or wishes. When
the staff communicated with the child and the parent, they usually
carried out practical things simultaneously, such as connecting the
child to the monitoring screen.

What did this mean for the interplay, and how could it be inter-
preted? The staff were the natural inviter into the room because
they knew the way and therefore were the ones who led the ac-
tion forward. The staff did not ask any questions, which contributed
to the child's reluctance to open up for the staff and the staff thus
become an informative and educational actor. This could be inter-
preted as limited knowledge and uncertainty among the staff about
the child's wishes and previous experience. This led to minimal par-
ticipation for the child and the parent, and they did not get a chance
to design their care so they could reach their full potential. This could
in the end lead to a silent or frustrated child with feelings of non-
involvement. The staff's parallel work, which was often performed
behind the child's back, and the fact that the staff stood up when
they communicated, did not promote feelings of being invited in the
interplay. Sometimes it seemed like the staff were in a hurry when
they did two things simultaneously. They focused on the equipment
and were not present in the interplay with the child. This could be
interpreted as a balance of power that arose and a distance between
the actors that was created, which led to difficulties in meeting face-
to-face and, therefore, more challenging to focus on the child's situ-
ation. When the staff told the child gently what was going to happen,
the child became more involved and invited to be a team member. To
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talk and inform the child can facilitate the play and bring feelings of
being important and necessary.

The second theme in the interplay was The need for varying com-
pliance and could be described as follows:

The nurse takes the boy's arm to look for blood vessels. The
boy immediately sits up. The anaesthetic nurse wants the boy to lie
down. She looks him in the eyes and is close to his face when she
says it. The boy does not obey and looks scared. The nurse brings
out a treasure chest, but the boy looks at it quickly and then turns
his gaze directly to his arm. The boy moves his body anxiously. The
nurse raises her voice and speaks more forcefully. Then she changes
her strategy and asks if he wants to count. After that, she asks if he
wants to breathe in the mask instead. The boy nods.

The child was subjected to several procedures during this short
phase, that is connected to the monitoring equipment, received in-
jections and had to breathe into an anaesthesia mask. Compliance
could vary as the child did not participate voluntarily in the play. In
some situations, the child was willing and there was no physical or
verbal resistance, but in many cases, the child was not compliant and
showed it by protesting. They could cry and said that they did not
want to participate, hid under the blanket, kicked their legs and arms
and pulled their head aside. This happened during the procedures,
that is when the equipment was connected, when the intravenous
needle was to be inserted or when the child was to be anaesthe-
tised. The parent followed the child's movement and was sensitive to
changes in the child and, at the same time, tried to help the staff by
talking, diverting attention, or holding their child so the procedures
could proceed. The staff often met the child's protests with low af-
fective and preserved calm. They often changed strategies and tried
different methods to make it easier for the child, such as diversions,
showing stickers and iPads, or just by telling jokes. There were thus
situations where the staff's approach was found wanting when the
child was insufficiently compliant. In those situations, the staff did
not often pay a lot of attention to the child's reactions, they often ig-
nored the child, and the communication became minimal. They could
also speak forcefully with a louder voice or held the child's body to
complete the procedure.

What did this mean for the interplay, and how could it be inter-
preted? It was challenging for the child to be compliant all the time
during the procedure. This could be interpreted as difficulty being
in an unknown environment, being subjected to painful procedures,
and having limited opportunities to influence the play. The child
needed support to be compliant and to be able to perform; this could
entail being able to facilitate the procedures but also get opportuni-
ties to understand. It often seemed as if the child did not have great
demands. It appeared that small things were enough, as sitting up on
the table or holding the anaesthesia mask by themselves. The parent
was an important actor, was sensitive to changes and could help the
child to be more compliant through support and encouragement.

The staff met the child's compliance in various ways. It became
clear that the staff did not always wait for the child or ask why they
reacted. This could be interpreted as a limited understanding of the
child's needs and not allowing them to participate with their specific
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abilities. Thus, when the staff deviated from traditional routines,
for example, through play, the room's mood could change, and the
child seemed to find it easier to relax. When they became more re-
sponsive to the child, the induction or other procedures often went
more smoothly. This could be interpreted as it being essential to ask
questions, to listen, and to create an environment with positive en-
ergy, joy, and support. Even if the parent took a subordinate role,
the parent was receptive to both the child and the staff. The parent
became a mediator.

The third theme in the interplay was The need for mutual depen-
dence and could be described as follows:

The anaesthetic nurse takes the breathing balloon and gives it to
the mother who receives it. The anaesthetic nurse begins to induce.
The other anaesthetic nurse takes the girl's hand in hers, and the
mother takes the other hand. It is quiet in the room, and the nurse
says it is going to be okay. The girl lies still with her stuffed animal
on her stomach. She does not move her body. The nurse says that it
will smell a little bit when the anaesthetic gases are turned on. The
girl starts to cry and pulls up her legs. The nurse continues to induce,
and the mother draws herself closer to the girl.

Even if all actors had different roles, co-operating was needed
and required. The child received help from the parent to put words
into the child's feelings and reactions and become the child's mouth-
piece. The parent and the staff could also help each other during the
procedures. Some diverted the child, and some held the child's hand
or body and talked soothingly to the child. The parent also helped
the staff to explain to the child what needed to be done. Sometimes
it could be at a request from the staff, but often the parent by paid
attention to the need her/himself. There were always at least two
staff around the child, they interplayed with each other, and knew
each other's tasks. There was also a tacit agreement between the
staff on what to do, and they could quickly change places if, for ex-
ample, a procedure failed. When procedures were to be performed,
for example an intravenous catheter placement, several of the staff
approached the child. They formed a ring around the child together
with the parent.

What did this mean for the interplay, and how could it be inter-
preted? All the actors became mutually dependent on each other.
The parent became a specifically important actor to provide pro-
tection, help the child, assist the staff, and contribute to the process
going smoothly. This could be interpreted as the child being depen-
dent on the parent, and the parent trying to balance between the
child and the staff and therefore became a bridge builder, that is
became an extended arm for both the child and the staff. It became
clear that they all complemented each other and formed a team for
the process to go smoothly for the child.

The fourth and last theme in the interplay was The need to give
and to receive emotional support and could be described as follows:

The boy gets a sticker from the nurse, but the boy backs off a bit,
and the father takes the sticker instead. The boy looks at his father,
who is trying to cheer him up. The father hugs him and touches his
cheek with his face. The father looks the boy in his eyes. The boy
leans forward to the father, and the father leans immediately towards

the boy. The nurse puts on her gloves. She stands up straight when
she talks. She does not look at the boy and flutters her eyes. The boy
does not look at the nurse.

The play contained several difficult moments for the child, who
experienced anxiety and needed emotional support. The parent took
responsibility for supporting their child's emotional feelings. The
parent was usually aware of the child's needs and responded directly
to the child. They often communicated silently, through glances and
by physical proximity such as holding hands and through smiles. The
relationship between the child and the staff was not emotionally
strong in the interplay. However, they tried several methods to calm
the child if needed, such as holding hands, praising, smiling, or speak-
ing soothingly. The staff could also open a treasure chest such as
stickers, but they left the child in the parent's care if these methods
did not work. The staff responded to the child's questions but did
not ask the child about their feelings even if the child was crying,
and the child was thus not given a chance to verbalise feelings with
the staff. The parent did not receive any emotional support from the
staff at the beginning, and they only received support at the end of
the induction when they followed the staff out of the room.

What did this mean for the interplay, and how could it be inter-
preted? The child sought emotional support and strength from the
parent by looking at them and by searching for body contact and the
interplay between the child and the parents was strong. This could
be interpreted as the child and the parent being a tightly-knit unit
and emotionally close to each other. It seemed perfectly natural for
them both, and it appeared to be more comfortable for the parent
to relax when they could support the child. The parent was both a
giver and a receiver of emotional support in the interplay. Thus, the
staff responded weakly to the child's emotions and had difficulty
finding measures to alleviate their anxiety. If they could not reach
and interact with the child, they could withdraw a little and thus
often gave the parent an opportunity to have the emotional com-
mitment. This could be interpreted as them evading their responsi-
bilities. Questions thus arise about why staff did not care so much
about the emotional aspect. Was it just a deliberate act by the staff
because they knew that the child felt safer close to the parent and an
unspoken requirement that the parent was responsible for that part?
or was it because of the short time of the procedure and, therefore,
impossible for the staff to create an emotional relationship? It thus
becomes clear that taking responsibility requires time and courage,
which the staff did not always seem to have. This could be inter-
preted as the parent being left alone with the responsibility for the

child's emotional needs.

4.3 | Theplot

The plot was short, intensive, and did not allow much opportunity
for participation. The scene never changed, just the actors and the
plot. The actors had specific locations in the plot. The child was al-
ways in the middle, the parent on one side, and the anaesthetic staff
on the other side and behind. The plot varied between the actors
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since they were unknown to each other and the scene. There were
many emotions in the plot, everything from laughter to tears.

The plot could be interpreted as necessary. It was there to help
the child recover from ill health, but the child and the parent had
to abandon their well-known everyday life to enter an unknown
and unfamiliar plot, which they had no chance to practice and learn
about before it was their time to play. This led to anxiety and un-
certainty and the parent tried to comfort and care for the child. The
plot was in a way a matter of routine for the staff, and feelings of
security could emerge. The plot did not have any human content
initially but depending on the actors' reactions and attitudes in the
play's encounters, this could change. It was therefore impossible
to predict how the play would go, and it could not be static, which
thus entailed there being a vulnerability in the plot. The plot was
also concise, which could lead there being to no time for reflection
and information. There was sometimes a minimum of time for the
actors to be ready, and no time for sensitivity and to care lovingly.
Alternatively, it could be a result of a lack of engagement or compas-
sion? In spite of everyone's efforts to do well, the interplay was not
always satisfactory-and the plot could thus change between being
caring and uncaring.

5 | DISCUSSION

This study highlights the interplay in the OR between the child, their
parents and the anaesthesia staff and is presented as a theatre play.
To see the human as a whole in the world, allowing an intertwining
of body, soul and spirit can bring a new understanding.

The findings from our study showed that the scene of the play
was unwelcome and uncomfortable, mainly due to the anaesthetic
equipment that was new and unknown for the child and the par-
ents and which was primarily designed for the anaesthesia staff.
These findings are similar to previous research describing an un-
comfortable environment (Pomicino et al., 2018) with frightening
high-technology equipment (L66f et al., 2019). Such an environment
can trigger anxiety (Ford, 2011) and cause feelings of insecurity of
not knowing what to do or what could happen. The environment
can also contribute to difficulties and limited needs (Sj6berg et al.,
2017), which was also evident in our result where the placement of
the technical equipment and the anaesthesia staff behind a table
did not promote contact between the other actors, that is the child
and their parents, and lead to difficulties in meeting face-to-face and
therefore creating a distance. According to Aagaard et al. (2017), the
staff's physical position in the room in relation to the actors indicates
their priorities when interplaying. It can lead to a struggle between
prioritising and reflecting about the meaning of the interplay though
nurses having to juggle multiple tasks, and the attention is divided
between the technical procedures and the interplay with the child
and parents. Sigridur (1996) argues for the importance of being able
to see the other actors in the context of being able to develop a
connection. The technologically advanced environment in this study
itself constituted an obstacle but the nurses' themselves can create
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a caring environment by being truly present for the child and for
the parent and to place themselves in front of the child as much as
possible. The findings can also been seen in the light of a study by
Koskinen et al. (2020), which is a way of being present, listening,
responding, giving space and taking an interest.

The play in the present study started with an invitation from the
anaesthesia staff to enter into the OR. The communication and the
time were short (mean 8.17) and intensive with no pauses for the
children and their parents. The staff demonstrated the equipment,
for example, the anaesthetic machine and oximeter but did not open
up to provide time to respond to any wishes from the children or
promote feelings of being invited. There was thus minimal participa-
tion. This result does not fully comply with what other nurses in the
OR say they do, such as making the child the most important person
in the room, asking them questions, and encouraging them to speak
and tell their own story (Danielsson et al., 2018). However, time
pressure can lead to stress (Sundqvist & Carlsson, 2014) and it could
be different if there was sufficient time (Danielsson et al., 2018).

The children did not usually participate voluntarily in the play
in this study, compliance could vary, and they needed support. The
parent was sensitive to all the changes in the child and was an im-
portant actor supporting the child. The anaesthesia staff thus often
met the child in different ways depending on the child's emotional
state and they often used various methods, for example holding
hands, talking smoothly, and smiling to make it easier for the child.
A previous study indicates the important role of anaesthesia staff
in capturing the child's attention. They could use a high-pitched
voice and short, concise information and humour but also silly talk
and gestures to soothe and play (Bizzio et al., 2020). However, this
present study also showed that if the child did not respond to the
anaesthesia staff's actions, the staff usually did not pay any more
attention. They gave up and could ignore the child, and the commu-
nication became minimal. This was interpreted as a limited under-
standing of the child's needs. It is well known from previous studies
that children can change during procedures. They can be watchful
or inquisitively engaged, as well as being avoidant, forced, or re-
signed engaged (Andersson et al., 2020; Séderback, 2013), and the
staff's reactions to this can be that they continue with the procedure
without listening even though the child cries out loudly (L66f et al.,
2019). Our study clearly shows two different approaches in the in-
terplays, described by Sigridur (1996) as a caring approach, that is
seeing the other one including perceived expectations and needs or
an uncaring approach, which symbolises a lack of caring, that is to
be short and ignoring. Fredriksson (1999) argues that it is essential
in a caring conversation for the anaesthesia staff's willingness to “be
there” to make a space where the child can be allowed to share its
suffering with others and help the child find its way forward. It is
also essential in the “caring touch” to accept the child as a unique
actor. Eriksson (2002) means that the child's message can be heard
by being silent and listening with openness. Suffering can be allevi-
ated through having responsibility and a desire to do good, but it re-
quires humanistic knowledge. Anaesthesia nurses often depend on
routines for feelings of control, which can create emotional energy.
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The risk of using a minimum of embodied actions without sensibil-
ity towards the patient could lead to a production-centred care in
contrast to child-centred care (Aagaard et al., 2017). According to
Berglund et al., (2013), it is more challenging to be sensitive to the
child's wishes if the time is limited. It was shown in the present study
that the staff must be aware of their dominant role in the interplay
and that they themselves can be a powerful resource for delivering
a caring approach and opening up for participation. That requires a
willingness to invite and open up for the child's and parent's wishes
so they can reach their potential, allowing the child to participate to
the best of their ability in being a patient, and taking time.

All the actors had different roles in the interplay, and the play
was challenging, especially for the child. Co-operation was needed,
and all the actors became mutually dependent on each other and
formed a team. In line with the findings in this study, anaesthesia
staff have described that parents become a bridge between the
child and the anaesthesia staff in providing information (Bizzio
etal., 2020) and that the parents' role is essential for anaesthetising
children (Danielsson et al., 2018). There are numerous reasons for
advocating for parental presence (Yousef et al., 2018), for example
the children struggle with anxiety due to their inability to protect
themselves from external threats while being anaesthetised. They
thus need as much protection as possible (Andersson et al., 2020).
In this study, the connection between the child and the anaesthe-
sia staff was not emotionally strong, and the staff often passed on
the emotional commitment to the parent. There could be a number
of reasons for this, for example that the children's experiences of
security are connected to their feelings of wanting to understand
the situation and they often use the parent to get the information
(L66f et al., 2019). Parents often have an empathic touch and are
engaged to a higher degree in most of the child's behaviour com-
pared to anaesthesia staff. Emotional behaviour, such as empathy
and emotional support, is positively related to reducing children's
anxiety. This highlights the interactive nature of anaesthesia induc-
tion with a parent present (Chorney et al., 2009) and how important
the parents are (Arakelian et al., 2019). It is essential to help children
and their parents remain in their natural roles instead of replacing
the parent with staff in the entire child's care since parents who as-
sist their children also show a higher level of satisfaction (Pomicino
et al., 2018). Parents want to participate (Kruger & Rosen, 2016)
and want to see themselves as a resource for both the child and the
anaesthesia staff (Sjoberg et al., 2017) but this is not always easy for
the parents. Even if the parents take the emotional responsibility, it
is necessary for the anaesthesia staff to also take responsibility for
the emotional care. Passing over the emotional responsibility and
ignoring the child is an uncaring action (Sigridur, 1996) and not in
line with the United Nations Conventions on children's rights where
it is declared that the child has the right to be listened to ("United
Nations Convention on the Rights of the Child, (UNICEF), 1989.
[http://www.unicef.org/crc/],"). To be able to listen and remain
open is to see behind the child's emotions and see what it stands

for and asking questions can open up possibilities (Gadamer, 1994).

Our study shows that the parents seemed uncertain about how
much space they should take, which led to uncertainty and diffi-
culties finding a place in the room. It has also been shown in an-
other study that parents feel they are expected to respond to the
children's questions, which can be stressful (Sjoberg et al., 2017).
Parental confidence in the staff appears to be important in estab-
lishing a good relationship (Aarthun et al., 2018) and it is important
that nurses care for the parents as they do for the children (Arabiat
et al., 2018). One factor for predicting parental satisfaction is based
on the care their child is receiving and how caring the staff members
are (Sigurdardottir et al., 2017). Our study shows that it is important
that anaesthesia staff find a balance between helping the parents
to find a place in the OR and pushing them to continue to support
their child. To do that it is necessary to be sensitive, give emotional
support and provide space for the child and parent and be able to
respond to the child's emotions. Our study shows that it is impos-
sible to predict how the plot would play out since it varied greatly
and often changed. It became clear that there was a vulnerability in
the plot and the need for a more caring approach in the anaesthesia

staff arose.

5.1 | Limitations

The same anaesthesia staff do not usually work in both the pre-
intra- and postop part in Sweden and the researchers were aware
that preoperative preparations such as information and preopera-
tive visits could have affected the interplay in the OR as well as the
premedication for the children. The first author accompanied the
anaesthetic staff when they picked up the child and their parents
prior to the procedure but was not present in the preoperative area
or on the children's wards.

The use of video technology to assess interplays between the
participants provides a number of advantages and a unique oppor-
tunity to gain insight into behaviour such as communication styles.
Video can also capture all the details, especially when different com-
ponents simultaneously occur. However, the video method can also
have limitations, such as the influence of videotaping on behaviour
(Latvala et al., 2000) and since the children and their parents were in
a vulnerable state during the induction. The Hawthorne effect is a
classic example of reactivity that can be reduced by exposing partici-
pants to more extended observation periods in order for them to be-
come acclimatised. This was not possible, however, in this situation.
The observer was alone in the OR, and had a small, fixed camera on
the short side of the operating table, which was not moved during
the interplay even if this affected the visibility of the actor's faces in
some situations. The observer tried to be sensible, not interacting
with the participants in the room and being prepared to stop the
observation, which was however not needed.

There is always a risk that preunderstanding might influence the
interpretation (Naden, 2010). It was necessary to identify the preun-
derstanding during the process in order to determine what was new
explicitly, which was done by slowing down and with open approach
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allowing the preunderstanding to be challenged. The first author's
(LA) preunderstanding can be described in terms of familiarity with
the research field as a nurse anaesthetist. Trustworthiness was en-
sured through accuracy in the analysis process. The data was thus
discussed together with the research team in the interpretation
phase. Credibility was attained by using Gadamer (1994) and by fol-
lowing the description of the methodology in Eriksson et al. (2020).
The Swedish context should be considered with regard to transfer-
ability, but the findings may be useful in other technologically ad-
vanced environments, such as intensive care units.

6 | CONCLUSION

This study provides an opportunity to understand the interplay be-
tween children, their parents, and anaesthesia staff in the OR. The
highly technical environment constitutes an emotional obstacle,
however, the anaesthesia staff can be a powerful resource in creat-
ing a caring environment. The outcome of the plot may be depend-

ent on the bearing of the anaesthesia staff.

7 | RELEVANCE TO CLINICAL PRACTICE

A caring approach in the OR requires a willingness from the anaes-
thesia staff to invite and open up for wishes and questions allowing
the child to participate and to find a balance between helping the
parents to find a place in the OR and support them in supporting
their child. This requires sensitivity and emotional engagement in
order to be able to stand in front of the child, take time, listen and
respond to emotions. This result is important for clinical practice and
the findings can be utilised and generate reflections on how to cre-
ate a more caring environment.
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